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PREFACE

The decision of the Near East Bureau of the Agency for
International Development (AID) to document and analyze the health
care activities of business in the Near East is an important act
of leadership on the part of development professionals. The many
case studies contained in Beyond the Public Prescription, detailing
business roles in a wide variety of health services, demonstrate
genuine opportunities to generate private/business resources for
health care in the Near East.

To understand fully the broad implications of the innovative
approach discussed in this Report, it is necessary, at the outset,
to distinguish the intentions of this study from other research on
private sector roles in economic development.

Our objective here is not to encourage the development of
private sector enterprise within AID recipient countries or between
the U.S. and those countries. Nor do we argue that public resources
can be fully replaced with private resources as the engine of devel
opment. Rather, our objective is to illustrate and analyze how
development professionals can harness the vast resources, experience,
and technological expertise of business to achieve the public goals
of social and economic development.

Certainly our huge responsibility to achieve development for
billions of unfulfilled lives will require more resources than we
can ever commit in the public sector. The overwhelming dimensions
of development necessitate finding effective methods for making
optimal use of all available resources, public and private.

This approach, quite simply, is the mandate of The Center for
Public Resources (CPR). The organization was established six years
ago to develop methods for mobilizing market resources to address
public and human needs. Our focus is not philanthropic. Instead,
we direct our efforts to understanding and enlisting the market
incentives of business to respond to public problems, so that the
resulting involvement is based on a pragmatic, sustaining commitment.
We have seen success in this approach in the areas of education,
the high costs of the legal system, and health care.

Anyone seeking sound collaboration between business and the
public sector must recognize the obstacles which inhibit progress
in this direction. Unfortunately, we in the United States understand
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those obstacles quite well. America, more than other industrialized
countries, has traditionally divided the roles of the private and
public sectors into two distinct arenas. The business of business
has, of course, been perceived to be business. The public sector,
in turn, has been viewed as having nearly total responsibility for
meeting the monumental public and human needs here and in the devel
oping world. From the 1960's through the 1970's adversarial rhetoric
enhanced this division by reinforcing the notion that a social role
for business, based upon market interests, was suspect and thus of
little social utility.

In the past, we lived under an illusion of vast and unending
public resources. This illusion gave support to the idea that we as
a society could operate as two quite separate systems~ public and
private. Today, we no longer enjoy the luxury of that illusion; we
can no longer sustain wasteful dichotomy. The reality of constrained
and limited public resources compels us to devise methods for util
izing business resources to address crucial social issues.

The 1980's must be an era of collaborative problem-solving.
Thus, the difficult task ahead is to understand how our vast reservoir
of financial, technological, and professional private resources can
be successfully applied to meet social needs in ways that satisfy
both market and public objectives.

The good news may be that experience in this endeavor is
running well ahead of our understanding of the dynamics of how that
collaboration can take place. We need to understand those dynamics
if we are to build that experience to a critical mass of activity.

The current responsiveness of the market sector to many areas
of public need is impressive. For example, as the U.S. evolves from
a production-oriented economy to a service, high-tech and research
oriented economy, whole industries have emerged to assume important
roles in health, education, and other areas that were once perceived
to be the exclusive realm of the public sector. The corporate organ
ization has become a social institution to a degree that corporate
managers seldom understand and too few would care to admit. For
sound business reasons, many corporations have become major resources
in such areas as preventive medicine and health care, human resource
development (in the United States alone business spends $30 billion
on training and education per annum) and energy conservation. By
mandate, American corporations have become involved (too often kicking
and screaming) in equal opportunity, the environment and occupational
heal th and safety. The significance to development of broad institu
tionalization of these responsibilities and the emergence of significant
innovative programs in these areas should not be discounted. These
trends have been international as well. For example, this Report docu
ments a range of areas in which multinational and indigenous business
are current and potential actors in health care in the Near East.
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This degree of business interest and involvement in social
issues is encouraging, but the process by which this involvement
can be melded with public programs and goals has yet to be rigor
ously understood. We hope that this Report brings us a step closer
to that understanding, for developing sustainable public/private
collaboration is difficult and requires a greater awareness of
market incentives and a sophisti.cated approach toward applying
these incentives to a public agenda.

Whatever may be the problems in forging a genuine public!
private relationship to achieve the goals of international economic
development, the public official has no choice but to try -- indeed,
to assume the lead. The times clearly demand a determined effort
on the part of the development assistance professional to pursue
opportunities for greater use of private resources.

At no other point in recent memory has business exhibited
the level of its current interest and capacity to address a variety
of social problems. And, at no other period have we been so starkly
confronted by the reality of constrained public resources.

The ability of the development assistance professional to
respond to both the opportunities and constraints of our time will
chart the future course for public/private cooperation in development.

James F. Henry
President
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FOREWORD

The economic and social problems of nearly every nation remain
severe. Yet~ government budget reductions in the face of sluggish~

recession-prone economies have made difficult the resolution of those
problems by the government and non-profit sectors alone~ if such purely
public resolution was ever realistic at all. A worldwide interest
has been building to find methods for addressing public needs which
do not rest solely upon massive outlays of public funds. Leaders in
the public and private sectors are searching for a new perspective
a new, creative way of thinking about how market incentives can be
effectively mobilized to respond to public problems.

With this approach in mind~ the Center for Public Resources~

with support from the Agency for International Development (AID)
(Cooperative Agreement NEB-0150-A-OO-2072-00)~ undertook an examin
ation of current and potential private sector roles in health care
provision in the Near East. This Report summarizes the results of
that work, and emphasizes the very real ~ very immediate opportunities
for development assistance leadership in blending public policy in
centives with private and business resources to expand the availability~

quality~ and cost-effectiveness of health care in that region. This
Report is not about AID; it is about publicly-mandated development
assistance overall and the advantages to public agencies of closer
private sector relations.

Business has a direct stake in cooperating actively with public
leadership to resolve public problems. Indeed~ as this Report illus
trates in the health sector~ the private sector often has initiated
with its own resources and in the context of its own market interests
programs to address public priorities. The private sector~ therefore~

houses both expertise and interests which can be pragmatically mobil
ized by public agencies to meet human needs more effectively and in
ways that are consistent with and therefore sutainable by private
sector motivations.

The result is not, as is so often claimed~ a tainting of the
purity of public objectives. Rather~ it is mutual gain~ a harnessing
of public and private resources~ a blending·of public and private in
centives~ to meet human needs without the waste of confrontation and
conflict. The strategy builds upon rather than tears down the individual
strengths of public and private actors.



The Report emphasizes that there are very immediate and mutually
beneficial opportunities for business (multinational and indigenous),
government policy-makers, and development assistance agencies to cooper
ate more closely in resolving a range of health problems in the Middle
East, using market mechanisms and incentives in ways that serve both
public need and private concerns.

The catalyst for that cooperation will not come from business,
however. Business is undertaking significant health activities, but
there is little reason for it to become involved on its own initiative
in the broader public health system concerns of public aid agencies.
That is not lithe business of business. II

That leaves one alternative. A very bright, very obvious
spotlight is shining on publicly-mandated development assistance
agencies to take the lead, to offer their good offices to begin the
public-private dialogue, and to provide ~heir technical resources
to move that dialogue to sustainable cooperation. Business often
requires a much better perception of how it fits into the develop
ment process. Development professionals who understand this, as
well as appreciate the dynamics of existing private sector roles
and concerns, can improve that perception.

This Report does not suggest that the way ahead for that
catalytic role is completely clear. Many barriers -- structural,
attitudinal, and financial -- remain in many areas. We do argue,
however, that the light at the health partnership intersection is
amber, not red, and that public aid agencies can and should, there
fore, proceed with caution.

The data and analyses in this Report are the products of many
insightful business executives and public agency professionals. These
individuals are too numerous to name, but we thank them all for their
time and creativity. Special appreciation is extended to Pamela Johnson,
AlDis Project Officer for this effort, whose insights, patience, and
sense of humor have often carried the day in this innovative project.
Special appreciation is also extended to the research staff listed on
the title page of this Report, for their often creative approaches to
the very difficult data collection problems encountered along the pro
ject's way.

Finally, of course, nothing in this Report should be construed
as presenting the official policy of the Agency for International
Development or of the United States Government. Data analysis and
conclusions, as well as all errors and inaccuracies, are thus solely
our own.

Susan Ueber Raymond, Ph.D.
Vice President, Program Operations
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I. INTRODUCTION

"In a wotr.1.d wheJLe heaUh c..aJte CO.6:U Me .6OaJUng and
wheJte Jl.e60UltCe6 Me woenuUy -inadequ.a:te to mea hea1.:th
neec1J.>, ~ cannot naiR.. to rrak.e the be.6t pO.6.6-i.b.f.e Me on
aU tho.6 e who pM v-i.de heaUh .6 eJl.vJ..c.e6 ••• pJr.-tva;te M we.U.
M pub.tJ..c.." M. Peter McPherson, Administrator,
Agency for International Development.

The main problem facing development assistance (and developing
countries) in the health sector is fairly simply stated. The public
resources required to put in place and sustain a minimally-acceptable
health infrastructure in the developing world are simply not currently
available. Barring a budget-shaking display of political concern over
the long-term future of health in the developing world, and thus a sus
tained increase in or diversion of tax dollars to radically expand
health assistance efforts, it is also unlikely that those requisite
public resources, from within or outside the developing world. will
be available in the future. If the past ten years are any measure.
that display of popular and thus financial outpouring for expanding
health programs is unlikely. It is a reality which we may not like,
but which we must face.

How, then, do we find new mechanisms to preserve, pursue, and
maximize the essential functions of health sector financing performed
by governments and publicly-mandated development assistance within
public resource constraints?

The answer to that question is also fairly straightforward,
i.e., by emphasizing public sector cooperation with private resources,
not only those of private charity. but, perhaps more importantly, those
of the private market-based sector (business and private providers).
The rationale for such a strategy is clear. In the context of carrying
out its regular business operations. the private sector (local business,
private health service providers, and multinational corporations) gener
ates or mobilizes resources -- financial and technical -- which are
applied to a range of problems in the developing world, including
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problems in the health sector. Public development assistance must
find and optimize those private resources, and develop policy incen
tives for their expansion. In industrialized countries, we have
pursued such collaborative strategies domestically (and for the last
several years have done so with greater diligence); we must now do
so internationally.

The answer for acqui ring or encouragi ng nevI resources may be
straightforward; the solution -- implementing that answer -- is more
difficult. Development assistance professionals in the health sector
seldom have the information, professional access, or cooperative
mechanisms needed to identify relevant private, market-based resources;
to apply those to public health problems; and/or to develop the policy
incentives needed to attract private }'esources to development assistance
projects. Furthermore, these professionals must overcome the history
of conflict between public and private sectors which plagues the health
sector.

Despite these constraints, development assistance professionals
must seek out private resources. Unless public professionals are
creative enough to explore the private, market sector options and
partnership potential in order to leverage publ-ic resources in the
private sector, the health sector must face and accept existing or
increased limits on its programs. Resource leveraging, in every
financial and technical sense of the word, is increasingly the only
alternative to resource stagnation in social development sectors.
The public health sector must establish both a baseline of information
regarding the actual and potential activities and resources of the
private sector, and a process for linking itself into these to the
advantage of both private and public goals.

This Report is the first step toward such an information and
process base for the health sector, with specific reference to the
Middl e East.

I.A. DEFINITIONS

Before proceeding, a few definitions are in order since the
subject of this Report is not one normally addressed by those in the
international public health and development assistance communities.

"Private sector" in this Report, unless otherwise qualified,
refers to multinational business, domestic (indigenous) business within
the countries at issue (including any major publicly-held corporations
which often hold a monopoly on an economic sector but, although subsi
dized, operate as quasi-private companies), and indigenous private (full
or part-time, personnel or facilities) providers of health services.
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liThe Near East" is used interchangeably with lithe Middle East."
The countries of special but not exclusive attention in the Report are
Jordan, Egypt, Tunisia and, to a lesser extent, Morocco and Lebanon.

"Development assistance" refers to agencies, personnel, or funds
which are targeted at economic andlor social development in the Third
World and which are publicly-mandated and financed. The term also re
fers to the private, voluntary, non-profit vehicles for those publicly
financed programs.

"Heal th sector" refers to all aspects of the publ i c health and
curative medical establishments, as well as to family planning services
and to demand-side nutrition programs (but not to supply-side agricul
tural production).

1.B. THE HISTORY OF CONFLICT

In the past, development assistance was regarded largely
as a public function: the transfer of u.S. (or French or British
or German) income to bolster or stimulate the public economic
sectors of the less developed world. Government-to-government
arrangements (at times, perhaps, carried out via private-non-profit
pipelines) dominated the development scene. Project work was con-
ceived in, investigated by, evaluated by, initiated under, implemented
within, and managed by the public sector. With a few notable excep
tions, development assistance agencies in the "North II were government
bodies working with government or quasi-government bodies in the "South."
The financial flow was largely one of public (tax) dollars. The assump
tion was that "made in the public sector" was not only a mark of quality,
it was also the only mark available to ensure equitable distribution of
project benefits to the poor. This tendency has been particularly
dominant in the areas of social (i.e., not directly production-oriented)
development projects such as those which dominate the health sector.

This emphasiG on maximizing public roles has had two effects.
First, it has tended to pit the public and private (business) sectors
against one another. Both sides of the "government versus corporate"
debate over Third World development became quite proficient at identi
fying the errors of each other1s ways. Public accusations of corporate
exploitation have been matched blow-for-blow with private sector lamen
tation of public sector inefficiency and waste. The pattern of confron
tation continued to spiral ever upward. The result, from the mid-1960·s
through the late 1970's, was polarization and a dilution of both private
and public expertise and resources targeted at economic and social devel
opment in the Third World.

The second effect of a development assistance emphasis on publicI
government roles in the Third World has been the obscuring of what has
been, and increasingly is, the private sector's crucial role in both
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the economic and the social development process in the developing world.
In fact, and largely regardless of the level of development, a signifi
cant portion of the resources public agencies need to harness for
economic growth and social development are privately owned, either by
local businesses, by private service providers, or by international
corporations. 1 Without a viable private sector (and what follows is an
economic, not a political statement), governments have not and cannot
(in the majority of instances) stimulate or sustain economic growth and
development. In the shadow of the aforementioned development assistance
debate, however, the actuality and potential of that private role have
often been lost.

1.C. THE SHIFT IN PERSPECTIVE

In many quarters, the perception of the necessity for conflict
between private resources and public policy has begun to be tempered.
Thought is beginning to turn from confrontation to cooperation, though
not in all public agencies or among all development assistance pro
fessionals. The reasons for this shift are at least four-fold.

First, the purely economic realities of the 1980's have set in.
Oil-importing developing countries have been dealt a severe blow by
the burden of energy costs. In the current market, even oil exporters
in the developing world are feeling the pinch of trade deficits.
Furthermore, the impact of energy events and a related recession in
developed world economies have also served to suppress international
trade and investment, and thus indirectly to dampen Third World eco
nomic growth. The resultant budget strain on public finance, indeed
on the financial viability of many nations in the developing world,
has resulted in public finance retrenchment, with public resources
increasingly focused on production industries rather than on expanded
social services.

Second, and due in large part to a recognition of those economic
realities, government economic policy within Third World nations has
begun to re-emphasize the mobilization of private business resources
to finance economic growth. This re-emphasis on private roles has
influenced the economic and service provision plans of even the more
centrally-planned economies. Except in the most rigidly managed
economies, the public sector has begun to re-emphasize its more
traditional role, that of providing the environment and incentives
necessary to direct private resources toward development goals, rather
than its more recent role as the producer of resources for public
achievement of those goals.
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Third, and a point not unrelated to the first two, the public
wells of development assistance financing have begun to run dry in
the more developed nations. The result has been an expanded search
on the part of some publ icly-mandated development assistance organ
izations for ways to leverage their own decreasing, over-demanded
resources via private cooperation.

Fourth, a political shift in some developed world countries
has resulted in significant policy changes for bilateral development
assistance. There is a new emphasis on encouraging entrepreneurial
resources in all economic sectors of the developing world, rather
than on expanding the roles of government agencies. As a result,
a search is underway for improved methods of including private sector
financing and technical expertise in the project portfolios of both
bilateral and multilateral development assistance agencies.

The result of all of this ferment has been a renewed interest
in defining public-private resource partnerships which serve the
interests of all involved in development assistance: publicly-mandated
agencies, the business world, national governments and their economic
growth and equity goals, and the people of the developing world.

1.0. THE MEANING OF AND LIMITS TO PARTNERSHIPS

This renewed interest, however, has taken an incomplete turn.
Increasingly, one hears development assistance pleas for /I partnershi pll

with the private sector that sound dangerously akin to limy agenda and
your money,1I that seek private (particularly business) resources to
pursue goals and programs determined purely in the public sector.
This is not partnership; it is philanthropy. Such philanthropic
approaches can be effective responses to some types of problems (see
Case 38 regarding Lebanese reconstruction). However, a purely philan
thropic approach is vulnerable to shifting donor interests and is thus
usually short-term. It is ill-suited to address structural health
problems since these require a more long-term, sustained effort.

It is only when both parties achieve their individual goals
through mutual effort that cooperation becomes a partnership, and
it is such partnerships, sustainable in the longer term, that are
needed to address the health problems of the developing world.

It should be acknowledged from the outset that such partner-
ship approaches may not be appropriate or efficient options for all
problems in all regions of the developing world. The necessary role
of the public and philanthropic sectors in many aspects of health
programs in the developing world is not in question, at least not here. 2
Drought, refugee relief, natural disaster, and epidemic disease control
are all examples of areas in which almost exclusive public and philan
thropic responsibility is indeed both appropriate and effective. It is

-5-



the public and philanthropic sectors which have so admirably responded
to such needs for many, many years. It is also the spirit of that
type of response that is one of the pill ars of strength of the Uni ted
States and other nations.

Moreover, for the very poorest nations, an early reliance on
public finance and aid may be essential. In these cases, improvements
in infrastructure and sanitation are prerequisite to the attraction
of private capital to the economy. While investment in these infra
structure areas may eventually yield sizeable economic returns, payoff
is too remote to attract the private sector. Therefore, public aid
is the only recourse for building the foundation. Once built, however,
that foundation in nearly every sector -- social as well as productive
can attract private capital.

Given the resource constraints faced by public programs in even
these poorest countries (let alone in the Middle East)~ however, and
the reality of private roles in the health sector, understanding of
and cooperation with market-based, non-philanthropic private sector
resources is a necessary, if not a sufficient, component for meeting
the longer-term recurrent health development needs of the Third World.
What does cooperation in this market-based sense mean? What consti
tutes a "partnership" based on long-term, sustainable self-interest?

Development assistance cooperation between public agencies and
the private sector which builds on and encourages private resource in
volvement in health can take many forms~ Among these are:

-- Application of business expertise in the design of public
projects or the resolution of public health problems
(e.g., expertise in system or facility management, vector
control, insurance, occupational safety);

Joint investment in or financing of the project which
results from the design process;

Leveraging of public resources, i.e., using small amounts
of public financial resources to attract a much larger
level of private resources (financial or technical) to a
project or program;

Reimbursed utilization of existing private health programs
or facilities for delivery of public health services or
the training of public providers;

Contracting of publ ic services provision to private organ
izations (e.g., management of logistics systems);

Development of policy incentives to encourage the expansion
or improvement of health services or products provided by
the private sector;
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Joint financing of the recurrent costs of health services
delivery (e.g., via the sharing of physical plant, equip
ment, or training programs).

In sum, all forms of market-based cooperation imply advantages
for both the private and public sectors: the public sector in terms
of expanded resources, broadly defined, to address public needs in
a more cost-effective1 well-managed manner; and the private sector
(local and international) in terms of both immediate market concerns
in the area (e.g., labor productivity) and the more effective pro
vision of health products and services to those in need.

For its part, however, the public sector stands to gain one
additional benefit from closer private sector cooperation. It is
the very way of thinking which private entrepreneurs apply to their
undertakings. The discipline of the marketplace -- financial and
roonagerial -- produces in the private sector a dominant concern
about accountability for resources, about the competitiveness of
ideas (and development assistance is a competitive business --
good projects are hard to find), and about the quality of product
outputs. This market-based method of problem analysis and action
has much to offer the public sector in making more effective use
of its own, public resources. The private entrepreneur, faced with
the discipline of the rMrketplace, emphasizes innovation and growth.
A public bureaucracy, faced with responsibility for implementing
"command and control" regulations, emphasizes adherence to policy
and maintenance of the existing allocation of resources. To the
extent that public projects can take on a more private., entre
preneurial spirit by working closely with the private sector,
project creativity may benefit.

1. E. PROJECT RATIONALE

Within this general cooperative framework, this Report has
two foci: geographically, the Middle East; substantively, the
health sector.

The Middle East overall has one of the strongest private
sector, entrepreneurial heritages in the developing world. It is
thus an appropriate region in which to begin to analyze possible
private sector-public development assistance linkages.

The health sector is another matter. The reality is that the
private health delivery sector in the Middle East is relatively strong,
with the majority of health services being delivered via businesses,
private practitioners, and private facilities. Despite this reality,
however, government policy in the region, both as regards service
delivery and as regards the manufacture and supply of health services
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products, has emphasized public responsibility for ensuring the
availability, and indeed the actual delivery, of health services.
This tendency to view the delivery of health services as a public
mandate has stemmed both from national political concern for en
suring the adequate distribution of social goods~ and from a
definition in the broader international health community of health
(and thus health care) as a "r ight" of every individual. From this
assumption, health services and the product input to those services
have come to represent public entitlement programs.

Despite these public policy and development assistance trends
in the health sector, examination of possible development-private
sector cooperation in health has many advantages. Most obviously~

many services are, in fact, delivered in the private sector; e.g.,
the first point of health sector contact for the majority of needy
in the Middle East is not the public clinic, but the private pharma
cist. Yet the role of such pharmacists has long been ignored by
public health planners and development projects. Providing incentives
for the expansion of such private resources (see Chapter 12 for details
on project potential in this area) is to the advantage of development
assistance programs, since the results may be a broader availability
of private services and thus a greater ability of development programs
to target public services on the most needy.

Second, as described above, considerable expertise exists in
private sector industries which, if considered as resources by devel
opment assistance professionals, would contribute to more effective
public health programs and more viable health financing schemes.
This is particularly true for the Middle East. As the economies
of that region have advanced over the last ten years, health system
problems have become more complex. While the private market sector
may have limited resources or expertise to offer to the health pro
blems of the most impoverished nations of the developing world, the
health sector in the Middle East is different. The type of manage
ment, recurrent cost financing, and service provision problems of
the health sector in that region are those to which the private
market sector has something to bring. The region also has a degree
of organized business activity in health-related areas sufficient
to be a full partner in health sector development. The pieces are
in place in the Middle East. The problems are appropriate. The
partners are present. All that is needed is the catalyst.

I.F. ANALYTIC FRAMEWORK

To begin to understand the complexity of the interrelationships
within the private sector on health issues, and between private and
public agencies, one must have a framework of analysis upon which to
trace the various actors and links. Page 9 contains the framework
which will be used in this Report.
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PRIVATE - PUBLIC SECTOR INTERRELATIONSHIPS
FOR HEALTH CARE SERVICES
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As the chart makes clear, the number of private groups and
subgroups of actors actually or potentially involved in health
related issues and activities in the Middle East is large. The
interdependencies among these groups and between private and public
actors are complex. For simplicity's sake, but always recognizing
that the disaggregation is artificial, this Report will untangle
that interdependence and describe individually each set of actors
in the framework. After the baseline of information is established,
the analytic framework will be re-aggregated to trace, via the use
of hypothetical cases~,the various interdependencies and development
assistance opportunities in the system.

One limiting parameter on this Report should be acknowledged.
This Report does not constitute a complete data base for the various
partnership actors described. One could write a book on anyone
group (e.g., indigenous business), or anyone set of actors within
a group (e.g., the indigenous insurance industry) in the Middle East.
Considerably more data has been collected than is presented here (a
full bibliography is appended); considerably more remains to be
collected. However, the profiles which are presented reflect avail
able data and illustrate the pragmatic potential of the private groups
of actors as self-interested partners for public development assistance.
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2, DATA BASE SUMMARY

"Tn toda.y'.6 fIJOJz1.d, many TfWtd WoJz1.d c.ountJr..,te.6 Me WtdeJLgohtg
a. meta.moll.pho.6-<-6 ht the qu.a.LUy 06 the..Vt. loc.al hea.Uh and mecUc.al
c.Me. A.6 thUlt ec.onomte.6 hnpll.ove and the..Vt. pubUc. a.nd pJUva.te
heaUh 1l.e.60UILC.e.6 jo.<.n 601l.c.e.6, the .6oluUon.6 to the..Vt. hea.Uh c.Me
need6 c.a.n htc.Il.ea..6,tngly be 60und wUh.<.n !l.a.theJL than ouU'<'de the..Vt.
naUonal bOll.deM." Charles L. Whetstone, M.D., Manager, Medical
Division, Conoco, Inc.

Chapters 3 through 10 present a lengthy analysis of the status
and potential roles of the variety of private actors involved in the
health sector in the Middle East. It is hoped that this summary chap
ter will both give the casual reader a meaningful overview of the
extent of private involvement in Middle East health systems, and pro
vide the more intense reader with a roadmap to the chapters and case
material which follow. Included in this chapter are parenthetical
references to case material contained throughout Section II which
illustrates the private roles summarized here.

2. A. ECON OM IC EN VIRONMENT

All countries under consideration in this Report evidence a
strong and urgent need for attracting private investment to attain
national economic goals. The ability to finance increasingly com-
plex and costly development plans is dependent upon the ability of
a country to take advantage of its total resource base, private and
public, and to attract domestic and foreign private investment capital.

Despite their common need to maximize private capital, however,
the economies in the Middle East reflect varying levels of state con
trol, are faced with various constraints upon their growth, and,
therefore, have instituted varying strategies for identifying and
attracting private capital to their development goals.

Jordan, at one end of the spectrum, is largely a free enter
prise system with a reputation for effective government economic
management and direction. But despite this solid economic reputation,
the country's economy suffers from limited natural resources and raw
materials. Joining Jordan at the free enterprise end of the spectrum
is, of course, Lebanon, noted as the commercial and banking center of
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the Middle East. However, under continued strife, virtually all of
Lebanon's resources are currently targeted toward reconstruction.

In the middle is Egypt. Although most production continues to
be state-controlled, Egypt, beginning in the mid-1970's has taken major
steps to open its economy to private sector participation. A successful
role for the private sector, however, is hampered by structural economic
difficulties including high inflation and a strained agricultural system.

At the other end of the structural spectrum is Tunisia's state
controlled economy. Although relatively strong to date, the country's
economy must contend with a future reduction in oil resources and current
high unemployment. Another firmly state-controlled economy, Morocco
suffered a particularly poor year in 1981 due to both an extensive drought
which destroyed agricultural production and a collapse of the market for
phosphates, Morocco's most important export.

All the above countries, except Lebanon, are pursuing ambitious
five-year development plans, with investment targets of $10 billion in
Jordan; $23.9 billion in Egypt; $14 billion in Tunisia; and $17 billion
in Morocco. All plans emphasize the role of the private sector as a
partner in economic development. Jordan is hoping that about 50% of its
investment financing will be forthcoming from the private sector; Egypt,
25%; and Tunisia, about 40%. Lebanon continues to rely on the private
sector for reconstruction, and Morocco is hoping that three-quarters of
its development financing can be generated from private sector i nvest
ment (which also includes capital from major public companies). In Egypt,
private investment continues to be directed toward small-scale industries,
although some major state-owned industries are seeking private sector
joint-venture partners. In Tunisia, private capital is being channeled
toward medical, mechanical, and electrical equipment industries, and
in Morocco, toward textiles, chemicals, and agribusiness. All plans
emphasize industry, agriculture, and tourism as priority sectors for
development.

These countries all operate with large national budget deficits.
Morocco's deficit rose 50% between 1980 and 1981, and Egypt's deficit
is nearly $3 billion, almost equal to the amount it receives from for
eign aid sources. While a few key exports such as oil and phosphates,
remittances from workers in oi l-ri ch Arab states, touri sm, and forei gn
aid help to keep these countries afloat, the need for foreign financing
is uniformly acute. Over 50% of Jordan's budget is financed from for
eign sources. $400 million from foreign sources is expected this year
for Tunisia, $2.5 billion for Egypt, $1.5 billion for Morocco, and over
$2 billion for Lebanon.

It is clear that neither public revenues nor foreign aid are
sufficient to fund expensive development plans and to implement national
economic goals. Thus, creating the right environment for private in
vestment has become a priority for all countries concerned.
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2.B. INDIGENOUS BUSINESS

Given these economic realities, national interest in domestic
private capital is growing in each of the focus countries of this
Report. However. seldom does that interest extend to the health or
human resources activities of those local businesses. Nevertheless,
in each of the countries. local business does. or has the potential
to, provide health services or interact with a variety of health
care problems in very cost-effective ways. There are, thus, many
opportunities for closer cooperation between business, government.
and development assistance to improve health care.

1. Health Products Industry

In general, the health products industry in the Middle East
is oriented toward the formulation and packaging of imported pharma
ceutical substances or toward the manufacture of pharmaceuticals
under license from multinational corporations.

Jordan: Domestic industry in Jordan supplies 24% of the
country's $47.2 million pharmaceuticals market. In 1981, 62% of
sales in the domestic market were in the private market, and 35%
of the pharmaceuticals in the country were purchased by the Govern
ment. Jordanian industry is a major exporter of pharmaceuticals
to the Arab world.

There are four major indigenous pharmaceuticals producers
in Jordan. two of which are publicly-held and two of which provide
interesting studies of the public or regional linkages of Jordanian
industry to broader health sector questions (Cases 1 and 2). In
1981. there were 1.664 basic kinds of drugs registered on the
Jordanian market. yet less than 10% were produced by the four
domestic companies.

~: In 1980, sales of pharmaceutical products in Egypt
totaled $304.5 million, 80% of that value accounted for by local
production. Of total consumption, 17% derives directly from govern
ment expenditures. 70% of the 3.200 pharmaceutical products registered
and sold in the Egyptian market are manufactured by domestic public
sector manufacturers.

There are two types of private or quasi-private companies in
volved in Egypt's health products industry: producers of drugs and
large distributors of imported dose-form drugs and of medical equipment.
All seven of the purely indigenous pharmaceutical products companies
(without foreign participation) are state-owned. Their product lines are
limited, their production facilities often outdated. and their financial
status dependent on government subsidization. They do. nevertheless,
give Egypt greater import substitution capability in pharmaceuticals
than nearly any other country in the region. Until recently, the two
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public medical products import and distribution companies have 'had
a virtual monopoly on the import of fine chemicalse,dose-'formdrugs,
and medical equipment. In the last few years, however, the eas,;i'ng'
of import restrictions has given rise to several new private ,cOm
panies in this area of medical imports.

Tunisia: 80% of total pharmaceuti.calssalesin Tunis,ia come
from imports. Local production of the remai ning20% is centralized
in the Central Pharmacy of Tuni si a (PCT). PCT i salsoresponsibl e
for all drug and chemical imports and distribution. Thus, the public
sector exerts a virtual monopoly on local ;production 'of pharmaceutica.ls
and on the import of fine cherni cal sand fJnJshed dose-formdru,gs.

2. Non-Health Products Manufacturers

The health-related activities of private sector manufacturing
industries are generally not comprehensive or well-organized. This,
in large part, is because of the costs of such programs compared to
the size, capital, and revenue of what are usually small companies
in the local private manufacturing sector. However, two types of
health-related activities are discussed in this Report: integrated
health services provision programs, and occupational health and
safety programs. Ample opportunity exists for development assistance
to provide incentives for program expansion and linkages among indi
genous business and MNC's (Cases 3 through 11).

3. Banking and Finance

The banking sector throughout the Middle East has grown stronger
('$ "'l')mic policy has come to emphasize the role of private capital
in development finance. Moreover, local banks are already involved
in private sector health finance, both in terms of health products
industries and in terms of financing for private providers and facil
ities. Thus, opportunities may exist in Jordan, Egypt, Tunisia, and
Lebanon for local financing and management linkages with development
assistance and public health projects.

4. Insurance

Growth in the private indigenous insurance industry is a recent
phenomenon in the Middle East. The health insurance industry is pri
marily a government-controlled, quasi-public agency responsible for
providing a range of occupational health treatment and medical care.

In Egypt, delivery of health insurance is a highly structured,
relatively sophisticated system known as the General Organization of
Health Insurance (GOHI), a government agency covering approximately
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2.5 million people. Its organization, delivery capabilities, and
financing are discussed in detail in this Report.

Several private insurance funds have also been established
in Egypt's private sector, as parts of companies or associations
desiring to increase the health benefits of their members. But the
growth of these private funds is thwarted by the mandatory employer
payment to GOHI, even when a private system is preferred and used.

Health insurance in Tunisia is provided by the Caisse Nationale
de Securite Sociale (CNSS), which covers private employees, and the
Caisse Nationale des Retraites et Prevoyance Sociale (CNRPS), which
covers ci vi 1 servi ce employees. Ih addi ti on to CNSS and CNRPS, i ndi
vidual employers negotiate private health insurance packages with
private insurance companies to provide added coverage. Private health
insurance has been rendered necessary by lack of services provided
under the public system. Yet, employers, as in Egypt, must pay a
double fee (one to the Government and one to private companies) to
secure private coverage.

In Jordan, the Social Security Corporation is responsible for
providing health insurance. However, the Government is currently
exploring ways to develop a comprehensive insurance coverage using
a mix of public and private delivery syst~ms (Case 12).

Lebanon has historically served as the insurance center for
the Middle East. Health insurance, however, is largely part of the
National Social Security Foundation (NSSF), which is an independent
public institution for non-public employees. The NSSF insures about
290,000 workers, or about 900,000 beneficiaries. Insurance benefits
are paid for major medical and hospitalization expenses and for
maternity programs. To date, NSSF coverage has not been extended
to include occupational illness or diseases.

2.C. INDIGENOUS PRIVATE PROVIDERS

In the Middle East, private providers are a fundamental part
of the health systems of nearly all countries. In Jordan, approxi
mately 50%-60% of health care is provided through private channels.
There are 26 private hospitals in Jordan with 1,045 beds, and 1,250
private outpatient clinics. In many cases, particularly with pharma
cists and dentists, private personnel greatly outnumber their public
counterparts. The monthly income of private physicians is double
that of government physicians, a differential which accounts, in
part, for private sector growth. In addition, 60% of all pharmacies
in Jordan are privately-owned.

Tunisia1s private medical sector is a much less obvious force
in health care provision, yet it represents a significant resource in
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the nation I s health system. A majority of "medi cal centers,.1 essen
tially clinics with 10-15 inpatient beds per facility, are privately
owned. Most are located in Tunis. Although very few major hospitals
are private, investment in private health care facilities -- centers
and clinics -- is substantial, $18.4 million between 1978 and 1982.
This amount of investment was nearly equal to that achieved in the public
health sector in the same period. Approximately 27% (400) of Tunisia's
physicians are employed in the private sector, and 50% of this group
practice in Tunis. About 14% of Tunisian-trained nurses are employed
in the private sector. Nearly all pharmacies in Tunisia are privately
owned, although they rely on the public Central Pharmacy of Tunisia
for their imported and domestic supplies.

In Lebanon, the private sector had been the traditional pro
vider of approximately 80% of the country·s health care. Because of
the war, accurate information on the current status of the health
sector is difficult to obtain. As might be expected, there is a
severe shortage of medical personnel in rural areas. Of the 2,000
physicians in Lebanon, the vast majority practice in the private
sector and work in Beirut. There are about 100 private for-profit
hospitals in Lebanon, and private outpatient dispensaries number
about 150 (Case 13). Over the past ten years, there has emerged a
serious financing problem between public and private sectors. Since
private sector facilities have risen to meet the country's growing
health care demands, public funds have gone into reimbursement of
services delivered in the private sector. A lack of strict public
sector management and oversight of these reimbursement mechanisms
has resulted in a hemorrhage of public finance to pay for publicly
contracted but unmonitored service delivery in the private sector.
This situation will need to be resolved in a non-confrontational
manner if the public and private sectors wish to continue to work
together.

The most is known about the private health sector in Egypt.
12~000 private physicians practice in Egypt~ 4,000 of whom are in
rural areas. It has been estimated that there are 280 hospital s
and 478 polycl inics in the pri.vate sector. About two-thirds of
these facilities are located in Cairo and Alexandria. There are
363 private laboratories in Egypt, and it is clear that the private
health sector is growing rapidly. Private investment in health
facilities is estimated at LE 50 million a year, double the public
investment in health (Cases 14-16). Of the 16,000 pharmacists
registered in Egypt, 13,000 work in the private sector.

Overall assessment of the 1evel of private services in these
countries indicates a sizeable and growing role for private sector
health delivery, and a current and potential role as a partner with
the public sector.
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2.0. ROLE OF THE MULTINATIONAL CORPORATION

Multinational corporations (MNCs) playa variety of major
roles affecting health and health care in the developing world.

1. Health-Related Products Industries:

The health role of the major medical supply and pharmaceuticals
producers is a major and crucial one. The extent of the market for
imported pharmaceuticals and medical equipment alone is a quick measure
of the important role this industry plays in health care in the Middle
East. In Egypt, the total market for pharmaceuticals and medical
equipment in 1981 was valued at $494 million, $393 million of which
was for pharmaceuticals and $41 million for medical equipment. 70%
of the pharmaceuticals are manufactured in Egypt, yet practically
no medical equipment is manufactured in the country. Imports account
for approximately 75% of the Jordanian pharmaceutical market, and
virtually all medical equipment is imported into Jordan. The approxi
mated value of pharmaceutical imports into Lebanon in 1980 was nearly
$60 million, and virtually all medical equipment is imported from the
U.S. and Europe. In Tunisia, approximately 80% of the country's
pharmaceuticals and all medical equipment are supplied via imports.
The Tunisian private sector imports more than the public health
delivery facilities. The total import bill was just over $103 million.

Thus in these countries, pharmaceutical/medical supply com
panies are major actors for health delivery, since in most cases
local production is limited. In addition, in some cases entire
companies have been created within a multinational corporation
just to serve the specific health needs of the developing world.

Foreign investment in health production, except in Egypt,
is not substantial in the focus countries of this Report. However,
the technical expertise, quality control, and manufacturing resources
of the industry, when it does invest, make it an important potential
actor in health systems. Foreign investment in the health industry
can also lead to higher standards for personnel and production fac
ilities (Case 20). MNC·s training of personnel and product quality
standards can be utilized by the public sector to raise overall
drug quality among local producers. Cooperative training programs
for private and public medical personnel on new drug treatment could
also be implemented jointly by development assistance and the pri
vate sector.

NNC's spend 5%-8% of annual pharmaceuticals sales -- the major
leaders spend 15% -- on research and development. The resultant new
products and disease process knowledge can also pay a major role in
the future effectiveness of health care systems (Cases 21-22).
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2. Non-Health Products Manufacturers:

The health roles of general manufacturers investing in the
Middle East are often significant and may provide extensive oppor
tunities for public sector cooperation. Examples of the many health
roles are as follows:

-- General health services for staff/families and surrounding
local populations. These health services include disease screening,
general care, preventive care, and emergency care. The coverage and
type of these health services depend upon the company, the production
site, the needs of the community, and the evolution of the corporate
investment itself. In general, MNC's invest in a wide variety of
resources to assess, provide, and maintain effective health services.
These programs represent an open opportunity for a partnership role
with public agencies (Cases 23-28).

-- Disease and vector control programs are, at times, important
aspects of multinational corporate investments, particularly those
located in remote or rural areas. These programs are often undertaken
jointly with governments or universities, and normally extend disease
control services to all communities in the geographic area of the in
vestment (Case 29).

-- The viability of adequate occupational health and safety
programs in the developing world is among the most direct concerns
of multinational corporate management. Most MNC's attempt to imple
ment the safety standards used in their home country settings, and
have established models for effective planning, training of personnel,
and implementation of such programs in the Middle East (Case 30).

3. Health Management:

Among the most recession-proof industries over the past five
years has been that focused on health system management. These com
panies house significant resources, technical expertise, personnel,
and facility management systems of importance to health programs in
the developing world. As their international portfolio has expanded,
they have become more deeply involved with and experienced in the
management and del ivery of health services in remote areas (Cases 31-32).

4. Information and Communications:

Among the fastest-growing industries in the world are those
related to the collection, processing, and communication of information,
and those which act as the communications interface between corporate
products and consumers. The resources and expertise of companies in
both types of industries have been largely ignored by public health
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managers and health project design specialists in the developing
world. Yet, these resources have been successfully applied to
Middle East development problems in the past (Cases 13 and 33)
to the benefit of both the corporations and the public health
systems.

5. Banking and Finance~

Commercial banking and finance are seldom considered relevant
resources by public health sector professionals in governments or
development assistance agencies struggling with health project design.
Yet, foreign commercial banks can provide the capital for health
product manufacturers, may offer project financial management expertise,
and have themselves created unique financing facilities for local pri
vate sector development (Case 34).

6. Insurance Industry:

The insurance industry is an important potential actor in the
health sector in the Middle East. Presently, overseas activities
of insurance companies in industrialized countries are very limited
and highly regulated. Yet, despite the lack of major industry prece
dents in the region, industry leaders foresee realistic possibilities
for appropriate financing options and private financing schemes to
upgrade health insurance in the region.

7. Construction and Engineering:

These industries are major employers in the Middle East and
thus can be both providers of a wide variety of health services and,
at the project's end, suppliers of health care facilities (Cases 35~37).

2.E. THE OPEC CONNECTION

Distribution of government-controlled surplus in OPEC countries
has primarily been via direct bank deposits (49%), government securities
(8%-15%), direct investment in OECD countries (19%-24%), and direct
loans to Arab and other developing countries (12%-16%). Funds are
also channeled through multilateral institutions such as the Arab
Investment Company (TAlC), whose goal is to stimulate private sector
development. The health sector has not been a major recipient of
these monies, but precedents and potential exist for such investments
(Case 39).
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Private investors with oil-surplus capital (some $50 billion)
invest primarily outside the Arab world. Within the Arab world,
Egypt has been the main recipient for construction and tourism pro
jects. Interestingly, some of the most powerful private investors
in the oil-surplus countries of the Middle East are women, which
may have implications for future funding of some aspects of health
care system development. The current level of private Arab capital
in Middle East health systems is small, but experience with and
sensitivity to health care sector opportunities are beginning to
build.

2.F. IMPACT OF DEVELOPED COUNTRY POLICIES

At times, regulations in developed countries impede the
natural course of private sector investment abroad. In developing
potential incentives and possibilities for linkages with the pri
vate sector, development assistance should be aware of the potential
impact of these regulations on the viability of expanding various
private/corporate roles. Regulations discussed in this Report
include tax disincentives to foreign investment and regulatory
disincentives to the development of tropical disease pharmaceuticals.

2.G. NATIONAL GOVERNMENT POLICY

Several national government policies are of specific relevance
to private health industries or providers. Awareness of these policies
is essential in analyzing the potential for expansion of private health
sector activities.

1. Private Provision of Services:

Only in Lebanon does a history of direct policy incentives -
an overall laissez-faire policy -- operate to encourage private sector
expansion. However, due to private service reimbursement problems and
eight years of war, the current public policy is to emphasize greater
public regulation of private service delivery and expansion of public
service delivery.

In Jordan, there is little government interference on private
service delivery, except for legislated ceilings on personnel and
facility fees. The Government has taken a positive, supportive role
to encourage private delivery within a planned comprehensive insurance
scheme for the country.

Egypt has begun to encourage a more active private sector role
in the delivery of health services to complement the level of hard
pressed public delivery. With a few exceptions, however, the Government
has yet to provide clear and direct incentives for private providers.
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In Tunisia, private service delivery is a separate activity
outside the public health system. However, immediate opportunities
are present for the creation of incentives which respond to both
public and private sector priorities. These opportunities include
plans to distribute health personnel and facilities more equitably,
and incentives to improve service finance.

2. Private Investment in Health Products:

Lebanon's policy toward private investment in health products
is, again, the most laissez-faire of the four countries.

Jordan has demonstrated generally supportive policies toward
domestic production; however, it has not fully opened the health
products industry to expanded private investment. The most important

. policy incentives available to Jordan are those which would allow
greater amounts of capital into private companies or those which
would allow joint ventures with larger multinational corporations.

Egypt actively encourages multinational and domestic private
investment in both the pharmaceutical and medical supply industries.
However, Egypt1s distribution and pricing policy for pharmaceutical
products is very stringent and closely regulated, impacting upon
low profitability levels for public and private enterprises.

Tunisia's policy toward health products investment is the most
centralized. Centralized control over chemical inputs and product
lines and emphasis on regional development limit the expansion of
private roles in this sector.

3. Occupational Health and Safety:

Although most countries have OHS legislation. enforcement
is difficult, trained personnel are hard to find, OHS equipment is
expensive, and OHS policy is handled by a variety of government
departments, making management of the poltcy difficult to implement.
Tunisian, Jordanian, and Egyptian experiences with OHS legislation
and its enforcement are described in this section.

4. Patent and Trademark:

The issue of intellectual property is a divisive one for multi
national corporations and developing countries. Egypt, Lebanon, and
Tunisia all exclude pharmaceuticals from patentability, thereby limit
ing the local manufacture of drugs patented in other countries, and
also limiting MNC interest in investing in the local drug industry.
Only Jordan has no specific exclusions.
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2.H. DEVELOPMENT ASSISTANCE

Development assistance relations of many "donor" countries
with Middle East "recipient ll governments have become tightly inter
meshed packages of project grant aid, fixed commodities financing,
and commercial trade credits. The Table on pages 23 and 24 outlines
the roles of major development agencies in the region and indicates
their private sector policy and experience.

As noted in the Table, few agencies have both private sector
policies and experience with implementing those policies in the
health sector. Thus, the building of sustainable project partner
ships between development assistance actors and the private sector
will be a rather uncharted course, but one that is certainly neither
impossible nor unprecedented.
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TABLE 2. I
Development Assistance Summary

Aid Expenditure Hea lth Focus Middle East$ mi 11 ions Sector on countries
Fiscal Private Sector Project Arab emphasized,

Agency Name Year Amount Type of Aid Policy Precedent* Precedents Nations if any

l. Kuwait Fund for Arab 1982 769.5 technical asst. supportive yes/G none yes Tunisia
Economic Development grants, loans

2. Abu Dhabi Fund for Arab 1982 34.7 loans, equity, supportive yes/G none no Tunisia
Economic Developr.lent credit guarantees

3. Saudi Fund for 1981/82 609.5 loans, grants not via direct finance; yes, no Jordan,
Development can co-finance where mi nor Morocco J

private sector is hospital- North Yemen
present if Saudi loan 1evel
remains public facil iti es

4. Arab Fund for Social & 1982 237.2 loans supportive yes/G none yes Egypt, Jordan,
Economic Development Tunisia

5. OPEC Fund for 1982 366.4 loans, grants supportive yes/G yes, no
Development mi nor

hospital-l evel
facil iti es

6. Islamic Development Bank 1982 527.8 loans, credit supportive yes/G none no
guarantees,
equity

7. Agency for International 1982 6500.0 grants, loans supportive yes/H yes, all no Egypt, Jordan,
Development (U.S.) worldwide technical types, but Morocco,

assistance few with Lebanon, Yemen
private sector Arab Republic

8. Overseas Development 1981 2000.0 grants, loans none yes, all no Egypt, Yemen
Administration (U.K.) types Arab Republic,

Jordan
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Fi scal
Year Amount

Aid Expenditure
$ millions

TABLE 2.1 (cont.)

Private Sector

Egypt

Middle East
countries
emphasized,
if any

yes, minor no

Health Focus
Sector on
,Project Arab
'Precedents Nations

yes/G

Policy Precedent*

supportivegrants, loans,
export cred its

Type of Aid

1500.01981

Agency Name

9. Canadian International
Development Agency

10. European Economic
Community

1981 1700.0 food subsidies, supportive
trade preference,
loans

yes/G yes, no
minor
urban heal th

Egypt, Jordan,
Tunisia

11. Japanese Agencies 1981 2600.0 grants, loans,
technical
assistance

supportive yes/G yes, , no
hospital-level
services;
disease control

Egypt

yes, minor no12. IBRD/IDA

13. International Finance
Corporation

1982

1982

19139.0

611.8

loans

loans, equity

supportive

supportive

yes/G

yes/H yes no Egypt, Jordan,
Tunisia

nega,tive re: multi- yes,
nationals; positive research
re: indidgenous business

14. WHO

15. UNIDO

16. UNCTC

1982

1981

1982

111.0 technical asst.

35.9** technical asst.

9.03** N/A

mixed

mixed

yes/H

yes/G

yes

yes

no

no

no

17. UNDP 1981 731.6 grant, technical
assistance

none yes, minor no

18. UNICEF N/A N/A grant, commodity, supportive
technical assistance

yes/H yes, only no
recently

* Yes/G = General cooperation projects, but not in the health sector;
Yes/H = Private cooperation precedent is in-the health sector.

** Budget.
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3. THE ECONOMIC ENVIRONMENT

"16 goveJmmeJU: -iA me.66,{.c.~eJU: and me.66e.ctive., Oft ~6
il pwz..oUe6 po.u.cie6 tlmt .6~gn~6~c.an:t.ty d)Atoftt p~va;te.

.6e.c.:tOft de.c.-iA~n -ma./Ung, both the. p~va;te. .6 e.c.:tOft and
:the. oveJta.U. pftO.6pe.c.:t6 60ft e.c.onom,{.c. de.ve1.opme.n:t .6u66eJt••..
PubUc. po.u.ey o6:ten Iuu, a de.w~ve. ~pac.:t on :the. p~
va.:te. .6e.c.:tOft, and the. p~va.:te. .6e.c.:tOft U.6ua..te.y Iuu, a
dew~ve. impac.:t on the Jta.te. 06 e.c.onom~c. gftowth." 1
Barend de Vries, The World Bank.

3.A. INTRODUCTION

Questions regarding regional or national economies are not
ones to which health professionals in development normally give much
attention. Indeed, such questions are often viewed, at best, as
ancillary to health sector concerns and, at worst, as irrelevant.
However, the state of any country's economic environment is fundamental
to decision-making in the private sector. Therefore, painful as it
may be and unfamiliar though the territory is, health professionals
in the public and development assistance communities must, from the
outset, attend to national economic issues if they are to identify
and forge mutually beneficial partnerships with their private sector
colleagues.

This chapter does not pretend to present a full economic anal
ysis of the region or of its individual nations. Rather, it is designed
to provide health and development professionals with a sample of the
questions which need to be raised in assessing the potential for success
of private sector partnerships in each of the focus countries of this
Report. The key areas of examination for this (and other) private sec
tor assessment{s) are:

State of the economy;

Five-Year Development Plan, including the investment strategy
and/or policy toward the private sector;

National budget analysis;

Future economic outlook.
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Despite the many dissimilarities in the economic structures
and priorities of these countries -- ranging from Jordan's relatively
good performance in a free enterprise system to Tunisia's stable,
tightly state-controlled economy -- there is one stark and funda
mental similarity running through the published development plans,
statements of government budget ministers, and analyses of the pro
ductive sectors of all five countries: a strong and urgent emphasis
upon attracting private investment to attain national economic goals.

Although any broad comparison of these disparate economies
runs the risk of simplicity and superficiality, these diverse coun
tries are indeed plagued with similar constraints on their economic
performance. The singular, most major constraint is a current or
projected lack of government resources to finance ambitious develop
ment plans. All five economies maintain a solid dependence upon
foreign aid and soft loans, not only to finance existing institutions,
but to serve as a spur for attracing domestic and foreign private
investment to existing and planned projects. Incentives designed to
attract private sector capital range from a major policy stance and
detailed regulations in Egypt to a general encouragement in Tunisia.
Whatever the method, the necessity is clear and straightforward in
all five economies: the ability to harness revenues to finance in
creasingly complex and costly development plans is dependent upon
the ability to attract domestic and foreign private investment capital.

3.B. STATE OF THE ECONOMY

1. Jordan

With only 6% arable land and few significant exports except
potash, Jordan's economic growth rate has been remarkably steady,
averaging between 7% and 9% for the last eight years. 2 This growth
in Gross Domestic Product (GOP) is due to a gradual increase in in
vestment in the production sectors and a rapid expansion in banking
and financial services. Moreover, the Jordanian economy, especially
its export revenues, will receive a significant boost when its newly
completed potash production facilities reach full production. In
addition, Jordan enjoys the confidence of Western investors, who view
it as one of the most well-managed of the developing economies, keep
ing development plans to schedule and usually under budget. The
constraints on this growth have been both expanded import costs for
energy and declines in markets for some of Jordan's primary exports
(e.g., phosphates) due to the recent world recession.

Jordan's is essentially a free enterprise economy, with the
Government creating the basic infrastructure and relying on public
incentives to encourage private business. Although this policy is
strong and enduring and regulations affecting private industry are
modest, the Government's economic role is not insignificant. Nearly
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one-half of the labor force is paid by the Government for either
military or civil service. Price interventions are limited, but
affect essential commodities such as drugs, food, and fuel. In
addition, the Government has taken an investment role in infra
structure projects such as railroads, irrigation, and education.
In some industrial projects, it has also contributed the initial
equity capital which then leveraged private financing. In.few
cases, however, has this financial interest in industrial projects
resulted in government control.

2. Egypt

Much attention has been given by economic and political
scientists to the "0pen Door Policy" begun by President Anwar Sadat
in 1974. That policy is embodied in the June 1974 Law Number 43
"Concerning the Investment of Arab and Foreign Capital in the Free
Zones" as amended by Law 32 in 1977, and is an attempt to open the
Egyptian economy to Western and Arab direct investment in order to
spur domestic savings and investment in almost every economic sec
tor. The Open Door Policy aims to restructure the country's entire
economic system, in the hopes that free trade will deal at least
partially with the fundamental economic problems confronting the
Egyptian people: high inflation (hidden by large government sub
sidies), population growth, the high import bill for food and
consumer luxuries, and a strained agricultural system.

Despite these problems, the Egyptian economy has grown sig
nificantly in the past five years, averaging approximately 9% ln
real terms for that period, closing out 1980 with u.s. $24 billion
in GDP and a per capita income of $650. 3 This growth was due in
large part to the revenues of the petroleum and tourism industries.
The Open Door contribution to that economic growth has had mixed
reviews (discussed later). But despite government emphasis on
private sector capital formation, the economic reality is that the
public sector remains the backbone of the Egyptian economy, still
accounting for 80% of all industrial output and 90% of investment. 4

3. Tunisia

Tunisia's economy has been relatively strong in recent years,
with an annual growth rate in 1980-81 of 6.5%, GOP of $8.45 billion,
and per capita income totaling $1,200. 5 Yet, despite these positive
indicators, concern over the country's long-term prospects remains.
Most sectors of the economy remain under state control; the country1s
export line is limited; oil reserves are declining and revenue loss
is predicted; agricultural sector productivity is declining; population
is shifting to urban areas, but unemployment is growing. Indeed, the
latter problem is acute. In 1980, 49% of the men under 25 were without
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jobs, compared with 29% in 1966. A further 320,000 job seekers
will enter the job market by 1986; according to optimistic assess
ments, the total number of jobs available then will be 300,000. 6
Price controls are also a severe constraint upon future economic
productivity. The Government subsidizes key consumer products -
food, bread, milk, energy costs -- and maintains low interest rates.
This system increases the purchasing power of poor consumers, but
results in economic distortions and inefficient use of investment
capital.

Estimated loss of future revenues from the petroleum industry
has propelled planners to emphasize other economic sectors (e.g.,
tourism) and to encourage private sector investment to fill the gap.

4. Morocco

In contrast, Morocco's economic course has been rough of late.
In 1981, the GDP declined by 1.6% to U.S. $16 billion; per capita
income was $800. 7 This poor performance was due in part to an ex
tensive and devastating drought which sharply curtailed growth in
the country's agricultural sector; an extremely soft market for
phosphates, the country's primary export; a 40% depreciation of
the dollar relative to the Moroccan dirham; and a sharp rise in
interest rates in Europe and the U.S. In addition, the war in the
Western Sahara continues to drain government revenues. Morocco is
also one of the few Arab countries almost totally dependent upon
imported oil, with associated balance of payments deficit problems.

Due to this past year's poor performance and future problems,
the Government is actively encouraging private sector investment,
although both large-scale industries -- phosphates, utilities, rail -
and the social development sector remain under state control.

5. Lebanon

Under continued siege and strife for the past eight years,
the Lebanese economy has been severely strained. What is remarkable
is the fact that Lebanon has seen economic growth at all -- a fact
due to the entrepreneurial resiliency of its citizens.

Until the 1975 civil war, Lebanon was the financial and
commercial service center for the Middle East. Its liberal economic
pol icies and central location in the region allowed the country to
serve as a business and financial bridge between East and West. Its
primary natural resource was and is its well-educated and multilingual
population. The war has had contradictory effects on this resource.
On the one hand, over 300,000 citizens have emigrated, at least tem
porarily, thus draining the country of vital resources upon which to

-28-



rebuild. On the other hand, remittances from these individuals have
kept the country financially solvent. It is estimated that remit
tances total $150-$200 million per month. 8

The war has had its effects not only on labor, but on all
sectors and aspects of the economy. Estimated losses to the country
at the end of 1980 were LL 21 billion ($5.1 billion), over 80% of
which was in the private sector. 9 With the renewed fighting of
1981 and 1982, the economy came to a near standstill. Currently,
the Council for Development and Reconstruction, charged by the
Government with forming reconstruction priorities, is focusin~ on re
storing the country's physical infrastructure and providing economic
and monetary policy support to the private sector, the former back
bone of the economy.

3.C. NATIONAL DEVELOPMENT PLANS: POLICY TOWARD PRIVATE INVESTMENT

1. Jordan

Jordan's Five-Year Development Plan (1981-1985) aims at
increasing GDP by 64% over the five-year period to a total exceeding
$3.2 billion. lO Targeting an annual growth rate of 11%, the Plan
calls for a total investment of about $10 billion to be contributed
equally by the public and private sectors. ll Special emphasis is
placed on raising the commodity sectors' contributions to GDP from
38.8% in 1980 to 46% in 1985. 12

Water, irrigation, manufacturing, and mining projects are
projected to receive the greatest percentage of investment in the
commodity-producing sectors. Health is allocated 3% of the planned
investment budget.

The success of the Five-Year Plan is based upon three as sump-
tions:

(1) Jordan will continue to pursue a policy of free enterprise
with increased opportunities for private initiatives and closer co
operation between public and private sectors.

(2) The private sector will continue to respond favorably to
development incentives and will assume an increasingly important role
in attaining economic objectives.

(3) Where the Government has participated in large industrial
projects, its interest will remain as a support to ensure adequate
financing and a catalyst for mobilizing private investment.
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There is reason for optimism regarding the validity of these
assumptions and the attainment of Jordan's economic objectives. For
the 1976-1980 Plan, private investment in all commodity-producing
and tourism sectors was 66% of total investment. In the service
industries, the private sector accounted for 53% of investment. Overall
private investment in the previous Plan amounted to 59% of the total,
a 9% increase in the projected level of private investment.

Projected allocations for the private sector in the current
Plan are about 37% of the total, with 57% for productive sectors.
Based upon previous figures, the actual amount of private invest-
ment should be greater than the projected level. The primary complaint
from private enterprise about investment in the Plan stems from the
lack of any central administrative structure to coordinate and channel
these investments.

2. Egypt

Egypt's Five-Year Development Plan (1980-84) is designed to
increase the country's economic self-sufficiency. The overall goals
of the Plan are to increase production, maintain subsidy pricing,
encourage private sector investment, provide vocational training,
and reform the public sector. The Plan aims to achieve and sustain
a 10% GDP growth rate during the 1980's.

The Government currently emphasizes "productive investment,"
with elimination of current expenditures on consumer luxuries. Thus
the Government accords priority to industry, agriculture, and infra
structure to reduce dependence on foreign imports and l~xuries. Of
the total Plan's allocations, a projected public and private invest-
ment of $23.9 billion~ agriculture is to receive 19.7% and communications
and transport 14.7%.IJ Social services received 7.2% of the total
allocation, with the health sector receiving 19% of this latter figure. 14

The public sector continues to be the backbone of the economy,
providing about two-thirds of the country's capital investment. The
government is also attempting to cure the intractable structural and
managerial problems in public sector industries, which were so severe
last year that one-third of government-owned industries ran losses
which together amounted to one-half of their total capital.

On the private investment side, investment has historically been
channeled to light industry, with government funds dominating heavy
industry. In fact, private funds account for over 50% of the total
volume of manufacturing input in light industry.ls For instance, in
such light industries as leather, woodworking, wearing apparel, and
engineering, there are over 4,000 private establishments employing
two or more persons. In small-scale manufacturing enterprises, the
private sector i6 the major employer, employing over 54% of all in
dustry workers.
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Over the next five years, Egyptian planners are hoping for
$5.9 billion in investment by the private sector, either independently
by Egyptian entrepreneurs or in conjunction with foreign partners.
To encourage local investment, the Government has recently promised
Egyptian businessmen a five-year tax holiday if their funds are di
rected toward agricultural or industrial projects. Egyptian economists
are optimistic about reaching the needed level of local private in
vestment, basing that optimism on such positive economic indicators
as a rise in the savings rate to 14% of national income, and an
increase in the rate of investment to over 20% of national income. 17

In the past, private sector spending on consumption exceeded
spending on investment by a ten to one ratio. This trend caused critics
of the Open Door Pol icy to contend that the policy contributed only to
the widespread availability of luxury goods for the elite. Evidence
indicates that this pattern is changing and that privately-held foreign
exchange is being used to import investment goods. Recent estimates
show that private foreign exchange bought 68% of capital goods and
only 32% of consumable items. 18

All of this activity is taking place within the regulations and
incentives of the Open Door Policy, designed to replace centralized
economic planning with a system that encourages an increased private
sector role.

That policy allows for the transfer of Western capital and
technology through joint ventures operating either in Egypt proper
or in regional public or private free zones. While few sectors are
explicitly excluded from the legislation, the Government has preferred
to encourage public-private joint ventures rather than allow direct
private sector competition with public sector firms. In addition to
Law 43, Egypt has provided other incentives for private sector invest
ment. These include the centralization of investment allocation
authority and the creation of a national investment bank. The bank,
which is represented in all the governorates, was established for the
purpose of stimulating local financing and dispersing the Government's
allocation of public sector investment funds. In addition, the bank
serves as the country's development fund, managing and reviewing the
financing of public sector investment projects.

The overall success of the Open Door Policy has not been without
its problems. Since the inception of Law 43, 64% of all foreign in
vestment projects undertaken have been in banking and finance. These
projects, which usually invest abroad the locally generated revenues
from Egyptian projects, create a foreign exchange drain, rather than
recycl e capital into new projects geared to the local economy and
domestic production. A 1977 progress report admitted that the desired
levels of investment flows had not developed. By the late 1970's, only
80 foreign firms had made equity investments in Egypt, usually in the
form of real estate, tourism, and banking, but rarely in the productive
sectors of the economy.19
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Thus, new guidelines have been proposed to alter the direction
of private investment and to take advantage of what is, nevertheless,
a very real increase in the level of foreign private investment~ which
totaled $400 million in 1980, compared to $100 million in 1977. LO
These proposed guidel"ines include procedures for closer cooperation
between the public and private sectors and, in the process, they direct
private investment~ both foreign and domestic, to those sectors which
the Government considers most 1ikely to produce long-term real growth,
such as the food production industry. The Government intends to ini
tiate joint venture companies with initial capital coming from the
state-owned banks, relying on the private sector for loans and manage
ment assistance. Enterprises will be responsible to government-controlled
equity owners for an initial five-year period, at which point owner-
ship could be spun off to private investors. With this approach, the
Government hopes to complete projects begun under earlier development
plans and channel money into national development projects. It is
interesting to note that, despite continued regional problems, Arab
states have provided the bulk of foreign capital invested under Laws
43 and 32.

3. Tunisia

Tunisia's goals and objectives in the Sixth Plan (1982-1986),
reflect the national concern over a future decrease in production of
and demand for Tunisia's oil exports, as well as a failure to meet
the growth rate goals of the previous Plan. 21 The annual growth
rate was thus targeted at 6.7%, as compared to 7.5% in the previous
Plan. 22 Investment goals in the 1982-86 period are set at $14 bil
lion, representing 25.6% of GOP, a decrease in percentage of GOP
from the Fifth Plan. 23

To achieve this growth rate~ the new Plan emphasizes increased
investment in industrial sectors of the economy, particularly in the
export industries and those industries which reduce dependence upon
imported intermediate goods. In addition, emphasis has been placed
upon employment-generating industries and on the tourism and agri
cultural sectors. The manufacturing sector will receive 20% of total
investment, agriculture 18.9%, energy 17.9%, housing 15.7%, trans
portation and communications 13.4%, and tourism 5.5%.24 Planned
employment creation is targeted at 300,000 additional jobs. 25

The Government will undertake a major portion of the planned
investment, but the Government also realizes that the private sector
must take a role in implementing the Plan's objectives. Thus, the
Plan specifically makes note of private investment as a means to
reduce government expenditures. It cl early states, IIWe must admit,
without agonizing over it, that Tunisian socialism should make a
larger role for the private sector and encourage it. 1I
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To encourage private sector participation in the Plan, several
measures have been adopted:

(1) Law 80-59 to encourage private companies to create research
departments.

(2) Law 81-56 to encourage private investment in manufacturing
industries by providing exemptions from certain social insurance con
tributions, and employment subsidies.

(3) Creation of a national fund for private small business and
an agricultural investment promotion agency.

For 1983, the projected level of private investment in the pro
ductive sectors is 40%.26

Also providing encouragement to private domestic and foreign
investment has been the surge in the level of Arab funds invested in
Tunisia. Saudi, Kuwaiti, Algerian and UAE joint development banks
have been established to finance development projects and to spur
joint project financing from the private sector.

In addition, to attract other foreign investment, the invest
ment promotion law promulgated in 1981 was the most liberal in ten
years. The law distinguishes between two types of investment, one
for export and the other for domestic consumption. Funds for export
industries can have 100% foreign ownership; internally tarqeted in
vestments must be in the form of joi nt ventures, wi th the majority
of capital held by Tunisians. The Investment Promotion Agency (API)
coordinates and handles foreign investment opportunities, and is
generally considered to be among the best in the region.

4. Morocco

The 1981-1985 Plan for Economic and Social Development is
directed at mobilizing private savings, restoring public finances,
tightening price controls, and improving the country's balance of
payments.

Efforts to mobilize private savings will consist of restruc
turing the Caisse d'Epargne Nationale (National Savings Bank - CEN),
increasing the amount of savings through the development of life in
surance companies, and urging the participation of the banking sector
in the financing of mortgages. Specific attempts to improve public
finance include strengthened austerity measures in public sector
and state businesses; reform of the tax system; a greater use of
public bonds; and restructuring and standardization of price control
policies. Efforts to restore the foreign trade balance consist of
the promotion and development of export industries, and the readjust
ment of sectoral policies to achieve self-sufficiency.
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The planned rate of growth for 1981-85 is 6.5% a year. 27 This
objective presupposes an, annual growth in investment of almost 8% per
yea r in real terms.

Issued at the close of a disappointing economic year t the Plan
relies heavily upon private domestic and foreign investment to finance
its near-term objectives. The total sum of planned gross investment
for 1981-85 is scheduled to reach $17 billion t which includes $5.3
billion in public monies t and $11.6 billion in private finance. 28
The Moroccan Development Plan considers public investment to include
all investments except those of the Post and Telecommunications Admin
istration (P&T)t local collectives and the National Social Security
Funds. Private investment is considered to i ncl ude investment from
the P&T Administration and from publ ic and private companies in joint
ventures. Thus t it is difficult to assess the true nature of private
investment estimated for the current Development Plan.

It is interesting to note that the majority of private invest
ment is earmarked for productive sectors. The Government's projected
distribution of private sector investment reflects its desire to rely
on private investment to increase production in those sectors where the
marketing outlook is most promising t i.e. t in the non-natural-resources
production sectors. No domestic private funding is projected for the
health sector t at least not in the Government1s plans.

The Plan also contains policies designed to increase the level
of private foreign investment. These policies include the creation
of an administration to process and coordinate investment opportunities t
establishment of industrial zones t and revision of the 1973 investment
code. The revisions of the investment code include three fundamental
changes:

(1) Foreign investors can hold up to 100% of assets in sectors
where they are authorized to operate.

(2) Sectors open to foreign investors have been widened.

(3) Where private"investment reaches MD 50 million ($7.65 million)t
a company can have the opportunity to renegotiate a contract agreement
with the Government to improve its incentives for additional private
investment.

These regulations and overall policy toward the private sector
reflect the newly-stated policy of the Government that II private initia
tives ...must contribute t along with the public sectors t to the promotion
of economi c development. 1129
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5. Lebanon

Development plans in Lebanon are directed toward rebuilding
the economy and locating and targeting public and private revenues
to finance reconstruction.

The Council for Development and Reconstruction has developed
a list of priority projects, with reconstruction efforts in both
the public and the private sectors. Financing is being sought from
the Government of Lebanon, The World Bank, The Arab Fund for Eco
nomic and Social Development, and The Abu Dhabi Fund for Economic
Development, although the latter Arab Fund contributions are con
tingent upon an acceptable settlement of the current dispute over
the presence of foreign military troops in the country.

. In the private sector, emphasis is being given to Lebanon's
agricultural and tourism industries. Priorities in the public sector
include reconstruction of destroyed housing, schools, and hospitals,
and rebuilding of sea and airports.

The private sector has always been the foundation of the
Lebanese economy. Statistics on past levels of private investment
indicate private contributions to be the major source of revenue.
The domestic private sector accounted for 82% of total national
investment in 1977, 85% in 1978, and 88% in 1979. 30

In addition, Lebanon has always encouraged foreign investment.
Foreign investors are free to organize a Lebanese company, to parti
cipate in a joint venture with an existing Lebanese company, or to
establ ish a branch or a subsidiary in the country. Other investment
incentives are given to industries which produce a commodity not
previously manufactured in Lebanon.

3.D. NATIONAL BUDGET AND BALANCE OF PAYMENTS ANALYSIS

1. Jordan

Jordan's 1982 budget of JD 765 billion ($2.14 billion) repre
sented a 19.9% increase over 1981. 31 51% of total budget expenditures
are expected to be financed by foreign sources, largely via foreign
economic aid, loans, and technical assistance which totaled an esti
mated $431 million in 1982. 32 The source of most of that assistance
will be the Arab oil states.

The Jordanian economy is a study in petrodollars. 80% of the
revenues financing Jordan's Development Plan originate in Jordan1s
exports to oil-producing countries and direct grants and remittances
from these Arab countries. The drop in oil prices has, of course,
affected the viabil ity of that development strategy. Although Jordan
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has relied on aid from Saudi Arabia to a greater extent as promised
assistance from other Arab states has declined, Jordan nevertheless
ended 1982 with a $300 million deficit. Consequently, $345 million
in funds were cut from development projects in the country.33

Although exports increased in 1981, Jordan's trade deficit
topped $24 billion, a one-third increase over the previous year.
Moreover, the structure of Jordan's export portfolio has shifted
over the years, with industrial goods increasing from 24.4% of the
total market in 1975 to 33.7% in 1980. 34

The value of commodity exports rose from $136.9 mill ion in
1975 to $448 million in 1980, an average annual increase of 26.8%.35
Exports during the first four months of 1982 rose by 21.6% compared
to the same period in 1981.36 Primary export commodities are vege
t~bles, fruit, medicines, plastics, phosphates, and paint. Exports
of phosphates and agricultural products increased by 29% in 1981.
Most of Jordan's exports, with the exception of phosphates, go to
the Arab world. Due to closer political ties, Jordanian exports to
Iraq surged from $266 million in 1980 to $537.6 million in 1981.
India, Rumania, and Poland are major buyers of Jordanian phosphates,
with exports to those countries accounting for almost 40% of Jordanian
exports.

However, Jordan has a very high import bill, especially for
energy and food; imported crude oil from Saudi Arabia amounted to 95% of
the value of its merchandise exports. Between 1975 and 1980, imports
increased by 25.2%. In addition, imports rose by 25.7% during the
first four months of 1982~ compared to the same period in 1981. 37

Despite a trade deficit, Jordan ended 1981 with an overall
balance of payments surplus of $50 million. The surplus was due to
the strong growth in remittances from Jordanian workers and, of course,
the large amount of grant transfer payments from the oil-rich Arab
states.

The United States is a major trading partner of Jordan, holding
23% of Jordan's import market. Jordan is the seventh largest market
for U.S. goods among Arab states. U.S. exports to Jordan totaled
$716 million in 1981, an increase of 7.5% over the previous year.

2. Egypt

According to the U.S. Commerce Department, the official budget
deficit in Egypt was $1.2 billion in 1980-81, and was projected to rise
to nearly $3 billion in 1981-82. 38 Any real improvement in this deficit
is tied to the ability of the government to handle the country's serious
structural probl ems, primarily hi gh infl ation masked by 1arge govern
ment subsidies for commodities such as wheat, flour, sugar, oil, and
tea. Cost/price distortions caused by subsidization have had a negative
impact upon investment decisions, consumption patterns, and, of course,
the government budget.
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In addition to a national budget deficit, the Egyptian Govern
emtn must respond to a plunge in its balance of payments account for
fiscal 1980-81. Imports in 1980-81 totaled $8.5 billion, 19% more
than in 1979, of which 27% went for food and 25% for machinery and
transportation equipment. 39 The high rate of population growth and
subsidized prices for imported basic commodities have created strong
demand pressure which cannot be absorbed by domestic production.

Of Egypt's extensive imports, over $2 billion worth were
imported from the U.S., with food, machinery, and manufactured goods
being the three main items. U.S. exports account for 24% of the
total Egyptian import market. The U.S. is Egypt's major trading
partner, although the European Community as a whole is approaching
50% of the total market in Egypt.

Law 118 of 1975 stipulated that importation rights be extended
to the private as well as to the public sector, thereby allowing
individuals to import directly for private use. In effect, the state
monopoly and control over trade has been disbanded, at least in gov
ernment pol icy.

Overall, Egypt's foreign exchange earnings for 1980-81 were
30% above 1979 figures, growth which was bolstered by earnings from
oil exports, the service sectors, and capital inflow from foreign
assistance. However, Egypt may not be able to depend on continued
growth of foreign exchange. Tourism has slackened recently, and
Suez Canal earnings, expected to reach $1.25 million in 1983, are
high, but not as high as expected. In addition, Egypt has yet to
develop a sol id industrial export base in the country, nor has the
Government been able to increase agricultural production to level
off the large import bill for food.

In general, business is wary of the track record of Law 43
and Egypt's ability to get out from under its huge problems of balance
of payments deficits, inflation, and the multitude of rules and regu
lations which hamper the free flow of trade and free enterprise within
the country. Egypt is greatly dependent upon outside help. Foreign
assistance amounts to $2.5 billion per year: $1.2 billion from the
U.S., $600 million from Europe, $180 million from Japan, and $300
million from international financial institutions. 40

3. Tunisia

Tunisia's $2.88 billion 1982 budget, a 17% increase over 1981,
reflects the priorities of the country's Development Plan. 41 This
increase results from the need to create jobs (10,000 jobs in the public
sector alone), to finance an extended public payroll due to a general
wage increase, to continue maintenance of government subsidies, and
to fund Development Plan priorities.
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The national trade unions, which have traditionally played
a strong central role in the economy, recently were able to promote
a 30% increase in the rni nil'num wage. The amount is tri pl e that of
inflation. Price controls are also a drain, and Tunisia has not
yet decided to raise the price of food products which are heavily
subsidized.

Tunisia also expects a continuation of balance of payments
deficits begun last year. In previous years, oil export earnings
kept the deficits at a tolerable level, but, as stated previously,
the Government can no longer depend on this foreign exchange earner.
In addition, Tunisia faces a flattening in the world price for phos
phates and a rise in the price of food commodities imported by the
Government. The country·s one foreign exchange bright spot is that
income from remittances and from the tourism se~~or are growing,
approaching $700 million in receipts last year.

Commodities exports are primarily to Western Europe, with
France the largest trading partner. Tunisian imports grew by
nearly 30% in 1981, the bulk of which were machinery and raw mate
rials, primarily food. Again, France is Tunisia's leading supplier,
with 23% of the market, followed by Italy and West Germany. The
U.S. is its fourth leading supplier, with 7% of the total market. 43
u.s. investment is minor, about $5 million in equity.

The Tunisian merchandise trade deficit is expected to increase
to $1.52 billion in 1983. However, the country is relying on foreign
capital infl, . of approximately $400 mill ion in di rect investment
as well as uri expanded equity participation by the joint Arab banks.

4. Morocco

As might be expected from previous data in this Report, Morocco
was faced with a significant budget deficit for 1981, approximately
$2.5 billion. To cover the deficit, Morocco expects to obtain MD 9
billion ($1.4 billion) from foreign sources. 44 The IMF has agreed to
supply the Government with Special Drawing Rights (SDR) financing to
ease Morocco's trade deficit. In addition, France and Morocco have
signed an agreement to provide $280 million in mixed credit for the
Moroccan Government. 45 The Arab Monetary Fund, the Islamic Develop
ment Bank, and the Arab FUDd for Economic and Social Development are
also important donors. The World Bank recently approved three devel
opment loans with a total value of $57 million. France, the U.S.,
West Germany, and Spain also donated $60 million in mixed credits to
Morocco. The Japanese plan to finance a $200 million sulphuric acid
plant through low interest and long-term government credits. 46
Substantial support is also hoped for from Saudi Arabia and other
Arab oil producers, who together provided about $1 billion in soft
loans in 1981. Thus, despite the bad year, Morocco's fall has been
cushioned by varied external aid packages.
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Morocco's trade and current account deficits were also very
high in 1981, with imports increasing by 33.7% and exports by only
25.9%.47 Sharp increases in the price of food commodities accounted
for part of the rise, although the major factor was Morocco's almost
total dependence on imported oil (25% of its total imports). In turn,
almost one-half of Morocco's export sales are in phosphates and phos
phate products, a market which in 1981 recovered only partially from
the particularly soft year of 1980. Export sales in food products
fell because of bad weather, but exports of finished products, par
ticularly textiles, increased.

Workers' remittances play an important part in Morocco's balance
of payments. Over half a million Moroccans live and work abroad, mainly
in France, and last year they remitted over $1 billion to their home
country. This figure is 40% higher than the money earned from phosphates
for that year. 48

The U.S. accounted for only 6.5% of total Moroccan imports.
This low level of trade is due to a variety of factors: the Moroccan
propens i ty for European goods; more fa vorabl e fi nanci ng packages with
European countries; language problems; the appreciation of the dollar;
and higher transport costs relative to European trading partners. To
begin to alter this pattern, a U.S.-Moroccan Joint Committee on Economic
Relations was inaugurated last year, and several trade missions (one
in medical equipment) were organized by the U.S. Department of Commerce
to begin to interest U.S. and Moroccan partners in closer trade relations.

5. Lebanon

Since 1976, the Government of Lebanon has been accumulating
increasingly larger budget deficits as traditional sources of revenue
shrink. Of the 1981 general budget of LL 4.484 billion ($1.4 billion),
23.6% was allocated to d~~ense, 15.9% to education, 10.9% to public
works, and 3% to health. In 1982, the government budget was set at
LL 7.55 billion ($1.60 billion), an increase of more than 40% over the
1981 level. It is conservatively estimated that Lebanon is losing
approximately LL 200 million ($48.4 million) monthly in customs revenues
because of smuggling through Lebanon's ports.

To finance the deficit, the Government has been forced to borrow
from local banks. The government is also counting on financial assis
tance from other Arab states to help finance its current budget deficit.
At the 1979 Tunis Arab Summit, Arab countries pledged to provide Lebanon
with $2 billion over a five-year period for reconstruction and budget
deficits. To date, the Government has only received $371 million of the
promised financial aid. Thus, the Lebanese Government has had to finance
some of its proposed development projects itself, further contributing
to its deficit.
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The Beirut Chamber of Industry estimates Lebanon's 80tal exports
for 1981 at approximately LL 5.40 billion ($1.3 billion).5 80% to
85% of Lebanon's exports go to Arab countries, with Iraq, Saudi Arabia,
Jordan, and Syria being its principal clients. These exports represent
Lebanon's own commodities plus a thriving re-export trade for products
of other countries recycled through Lebanon's trading companies. 1981
Lebanese imports were estimated at about LL 11.5 billion ($2.7 billion),
an increase of 15% over 1980. 51 Exports to Lebanon originated mainly
in Western Europe, the U.S., and Japan. Figures on total foreign pri
vate sector investment in Lebanon are not available. Total U.S. private
investment in 1980 did not exceed $40 million. In the early 1970 ' s,
more than 400 U.S. firms had offices in Beirut. When the war began,
most of these firms closed their Beirut offices and relocated either
elsewhere in the region or in Europe.

3.E. FUTURE OUTLOOK

As stated in the introduction to this chapter, all countries
under consideration in this Report share similar opportunities for
and constraints on their economic growth.

All countries (except Lebanon) have relied or plan to rely
on a natural resource (oil in Egypt and Tunisia; phosphate and potash
in Morocco and Jordan) to earn foreign p.xchange and spur industrial
development. Most rely on remittances from their overseas work force
to ease balance of payments deficits and to provide revenues for the
economy. It is interesting to note that a need to create jobs to
retain indigenous skilled labor is a priority in all countries, but
a priority with mixed results if it will deprive these countries of
the steady inflow of remittances.

All face the difficulties of underdeveloped agricultural sys
tems and the need to import food, with a consequent creation of trade
imbalances. One underlying factor in the ongoing difficulties in
agriculture is the price/cost distortion of subsidies. Inflation
is masked by government spending on subsidies for basic food items,
which ultimately act as disincentives for the farmer or agricultural
cooperative.

All countries (for the time being, except Lebanon) also place
considerable emphasis on the further development of one of their
chief foreign exchange earners, the tourism sector; plans target
this sector's revenue growth for as much as 40% over the upcoming
five years. The achievement of growth in that sector, of course,
can be set back considerably by disease outbreaks or serious health
problems in the country. Thus, health sector development is closely
related to this key economic development industry.

-40-



As mentioned earlier, all countries, in varying degrees and
with varying economic incentives and regulations, are looking toward
the private sector, both domestic and international, to inject capi
tal into the economy and participate in economic development. All
five-year plans have projected private sector investment in all areas
of the economy, ranging from approximately 50% in Jordan to 35% in
Egypt, and 40% in Tunisia.

Jordan's primary emphasis for private sector investment is
in mining and manufacturing. Egypt targets private sector partici
pation in light industries and housing and construction; Morocco
in agriculture and fisheries; Tunisia in agriculture and manufacturing.
In Lebanon, where 80% of the business is done by the private sector,
the emphasis is on reconstruction of the country and the economy.

The future outlook for the Jordanian, Moroccan, and Tunisian
economies appears relatively optimistic. Despite Moroccan and Jor
danian dependence on oil imports and Morocco's poor economic performance
in 1980-81, the economies are stable and can, in the long term, rely
on their natural resources to earn foreign exchange. Despite Tunisia's
more problematic outlook (due to decreasing oil supplies and chronic
unemployment), the economy appears strong in the near term. It has
solid exports in textiles and olive oil and a good foundation in
industrial development. The future economic outlooks for Egypt and
Lebanon~ however, are more questionable. Certainly, Lebanon's sit
uation is dependent upon the cessation of hostilities and the injection
of stability and security into the country. Egypt1s economy, although
steady because of oil, tourism, and remittance revenues, is strained
and compl ex, and must overcome rna ny obstac1 es, inc1 udi ng hi gh budget
deficits and a complex bureaucracy which impedes the needed injection
of foreign private capital. The future outlook is dependent upon the
country's ability to overcome its long-term structural difficulties.

The future outlook for all these countries is also dependent
upon a continued influx of foreign aid and soft loans. The loss of
revenues to the oil-exporting Arab world may mean a decrease in Arab
assistance to these economies, and, in turn, may force these states
to provide additional incentives and structures for foreign and
domestic private investment.
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4. I ND I GENOUS PR IVATE BUSI NESS

"rn the. Mab c.uU:u!te., the. loc.al. meAC.hant ha.J.J a thne.- honoJr..e.d
plac.e. .<.n the. diliveJuj 06 goodJ., and -6 e.Jr..vic.u . Thi.6 -w no lU-6
-6 a .<.n the. Me.a 06 he.a.Uh C.Me.. The. Jr..olu 06 pll.ivate. bU6inu.6,
M we.U M thO-6e. 06 the. .<.ndiv-iduai. me.cUc.al. pJr..ac..:t<ilone.Jr.., Me.
U-6e./1.t,{a.f. pa!l..t.6 06 the. ove.Jr..aU pJr..ov-<...6-i..on 06 he.al.th c.aJz.e. .<.n
the. Middle. EMt and thU6 -6hou1.d be. 6ac..toJr..e.d .<.nto any public.
plann-ing 60Jr.. health C.Me. -<..mpJr..ove.me.n.t." Mohamed A. Bagha1,
Executive Director, The U.S. - Arab Chamber of Commerce.

4.A. INTRODUCTION

Little prior investigation has been carried out to specify
the health sector roles of indigenous businesses in the Middle East.
Yet, the fact that little prior research had been conducted in this
area does not negate the existence of opportunities for a health-
related partnership with indigenous private business. Local business
does provide or interact with a variety of health care system com
ponents and thus there are a variety of incentives for closer cooperation
among local business, national governments, and development assistance
agencies to improve standards of health in the area.

This chapter describes the level and types of indigenous private
business health activity and areas where realistic opportunities exist
to expand or create such a business health role. Appropriate case
studies illustrate existing health activities or limitations on their
expansion. It should be noted from the outset, however, that there is
a great deal of interdependence between public and private, indigenous
and international business and agencies on many of these health care
issues. These interactions will be highlighted and analyzed in Chap
ter 11, but the reader will find many references to this interdependence
in the materials in this chapter. For the purpose of general descrip
tion, this chapter organizes local business into the following four
types:

health products companies, primarily pharmaceutical manu
facturers and local importers of health equipment;

manufacturers of non-health products, as regards their
occupational and health safety programs and expanded health
ca re prog rams;
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banking and finance, as regards its potential for joint
financing of health product industries or private health
care provider systems;

insurance industry, as regards health insurance and social
security. Although social security programs are publicly
managed and financed, this Report will treat them as private
enterprises in keeping with the definitions previously set
out in Chapter 1.

4.B. GENERAL BACKGROUND

As stated and illustrated in Chapter 3, the private sector in
much of the Middle East, and certainly in all countries under consid
eration in this Report, has been encouraged to assume a larger and
more important role in furthering national development priorities.
For many similar reasons, from tightly controlled state economies
like Tunisia to the relatively laissez-faire economy of Lebanon,
financial managers are providing various incentives to private business
to participate in economic development plans. Planners are depending
upon private capital and entrepreneurial activity to improve and
broaden domestic manufacturing and mining industries as well as export,
agriculture, and finance sectors. This trend only reflects a reality
that has long characterized economies in the region. In Egypt, although
the purely private sector has been virtually excluded from intermediate
and capital goods industries, the country's 4,000 private light indus
try establishments account for over 50% of total investment in such
industries as leather, woodworking, wearing apparel, and engineering.
Over 54% of all industry workers are employed in the small-scale manu
facturing enterprises of the private sector.

In Jordan, between 1976 and 1980, 670 new private factories
were licensed, 30% in the chemicals industry. During that period,
over $160 million in private capital was invested in private enterprises
in the mining/manufacturing sector. Another $673 million of investment
in that sector was mixed private and public finance.

In Lebanon, 88% of total industrial investment is private.
Nearly all of the country's manufacturing operations are in private
hands. In Tunisia, 40% of the investment in productive sectors in
1983 is projected to be private capital.

As will be made clear in this chapter, however, the presence of
this level of private business in the economies of the four focus coun
tries does not necessarily mean that the health roles of these private
employers are well developed. Indeed, in many cases those roles are
more potenti a1 than actual, and thus provi de ampl e opportunity for i m
provement and/or expansion via the development of public policy incentives
or the encouragement of public-development assistance-corporate partner
ships.
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4.C. HEALTH PRODUCTS INDUSTRY

The degree to which the private sector is involved in the
indigenous health products industry in the Middle East varies sig
nificantly from country to country. In general, however, one can
say that where private investment is allowed, the resultant manu
facturing industry:

Is not research based;

Focuses on the formulation and packaging end of the
manufacturing scale (the exception is Egypt);

Is import-substitution oriented rather than export
based (the exceptions here are Jordan and Lebanon);

Relies on licenses from the major multinational corp
orations for expansion of its product lines;

Almost exclusively focuses on the production of pre
scription pharmaceuticals and over-the-counter prepar
ations, without diversification into medical equipment
and supplies (the exception, to some extent, is Egypt).

In two of the five focus countries -- Jordan and Egypt -- the
indigenous health products industry is very well developed and a good
deal is known about its operation. This section summarizes relevant
studies on this subject available through other sources and supple
ments these with new material collected for this Report. Interested
readers wishing further detail should consult the end notes and
bibliography of this Report for other references.

In addition to the national industries described in this section,
however, note should be taken of the effort of states in the region to
establish regional self-sufficiency in health product industries.

Case 1: ARAB COMPANY FOR DRUG INDUSTRIES AND MEDICAL APPLIANCES

After nearly ten years of planning and discussion, the Arab
League's Unity Council in March of 1976 established in Cairo the
Arab Company for Drug Industries and Medical Appl"iances (ACDIMA).
The purpose of ACDIMA was to increase the region's self-sufficiency
in the manufacture of pharmaceuticals and medical supplies, a mar
ket which was then projected to total $2.8 billion by 1985.

ACDIMA has $213 million in capital, held by Iraq and Saudi
Arabia (each with 18% of the company's 6,000 shares), Syria, Libya,
Qatar, the United Arab Emirates, and Kuwait (about 8% each), and
minor shares held by Jordan, the Yemens, Sudan, Tunisia, and the
Palestine Liberation Organization.
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When the signing of the 1978 Camp David accords resulted in
Egypt's expulsion from the Arab League~ ACDIMA moved its headquarters
from Cairo to Amman. As a consequence, nearly a third of its capital
was frozen in Egyptian banks. Moreover, many of its technical per
sonnel and managers remained in Cairo where an Egyptian ACDIMA now
operates .1

Despite this financial and human resources loss, ACDIMA has
continued to be a major force in the region's drug and medical supply
investments, finding and promoting investments and putting together
financing packages. ACDIMA's five-year plan (1981-1985) commits
$300 million to the start-up of new projects in the health care field.
In any project, ACDIMA can hold no more than 25% of the capital. The
company tries to obtain 30%-40% private capital for the project, with
the remainder of the financing corning from Arab investment companies,
government loans, or public subscriptions. 2

Among ACDIMA's recent projects is construction of a $140 million
antibiotics plant in Iraq, the first of its kind in the Arab world,
to supply raw materials to the region's formulation factories. The
plant is able to produce annually 250 tons of penicillin and deriva
tives, 100 tons of tetracyclin, and 20 tons of erythromycin. 3

In addition, ACDIMA is undertaking the construction of a $67
million glass container factory in Syria to help overcome the region's
lack of quality glass containers for drug packaging, as well as assum
ing a 15% share in an infusion solutions plant to be constructed in
Saudi Arabia. 4

###

1. Jordan

Market Size and Structure: Domestic sales of pharmaceuticals
in 1981 were JD 16.9 million ($47.2 million), averaging JD 7.5 per
person. Of this total, just over 24% was supplied by local producers,
up from 14.9% in 1976, but a decrease from the domestic industry's
largest market share -- 27.3% in 1980. 5

In 1981, 62% of domestic sales were in the private market and
38% were accounted for by government tenders. This domestic procure-
ment represents nearly 30% of the Government's pharmaceuticals purchases. 6

The Jordanian domestic industry is also a major exporter of
pharmaceuticals, mostly to the rest of the Arab world. In 1981,
Jordanian companies exported nearly $15 million worth of drugs,
representing just under 3% of total Jordanian exports for that year. 7
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Major Compani es: There are four major indi genous pharma
ceutical producers in Jordan, two of which (Dar al Dawa and The
Arab Pharmaceutical Manufacturing Company) are publ ic corporations.
All four companies import their basic chemicals as well as capsule
and packaging materials, and are thus limited to pharmaceutical
processing and packaging functions.

o The Arab Pharmaceutical Manufacturing Company, Ltd. (APM) ,
Jordan1s oldest and largest domestic drug company, is capitalized at
JD 4 million as of 1982. This is twenty times its capital at the
time of its 1962 registration. The public sector owns only 5.5% of
APM's shares; the remainder are spread among 22,000 shareholders.
The company is governed by a nine-member board of directors, with
public sector representation from the Ministry of Health and the
Armed Forces (one member each).

In 1982, the company's sales volume totaled $17.4 million,
up 13% from 1981. This total sales volume was distributed as follows:

Sales to Government: 1.4% of total 1982 sales, an
increase of 12.6% over 1981;

Sales to the private local market: 17.2% of total,
up 17.8% over 1981;

Exports: 71.4% of total sales.

The company's export market is largely in the Peninsula and
East Africa. However, export expansion to West Africa is planned
after the completion of a new factory in mid-1983. This new facility,
to be called the Al-Buheira Pharmaceutical Manufacturing Company, Ltd.,
will have twelve times the production capacity of APM's current fac
tory. The factory is being built by a British company with a total
construction and equipment cost of nearly JD 9 million.

Currently APM manufactures 17 product groups and over 100
individual products. The new factory will expand that product group
line to 47.

APM employs a labor force of over 400, exclusive of managers
and technicians. That number will more than double with the 1983
opening of the new plant. The company operates two shifts per day
to satisfy product demand.

o Dar al Dawa Develo ment and Investment Com an , Ltd.
had 1982 pharmaceutical sales of JD 1.2 million 3. million, an
increase of 60% over 1981. The domestic market accounted for 60% of
those sales. However, Dar al Dawa is paying increasing attention to
its export market where sales increased by 189% between 1975 and 1981.
The major markets for the company are Syria and Saudi Arabia.
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Dar al Dawa is capitalized at just over JD 1 million and
employs 100 non-management personnel.

o Al-Hikma Pharmaceuticals Company. Ltd., formerly an
Italian subsidiary trading under the name Life Pharma. is a privately
held company with total sales of JD 1.25 million ($3.5 million). Of
this total, 72% is exported to Iraq, Syria, Kuwait, and the United
Arab Emirates. The company also expects to be registered in Saudi
Arabia and Libya by the end of 1983. Domestic sales were almost
entirely to the Jordan private sector.

Al-Hikma is capitalized at JD 500,000 and employs 75 non
managerial personnel. Its product line is limited to 23 items.
Expansion of the company's operations is hindered by Jordanian
law limiting the capitalization of privately-held companies to
JD 500,000.

Case 2: AL-HIKMA PHARMACEUTICALS COMPANY
AND HEALTH EDUCATION, JORDAN

Most pharmaceutical companies in the Middle East are small
and have limited technical capability. It is, therefore, rare to
find them engaged in non-sales or production activities such as
those described in Chapter 6 for multinational pharmaceutical firms.
One such case is that of Al-Hikma. In 1981, Al-Hikma Pharmaceuticals
Company, whose product line includes a limited number of anti-tussives,
developed a combined advertising/public health education brochure on
the causes and treatment of coughs and their possible indication of
serious bronchial disease. The short brochure is written in Arabic
in layman's language. Developed under the company's former name
(Life Pharma), however, it is not widely distributed by the company.
Nevertheless, it does represent at least one possibly replicable
local corporate effort to serve both public need and company interest.

###

o Jordan Pharmaceutical and Medical Equipment Company, Ltd.
(JPM) is the newest of the four producers, having begun production
early in 1981. JPM is also privately-held and so has limited growth
capability under Jordanian law.

JPM is capitalized at the maximum allowable JD 500,000 and
employs 70 persons. Its total 1982 sales were JD 580,000 ($1.6 million),
an increase of 29% over 1981. Most of that growth was in export sales,
which comprised 38% of JPM1s sales in 1982, compared to 15% in 1981.
JPM's local sales of JD 360,000 ($1 million) in 1982 were almost ex
clusively in Iraq and the Arabian Peninsula.
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Domestic Products: Although in 1981 there were I t664 basic
kinds of drugs registered on the Jordanian market, less than 10%
were produced by the four domestic companies described above. How
ever, even this limited product line represents most of the categories
needed for a primary care system. None of the companies, however,
produce oral rehydration salts, contraceptives, or weaning foods.
Only APM produces intravenous fluids t and that under license to the
Swiss company, Viofor. Intravenous fluids are also one of APM's
chief export products to Saudi Arabia.

Vaccines are produced exclusively by the Jordanian Corporation
for Serums and Vaccines (the former Jordan Vaccine Institute). In
1981 t the Corporation produced 197,900 doses of tetanus vaccine (4,000
of which were donated to Lebanon)t 144,200 doses of cholera vaccine t
55 tOOO doses of typhoid vaccine, and 664,400 cm3 of typhoid test
antigen. 8 All other vaccines and serums are imported by the Ministry
of Health.

2. Egypt

A number of extensive studies are available regarding Egypt's
pharmaceutical market and industrYt thanks largely to the size and
historical strength of that market. This section will present only
that information directly related to Egypt's domestic industry.
Sources cited in this Report's end notes and bibliography should
be consulted for more detail on government policy and the process
of pharmaceuticals provision in Egypt.

Market Size and Structure: In 1980 t sales of pharmaceutical
products in Egypt were valued at $304.5 million; 80% of the products
sold were locally-produced. This expenditure represents an annual
rate of growth of 20%-25% in the Egyptian drug market. 9 However,
estimates are that the value of local production will need to triple
in the next 15 years if the country's growing needs are to continue
to be met by domestic production. ln

Of this total consumption t 17% derives directly from govern
ment expenditures. The remainder represents private pharmaceutical
purchases through the nation's system of over 5tOOO private pharmacies
described in the next chapter of this Report. ll

Approximately 3t200 pharmaceutical products are registered and
sold in the Egyptian market t of which about 700 are imported and about
2t500 are manufactured locally. Between 90% and 100% (by sales volume)
of such products as antidiarrheals t antihistamines t chemobiotics t
cathartics t sulfonamides, vitamins, dermatologicals t and antitussives
are locally produced. However t Egypt imports nearly a quarter of its
endocrine system drugs t including contraceptives. 12 About 70% of all
locally produced drugs are manufactured by state-owned companies.
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The medical equipment and supply market in Egypt has also
grown at an annual rate of 20% over the last five years. Expenditures
in that market, however, are overwhelmingly those of the Government
in the context of its health care system. Moreover, most medical
equipment and supplies are imported. In 1980, medical equipment and
supplies imports totaled nearly $40.4 million.

Major Companies: The history of the indigenous health products
industry in Egypt dates back to 1939 when the Misr Bank created the
first "modern" company, the Misr Pharmaceutical Company. The founding
of two more private companies soon followed: the Memphis Chemical
Company in 1940 and the Alexandria Company, a small private laboratory,
in 1941. Over the next 20 years, many small laboratories formulating
basic over-the-counter drugs were created. In 1961-62, however, the
Egyptian Government nationalized the pharmaceutical industry, closing
many small laboratories and consolidating the larger ones into a lim
ited number of public companies. Although the Government has made some
attempt over the last five years to open the indigenous pharmaceutical
sector to greater private investment, the structure of the local in
dustry still reflects the years of nationalization.

There are two types of private or quasi-private companies in
volved in Egypt's health products industry: producers of drugs and
supplies, and large distributors of imported medical products. It
should be noted that a major part of the business of domestic production
companies is carried out under license to multinational pharmaceutical
companies. Over the last 20 years the benefits to multinationals of these
licenses have been considerably eroded. In 1957, Egyptian firms paid
foreign producers 10% royalties on all products manufactured, whether
under license or not. Royalties are now only 5%, payable for five years
instead of ten, and applicable only to drugs for which a license is held.
Since foreign manufacturers are only allowed to import large quantities
of a pharmaceutical if local producers are unable to fulfill demand,
there is some additional protection for licensed drugs. Once local firms
are in a position to fill this demand, however, foreign companies are
given two years to phase their product out.

It should be noted as well that the quasi-private firms operating
in the domestic pharmaceuti cal s market are heavily subs idi zed. Govern
ment subsidies to the industry totaled LE 6 million in 1979 and 1980,
while LE 37 million in public funds was spent for the renovation and
expansion of state-owned drug plants under the current Five-Year Plan. 13

Manufacturers: All purely indigenous pharmaceutical companies
in Egypt (i.e., those without foreign participation) are technically
public companies. Of the eight public companies manufacturing dosage
forms, one (El Nasr Pharmaceutical Chemical Company) is predominantly
a producer of chemicals and active ingredients to be used by other
pharmaceutical manufacturers. The remaining seven companies are as
foll ows: 14
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a The El Nil Company for Pharmaceuticals and Chemical Industries
was formed in 1962 via the nationalization and consolidation of several
small private laboratories. If measured by sales, E1 Nil is the second
largest of the public drug manufacturers, with 1981 sales totaling $33.6
million, an increase of 41% over 1980.

El Nil is the licensed manufacturer for a range of multinational
companies including Upjohn, Merck, Wyeth, Parke Davis, Abbott, and Le
Petit (a division of Dow Chemical). Its product line includes cosmetics
and skin creams as well as ethical pharmaceuticals. In the latter cate
gories, it focuses on antibiotics and intravenous solutions (which it
has sold at a loss for several years). It is also Egypt's only producer
of "ca t-gut" sutures.

The company has one of the only corporate research and develop
ment operations among indigenous producers, focusing on sulfa drugs and
antacids. It has also undertaken research programs regarding the thera
peutic effects of local herbs on liver and skin diseases and on diabetes.

a The Chemical Industries Develo ment Com an CID) is the
only one of the seven major companies to have been founded in 1946)
as a public sector company. It is also the largest, with $37.8 million
in sales in 1981. This represents a 35% increase in sales over 1980.

CID produces drugs under license for such major companies as
Bristol Myers, Schering AG, Boehringer Ingelheim, Astra and Takeda.
Its product line is broad, but for several years, it has specialized
in antibiotics and insulin. CID is also UNICEF's local producer of
oral rehydration salts for government purposes.

a Al Kahira PharrMceuticals and Chemicals Industries Company
was founded in 1962 via the nationalization and consolidation of four
private companies. The total volume of its 1981 sales was $30.8 million.
Al Kahira's non-licensed production is limited to hard and soft gelatin
capsules and a series of veterinary drugs, which it hopes to expand
through future licensing arrangements. It is Egypt's only producer of
gelatin capsules, and has considerable potential for expansion of this
product line since the entire Egyptian market for this type of capsule
is valued at $20 million per year.

Currently, Al Kahira's licensing arrangements are solely for
medicines for human use, and are with such major companies as Merck,
Eli Lilly, Morton Norwich, Smith Kline, Searle, Boots, and ICI.

a The Misr Company for Pharmaceuticals is the nationalized
version of the oldest pharmaceutical company in Egypt. Currently, it
is capitalized at LE3 million and has 200 non-management employees.
Misr's 1981 sales were $30.8 million, and its product line is limited
to 25 therapeutic categories scattered over a wide range of medical
needs. It also has only four major licensing arrangements, and gen
erally makes its money via the sale to the Government of injectable
and oral dosage forms of antibiotics ..
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o The Memphis Chemical Company is also the nationalized
form of the earlier, private corporation. Its sales are small
($16.8 million in 1981), but it is expected to grow considerably
when a new plant comes fully into operation in late 1983. Memphis
has a broad line of pharmaceuticals and holds 25 product licenses
with major U.S. and European firms

o The Alexandria Company for Pharmaceutical and Chemical
Industries is also one of the smallest of the local producers
$16 million in sales in 1981), but is one of the more diversified
of these companies. Alexandria not only manufactures a broad line
of human pharmaceuticals, it also is a major producer of rubber
surgical gloves and medical adhesive. Factory expansion focused
on these operations is expected to meet an increasing portion of
the Government's needs in this area. However, although local pro
duction of gloves can serve 75% of the market, poor quality has
resulted in the company's product being used only in public sector
hospitals. Similarly, although Alexandria's adhesive production
could meet 30% of Egypt's requirements, quality problems have re
sulted in private sector reliance on imported products.

o The Arab Drug Company was founded in 1963 and had 1981
sales of $16 million, nearly a 50% increase over 1980. The company
compensates for its limited licensing arrangements by marketing an
extensive line of veterinary medicines as well as by specializing
in injectable drugs.

Distributors: 15 Until four years ago when Egypt's "Open Door"
economic policy was instituted~ two public companies held a monopoly
on medical products import and distribution for both the public and
private sector health care provision systems. Recently, several
smaller companies have been created which have been allowed to com
pete with the public sector and now control about 30% of the import
market.

tian Com an for Trade and Distribution of
Pharmaceuticals II Egydrugll is the public company responsible for
the import of drugs in finished dosage forms and for the wholesale
distribution both of drugs produced locally and those imported.
Egydrug has a distribution network of 43 warehouses and also oper
ates 23 pharmacies of its own.

Egydrug is required by law to distribute up to 50% of the
production of public sector companies. Its clientele thus is com
prised of all government pharmacies and about 5,600 private pharmacies.
All pharmacies have access to Egydrug, but the company's role is pri
marily a passive one. It neither actively markets nor presents
information on the drugs it distributes, but merely takes import
orders from its user pharmacies.
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The total annual value of imports distributed by Egydrug
hovers around $50 million, covering about 800 items. Egydrug
handles both ethical pharmaceuticals and such health-related pro
ducts as baby foods and infant formulae.

Despite the breadth of its import role, Egydrug's own financial
picture is often dim. The company is allowed a wholesale mark-up of
7% by government policy. Acquisition prices on the international mar
ket, however, have been consistently rising. Moreover, Egydrug
also must absorb shipping charges to its supply centers and, until
recently, an import duty of 23.5%. Although the retail price of
imported drugs is allowed to rise (locally-produced products are
strictly controlled and are often held below cost via a complex
pricing system), approval for increases is required from the Minis
try of Health's Tariffication Committee. The time lag between any
approval of price increase and the importer's petition often leaves
Egydrug bridging the financial gap between high international costs
and low domestic market prices.

o The El Gomhouria Company for Trading Pharmaceuticals,
Chemicals and Medicinal Appliances was responsible until recently
for all imported health care supplies except finished dose drugs.
This includes both raw materials needed to produce bulk pharmaceu
ticals and the fine chemicals used by the above seven public companies.
Total sales via El Gomhouria in 1980-81 were about $125 million, of
which $35 million was for medical equipment. 95% of these sales
were imports. This represents about 70% of the non-drug health
product import market. El Gomhouria also is the exclusive repre
sentative for many major foreign firms in the Egyptian market.
Its third role is that of purchasing agent for the Government's
large international tenders.

El Gomhouria has a unique advantage over its new private
sector competitors in that, as a public sector company, it can ob
tain the foreign currency required for imports at the official rate
plus a 10% surcharge. The private companies must purchase foreign
currency on the free market at a rate as much as a third above the
total price paid by E1 Gomhouria.

The four leading private sector companies which have become
newly involved in the health products import/distribution market
largely service private sector facilities. These import companies
cover both pharmaceuticals and medical equipment, and include:

o Alkan Company, sales volume $4 million;

o SSC, sales volume $2.5 million;

o Chemipharm, sales volume $2.5 million;

o Nile Stores of Egypt, sales volume $2.5 million.
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3. Tunisia

Market Size and Structure: Total pharmaceutical sales in
Tunisia in 1981 were just under $120 million, 80% of which repre
sented imports. 16 Medical equipment and instrument sales totaled
another $6 million, 90% of which was accounted for by government
purchases. 17

Major Companies: Unlike the other focus countries in this
Report, Tunisia's indigenous pharmaceutical production is central
ized in the Central Pharmacy of Tunisia (PCT), which is also
responsible for all drug and chemical imports and distribution.
While other companies may manufacture dose-form drugs, they must
import the manufacturing inputs from PCT. Moreover, royalty pay
ments on licenses are strictly limited, thus reducing the product
line of any independent local producers. The result has been that
the PCT has a dominant posi tion in the local production as well as
the importation of pharmaceuticals.

Prior to 1962, nearly all drugs in Tunisia were imported.
Some simple formulations of over-the-counter external-use products
were carried out by private pharmacists in small laboratories, but
the activity was marginal compared to imports. An industry train-
ing program with Czechoslovakia started that year and the construction
of PCT's own production facilities (completed in 1972) positioned the
PCT as the major local producer ..

In 1980, the total value of production at the PCT factory
was $8.7 million, 17% of PCT's 1980 turnover. 46% of this local
production was sold to the public sector, 43% to private pharmacies
and facilities, and 10% was exported, mostly to Algeria under the co
operation agreement between the countries described in Chapter 9. 18

The production of the PCT factory meets 75% of the product
needs of public hospitals and clinics, but only 25% of the needs
of private pharmacies~ since the latter are the, main distribution
sites for prescription drugs. 19 .

Three primary problems face the PCT factory. First, its
manufacturing capability is becoming outdated; as new equipment
is procured, new facilities are required. The Tunisian Sixth Five
Year Plan contains a project for construction of a new factory, but
outside financing will be necessary.

Second, integrating PCT production with its distribution
function has proved complex. Indeed, in 1980 there was a virtual
crisis in public health institutions when the drug supply all but
stopped due to a mismatch between local production, international
tender, public institution demand, and the frozen stock of the ex
tensive private pharmacy system. Since then, the PCT has reduced

-53-



its stock level to a four-month supply and adjusted its production
and ordering process accordingly to meet consumption projections
that are targeted at narrower time frames.

Third, unlike its Egyptian public sector company counter
parts, the majority of PCT production is not under license. In
1978, it negotiated its first license and royalty arrangement with
a French firm. However, PCTls director has publicly expressed
dissatisfaction with the payment of royalty fees for multinational
licenses and the general ties in those licenses to the purchase
of imports from the home company. Although the PCT seems to
recognize that the most efficient way to broaden its production
base and to assimilate technological advances is via licensing
arrangements, it has not determined how it will achieve that goal
without compromising its unwillingness to adhere to process patents
and to pay production royalties. This difficulty is described
further in Chapter. 9.

4. Morocco

Approximately 80% of the pharmaceuticals in Morocco are
locally formulated and manufactured by the 17 different drug manu
facturing companies in the country.20 However, about 95% of the
locally-produced medicines are manufactured under license from
foreign multinational corporations. All raw materials for this
local production are imported. The total value of locally-produced
drugs is approximately $120 million per year.

All sales prices of the 2,500 products (local and imported)
licensed in the country are regulated by the Government. The sales
price structure allows the retailer a mark-up of 30% and the whole
saler a margin of 10%. The rigidity of the pricing structure and
the costs of investment in the local industry have acted to minimize
company profits and thus discourage investment expansion.

The top three companies, in rank order, in the Moroccan
market are as follows: 21

o Polymedic, ~ith 16% of the Moroccan market, was created
in 1953 as a wholly-owned subsidiary. It now is a government joint
venture and employs 300 persons. It is capitalized at MO 6.5 million
and its primary products are antibiotics and drugs for gastrointestinal
disease. Polymedic produces 250 products, some of which are drugs of
its own product line, and some of which are products of other companies
such as Merck, Sharp &Oohme and Schering Plough. The company imports
90% of its raw materials, and has an annual product turnover valued
at MO 90 million ($13.8 million).
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o Maphar is a wholly-owned subsidiary of France1s Clin
Midy and was created in 1970 with MD 30 million in capitalization.
The major portion of its 200 products are antibiotics. Maphar
employs 200 persons, accounts for 13% of the local market, and
has MD 85 million ($13 million) in turnover per year.

o Laprophan is a state-owned company created in 1949
with MD 3 million in assets. It has a product line of 200 items
and also produces, under license, 26 other brand names. The
company employs 300 persons and has an annual turnover of MD 70
million ($10.7 million). Laprophan accounts for 13% of the Moroc
can market and has seen sales grow by 20% per year for the last
five years.

4.D. NON-HEALTH PRODUCTS MANUFACTURERS

As noted earlier in this chapter and in Chapter 3, the manu
facturing sector, both private and quasi-private, is a major part
of most Middle Eastern economies. As compared to those of their
multinational colleagues, however, the health-related activities
of these domestic firms are generally not as well organized or as
central to corporate activity. This is generally not for lack
of intent or interest, but is simply a function of size and econ
omics. With the exception of the major pub'lic sector companies,
most indigenous business is relatively small and does not have the
economic resources, either overall or on a per employee basis, to
devote to employee health care programs. Furthermore, local pri
vate companies cannot call on parent company technical resources,
as can multinational subsidiaries, to address service provision,
equipment, or training program design needs. Even if financing
were not a problem, this lack of domestic technical resources
would inhibit health programs.

Given these limitations, two types of health-related activ
ities on the part of indigenous business have been identified:
integrated health services provision, and occupational health and
safety programs. The cases presented below are illustrative of
the responses of local companies, from the largest to the relatively
small, in reacting to employee needs and/or national regulation.
In both types of programs, ample opportunity exists for publicly
mandated development assistance agencies and/or governments themselves
to provide incentives for expanded programs; linkages between indigenous
businesses and those multinationals with experience in the relevant
health issues; and/or joint resources to overcome the health services
bottlenecks in local firms. More detailed discussion of these oppor
tunities is contained in the final chapters of this Report.
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1. Provision of General Health Services

In most cases, again for a combination of lack of resources
in domestic private business and lack of initiatives from the public
health system's side, no general health services are provided by
local employers. In some cases, national regulation requires that
pre-employment physicals be carried out, with particular emphasis
on communicable disease control, but these regulations only apply
to larger firms and then are poorly enforced {see Chapter 9 on
national policy). There are few if any incentives developed by
governments to encourage any other type of primary health care
activity. By and large, business relies on the quasi-private
insurance systems and public health facilities, discussed later
in this chapter, to meet the health needs of employees.

It may be useful, however, to examine the case of what can
happen when corporate resources and creativity are available in
the region and are encouraged by government policy to assume a
significant health provider role.

Case 3: KUWAIT OIL COMPANY

Begun in 1947 with an 80-bed hospital for Kuwait Oil employees,
Kuwait Oil's health services currently provide health care to over
60,000 employees and members of the communities surrounding the
company's facilities. The extent of the services offered by Kuwait
Oil Company have increased gradually over the past 35 years, but the
Ahmadi Hospital, built by Kuwait Oil in 1960, is now a major provider
of health care in the country. The hospital began to offer its ser
vices to non-employees of the company when the Minister of Health
asked that a number of beds be used for the acutely ill and for acute
emergency cases from the surrounding area.

Ahmadi Hospital, with a 1982-83 budget of $17.2 million, offers
the following services to its patients:

medical services, including pediatrics, intensive care,
pharmaceuticals;

surgical services;

denta1 ca re ;

preventive health, both public and occupational.
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There are 627 people on staff and more than half are employed
in nursing services. Emphasis is on hiring staff from the Middle
East and in-service training is provided where necessary to better
the credentials of the Middle East staff.

Although the Government owns Kuwait Oil Company, its health
services are considered private and run from the Ministry of Oil,
rather than from the Ministry of Health.

###

Case 4: HEALTH SERVICES IN STATE-OWNED CORPORATIONS, MOROCCO

In Morocco, the country's physical infrastructure and chief
natural resources are managed and operated by large state-owned
corporations. These corporations and their workers are often se1f
contained agencies, financing and providing many of their own services
outside the normal ministerial or social welfare structures. The
provision of health services is no exception.

The Office Cherifien des Phosphates is the state-owned corp
oration responsible for the production, processing, and marketing
of Morocco's main export. The company annually spends nearly $5 mil
lion on social services for its 23,000 employees. It finances and
operates two multi-service hospitals with a total of 464 beds. Over
40 physicians are employed by the company to serve these facilities
as well as the outpatient clinics operated at its mines and processing
plants. Services in these facilities are provided to all employees
and their families.

The Office National des Chemins de Fer, the national railroad
company, also operates a set of its own clinics for all employees at
a total annual cost of $4.5 million. Oversight of these facilities
is outside the authority of the Ministry of Health.

The other two state-owned infrastructure companies, the Office
National des Transports and the Bureau de Recherches et de Participation
Miniere, also provide their own health services to employees, but do
so via contract arrangements with private sector facilities and physi
cians. The total health budget costs to these two companies approach
a quarter of a million dollars annually.

###
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Case 5: MISR SPINNING AND WEAVING COMPANY
MELHALLA ELKUBRA, EGYPT

Misr Spinning and Weaving is a state-owned corporation em
ploying 35,000, with textile facilities located halfway between
Cairo and Alexandria. The company operates a 200+-bed hospital
for its employees and their dependents.

The 23 outpatient examining and treatment rooms see 1,500
to 2,000 outpatients per day. Between 30 and 40 company and company
contracted doctors staff this operation. The company hospital pro
vides nearly all types of medical, surgical, and obstetrics/gynecology
services. Its annual patient load is between 7,500 and 20,000 persons.

The Misr Spinning medical operation is the main provider of
health services in Mehalla Elkubra, and thus has all the problems of
Egypt's public health system. Patient flows and management are often
disorganized. Equipment is outdated and inadequate; maintenance and
repair is sporadic at best because the company, just as the public
health system, suffers from the country's general lack of technical
personnel.

Nevertheless, the company has made a considerable effort to
meet the needs of its workers and their families. The company facil
ity offers medical, dental and ophthamological services not only to
its workers and their families, but also to the surrounding community.
Its outpatient clinics also offer a wide variety of medical, child
care, nutrition, and some family planning services to women workers
as well as to those in the community.

###

2. Occupational Health and Safety

The health problems of workers in the Middle East, as in most
developing regions, are more complex than in industrialized countries
due to the general health conditions in the countries, the level of
worker training, the availability of safety equipment, and even the
mismatch between the dimensions and layout of imported equipment com
pared to the physical proportions of the local work force. Solving
these problems is not only a matter of developing workable national
policies (see Chapter 9). It is also a matter of economics (much,
often all, safety equipment must be imported, requiring foreign
currency which is in short supply in private local business); the
age of most machinery in private factories, not easily adaptable to
modern concepts of protection from air pollution, noise, and heat
(in many cases, substantial investment would be needed to replace
basic machinery even before safety equipment could be added); and
the 1evel of techni cal knowl edge among (or the sheer 1ack of) spec
ialists in occupational safety within the individual countries or
companies.
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In these circumstances, nearly the only way indigenous busi
ness can respond to its OHS needs is via cooperative partnerships,
relying on (1) public/government policy systems, which focus on
incentives rather than on public threats; (2) development assistance
for equipment, training, and technical skills; and (3) multinational
corporate leaders for technical guidance on the ground as to how to
set up internal, sustainable reporting, training, and warning systems.

The following six examples illustrate the successes (and the
serious problems) of delivering occupational health and safety ser
vices in the private industrial sector of the Middle East. The
examples also illustrate the potential of existing OHS programs for
expansion particularly as the private sector grows and expands with
new public economic policies. In many cases, OHS programs offer
many employees their only avenue for consulting with a physician
and engaging in disease prevention programs. Limited OHS programs
already in existence may, with the right approach, be broadened
to cover a whole range of public health programs, including nutri
tion education, hygiene education, and disease control.

Case 6: CAIRO COMPANY FOR BEVERAGES

The Cairo Company for Beverages is a private company estab
lished in 1980, employi.ng 1,350 workers. In accordance with Egyptian
law (see Chapter 9), the company has instituted a Health and Safety
Committee to ensure implementation of safety regulations and train
members in occupational safety procedures. Spokesmen of the company
state that these OHS requirements are not difficult to maintain.
The company provides a medical check-up prior to employment and
medical check-ups are administered to all workers on a regular basis
for early detection of occupational or other diseases.

The company's largest problem reportedly is in the reliability
of the required Health and Safety Committee itself. Egyptian law
mandates that a quorum, 50% of the members, is required for a Com
mittee meeting. However, 50% of the Committee members are also
required to be factory workers. Given the pressures of time and
lack of worker understanding of OHS issues, factory workers often
fail to attend meetings. The result is that few meetings officially
take place and thus the company has problems with reporting statistics
to the Government and thus risks being viewed as not complying with
the law.

###

This problem of the on-the-job implementability of government
regulations, developed almost exclusively by public or international
regulators and without business input, plagues most private sector
management.
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Case 7: NASR COMPANY FOR MANUFACTURING TELEVISIONS

Nasr TV is a publicly-owned company which was licensed in 1979
to produce television reception sets and general electronic equipment.
The company operates several small factories and is responsible to
the Ministry of Industry.

Since the company is relatively new, OHS conditions are fairly
good and the company provides the following health and safety services
to its workers:

Free first aid services;

Periodical medical check-up and referral to the hospital
of the worker's choice as necessary;

On-the-job training in OHS procedures by company personnel
and experts from the Ministry of Industry.

Payment for worker services, beyond on-the-job first aid, is
handled via the public worker insurance systems described later in
this chapter. Since these insurance schemes only apply to public
facilities, however, the policy of the company seldom involves the
local private delivery sector.

###

Case 8: HELWAN IRON AND STEEL FACTORY, EGYPT

The Helwan factory is one of the largest of Egypt's publicly
owned companies and employs over 16,000 workers. In keeping with
government regulations, it too has developed an OHS Committee which
meets every two months. Helwan also has had problems with the
practicality of this mechanism for identifying and dealing with
OHS needs.

In addition to supplying workers with the necessary safety
equipment, the company attempts to provide a range of preventive
occupational safety measures in such areas as air purification,
materials storage, and continuous cleaning of equipment. However,
the expense of these procedures, the company IS rel iance on publ i c
finance, and the aging equipment in the factory make these procedures
increasingly difficult.

###
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###

Case 9: NASR PAINT AND CHEMICAL COMPANY

Nasr Paint and Chemical is responsible to the Ministry of
Industry for production of a range of paints and varnishes as well
as for the manufacture of charcoal and printing inks. Clearly,
work environment and materials represent potentially serious chem
ical hazards for workers. Required OHS programs have been largely
ineffective in the opinion of company management.

The company does have an OHS Committee, but conditions are
poor, primarily because of limited and poor technology in the factory.
Hazards of chemicals, animal dust and bacteria remain problems. The
managers complain that they do not have sufficient means to deal with
the many probl ems.

There are no periodic health check-ups to detect or prevent
the occurrence of occupational diseases. If diseases do occur,
workers are referred to public sector hospitals for treatment. The
company states that it requires substantial investment to modernize
machines for increased safety and additional finances to provide training
for specialized staff to ensure early detection and treatment of OHS
problems.

Case 10: THE JORDAN ELECTRICITY COMPANY, AMMAN

The Jordan Electricty Company devotes great attention and
care to the subject of occupational health and safety due to the
great danger involved in the nature of the company's work.

The company has formed liThe Labour Safety Committee," which
is solely responsible for ensuring worker safety. This Committee
consists of representatives from the Electricity Labour Union, the
Company·s Board of Directors, and the Jordanian Labour Union. All
foremen or heads of workshops or superintendents, site engineers
or company inspectors, submit monthly reports to the Committee on
any work accidents, safety violations, or any other safety incidents
that occur. The Committee members discuss these reports and develop
new safety instructions, solutions, and recommendations accordingly.
The company's Department of Labour Safety, directly responsible for
informing workers of all safety procedures and instructions and
ensuring that such instructions are strictly followed, takes the
Committee's report and distributes it to all work sites. In
addition, every six months a periodical bulletin is published on
all work accidents that have occurred during that period, showing
the causes of such accidents and ways to avoid them.
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The Department of Labour Safety also has a specialized staff
of inspectors who make regular rounds to examine to what extent both
the laborers and their supervisors are following the company's safety
instructions, e.g., using safety helmets, rubber boots, etc., and to
comment on any violations.

Both the Committee of Labour Safety and the Department of
Labour Safety cooperate in conducting training courses for new workers,
and in providing safety upgrading lectures to all staff.

The Department of Labour Safety is also responsible for the
distribution of all instructions issued by the Ministry of Labour
regarding occupational safety.

The Jordan Electricity Company has published a booklet about
safety instructions for those working on networks and installations
of low, high, and very high voltages. The booklet was designed by
the head of the company's Technical Department and it is distributed
to each and every worker. It describes, in lay terms, the nature of
electricity and its dangers, gives comprehensive and detailed in
structions on safety procedures, and specifies how and when all
safety equipment should be used. A special chapter is devoted to
instructions on electric shock and its treatment since most acci-
dents that occur involve this problem. This chapter informs the
workers of the effects of electric shock on the human body and of
the different ways of treating it, e.g., how to administer artificial
resuscitation, etc. Usually the workers are shown live demonstrations
of such procedures so that they are well prepared in case of emergency.

The Department of Labour Safety also has sub-committees that
are mainly concerned with the cleanliness of the work environment,
before, during and after execution of work, in order to avoid hazardous
conditions such as water leakage onto underground cables.

In spite of the company's efforts, accidents are common and
are often fatal. The accident reports indicate that most of the
occurrences are avoidable and are due to the failure to use safety
equipment.

###

Case 11: THE JORDAN PHOSPHATE COMPANY, LTD.

The Jordan Phosphate Company has designed a special program
for ensuring occupational health and safety. This program is carried
out in all of the company's three mines.

In each mine the "Department of Labour Safety" is responsible
for ensuring that the company's safety program is being followed with
minimum violations. The heads of these departments are appointed by
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the company and are regularly sent abroad to skill upgrading courses
to ensure that they are fully aware of new mi ne safety procedures.

These safety departments distribute written instructions to
all workers in the company1s mines. Instructions are also developed
in the form of circulars which are displayed on all bulletin boards
in the mines. In addition, the heads of the safety departments are
responsible for holding group meetings with workers to inform them
of the content of any new notices. Posters and explanatory diagrams
are also developed by the departments and widely distributed in the
mines. All workers receive practical training before starting work.
The safety departments also circulate the safety instructions and
regulations issued by Jordan1s Ministry of Labour and are required
to submit to the Ministry monthly reports of all work accidents,
showing the causes and the period the worker was off work.

During their rounds, the heads of the safety departments
record and make notes on the extent to which the workers are abiding
by the program's insturctions. They provide in situ instruction to
any workers violating safety procedures.

Besides the safety departments, each mine has its own clinic
with a staff physician and nurse on duty to treat work accidents.
In the case of serious accidents, each mine has an ambulance which
transports the worker to the nearest hospital. In addition, free
medical check-ups are provided every six months to all workers to
examine general worker health and provi de early identifi cati on of
occupational illnesses.

Management feels that the chief barrier to improved safety
is the worker's failure to follow the safety and health instructions
given. Almost all accident reports filed at the Ministry of Labour
indicate a failure to adhere properly to safety instructions.

###

4.E. BANKING AND FINANCE

As noted earlier, examples and potential for indigenous
financing of health services can be found and illustrated in the
chapters on OPEC financing and indigenous private providers. A
brief description of indigenous commercial banking in certain
select countries is included here to highlioht the level of this
activity and to pinpoint the countries (Jordan, Lebanon, and Egypt)
where there may be opportunities for local financing and manage
ment linkages with development assistance.
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An interesting aspect of Middle East banking should be noted
here -- that of Islamic banking. A number of large banks in the
Middle East, including the Feisal Islamic Bank in Egypt, the Jordan
Islamic Bank, the Jordan Finance House, the Islam Development Bank
in Saudi Arabia, and the Kuwait Finance House in Kuwait, operate
according to Koranic principles. They must find ways of interpreting
the Koran's prohibition of "riba" (charging interest) in financially
reliable ways. Islamic banks do not charge interest on deposits or
loans; rather, they seek ways in which the deposits or loans can "earn
money" in productive ways. The return on a bank's investment would
thus be passed on to the bank's customer in a profit-sharing way.

Thus, loans and deposits take on different forms in Islamic
banking. One cannot collect interest at a fixed rate on a loan, but
one is entitled to a return on loaned capital where it has been pro
vided to an entrepreneur on the basis that the lender will receive
a proportionate share in the profits of the enterprise. Because the
loaned capital is productively employed and the lender is sharing in
the risks of the enterprise, any profit that he makes is earned. Of
course, since he also bears the risk of losses, he may be unable,
under Koranic principles, to recover even his initial capital. A
bank depositor is not entitled to any fixed return on his deposit,
but he may receive any return from investments for which he allows
the bank to employ his deposit, although he subjects himself to the
risk of any losses incurred in such investments.

1. Jordan

In Jordan there are 19 indigenous banks, five of which are
wholly-owned. The remainder are joint ventures. The most well-known
of Jordanian banks is the Arab Bank of Jordan. In existence for 50
years, it has assets of over $7.26 billion and a growth rate of 15%
per year. The Arab Bank has branches worldwide (a branch was recently
opened in the U.S.), yet Jordanian accounts entail 31% of its lending
and.the A2~b Bank handles 45% of all Jordanian commercial banking
buslness.

Like so many other private businesses in the Middle East, the
Arab Bank is family-owned and managed. The bank's operations are
sophisticated and international; yet, it is viewed by the local popu
lation as a traditional family-run business, receptive to the "small
man" and to various development initiatives.

The Central Bank of Jordan has been encouraging a stronger
lending role by Jordanian commercial banks for individual development
projects. 23 The most important vehicle for channeling funds to local
projects and industry has been the locally-syndicated loan. This
process has become a valuable source of finance for local industrial
and development projects. Although the traditional recipients of
loans have been the construction, real estate, and trading sectors,
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there are opportunities, given the availability of private capital,
government encouragement and direction, and expertise from develop
ment assistance, to channel local bank financing toward the health
sector. Of concern to Jordan's banking system is a shortage of
trained personnel, capable of efficiently and effectively evaluating
the credit risk of loans for development projects. This concern
over the shortage of trained personnel may present an opportunity
for development assistance to offer its expertise and training
capabilities to Jordanian banks for channeling loans to health
related industries and/or private providers.

2. Egypt

As mentioned earlier in this Report, the astounding growth of
the'banking sector in Egypt -- 65 banks in eight years -- created
great expectations of capital flows for development projects which
just were not realized. The majority of the newly-established banks
concentrated their business in short-term credit for trade.

Since financing for development projects has not been forth
coming, the Central Bank has initiated several regulations which will
have the effect of channeling more money into domestic development.
Again, the encouragement, support, and incentives of the Government
for directing private finance to development may provide the right
environment for linkages and encouragement from development assistance.

3. Lebanon

Despite the five years of civil war and turmoil which have
severely disrupted the economy and the quantity of commercial trans
actions in Lebanon, one cannot describe private banking in the
Middle East without briefly mentioning this country. Banking and
finance were the lifeblood of Lebanon's development, and, to a large
extent, still are. Surprisingly, since 1975, commercial banking
business has grown. The number of licensed banks in the country
is 130, and 69 banks are actually operating. Deposits in local and
foreign currencies have risen and loans have increased. It appears
that the future economic stability and development of the country
will rely as well upon the continued durability of the private
banking sector. 24

4.F. INSURANCE

Growth in the private indigenous insurance industry (outside
Lebanon) is a recent phenomenon in the Middle East. However, an
increase in demand for marine, construction, automobile, and life
insurance has stimulated an expansion in this indigenous industry
serving both the home country and wider international markets.
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The General Arab Insurance Federation (GAIF) is the trade
association for the insurance industry in the region. The overall
GAIF goal is the creation of a single Arab insurance and reinsurance
common market. However, a multitude of diverse regulations in this
highly-controlled field is a major obstacle to the formation of a
structured Middle East system.

Of particular interest to this Report, the health insurance
industry in most countries is dominated by government agencies,
particularly those responsible for government and industrial worker
casualty and disability finance.

In general, the participation of private insurers in the health
insurance industry is still in an embryonic stage, its growth stunted
by a range of government policies which seek to maintain public con
trol over the industry. As will be indicated in this chapter, this
public control frequently results in limiting health services to the
overall population by removing many insurance financing options and
by limiting the aggregation of capital by the private sector in
these countries.

This section will briefly cover the status and role of the
private indigenous insurance industry and will also focus on key
public social security and health systems responsible for providing
health insurance.

1. Egypt

Egypt's delivery of health insurance is highly-structured
and relatively sophisticated.

Every permanent salaried employee above the age of 18, with
the exception of construction, shipyard and domestic workers, is
socially insured by Law 79/1975, amended by Law 25/1977. This social
insurance includes old age, disability and death, occupational injury
insurance, health and unemployment. It is also obligatory and is paid
by both the employer and the employee. The private sector employer
withholds 3% of employee monthly wage for occupational injury, 15% for
pension, 4% for health insurance, and 2% for unemployment. Although
the General Organization for Social Insurance is the government agency
responsible for claims settlement under Egypt's social insurance laws,
the health aspects of those laws are implemented by the General Organ
ization of Health Insurance (GOHI).

There are three main systems for health insurance provision
in Egypt:
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(1) Law No. 75 (1964) specifies that 1% of the monthly wage
of an employee is to be paid by the employee and 3% of the monthly
wage of the employee by the employer to the GOHI health insurance
fund, with services to be provided by GOHI.

(2) Law No. 32 (1975) establishes the possibility of partial
coverage. An employee may choose to pay 0.5% of his monthly wage and
have 1.5% paid by the employer to the GOHI for health insurance.
GOHI then provides heal th services, but these are only partially
funded, and the beneficiary must assume some service costs, not to
exceed 50%.

(3) There is also a nascent private health insurance industry
in Egypt, provided by private carriers who serve employers who decide
not to use the GOHI systems. These employers, however, must still
pay -employee health coverage to GOHI. (This double burden of payment
obviously deters many companies from utilizing a private system of
health insurance.)

GOHI began its operations in 1964 in Alexandria, where the
majority of beneficiaries are still located. At its creation, GOHI
was a public sector enterprise subject to control by the Ministry
of Health. However, in 1979, as an outgrowth of the Open Door Policy,
GOHI was converted to an "open enterprise. II Re-categorized as an
"economic authority," GOHI was given greater flexibility, independence
and autonomy over its own management decisions. It is able to set
rates of remuneration to its salaried employees at levels exceeding
those admissible for public service government employees, and is able
to finance investment projects from operating surpluses or from for
eign donors. Nevertheless, the GOHI retains significant public agency
ties. All medical posts in GOHI must be authorized by the Ministry
of Health; its service provision activities are closely monitored by
the Government; and, of course, its finances are derived from government
authorized and controlled social security schemes.

GOHI currently covers about 2.5 million people. It operates
20 hospitals, comprising 3,526 beds in addition to bed space leased
from Ministry of Health facilities on a contractual basis. The bed}
population ratio for GOHI beneficiaries is 2.2:1,000. Established
staffing ratios are generally adhered to with difficulty. Each gen
eral practitioner is expected to handle 20 patients. The prescribed
ratio is 1:4. One nutrition specialist is provided for every 100 beds,
one laboratory and one X-ray technician for every 50 beds and a social
worker and public relations person for every 100 beds.

General practitioner clinics are located within each firm em
ploying 300 workers or more -- otherwise, these clinics are centrally
located to service several smaller firms.

-67-



The medical staff of GOHI are employed either on contractual
or salaried bases. Salaried physicians receive higher payments than
those received for government services, but they are not permitted
to engage in private practice.

GOHI has been able to maintain an excellent system of record
keeping for monitoring utilization and cost rates, due to a beneficiary
passbook system, the passbook containing name, code number, picture,
and medical record.

It is interesting to note that there are substantial differences
in utilization rates between co-payment (sharing costs of services)
and non co-payment beneficiaries.

Utilization Rates of Co-Payment and Non Co-Payment System
in Alexandria - 1981

Co-Payment Non Co-Payment

Average Annual Visits/GP 4.0 6.0

Average Annual Visits/Specialist 1.0 1.5

Average Annual Prescription rate 3.0 6.0

Average Annual X-ray 100 150

Average Annual Lab Visits 400 750

Although there is not a substantial difference in visits as
between general practitioners and specialists, the use of additional
GOHI services -- lab, X-ray, drugs -- appears to be dependent upon
whether the beneficiary perceives such services to be free. It may
also be a reflection of a lack of beneficiary understanding of the
importance of these treatment and diagnostic tools to overall health
care. "See ing the doctor" may be considered sufficient in itself to
treat the illness.

Costs in the GOHI system in 1982 were estimated at LE 20 per
beneficiary. There are various interpretations concerning the finan
cial solvency of the system. Some reports maintain that the syste~

is under-financed and over-extended. Other reports maintain that the
system is currently breaking even, yet expects problems in the future
if wages do not increase to cover the rising costs of health services.
In addition, GOHI would like to expand its services to include depen
dents, pensioners, and agricultural workers. It is doubtful that this
expansion would allow the system to maintain the level of management
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and per unit cost with the reduction in per unit revenue of members
added. Thus, the future viability of the public health insurance
system in covering a wider proportion of the population appears to
be in some question.

Private health insurance, possibly with cooperation from de
velopment assistance, could playa more significant role than is
currently allowed in supplementing hard-pressed government health
insurance systems. Of course, the private health insurers could
also serve populations not covered by the GOHI system.

In 1980, there were 144 active private insurance funds in
Egypt. Most of these are internal programs of agencies, companies,
syndicates, or associations wishing to increase benefits and health
services to their members. In 1980, these funds distributed the
following benefits:

Function

Death

Disability (members')

Marriage of Daughter

Illness and Treatment

Birth

Pensions

Investment

Return on Investment

Amount in LE 1000

706

166

14

652

12

2,990

84,000

5,712

All insurance companies in Egypt, of whatever type, must be
owned by Egyptian citizens, and all insurance activities in Egypt
must be covered by Egyptian insurance companies. The insurance in
dustry in Egypt is regulated by Law 10/1981 and controlled by the
Egyptian Agency for Insurance Control (EAIC). Insurance activities
include fire, transportation, life, capital formation, marine, and
accident. The three largest public insurance companies in Egypt are
El Sharq, National Insurance, and Misr Insurance. The three largest
private indigenous companies are El Mohandes, El Delta, and El Suez.
Two recently created joint venture companies are the Egyptian American
Insurance and Arab International Insurance. The Egyptian American
Insurance is held equally by the El Sharq Insurance Company and the
American International Insurance Agency. The Arab International

-69-



modified in 1958.
Nationale des Retraites"

In 1976, they were

Insurance Company is held by Egyptian, English, German, French,
Italian, Japanese, Swiss, Iraqi, and Kuwaiti insurance companies.

The three private sector insurance companies do not cover
any health insurance. Their coverage extends only to marine, pro
perty, car, and life.

2. Tunisia

Health insurance was first introduced in TUnisia in 1952,
for the benefit of civil service employees only. In 1960, a National
Health Insurance Fund, "Caisse Nationale de Securite Sociale" (CNSS),
was created to provide health insurance coverage to private sector
employees.

The civil service health insurance was
Two funds were then established: the "Caisse
(CNR) and the "Caisse de Prevoyance Sociale."
merged into the present fund, the CNRPS.

In addition to CNSS and CNRPS, a number of "Mutual Heal th In
surance Schemes" (for government employees) and "Group Insurance
Contracts" (for private sector employees) are negotiated annually
with private insurance companies to provide added coverage.

Three major nationalized companies -- The Electric Power
Supply Company, The Railways Company, and The Hauling and Public
Transportation Company -- are exempted from parti ci pation in CNRPS
or CNSS. They have been legally authorized to operate their own
health insurance schemes as well as to provide medical services to
their employees, with a stipulation that these services must be at
least equal to those provided in the public health sector. Approxi
mately 30,000 employees benefit from this system.

Membership in the CNRPS is estimated to be 300,000 for a total
population coverage of 1.5 million. Participation in this fund is
obligatory. Civil service employees are required to contribute 1%
of their salaries, with the Government contributing an equal amount.
Under this fund, members have free access to public health facilities
upon presentation of their card, and are reimbursed for medical ex
penses incurred in the case of illnesses which necessitate over six
months of treatment. Reimbursement is made according to the follow
ing percentages:

80% physician honoraria
100% drugs
100% hospitalization cost (in the public sector)

75% hospitalization cost (in the private sector)
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Membership in the CNSS is estimated at 350,000 members for a
total population coverage of 1.7 million. Participation in this fund
is also obligatory. The total contribution is 19.25% of salary with
6% being contributed by the employee and the remainder by the employer.
This contribution covers illness, death and child benefits. The main
insurance share is estimated at 6% of the total 19.25%.

The CNSS health insurance scheme provides coverage for ambu
latory care and hospital treatment in the public sector only. It
does not allow a free choice of physician and treatment in private
hospitals. The CNSS also operates three major outpatient centers in
the cities of Tunis, Sousse, and Sfax.

With some 650,000 members, the two major national health in
surance funds cover a total population of 3.5 million, approximately
half the entire population of the country. As health services financed
under these two funds are almost exclusively restricted to a public
health sector already overburdened by service provision demands of the
non-insured population, there is often no real difference in access
to care as between the insured and non-insured population. Thus, a
variety of private health insurance schemes and group insurance con
tracts have arisen to compensate for the lack of services provided
under the obligatory systems. In order to gain access to private
health care and to have a free choice of hospital and physician, em
ployees and employers are constrained (similar to Egypt) to double
up thei r coverage under the hea lth insurance funds by enteri ng hea lth
insurance agreements with private insurance companies. The volume
of this activity is estimated to be $20 mill ion for 1982.

3. Jordan

Revenues for Jordanian insurance companies have risen from
JD 269,000 in 1972 to JD 3 million in 1980, a substantial increase,
which reflects the increase in the number of companies and in the
quality and quantity of their investments.

Jordan's Social Security Corporation is financed by subscription
from employer and employee and from the return on its investments.
Although a public agency, it maintains administrative and financial
independence from the Government. The Social Security Corporation
covers health, disability, old age, and unemployment insurance. Its
1982 revenues totaled $65.8 million, more than double its 1981 revenues
of $32 million. Yet, in the first half of 1982, the Social Security
Corporation paid out only $294,000 for medical treatment.
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Case 12: JORDANIAN INSURANCE, A MOVE TOWARD THE PRIVATE SECTOR

In April 1983, a conference was held in Jordan involving both
government health officials and private health insurers and providers
to discuss methods for establishing a comprehensive medical insurance
scheme in cooperation with the Pharmacists Syndicate. Leaders of the
Pharmacists Syndicate lent support to this conference in order to
increase the pharmaceutical profession's interest in and contribution
to a comprehensive medical insurance scheme.

The aims of a comprehensive medical insurance scheme were
agreed upon as follows:

The provision of medical services to cover all citizens;

Beneficiary freedom of choice of hospital, physician, or
pharmacy, thereby stimulating competition and better ser
vices among providers;

Implementation of a pre-financing scheme with a fixed
percentage deducted from individual income as payment,
and thus with higher-income employees absorbing more of
the insurance bill;

Utilization of all services and capabilities including
those of the private health sector in order to reduce
duplication and provide for maximum availability of
services;

Support for competitive atmosphere among all service
providers to create most cost-efficient services.

The conference also supported the establishment of an independent
institution to manage the comprehensive medical insurance scheme and
recommended the allotment of 10% of wages and salaries to be divided
between the Government, employer, and employee to fund the scheme
initially.

The final recommendations and processes for implementation of
this scheme have not at this writing been made public. However, the
program, as it appears on paper, would provide for a competitive and
cooperative mix among the public and private health care providers.
It would thus be relatively unique among the existing insurance sys
tems in the region in placing the insurance function into an institution
independent of the Government and using both private and public delivery
systems to provide services.

###

-72-



4. Lebanon

Whereas other countries in the Middle East have only recently
experienced growth in their domestic private insurance industries,
Lebanon has historically served as the insurance center for the
region. Business has only increased since the civil war. In fact
indigenous insurance companies are comp ining that there are now
too many insurance companies operating in the country, too much
unstructured competition, yet too few well-qualified and conscien
tious personnel.

Prior to 1968, twelve indigenous and 83 foreign insurance
corporations were operating in Lebanon. At the end of 1982, those
numbers were 40 and 64 respectively. The withdrawal from the mar
ket of foreign companies has been more than compensated by the
establishment of local companies.

The presence of so many companies in the Lebanese market
has reduced insurance rates, but has also resulted in low profits,
and thus some subscribers have difficulty collecting on claims.
At distinct variance with private domestic insurance in other
Middle East countries, the Lebanese insurance industry is attempt
ing to introduce more, not less, control and regulation into the
system to create stability in the insurance sector.

The social security health insurance system in Lebanon is
also fairly sophisticated and comprehensive. The first social se
curity law was approved by Parl iament in 1963 and became operational
in 1964. Initially, coverage was limited to child support and to
pension financing. In 1971, a form of medicare was added to the
social security system, covering both illness and maternity costs.
To date, workmen's compensation for accidents and occupational
diseases is not a part of the system, although these aspects are
planned for the future. By law, all Lebanese must be members of
the National Social Security Foundation (NSSF) if they work in any
sector of the economy, with the exception of people working in
agriculture, government, army ,and police forces. In 1975, the
total number of insured was 290,000 which, if the beneficiary rate
of 3.8 as a factor is applied, gives approximately 900,000 total
benefi cia ri es .

The NSSF is an independent institution, government-controlled,
with financial participation of the Government of 25% to cover the
medicare cost. The insured employee pays 8.5% of his gross salary
for indemnity and 7.5% of his gross salary for the child support
insurance up to a total monthly income of 2,000 Lebanese pounds.
For medicare a charge of 7% is levied -- 5.5% is paid by the employer
and 1.5% by the employee, up to a monthly salary of LL 750. Since
the intake of monies into the Fund is not sufficient, the Fund has
proposed raising the monthly contributory salary rate to LL 1,450.
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From the medicare costs, the NSSF pays 70% of the drug cost,
70% of doctors· fees, 70% of laboratory and X-ray charges, 85% of
hospital charges in specified hospitals, including payment for some
lab work and X-rays. NSSF also pays 100% of maternity costs. The
tariff between the NSSF and the service institutions is being nego
tiated by a medical committee composed of the American University
of Beirut, the St. Joseph's Medical Faculty, the Ministry of Health,
the doctors' syndicate of Beirut, and the doctors' syndicate of
Tripoli. All proposals are submitted to a board of trustees of
the NSSF, which has 11 members, four of whom are employees and four
of whom are employer representatives, three government representatives,
and one from the Ministry of Heal th. In theory, the NSSF pays 80%
of hospital costs. In reality, 50% of the money paid by the NSSF
covers the cost and the patient pays the balance.

Since neither the Government nor the NSSF can offer much in
the way of alternative hospitalization and polyclinic facilities,
the private health care suppliers enjoy something of a monopoly
position. The NSSF has, therefore, suggested that, in addition to
the privately-operated hospitals, a group of hospitals with adequate
technical facilities, but cheaper "hotel ll facilities should be es
tablished and run by joint boards from the Government, NSSF, and
private groups. These facilities would then be the primary inpatient
sites for NSSF-financed services. However, the NSSF is of the opinion
that purely government-run hospitals are in no way capable of com
peting with the private services and would not contribute to altering
the existing situation.
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5. INDIGENOUS PRIVATE HEALTH SERVICE PROVIDERS

"The. Jt..e.fa.:UoVl.J.>lUp be,twe.e.Vl. pJU.vate. and public. he.ctUh le.adeJLJ.>
11M ;too 06;ten be.en OVLe. 06 J.>UJ.>pic.iclVl. Jt..atheJt ;thaVl. 06 c.oope.Jt..a.,t,[OVl..
Puvate. and public. pJt..ov-tdeJtJ.> have. J.>e.ldom c.oUaboJt..ate.d ;to enJ.>U!!.e.
;the. ac.c.e.J.>J.> 06 the. e.ntiJt..e. me.dic.al c.ommUVl.-t;ty to the. be.J.>t ava-tlable.
me.aM 06 me.d-tc.al C.Me.. Va, i6 OM health aJ.>pJ.Jta.:ti.oytJ., Me. to
make. n-&tavtc.,{d J.>enJ.>e., ~ togaheJt mU6t Vl.OW be.g-&t to J.>e.e. oU!!.
-&tcUviduat Jwle.J.> M -&te.wuc.ably llike.d, to eJ1J.>U!!.e. be.tivr. /1.e.
ta.,t,[oVLJ.>hipJ.> amoVLg he.alth p/1.ovideJtJ.> and to p/1.omote. the. de.vetop
me.VLt 06 total he.atth J.>yJ.>te.m6 60/1. OWL VLWOVLJ.> aVLd oU!!. pe.opteJ.>."
Doctor Hamouda Ben Slama, General Secretary of the Arab Medical
Union. Former Deputy President of the Tunisian Medical Council.

5.A. INTRODUCTION

In general, little specific data is available about private
delivery of health care in the developing world. The assumption in
development assistance has usually been that health services are more
equitably available to poor populations if these services are managed,
regulated, and actually provided by the public sector.

In the Middle East, however, private providers are a fundamental
part of the health system, often even the first point of contact between
that system and the public.

This chapter will set out some basic data regarding the size
and distribution of private delivery and providers in the specific
countries of interest in this Report. Chapter 9 will address national
government policies toward this private sector. General discussions
of the health problems and the publ"[c health service in each country
are to be found in other documents and are discussed here only when
relevant to issues facing the private provider sector.

5.B. JORDAN

Private health care has traditionally been the norm in Jordan.
While the number of private facilities and personnel differ as be
tween government and medical syndicate statistics, approximately
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a third of inpatient beds, over a quarter of inpatient admittances,
and half the country's health personnel are accounted for in the
private sector. In addition, in 1979, approximately JD 11.6 million
($32.5 million) was spent on private hospital and physician services,
nearly the same amount as that spent on health services by the Minis
try of Health.

Facilities: Currently, there are 26 private hospitals in
Jordan, with a total of 1,045 beds. 1 Most such facilities are fairly
small, with seven having between 40 and 90 beds and only two, both in
Amman, having 100 or more beds. Nevertheless, this number represents
nearly a 60% increase in private beds since 1971. 2 Table I below
indicates the geographic and public-private distribution of hospital
beds throughout Jordan. .

TOTALDistrict

TABLE 5. I
Distribution of Hospital Beds of Government &Semi-Government

&Private Hospitals in the Different Districts of Jordan for 1981

No. of Govlt. &Semi-a/ No. ofb/
Govlt. Beds Private Beds

1. Amman Governorate
a. Amman
b. Zarqa
c. Madaba

2. Balka Governorate
3. Irbid Governorate

a. Irbid
b. Jerash
c. Mafraq
d. Ramtha
e. Ajloun
f. Northern Jordan

Valley (Ghor)
4. Kerak Governorate

a. Kerak
b. Tafilah

5. Malan Governorate

a.
b.

TOTAL

Ma Ian
Aqaba

2052
1692

310
50

114

571

400
50
55
56

10

181

139
42

156
86
70

3074

850
735
115

170
80

40

50

25
25

1045

2682
2203
429

50
114

718

475
50
95
56
50
10

217
175
42

156
86
70

3887

a/Includes hospital beds of the Ministry of Health, The Jordan University
and The Royal Medical Services (armed forces). The Annual Statistical Report
for 1981 (published by The Directorate of Planning/Ministry of Health).

b71983 statistics of the Medical Syndicate.
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There are also 1,250 private outpatient clinics in Jordan,
but details of their geographic distribution are unavailable.

Expansion of these private facilities can be expected in
the future. For example, the Jordan Medical Corporation (JMC) has
plans to build a 150-bed private hospital in Amman with an attached
office block for the practices of 28 consultant physicians. The
JMC is a private company with 24,500 shareholders, all Jordanian.

In terms of the service performance of these institutions,
private hospitals in 1981 accounted for 25.6% of hospital admit
tances in the country, 26% of surgical operations, and 28% of
maternity cases. Table II below compares these figures for the
various categories of providers in Jordan.

TABLE 5.11

Percentage Distribution of Hospital Services
According to the Different Health Sectors During 1981

Ministry Royal Medical Jordan Univ. Private
Services of Health Services Hospital Sector TOTAL

Admittances 44.2 21.8 8.6 25.6 194942

Surgical Operations 41.2 24.2 8.6 26.3 69258

Birth Cases 45.7 22.6 3.6 28.2 54312

Source: The Annual Statistical Report for 1981 (published by The
Directorate of Planning, The Ministry of Health).

Private hospitals in Jordan in 1981 had the lowest occupancy
rates of the above provider categories (55.2%, compared to 68.3% for
Ministry of Health facilities), but also the lowest average length
of stay (3.3 days) of any provider category. Comparable ALOS for
other sectors were 4.1 days for MOH facilities, 5.8 days for Royal
Medical Service facilities, and 6.8 days for the Jordan University
Hospital. This combination of fairly low occupancy plus low ALOS
in the private sector indicates that, although there may be utiliza
tion problems, the private sector continues to move patients through
its facilities in a fairly efficient manner and does not hold them
over to boost occupancy rates and therefore patient bills.
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Private hospitals in Jordan operate under a minimum/maximum
fee structure established by the Joint Hospitals Committee of the
Ministry of Health and Medical Syndicate. Hospital rooms are class
ified by floor area and degree of privacy, and fees, including all
non-medical services, are set as follows:

Minimum (JD) Maximum JD)

a. Suite 30 40
b. First Class/Deluxe 18 25
c. First Class 15 20
d. Second Class 10 15
e. Third Class 7 10

Accompanying relatives are charged half the room fee. Costs
of medical services are calculated separately and are also regulated
by detailed minimum/maximum standards.

Fee disputes between hospital (or physician) and patients are
mediated by the Joint Hospitals Committee and, if necessary, sub-
mitted to a disciplinary council of MOH and Medical Syndicate officials.

Personnel: In many health personnel categories the number of
private providers rivals or exceeds those in the public sector. Table
III below contains summary figures for the main personnel categories
by sector.

TABLE 5.1I1
1981 Statistics on the Number of Physicians, Dentists~

Pharmacists, Nurses &Midwives in Jordan

SECTORal THE PUBLIC SECTOR TOTAL
Ministry Jordan Univ. Royal Medical PUBLIC PRIVATE

CATEGORY of Heal th Hospital Services SECTOR SE-&TOR TOTAL

Physicians 858bl 147 451 1456 1302bl 2758
Dentists 68 66 134 366 500
Pharmacists 32 2 31 65 613 678
Nurses 262 197 312 771 120 891
Midwives 155 7 22 184 40 224

a/The Annual Statistical Report for 1981 (published by The Directorate
of Planning, The Ministry of Health).

b/Data from the Medical Syndicate and the Nurses and Midwives
Syndicate, 1983.
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The above data should be qualified on three points. First,
they do not include some 300 unemployed physicians, mainly trained
in Eastern bloc countries, who are unable to take and/or pass the
locally required Medical Board examination. This problem is serious
in Jordan, but its scope is difficult to determine. Second~ the
data introduce something of a false impression overall, since it
is not uncommon for publicly-employed medical personnel to supply
medical services privately on a part-time basis in their off-hours.
Third, the data mask some fairly serious medical care personnel
distribution problems. 90% of the country's physicians are located
in Amman, Zarqa, and Irbid,3 which together have 45% of the popu
lation.

One of the main personnel problems in Jordan, in both the
private and public sectors, is the nursing shortage. The Govern
ment estimates that shortage to be 35% of current requirements,4
mostly due to the drain of nurses out of the country and into the
oil-producing nations.

No fee scales are set by the Government for private nursing
and midwife services. Physicians' fees are regulated by Article 57
of the General Health Law, amended in 1979, effective October 1, 1982.
This law specified minimum/maximum physician fees by type of activity
(clinic examination, house call, consulting fee, specialist attendance
at hospital), by type of physician, and by type of service rendered. 5
In brief, the fee structure is as follows:

Clinic Examination Fees:
Minimum (JD) Maximum (JD)

fee should not exceed half

a.
b.
c.

General Practitioner

Specialist

Second visits (re-examination)
the first examination fee.

1.5 3.5

House Call Fees:

a. Day-time visits arranged by the physician himself: the fee
should not exceed double the maximum of the clinic examination
fee.

b. Night visits and emergency calls: the fee should not exceed
triple the maximum of the clinic examination fee.

Consulting Fee:

a. If requested by the attending physician, the fee is JD 10/
Physician.

b. If requested by the patient or his family, the fee is JD 20/
Physician.

-79-



Specialist Attending Patient in Hospital Fee:

a. The daily supervision fee of the specialist is calculated
on the basis of the class of the room the patient is
occupying (this is only in cases when surgery is not
requi red) :

1. Th i rd C1ass

2. Second Class

3. First Class &Suite

JD 6

JD 8

JD 12

b. In cases of surgery, the specialist's supervision fee is
considered as part of the operation cost and should not
be added as separate daily supervision fees.

Nevertheless, the monthly income of private specialized phy
sicians can be over double that of physicians in government service,
which is one of the reasons for private sector growth over the last
ten years.

Pharmacists/Pharmacies: In 1981, there were 678 pharmacists
working in Jordan, 613 (90%) of whom were in the private sector. 6
A very minor portion of this private number are employed in the
pharmaceutical manufacturing sector;7 the remainder operate dis
tribution and retail pharmacies. In 1980. there were 266 private
pharmacies in Jordan, predominantly in urban areas. Amman, Zarqa,
and Irbid together contain 72% of the nation's pharmacies but only
45% of the population. 8 The result is that the ratio of pharmacists
to population in these three largest cities is 1:5,000. while the
same ratio for the rest of the country is 1:16,666. 9 While a li
censing system has been developed to attempt to encourage pharmacy
development in rural areas, it thus far has not succeeded. The
waiting list for urban applications is over 400 pharmacists; in
1980, of the 40 new pharmacies opened, 24 were in the above three
urban areas and 16 were in smaller towns. lO However, some 80% of
the rural population has daily access to urban centers.

The Government pricing regulations for pharmaceuticals sold
in the private sector have been addressed in detail elsewhere. ll
In brief, drug prices are established by a public-private Tariffi
cation Committee and are set at both the wholesale and retail levels.
At the wholesale level, a series of "drugstores," which are the
wholesale distributors to retail outlets of imported and local
products, are permitted a 19.5% gross margin to cover import and
handling costs, and derive a net profit of about 5%. The retail
pharmacy is allowed a 26% margin on the wholesaler's price, with
a net profit of about 10%.
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5.C. TUN ISlA

In contrast to the Jordanian system, Tunisia's private medical
sector is a much less obvious force in health care provision. An
underlying private sector does exist, however, and represents a sig
nificant physical and financial resource in the country's health system.

Facilities: The majority of hospitals in Tunisia are operated
in the public sector, with the total number of hospital beds in the
country being just over 13,000. Although not designated as "hospitals,"
there are 35 "medical centers," essentially clinics with 10-15 in
patient beds per facility, in Tunisia. These centers have a total
of 441 beds. Of these 35, 27 are private and account for 353 of
Tunisia's medical center beds. These centers are nearly all located
in Tunis.

While, in terms of facility and bed numbers, this private presence
is small, the investment of resources it represents is not, even when
compared to public, Ministry of Health capital investment. As Table
IV below indicates, private investment in medical centers/clinics
totaled over $5 million in 1982, and over $18.5 million for the five
year period 1978-1982.

TABLE 5. IV

Private Tunisian Finance in Medical Clinics
1978-1982

(LOOO Tunisian Dinars)

1978 1979 1980 1981 1982 TOTAL

Number of Facilities 2 8 3 5 5 23
Total Investment Source 556 3230.7 3443 1527 3218 11974.7

Source: Agency for Investment Promotion, Tunis.

While it is always difficult to compare public investment
based on national plans to private investment, since much of the
former is often not realized, this nearly TD 12 million ($18.4 mil
lion) in private sector investment in health infrastructure compares
well to that of the Government, if one examines public investment
actually achieved. In the Fourth Plan, TD 74.1 million ($113.4 mil
lion) was planned for health infrastructure and TD 13.4 million
($20.5 million), 18% was realized. While 1978-81 plan achievements
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are not available, only TO 5.8 million ($8.9 million) additional
investment was planned over that carried forward from the Fourth
Plan, of which TO 3.5 million ($5.4 million) was allocated to
equipment. If one assumes that the Tunisian public sector health
investment realization rate rose to 25% in the Fifth Plan, then
approximately TD 15.4 million ($23.6 million) was invested in
new and carryover health infrastructure projects in 1978-81, to
which the private sector investment of TO 12 million ($18.4 million)
compares quite favorably.

In sum, the private finances flowing into health infrastructure
investments in Tunisia are significant both in terms of objective
level and in terms of government investment. While comparable data
is not available for all countries in the region, the presence of
such a level of investment in Tunisia (and, as will be seen later,
in Egypt -- both with strong public delivery sectors), implies at
least an equal level of private investment in countries like Jordan
and Lebanon, with frequently stronger private provider sectors.

Personnel: Approximately 27% (400) of the physicians in
Tunisia are employed in the private sector, 50% of those with pra~

tices in Tunis. This medical concentration reflects the general
medical maldistribution problem in the health service overall; 78%
of the country's physicians are located in Tunis, which has a pop
ulation/physician ratio of 1,300:1, compared to a 8,333:1 ratio
for the rest of Tunisia.

This concentration in Tunis together with an increasing
rate of production of physicians, dentists, and pharmacists by
Tunisian Universities, and thus the relative youth of the medical
profession, has recently raised fears of a medical surplus in
Tunis on the part of the professional associations representing
these three groups. For example, 70% of the physicians in Tunisia
are under 40 years of age and only 6% are over 60. 80% of the
physicians in the country have been certified in the last ten
years. Recently, the various associations met together to examine
their options for dealing with this surplus over the next five to
ten years. Among the likely results of any "surplus," of course,
will be the availability of greater numbers of physicians for the
Government's public health institutions. However, there is also
considerable interest within private sector associations for devel
oping methods (see Jordan discussion above) to encourage movement
of private practices out of Tunis to smaller, underserved towns.

The proportions of Tunisia's nursing and technical personnel
employed in the private sector are less easily specified. The Min
istry of Health does not keep full registries of these categories
of personnel, and no professional associations represent them.
Moreover, many nurses and midwives employed in the public sector
provide services to private individuals or institutions in their

-82-



off-duty hours. Comparing 1980 numbers of specialized and general
nurses available and who had graduated from Tunisian nursing schools
since 1960, assuming a 2% attrition rate of total nurses available
in any given year, and subtracting the known nursing employees of
the public health system, it appears that approximatley 14% of
Tunisian-trained nurses (general and specialized) were employed in
the private sector.

Ceilings on the 1962 law (No. 69-2) regulating service fees
for private medical personnel and facilities were revised in April
1982. Fee structures in the regulations are fairly complex. Orders
of magnitude of service fees are illustrated by the following:

Clinic or Home Consultation Fees:

a. Surgeon-dentist:

Consultation
Home vi sit

b. General Practitioner:

Consultation
Home visit

c. Specialized Physician

Consultation
Home vis it

3 D 500
4 D 500

3 D 500
4 D500

5 D 000
6 D 000

For night and Sunday visits, 1 Dinar is added to the base
Night fees are applicable between 9:00 p.m. and 7:00 a.m.

Fees for Medical Procedures:

Common medical procedure
Surgery or specialized

procedure
Dental Surgery
Midwifery procedure
Nursing procedure

a D 400
o D 700

o D 750
a D 300
a D 250

Lump Sum Fees for:

Normal childbirth,
attended by a physician 40 D
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7 D 000

Lump Sum Fees (cont.)

Multiple childbirth,
attended by a phys i cian 50 D

Simple childbirth,
attended by a midwife 20 D

Consultation Fees for University Hospital Personnel:

Private consultation by a Professor
or IMaftre de conference agrege l

Pharmacists/Pharmacies: Nearly 40 mill ion dinars ($61 mill ion)
worth of medicines are consumed each year in Tunisia. One of the key
outlets in this consumption is the system of private pharmacies through
out the country. Tablve V below indicates the relative dominance of
the private sector in the pharmaceutical profession.

TABLE 5. V

Pharmacists in Tunisia - 1981

Category Number

Private 651
of which in private pharmacies 612

private laboratories/medical facilities 30
industry 9

Pub1ic
of which in hospitals

hospital laboratories

Licensed, but not yet in practice

134
105
29

160

In addition, another 1,224 Tunisians are in the process of
pharmaceutical studies, 594 in France and 630 in Tunisia. The
Pharmacists Syndicate estimates that approximately 1,000 will enter
mostly private practices in the next five years, with a resultant
saturation of the pharmacist market.

40% of the private pharmacists are located in Tunis. While
all governorates increased their numbers of practicing pharmacists
between 1980 and 1981, interestingly, the greatest rate of increase
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did not take place in Tunis. While Tunis expanded its number of pharma
cists by 11%, Bizerte increased its number of 61%, Zaghouan by 57%,
Mahdi by 60%, Monastir by 50%, and Gabes by 47%. These growth rates
are, to some extent, a product of national policy, s,ince pharmacist
licenses are given on the basis of pharmacist/population ratios in the
applicant's projected area of practice. Nevertheless, objective numbers
of private pharmacists in the governorates remain small. The Tunis
pharmacist/population ratio is approximately 1:4,300, while that of
Bizerte is 1:9,459, Mahdi, 1:13,750, and Siliana and Jendouba governorates
tie for the country's lowest ratio, each having one pharmacist per 33,000
persons.

Pharmacists throughout the country are organized into a Pharmacists'
Association which makes recommendations to the Government in such areas
as training curriculum and the pharmacist's role in broader health care.
This commercial versus health professional tension in the pharmacist's
role is one of increasing concern to the Association. In addition, many
pharmacists are associated with one or both of two joint-Arab associations,
the Union of Arab Pharmacists and the Federation of Arab Maghreb Pharma
cists. Both have membership across the Arab world and/or the Maghreb
specifically, and are focused on standardizing pharmaceutical laws, en
couraging scientific research, and generally encouraging Arabization of
the pharmaceutical industry in the Middle East.

5. D. LEBAN ON

Traditionally, the private sector in Lebanon has provided approxi
mately 80% of the care for the country's non-refugee population. The
current service delivery pattern in the country is more than a bit con
fused due to the continued presence of foreign military operations in
Lebanon. For example, in the South of Lebanon, the Israeli Defense
Force provides a variety of outpatient health services, has conducted
extensive immunization programs, especially among children, and pro
vides a referral service to specialized private hospitals in Israel.
While a limited private medical sector continues to operate in the
South of Lebanon, the extent and nature of its activities are difficult
to specify since so many of the area1s health facilities were damaged
in the 1982 hostilities. Of course, the nature and extent of private
or foreign military health services in the Bekaa Valley and the western
regions of Lebanon are unknown.

Thus, the information presented here must be limited, to some
extent, to what is currently known about private delivery in and around
Beirut.

Personnel: There are approximately 2,000 physicians in Lebanon,
the vast majority located in Beirut and practicing in private sector
facilities. Due to eight years of war and the overall personnel drain
to oil-producing countries of the region, both the public, non-profit and
for-profit health sectors have a severe shortage of qualified nursing
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and paramedical personnel. The vast majority of personnel in these
categories in the private sector are expatriate, largely from other
developing countries, mostly Asian.

Physicians in the private sector have been trained in a wide
range of countries, this diversity creating professional standard
setting problems for the Ordre des Medecins, the national physicians'
association. Over 400 physicians in Lebanon, graduated from Soviet
and Eastern bloc medical schools, have thus far not been able to
pass the required national licensing examinations.

Facilities: Estimates, even among units of the Ministry of
Health, regarding the numbers and distribution of private health
facilities in Lebanon vary widely, especially since the damage in
curred from the June-October 1982 conflict. There are approximately
100 private for-profit hospitals in Lebanon with approximately 3,000
beds. This is about the same number of beds provided by Government
plus private voluntary hospitals.

Half of the private/profit facilities and about a third of
the private beds are located in Beirut. The operational status of
the remaining facilities outside Beirut is unclear since many were
heavily damaged in recent fighting.

Outpatient dispensaries in the private sector number about
150. However, the services provided by these facil ities are usually
few and periodic. Many have been set up by individuals to provide
for only their own extended families; many others are sponsored
and financed by political groups to serve and/or attract political
members or recruits.

Private for-profit facilities provide services to their own
independent patients; to refugee patients, usually tertiary referral,
via contract with the United Nations Refugee Works Agency (UNRWA);
and to the general population in emergencies. Quality of services
provided in the latter two circumstances has been a problem.

Theoretically, service quality standards in private sector
facilities are set by the national private hospital syndicate, a
dues-paying organization whose main task is to collect monies owed
to private facil ities by the Ministry of Health, the National Social
Security Fund, and various other worker and medical insurance groups.
Many private hospitals have not joined the syndicate so private
quality standards across the country vary widely.

Given that variation, it is perhaps misleading to present a
profile of a private facility in Beirut. Nevertheless, the operations
of one of Beirut's best for-profit hospitals may give a view of the
size and problems of such institutions.
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Case 13: NAJJAR HOSPITAL, BEIRUT

The Najjar Hospital is a private, for-profit facil ity located
near the American University of Beirut hospital (AUB), the country's
preeminent facility. It is owned by two private Lebanese physicians,
has 70 beds, and has been open for two years. Occupancy is usually
about 90% with an average length of stay of 7.1 days, about the same
as the AUB facility. All medical and surgical services, except cardiac
and vascular surgery, are possible.

The hospital is staffed by 65 physicians, 6 medical residents
and 6 surgical residents, one X-ray resident, three permanent anes
thesiologists, and one laboratory doctor. All physician staff members
of AUB have attending rights at the facility, as do 18 local private
practitioners who do not belong to AUB. The teaching aspects of the
hospital are also affiliated with AUB. Total staff, excluding physi
cians, is 120, for a staff/bed ratio of 1.7:1, considerably less than
AUB 's 3.6: 1.

The hospital's enti re administrative system, incl uding dis
charge procedures, budgets, and personnel management, is carried
out via a computer system developed by Data General. To avoid ser
vice interruption due to the frequent public power failures, the
hospital has its own generating facilities.

The hospital's primary problems are three-fold. Keeping a
full complement of staff is extremely difficult and time-consuming,
especially for nursing categories. The 60 nurses currently employed
are all Asian since no local nurses are available. This problem
creates its own subsidiary difficulties of patient communication.
Second~ hospital costs have been difficult to control since small
facilities must purchase drugs and supplies on the local market,
which has itself fluctuated widely over the last two years, rather
than directly on the foreign market as does AUB. Najjar1s owners
are hoping to forge a purchasing cooperative with several other
local facilities to place bulk orders on larger markets and thus
obtain lower prices. Finally, the facility lost LL 1.9 million
($0.5 million) over the last year treating emergency cases from
the Beirut hostilities.

Financing: As private sector facilities expanded to fill
health services demand over the last ten years, there has emerged
a serious financing problem between public and private sectors.
The Ministry of Health estimates that a total of LL 1.1 billion
($266 million) is spent each year on health care, of which it dis
penses LL 130 million ($31.5 million) in hospitalization; LL 500
million ($121 million) are hospitalization costs in the private
sector; and LL 500 million ($121 million) are direct private payouts
for physician services and pharmaceuticals.
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Much of the financing of these costs has come via public
monies. Since the public sector lacks its own facilities, it
contracts services to the private sector. Over the last eight
years, reimbursement for those services has risen from 10% of
the Ministry of Health budget to a level greater than the budget
itself. Similar reimbursement mechanisms, without cost control
mechanisms, operate in various other public ministries and agen
cies. The result is a hemorrhage of public funds for medical
care. The problem is less the focus of provision of services
than the lack of auditing, fiscal accountability, and cost analy
sis standards and capabilities within public reimbursement agencies.
This problem is one whose solution is essential, but which solution
can be filled either with confrontation between public and priv~te

sectors or with cooperative problem-solving. Chapter 12 below pre
sents these options in more detail.

###

5. E. EGYPT

Of the various countries in the region, the most is known
about the nature and extent of the Egyptian private health sector,
thanks largely to in-depth work carried out by the U.S. Agency for
International Development. That work will be summarized here, and
supplemented where necessary. However, given the complexity of the
Egyptian system, these field studies should be consulted for more
deta il .

Personnel: Estimates from the Ministry of Health indicate
that there are now about 12,000 private physicians in practice in
Egypt, of whom some 4,000 are in rural areas. Comparisons to
the number of publicly-employed physicians are misleading, since
many of these II private li practitioners are government-employed with
part-time private practices. In rural areas, this process of
"privatization" has been speeded not only by economic need, but
also by changes in government regulations which now officially
allow government physicians to carryon private practices. This
regulatory change, combined with the medical saturation of the
urban market and high start-up costs of urban practices, have re
sulted in upwards of 50% of young physicians, after completing
their one-year required rural service tour, choosing to remain
in rural systems.

The prevalence of non-physician private health personnel
is thought to be widespread. However, since they neither are
publicly-registered, nor have a professional association, nor
work in facilities (e.g., private hospitals) which must file per
sonnel records with a central government bureau, there are no
accurate estimates of their numbers.

Outlets for the services of private physicians are several
fold, and include:
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Independent/individual practices, usually via a small
clinic or one-room examining/treatment office;

Via affiliation with larger, curative institutions (see
below);

Contract arrangements for services with the Cairo and
Alexandria Curative Organization, a quasi-public agency
which was created to manage, maintain, and administer
14 of the 40 formerly private hospitals and clinics
nationalized in the mid-1960's. Curative Organization
facilities now number 12 and are permitted a profit,
but that profit must be plowed back into facility and
equipment investments and improvements;

Contracts with health facilities of private voluntary,
charitable, or group-supported organization.

While most private physician fees are not publicly-regulated,
the Curative Organization operates on a set fee schedule, half of
which goes to the hospital and half to the physician. Private char
itable facilities also usually charge fees, which are split with the
physician. but these vary by facility and are also unregulated.

Services provided by private practitioners are almost wholly
curative in nature, althouqh some preventive and health education
programs appear to be carried out in rural areas.

Case 14: SUEZ CANAL UNIVERSITY GROUP PRACTICE, ISMAILIA

The full economic and social infrastructure development of
the area surrounding the Suez Canal has been one of Egypt's devel
opment priorities since the re-opening of the Canal in the late
1970's. As part of that effort the Suez Canal University was in
augurated and its School of Medicine opened in October 1981.
Planning for the medical school had quickly identified one of the
the prime barriers to successful operation of the facility, i.e.,
in order to attract and retain senior clinical faculty to the school
in Ismailia and to ensure that a substantial portion of their time
was spent on University activities, a way would need to be found to
enable faculty members to earn an income comparable to what they could
otherwise earn in private practice. A solution to this problem,
however, would have to be integrated into Ismailia's larger need
for quality primary health services.
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To address these barriers, the U.S. Agency for International
Development, Boston University, the Egyptian Government, and the
Dean of the School of Medicine joined forces to develop a quasi
private delivery solution to the compensation/quality problem.
On December 5, 1982 the Group Practice of the Suez Canal University
School of Medicine opened its doors. The IIGroup Practice ll is,
essentially, a private practice clinic whose members are also mem
bers of the Facul ty of the medica 1 school. The Group Practi ce
allows a substantial number of faculty to integrate private clinical
activities with their teaching/service/research responsibilities
by establishing a fee-for-service formula in the private clinic
which divides the group·s revenues between the practitioners· or
specialists· operating units and the Faculty of Medicine. Funds
distributed to the Faculty of Medicine are used to support the
school's educational programs. Funds allocated to the practice
unit~ generating the revenues pay for salaries, equipment, supplies,
funded depreciation, and services purchased among revenue-generating
units of the Faculty of Medicine. Because revenues are distributed
to practices on a percentage basis with built-in productivity bonuses,
productivity is expected to increase, revenue to expand and, there
fore, the amount of funding available for education programs also
to increase.

At its inception, the Group Practice was subsidized by a
grant from the Agency for International Development. Currently,
the proportion of revenues versus grants in the Practice is shift
ing, and the need for subsidization is expected to be eliminated
in the near-term.

Thus, in addition to providing practitioners in a public
institution with official additional income, and thereby both
attracting quality personnel and ens uri ng that thei r priorities
remain with the institution, the Group Practice also:

Improves medical services for the Suez area popu
lation;

Provides a subsidy for the educational institution from
practice income;

Estab"1 ishes a model practice environment for students
and area providers;

Integrates and improves private and governmental health
services.

###
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Facilities: As with personnel, there is no central count of
the number of for-profit private health facilities in Egypt. Once
again, "facility" is a term which must be interpreted liberally, as
it covers everything from the newly-planned $20.3 million, 266-bed
Agouza Medical Center to one-room offices of part-time practices.
Moreover, even the largest private hospitals, although required to
be licensed by the Ministry of Health, are not required to report
statistics on their size or level of operations. Smaller private
cl inics neither register with nor report to the Government. A regis
tration law for these small clinics was passed in late 1981, but has
not yet been implemented.

With these cautions in mind, it has been estimated that there
are approximately 280 hospitals (37% of which are in Cairo and Alexandria),
478 licensed poly-clinics (59% of which are in Cairo and Alexandria),
and 12,210 clinics (60% in Cairo and Alexandria) in the private sector
in Egypt. Ministry of Health statistics place the number of beds in
these facilities at 7,005; other sources have estimated that figure to
be 5,000. Approximately two-thirds of these facilities are located in
Cairo and Alexandria governorates. Ministry of Health data also docu-
ment 363 private laboratories in Egypt, 80% of which are located in
Cairo, Alexandria, and Port Said.

It has been estimated that between 30% and 45% of Egypt's out
patient visits are accounted for in the private sector, exclusive of
visits to private pharmacies. 12 The Ministry of Health estimates that
70% of these visits were for general medical services, although the
majority of private physicians have specialist training.

Whatever the exact number of personnel and facilities and the
level of utilization, it is clear that the private health sector in
Egypt is growing rapidly. Some estimates place the annual private
investment in health facilities, equipment, and space at LE 50 million
($60.5 million), almost double the annual rate of public sector in
vestment in health.

Who, then, does this private sector serve? The obvious and
easiest answer is lithe wealthy. II That is part, but not all of the
answer. The private sector, exclusive of private pharmacies which
will be discussed below, is increasingly the medical route of choice
of the middle and emerging blue-collar class. A Health Maintenance
Organization (HMO)-type approach has emerged in which small cooperatives
of neighbors, members of a profession, or company workers, have come
together to hire, on a salaried basis at a fixed fee for service, one
or more local physicians to serve the group. Even for more conventional
fee-for-service medical practices, growth in working-class neighborhoods
has been the norm. A 1981 study of the neighborhoods around the Helwan
industrial zone in Egypt found that, in an area of approximately 600,000
people, with ceiling incomes of LE 50 per family of five, 309 physicians
are now conducting private fee-for-service practices. 13
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Even the larger, newer private sector hospitals have a diver
sified clientele, serve as tertiary care referral facilities from
public hospitals, and are beginning to develop their own insurance
schemes to supplement the Government health insurance system and
help defray service costs in traditional risk-spreading insurance
fashion. Not all such facilities have been successful; some are
in serious financial trouble, having overbedded for current demand.
Some, however, are becoming successful parts of the national health
care system, as is illustrated by the following case.

Case 15: ALSALAM HOSPITAL, CAIRO

Opened in October 1982, the 100-bed Alsalam Hospital was
conceived and executed by a small group of private Egyptian physi
cians. In addition to serving the individual patients of its
staff physicians, the Hospital:

Has contracts with 24 companies (local and foreign) to
cover employee health services; a total of 9,000 employees
are thus covered;

Has an agreement with the Ministry of Health to provide
fixed rate services to patients referred from the public
system for kidney disorders;

Provides fixed-rate services for employees of the General
Agency for Land Reclamation/Ministry of Agriculture.

Hospital administrators and owners are currently developing,
but have not yet received Government approval for, a flat rate, HMO-
type system to cover health services for local industries. In essence,
the system would cover all inpatient and outpatient services (with the
exception of such specialized procedures as dialysis or chronic diseases)
at an annual flat fee of LE 200 per employee if a minimum of 20 employees
are registered. It is currently unclear as to whether the plan will be
approved since its marketability would be as a company alternative, not
addition, to current government worker insurance.

###

Pharmacies/Pharmacists: 14 According to the Egyptian Syndicate
of Pharmacists, there were approximately 16,000 pharmacists registered
in Egypt at the end of 1981. Of these, about 13,000 were working in
private pharmacies or in manufacturing. Overall, this represented a
30% increase in the number of Egyptian pharmacists since 1978.
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At the end of 1981, 5,378 pharmacies were registered in Egypt,
49% of which were in Cairo and Alexandria. Distribution of services
in rural areas is particularly inadequate, with many village areas
completely unserved by pharmacies. 15 As a result, and given the
rates of increase of pharmaceutical manpower, there is considerable
danger of urban market saturation and, conversely, considerable oppor
tunity for the development of publ ic incentives to encourage pharmacy
expansion in rural areas. The latter opportunities, and the potential
roles of public and private sectors, are discussed later in this Report
but can be illustrated by Case 16 below.

Case 16: PRIVATE PHARMACIES AND FAMILY PLANNING IN EGYPT

In an effort to seek more effective outlets for family planning
materials and thereby reduce its rate of population growth, the Govern
ment of Egypt, through its Ministry of Social Affairs, commissioned
a private organization, "Family of the Future," to promote family
planning and modern contraceptives through private physicians and
commercial outlets. The primary objective of the effort has been
to increase the demand for and the commercial viability of contra
ceptives in urban areas, and the secondary goal has been to recover
at least part of program costs to minimize financial drains on
government or donor resources.

Technical assistance to the Family of the Future organization
is provided by the u.S. management consulting firm, The Triton
Corporation. In addition, the project has undertaken, with the
assistance of the U.S. advertising firm Porter Novelli and Associates,
an extensive broadcast and print media campaign to reach consumers
at retail outlets, to advertise products to the general public, and
to educate medical personnel. These advertising campaigns are car-
ried out using Egyptian advertising agents and free-lance ad specialists.

Family of the Future products are promoted directly to physicians
and pharmacists by medical representatives, and are sold to pharmacies
by distributors. Products are also promoted to potential customers via
rallies and face-to-face contacts established through sales volunteers.
Originally, Family of the Future pursued a mixed distribution system,
handling some product distribution itself and contracting some distri
bution out to private or state-owned companies. Mixed distribution
was not found to be cost-effective, and Family of the Future now handles
all product distribution through its own employees and logistics system.

###
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5. F. MOROCCO 16

Personnel: Nearly 50% of the physicians registered in Morocco
are in private practice. Of these 900 physicians, 57% are general
practitioners and 43% are specialists. 35% of the 900 private physi
cians are foreign; the majority of' these are medical special ists.
Of the private medical sector, 60% are practicing in the Casablanca
Rabat-Kenitra-Tanger axis, which contains only 25% of the country's
population.

In addition, the private medical sector includes an estimated
300 nursing personnel (14% of the country's nurses) and 120 dentists
(nearly all the country's dental personnel),17 500 pharmacists owning
private pharmacies, and 50 pharmacists practicing in industrial set
tings.

An additional 100 physicians are employed by public corporations,
but outside of the public health system (see below).

Facilities: If over half of Morocco's physicians, virtually
all of its pharmacists, and 15%-20% of its non-physician health per
sonnel are officially engaged in private practice, the same is not
true of the country's health care infrastructure. Most private
personnel practice in small office settings. There are only 79
private clinics in Morocco, with an estimated 2,400 inpatient beds,
just under 10% of the country's hospital beds. In contrast, the
public health system manages over 70 general and specialist hospitals,
some 250 rural and urban health centers, and over 800 rural and urban
dispensaries .18

Every government hospital operates its own pharmacy, but only
an estimated 20% of the nation's drug distribution takes place through
this channel. The remaining 80% is carried out via private retail
pharmacies. Total pharmaceutical sales in 1980 were estimated at
$157 million, with an average annual consumption valued at $8 per
capita.

Recently, a series of complex negotiations were successfully
completed for a new private medical complex which will increase
considerably the presence and profile of private health care in
Morocco.

Case 17: INTERNATIONAL MEDICAL CENTER, RABAT

In 1980, two private Moroccan physicians (Dr. Abderhaman Alaoui,
trained in the United States, and Dr. Mohamed Sentici, with a supple
mentary doctorate in public health obtained from a university in Canada)
surveyed the Moroccan medical scene and determined that the country
needed improved private health care services and a health care institution
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which could be a quality leader for the rest of the Moroccan health
system. These two physicians joined with u.s. partners, Theodore
F. Mariani and Gerald Stevens, to form International Medical Enter
prises, S.A., a joint Moroccan-American corporation. The sponsors
of IME began to develop plans and investigated financing for a
medical center comprised of a 204-bed hospital, polyclinic, and
guest quarters for visiting staff, to be located on a IO-acre
campus in Souissi, a suburb of the capital city of Rabat.

A draft prospectus for the project was prepared and submitted
to the Ministry of Finance and local banks for reaction before pro
ceeding further. After receiving positive signals at that step, a
full market and financial feasibility study was carried out by a
U.S. management consulting company, Moore-Johnson, Inc. That study
indicated that there was a potential underserved private market
and the proposal for the Medical Center development was financially
sound, even if only a fraction of the possible user population was
actually served.

At that point, negotiations were opened with a group of
Moroccan banks to provide approximately 60% of the estimated $28
million needed to finance the project. The remaining 40% of the
financing was to be raised from equity partners such as private
persons and multinational corporate investors within and outside
Morocco. Financing the Center's equipment from the U.S. Exim Bank
was considered to be an option open to the sponsors. The Center
is being designed by a U.S. architect/engineer firm, Mariani and
Associates, Inc., in cooperation with a local firm in Rabat, Morocco.

In Morocco, projects involving external capital require
clearance and approval from the Ministry of Economics as well as
from the Ministry of Finance. This also involves negotiations
on project exoneration from tax and other regulatory aspects of
Morocco's investment code. With the Moroccan bank financing pro
ceeding smoothly, the assurance of equity funds from private investors
and over 550 new jobs to be created, clearance by the Government was
fairly well assured.

In terms of the patient base for the Medical Center services,
six categories are considered to be the major users:

The approximately 2% of the Moroccan population which
can afford the facilities per diem costs and fee-for
serv ice ra tes ;

Foreign nationals living in Morocco, visitors and tourists;

The Government Social Security System which proposes to
process cases through th~ Center which it would normally
have to send abroad, thereby saving considerable money in
its payou ts ;
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Private clients holding health insurance through the
country's private insurance system;

Group-financed arrangements with large industrial companies;

Neighboring countries in West Africa and the Middle East.

Ih addition, the Medical Center has established a foundation
to finance clinical research by Center physicians, to sponsor public
programs, to provide training and education to staff, and to work
with local universities. Moreover, the facility planned by the IME
investment group will also be a teaching hospital for the public
medical and nursing education system.

###

5.G. SUMMARY

The private health provider sector in all five countries -
and in the Middle East in general -- is strong and growing. In
Jordan, 50% to 60% of health care delivery is in the private sector.
In Tunisia and in Egypt (and thus probabaly also in Jordan and in
Lebanon), the level of private health sector investment approaches
or equals that achieved by public institutions. In Lebanon, 80%
of the health facilities are private. In Egypt, the private deliv
ery sector is growing rapidly, both as a spontaneous response to
demand and investment and as a result of changing government policy.

In many ways, therefore, the private service provider sector
already is a functional "partner" of public sector policy and de
livery, via the level of its annual investment, the extent of its
utilization, and the role it plays in the national medical referral
system. In many ways as well, the public sector de facto provides
a setting conducive to successful private ventures, for example,
by providing free medical schools, controlling the prices of drugs
used in private (as well as public) institutions, and allowing mixed
employment in the public and private medical sectors.

In sum, a strong basis for further, more expl icit cooperation
between public and private providers is already in place in the
Middle East. The potential role of development assistance in cata
lyzing and channeling this cooperation is discussed later in this
Report.
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6. THE ROLE OF THE MULTINATIONAL CORPORATION

"Mut:tmationa..t6 6ac.e. rlUny c.1utUe.nge...6 e.ve.n M theAJz.
poWeJl. gttOW-6. 16 Ithe.y) -6e.e.m to e.xte.nd the. e.c.onorrUc.
and po,t{tic.a.i pOWeJl. 06 a naU.on, thiJ.> -iA -6e.e.n M a
thJte.at. 16 the.y tttan-6c.e.nd nation-6 and uJz.ge. a woJz1.d
wdhout bottdeJl.-6, th-iA -iA W1Long. 16 the.y admU to
ItWltUitg bJtanc.he...6 .:UghU..y nttom a c.e.n..t.Jt.a-t he.adquaJr.,teJl.-6,
th-iA -iA Wl!.ong. Now the.y ml1J.Jt tte.ac.h out to be. motte.
tte.-6pon-6lble. 60tt the. impac.t 06 the.iJt ac.tion-6 ac.JtO-6-6
the. whole. Jtange. 06 -6oc.ial, c.uUwr.al and e.nvittonme.nta.i
-6Y-6te.m-6 • ••• Thi-6 will biting mut:tma:U.onaiJ.> into motte.
powe.Jt, and -6ubje.c.t the.m to motte. c.Jtitic.-iAm, but it
will a..t60 6uJtthe.Jt ge.ne.Jtate. and -6ptte.ad -60c.ia.i and
c.uUWl..a.i c.hange., and pttomote. the. ongoing e.volution
06 -6oc.luy and polity."l L. P. Gerlach.

6.A. INTRODUCTION

Much has been written about multinational corporations (MNC's)
in the developing world. Much of that has been normative rather than
empirical, portraying MNC's and their operations as either the worst
or the best things that ever happened to developing countries. That
polarization of views is present at its most extreme on health issues,
with the most vocal element in the debate being the critics who por
tray MNC's of all types as the antithesis of the social organization
required to address the health needs of the vast majority of develop
ing country populations. 2 Some of that opinion may be right; most is
probably wrong. Taking sides in this long-standing and, in its gener
ality, insoluble debate is not the point of this chapter.

Whatever the balance of good and ill in any particular case,
the striking fact remains that, overall, MNC's playa variety of sig
nificant roles affecting health and health care in the developing
world. Multinational corporations have an indirect but important
impact on health as a result of the local income and employment
generated by their investments. MNC's have also developed excellent
and highly relevant health-related service systems and house signi
ficant reservoirs of expertise on a wide variety of health-related
problems, both representing resources that can be applied to Third
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World concerns. Moreover, the multinational investment also implies
the transfer to a developing country of capital, management skills,
organizational expertise, tax payments, and the creation of a secon
dary market for local inputs to new business. All these valuable
resources might, with directed creativity, be utilized for needed
improvements in the local health and health management sector.

There are many types of MNC industries and roles relevant
to this Report. To some extent, any effort to organize these roles
by type of industrial actor is misleading, since most companies today
are highly diversified in their operations. Nevertheless, for pur
poses of this examination of private sector actors, some categorization
method is necessary. Thus, discussion of industrial roles will be
organized as follows:

Health products industry, both as producers of health
inputs, and as investors in local manufacturing plant
operations with health-related activity in such areas
as occupational safety and worker health delivery;

Non-health products manufacturers, as regards their
arrangements for worker andjor community disease control,
health education, occupational safety, nutrition, etc.;

Health management industry, as a reservoir of systems
and personnel management expertise;

Information/communications industry, as a provider of
information management and public communications services;

Finance and banking industry, as financier of both major
health industries and small business operations in the
health sector;

Insurance industry, including life, health, property,
and casualty roles in personal, group, and facility
insurance provisions, as well as the industry's role
as a source of investment finance in the Middle East;

Construction/engineering industry, both its roles in
worker/community health services and its role in the
physical development of health infrastructure.

This chapter will discuss the extent of these roles in the
Middle East, and present case examples of how these roles are actually
implemented. The general discussion and specific cases in this chapter
are illustrative, but certainly not exhaustive, of the types of health
roles MNC's assume in the developing world and for which development
assistance agencies and countries themselves can provide both positive
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incentives and partnership opportunities.
such roles, in both the public and private
assistance strategies for working with and
are presented later in this Report.

6.B. GENERAL BACKGROUND

Incentives for mobilizing
sectors, and development
maximizing those roles

Before addressing the health-related initiatives of specific in
dustrial categories, a bit of background on the overall type and level
of MNC activities in the Middle East might prove useful. It should be
noted that many MNC·s have been involved in the Middle East for 40 or
50 years. The ties of these companies to the region are historical and
strong, and greatly contribute to the level and nature of MNC roles in
the region.

MNC's pursue three categories of economic activity in the Middle
East. They trade; they invest; and they finance.

For the first, export sales o~ equipment, services, technology
and consumer goods by multinationals to the Middle East will ~mount

to over $100 billion per year during the decade of the 1980's. This
trade has outdistanced the more traditional view that the MNC-Middle
East relationship is one solely of natural resources exploitation.

As for the role of investor, although direct investment by MNC's
in the developing world experienced a sharp downward trend between 1968
and 1973, real rates of investment fSom 1973-1981 were even higher than
during the peak period of 1960-1968. However, the year 1981 itself
saw limited multinational capital expenditures on overseas operations
due to the worldwide recession, with plans to increase foreign spend
ing up only 8% in 1981 over 1980, compared to a 23% increase in 1980
over 1979.6 It is important to note, especially for purposes of this
Report, that a major exception to this pattern has been the drug and
health-care industry, which has continued to expand overseas operations
in response to recession-insulated burgeoning demand. 7

In the developing world, the nature of foreign corporate invest
ment has also changed for virtually all industries over the last ten
years. Headquarters-controlled private investment, as typified by the
wholly-owned subsidiary operating as an appendage to the local economic
environment, has often been replaced by turnkey operations~ international
subcontracting, licensing and technical assistance~ joint ventures, and
trilateral cooperation, which are now the more common vehicles for MNC
involvement in Third World economies. 8 At the same time, this diversi
fication of investment forms has introduced new actors to the investment
process -- international financial institutions (private and multilateral),
local private business, and a variety of local government agencies -
spreading both the financial and political investment risk across a
number of actors.
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For two reasons, the above change in strategy is important
to remember in this Report. First, it has often imposed differences
on MNC's in the ways in which they react to the health-related
activities associated with their manufacturing or natural resource
extraction projects. Investments involving government partners have
often dictated more formal health programs, in turn more highly regu
lated by government policy. Second, because they expand the number
and nature of actors brought into the MNC investment process, new
investment forms also provide potential opportunities for development
assistance agencies to become partners in many aspects of the invest
ment process, thereby both leveraging development resources and providing
incentives for the provision of improved peripheral public services
associated with the investment. These issues will be addressed in more
detail in this chapter and in other sections of this Report.

As for the MNC financial role, loans of private international
banks and financial institutions to the developing world account for
37% of the international banks' assets, and the Third World's deposits
account for 29% of the banks' liabilities. 9 The non-oil-surplus Arab
states of the Middle East (including North Africa) account for only
7% of the total $277.6 billion borrowed by non-oil developing coun
tries in 1981, down from 9% in 1978. 10 Nevertheless, according to
the Bank for International Settlements, of the focus countries in
this Report, only Jordan is considered a small debtor. As of 1981,
Egypt, Morocco, and Tunisia owed between $1 and $4 billion each to
international banks. ll

In the past, such borrowing in the developing world has rep
resented the actions of public entities, while borrowing in the
industrialized world results from private interactions with the
capital market. Increasingly, however, this distinction is becoming
blurred, with a significant proportion of LDC transactions accounted
for in the private sector and many industrial countries sUDplementing
capital-attractive policies with direct public borrowing. 12

6.C. HEALTH-RELATED PRODUCTS INDUSTRIES

The health role of the major international medical products
and pharmaceuticals corporations is a crucial one virtually anywhere
in the developing world. This is no less true in the Middle East.
Such firms play three major health roles in that region:

Traders in medical products and pharmaceuticals;

Investors in manufacturing operations and, thereby, local
producers of health-related products;

Researchers of tropical diseases and tropical disease
products.
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1. Health Care Products Trade

Background: Worldwide the pharmaceuticals market is valued
at over $76 billion per year,i3 18% of that in the developing world. 14
Developing country demand is expected to increase by 15% annually for
the next decade. 15 While there are between 2,000 and 3,000 broadly
competitive, medical supply/pharmaceutical companies in the world,
110 manufacture 90% of the market's pharmaceuticals. 16 Even with
this reduction in numbers, however, the world market remains extremely
fractionated. In no country is anyone company's market share much
more than 6%; indeed, in the 22 countries whose combined market amounts
to 80% of the world total, the share accounted for by the 36 most im
portant international firms has been dropping. 17

Middle East: The market in the region for medical products
overall (drugs, medical supplies, and medical equipment) is estimated
at $5 billion per year. 18 The pharmaceuticals market accounts for
$1.5 billion of that figure, and is growing rapidly due in part to
the region's rapid economic development and in part to the rise in
purchasing power and expansion of health systems in the oil-exporting
states .19

The import share of this regional market varies considerably
by country,* as does the country of origin of the major supplier MNC's.
Table 6.! and 6.II below summarize the import data for the focus coun
tries of this Report. The percentage share for the largest trading
partners is also given. It is interesting to note that in only one
case is the U.S. the major health products trading partner of any of
the focus countries.

*Note that local production by MNC's is addressed in the next
section of this chapter.
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TABLE 6.1.
1980 Medicinal/Pharmaceutical Products

($ 1000 U.S.)

France Ger. Italy Neth. U.K. Swe. ~.
Total /

U.S. Bel g. of 14a

Egypt 9251 1335 11318 22470 7473 8421 18911 485 222 96722
(23.2%)

Tunisia 1495 225 52314 575 2911 621 1181 NA NA 62165
(84.2%)

Lebanon 5103 3155 9406 12990 4405 1849 10859 233 197 57529
(22.6%)

Jordanb/ 1982 1492 887 3216 3552 537 6537 49 NA 22360

Moroccob/ 232 133 27804 2685 1168 1971 994 11 NA 35945
(77.4%)

TOTAL 18063 6340 101729 41936 19509 13399 38482 778 419 274721
(37.0%)

TABLE 6. II.
1980 Medical Instrumentsc/

($ 1000 U.S.)
Total /

U.S. ~. France Ger. Italy Neth. U.K. Swe. ~. of 14a

Egypt 2642 439 1869 4949 7492 442 5035 368 2821 26806
(27.9%)

Tunisia 458 197 2254 1362 376 172 132 NA 339 5917
(38.1%)

Lebanon 4620 518 1300 2029 1536 78 1915 143 1253 13808
(35.3%)

Jordan 999 NA 261 818 525 113 1485 69 544 5481
(27.1%)

Morocco 78 93 4340 2312 219 16 138 35 360 NA

TOTAL 8797 1247 10024 11470 10148 821 8705 615 5317

g~14 principal exporting countries in the world.
1979 figures.

c/includes medical, optical and dental equipment categories.
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Egypt: The total market for pharmaceuticals and medical
equipment in Egypt in 1981 was over $430 million, $383 million of
which was expended on pharmaceuticals,20 and $41 million of which
was for medical equipment. 21 Approximately 75%22 of the pharma
ceuticals in the Egyptian market are manufactured in Egypt (albeit
often under license to non-Egyptian corporations). Practically no
medical equipment is manufactured in the country. Simple tables,
beds and chairs are produced locally, but even the more sophisticated
equipment of this type, as well as all electromedical equipment, is
imported.

The major non-investor foreign companies supplying the
Egyptian market do so via three types of arrangements:

127 multinational health products companies have registered
medical representative offices in Egypt which market and
sell products to both private physicians/facilities and to
the Government's purchasing agent, El Gomhouria. Among
such companies are Cyanamid International Scientific,
Dupont de Nemours, and Hospital Corporation of America, Ltd.

El Gomhouria itself, previously described in Chapter 4,
is also the exclusive representative of several MNC's
(e.g., Bausch and Lomb, Siemens, Ugo Basile, Nippon
Medical Supply Company).

Since initiation of the Egyptian Governmentrs economic
Open Door Policy, El Gomhouria's role in the pharmaceutical/
medical supply market has dropped from a monopoly position
to a 70% market share position. Although this figure still
represents $125 million per year, a variety of new local
private sector companies have emerged to handle the imports
of many of the major MNC producers. The four largest are
the Alkan Company, SSC, Chemipharm Ltd., and Nile Stores
of Egypt, with total sales volume of $11.5 million.

All major suppliers of medical equipment have their own service
teams in Egypt, but service contract costs are often quite high.
This is particularly true for firms, including most U.S. corporations,
for which the relatively little amount of sophisticated medical equip
ment sold makes costs per serviced unit high. In some cases, a service
agreement can cost as much as the piece of equipment purchased, or even
twice the purchase price if a resident maintenance technician is to be
supplied.

Jordan: Imports account for approximately 75% of the Jordanian
pharmaceutical market, down from 85% in the mid-1970's. 23 The major
MNC suppliers are British, Swiss, and German, together accounting for
56% of drug imports in 1981. 24 However, of the top three firms in
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pharmaceutical trade, two are American (Bristol Myers/Mead Johnson
and Merck, Sharp and Dohme/Frosst). As described in Chapter 4, the
indigenous production sector, although still largely concentrated
on packaging, is becoming increasingly competitive.

Virtually all medical equipment is imported, with British and
U.S. firms accounting for 45% of the market.

The process by which foreign corporations involved in this
trade operate in Jordan is quite different from the Egyptian case
and has been well explained in other documents.25 In brief, foreign
drug companies are required by law to have a Jordanian representative
acting as distributor. A network of "drugstores II has thus emerged
which act as agents for the 187 foreign companies present in Jordan.
These "drugstores ll supply both private pharmacies and small (less
than JD 1000) government purchases, and are responsible for all
logistics, customs, storage, promotion (via approved channels such
as medical journals), and marketing of the drugs of their client
companies. Over 92% of the private Jordanian market is accounted
for by this corporate- ll drugstore" agent-pharmacy system.

Larger purchases by the Jordanian public sector, both the
Ministry of Health and the Army, are handled via public tender.
As will be noted later, some preference is given to local producers,
but the latter are expected to submit price estimates 10%-20% below
those of their foreign competitors. 26 Since all local companies
import their primary products and thus are tied to the same inter
national r~rket as their international competitors, this preferential
treatment does not always result in a local tender award.

It should be noted that the variety of foreign companies and
imported drugs in the Jordanian market has been greatly reduced in
recent years. Ten years ago there were over 15,000 pre~arations

available in Jordan and 300 companies were represented. 27 Today
there are about 1,500 trade names and just under 200 companies
represented.

Lebanon: The level of pharmaceutical imports into Lebanon
can only be approximated since eight years of war have compromised
the reliability and validity of almost any measure of trade for the
country. Thus, nearly all data for Lebanon must be viewed guardedly.

The value of pharmaceuticals imports into Lebanon in 1980
was nearly $60 mill ion, with the major suppl iers being British and
German firms. Virtually all medical equipment in Lebanon is imported
from the U.S. and Europe, with U.S. firms having over 35% of the
market share. Prior to the most recent hostilities, virtually every
major MNC drug manufacturer had a local representative in Beirut.
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Approximately 15,000 different pharmaceutical formulations
are all being imported into the Lebanese market, both for local use
and for re-export to the rest of the Arab world.28 Another 2,000
products have found their way onto the market although they have
not yet been licensed as to effectiveness. This latter situation
is, to some extent, a result of the general disruption due to the
years of conflict. According to Lebanese law, if the Ministry of
Health (MOH) has not responded to a licensing application for a
particular drug within three months of its submission, regulatory
statute permits the importer and supplier of the drug to market
the product pending a later MOH licensing decision. Delays in
government approval machinery caused by the years of war have
made this procedure commonplace.

The most pressing recent issue for multinational pharma
ceutical firms in Lebanon has been a rampant problem of drug
counterfeiting. While, to some extent, multinational corporate
executives have found counterfeits of their products in other
countries of the region, the problem is of major proportions in
Lebanon. Recently, the Ministry of Health listed 57 counterfeit
drugs in the country, many used for life-threatening conditions.
In many cases, the counterfeit packaging was indistinguishable
from that of the genuine drug. Companies with serious problems
in this area are Beecham, Boots, ICI, Burroughs Wellcome and
Hoechst. Late in 1982, Hoechst publicly warned Lebanese doctors
and pharmacists about the counterfeiting of its products, noting
the differences in logo and package size between the genuine and
the fake drugs. Beecham's quality assurance laboratories found that
batches of ampicillin products being sold under its name in Lebanon -
with exact batch numbers and manufacture and expiration dates --
were completely useless counterfeits. 29 Since there is no effective
public quality control authority in Lebanon at this point, many
multinational companies which are major traders in Lebanon are now
examining their own packaging or quality control options to resolve
the counterfeiting problems.

Tunisia: Approximately 80% of the Tunisian pharmaceutical
market is supplied via imports, although this average percentage
masks a considerable difference between the source of supply of
the public and private sectors. Hospitals and other health facil
ities in the public system import only 25% of their pharmaceutical
needs, while 90% of the pharmaceuticals in the private pharmacy
and service delivery system are imported.

Total Tunisian imports in 1982 for pharmaceutical and re
lated medical supplies were just over $103 million, or 4% of the
country's overall import bill. As is to be expected, the major
drug suppliers for Tunisia are French firms. The U.S. supplies
just over 2% of the Tunisian pharmaceutical market.
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Tunisia does not manufacture medical equipment or disposables.
All health care equipment, laboratory instrumentation and products
are imported, again, largely from French companies which supply over
50% of its medical products, the only two medical supply corporate
offices of U.S. companies in Tunis being those of Dow and an Eli
Lilly subsidiary.

In terms of trade process, the Tunisian Central Pharmacy (PCT)
holds a monopoly on representation of all pharmaceutical suppliers
in the country and an import monopoly for all drugs. Both government
procurement and private sector purchases are carried out via the
Central Pharmacy.

MNC trade in medical equipment is managed through a variety
of channels, both public and private. On the public side, the Min
istry of Health, which is the end-user of 90% of imported medical
equipment, purchases equipment either directly from manufacturers
via international tender or through private local sales agents.
These private importers also act as the sales agents for equipment
to private clinics in Tunisia.

Summary: Multinational pharmaceutical/medical supply com
panies are thus major actors in Middle East health care systems on
three levels.

First, in most cases, local pharmaceuticals production capa
bility is limited. Thus, trade in pharmaceuticals is the major
supply route for both public and private health systems. Even
where that capability is significant, however, the MNC tie is strong
since much local production is carried out under license to larger
international companies.

Second, multinational supplier companies also provide technical
services to the local service provider community, as illustrated by
Case 18 below.

Case 18: MONTEDISON-FARMITALIA/CARLo ERBA:
TRAINING IN THE MIDDLE EAST

Montedison is a Milan-headquartered diversified manufacturer
of bulk petrochemicals and plastics, with subsidiary service corpor
ations in engineering, telecommunications, and oil and gas exploration.
Its associated pharmaceuticals company, Farmitalia/Carlo Erba, is a
major trader with several Middl e East countries in a range of proprietary
specialities such as antibiotics, amebicides, trichomonacides, and
anti rheumatics. All commercial activities are carried out by resident
agents, specifically in Egypt, Saudi Arabia, Syria, Kuwait, the UAE,
North Yemen, and Jordan. Many of the company's products are produced
in the region by local companies under license arrangements.
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In 1979, FarmitaliajCarlo Erba instituted a series of top
level roundtables and conferences in the Middle East targeted at
improving the flow of recent diagnosis, research, and therapy in
formation to private physicians and hospitals and to public health
administrators. Internationally reputed lecturers and presenters
from around the world are brought to the region at company expense.
Roundtable subject matter is chosen by MontedisonjMilan and by its
Middle East staff. In all cases, the topics and presentations are
not tied promotionally to specific FarmitaliajCarlo Erba products,
although the company may manufacture product lines relevant to the
diseases under discussion. Thus far, symposia, roundtables and
conferences have been sponsored in Syria, Egypt, Lebanon, and Jor
dan. In addition, the company is financing a series of clinical
cancer chemotherapy courses at the Cairo University's Faculty of
Medicine. Although to date the topics of these efforts have focused
on the diagnosis and treatment of such diseases as diabetes, cancer,
and rheumatism, the presence in the region of the company's operations
and symposia system, and its broad range of expertise, make these
efforts an immediate partnership opportunity for development assis
tance to co-organize professional symposia aimed at the region's
communicable endemic disease problems.

###

Third, in some cases entire companies have been created within
an MNC to supply the specific health-medical needs of markets in the
Middle East and other parts of the developing world. For example,
Seward Surgical (Case 19), part of the highly diversified Unilever
Corporation, has shifted its focus to the manufacture of medical
supplies and equipment that are both durable in and affordable to
the developing world.

Case 19: SEWARD SURGICAL

A sub-group of Unilever's Medical Division, Seward Surgical
in recent years has focused on research and development that has led
to production of medical supplies, equipment, and pharmaceuticals
suitable for use in developing countries. Disposable caps, gowns,
masks, and gloves have been developed for circumstances where ade
quate re-cycling facilities do not exist. An operating table has
been designed to be economical, reliable, simple to handle and
transport, maintenance-free, and yet flexible enough to meet the
needs of most operations performed in developing country rural health
clinics. Currently, that table is used under such diverse circum
stances as North Sea oil rigs, Nigerian health centers, and Iraqi
health units.

###
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The relationship between the multinational pharmaceutical/
medical supply companies, public health policy, and local health
delivery is thus a significant one from the point of view of both
corporations and the local health system. All parties to the re
lationship, therefore~ have considerable motivation to seek improved,
mutually beneficial means for development of the region's health
systems.

2. Health Care Products Investment

The international health care products industry has made
only limited investments in the Middle East overall, and specif
ically in the countries focused on in this Report. For the most
part, foreign investment in health care industries in the region
is heavily regulated and, except in Egypt, is not a major economic
development or health system force. However, the technical exper
tise, quality control, and manufacturing resources of the industry
in its investment capacity make it an important potential actor in
national health systems, especially where a skilled labor force is
available.

Egypt: There are four subsidiaries of major MNC's in Egypt,
three of which are joint ventures with Egyptian firms.

The one wholly-owned subsidiary is that of Squibb, which
was established under the investment statutes of Public Law 43.
Production at the Squibb plant began in 1979, but 1980 was the
first full year of operation. Squibb's market share in Egypt in
1980/81 was 2.1%, smallest of all the top dozen local and foreign
joint venture firms. 30 Squibb's situation is a case in point of
MNC investment problems in the fairly delicate economics of the
Middle East. As a result of Egypt's expanded need for foreign
exchange in the recent international recession, the cost to inter
national firms of doing business in Egypt has escalated. Foreign
firms, like Squibb, have had to pay 30% above the official rate
for the foreign exchange necessary to buy raw material s from their
parent corporations,31 seriously impairing their operations in
the country.32

Three multinational corporate joint ventures with Egypt
have also been established. These are:

Pfizer Egypt, owned 50%-50% by Pfizer and the Egyptian
Government, with $14.7 million in sales (3.6% of the
market) in 1980/81 and 450 employees.

Hoechst-Orient, owned 60% by Hoechst and 40% by the
Egyptian Government, with $23.7 million in sales
(5.7% of the market) in 1980/81. Hoechst employs
about 500 Egyptians in the country.
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Swisspharma, owned 47% by Ciba-Geigy, 13% by Sandoz,
and 40% by the Egyptian Government, with $34.4 million
in sales (8.3% of the market) in 1980/81 and 500 em
ployees.

Problems which limit the production levels of these joint
ventures include:

Pricing regulations and controls. Products now produced
locally, but which were on the Egyptian market before the
price liberalizations of 1977, are still controlled by
pre-1977 price allowances, thus making them financial
losses on the Egyptian market;

Inability to use local input products (e.g., packaging
bottles) due to poor quality, therefore leaving the
companies dependent upon the availability of sufficient
imported input products;

Import duties and foreign exchange requirements for
such products.

Despite these problems and limitations, the health sector
~le of such corporate enterprises is both major and positive.
These firms not only supply health products to the local market,
but are also health system leaders in such areas as product quality
and personnel training. The nature and importance of these roles
is discussed in more detail later in this chapter.

Lebanon: The largest foreign producer of pharmaceuticals in
Lebanon is the Charles E. Frosst Company, an affiliate of Merck,
Sharp and Dohme, USA (MSD). One of the company·s major activities
in Lebanon has been to formulate products for export to other parts
of the Arab world, especially to Saudi Arabia. When the counter
feiting problems cited above resulted in a blanket closure by Saudi
Arabia of its market to products originating in Lebanon, the Merck/
Frosst operation suffered significantly, despite its rigorous quality
control procedures.

Case 20: MERCK/FROSST QUALITY CONTROL IN LEBANON

The MSD/Frosst plant implements a series of quality control
procedures which are typical of the way in which an MNC pharmaceutical
subsidiary operates in the developing world. All key plant personnel
are trained by the headquarters company in quality control procedures.
The product formulation and testing procedures are supplied by MSD.
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Virtually all raw materials are imported. These raw materials are
checked upon arrival by the Frosst plant quality control department,
and random batches are sent to the MSD horne plant in Rahway, New
Jersey for independent quality checks. The plant water used in the
formulation process comes from the local supply but is monitored by
the quality control department. Manufacturing waste water is treated
before it is allowed to enter the ocean. U.S. manufacturing quality
standards are used in the production process. The finished products
are sent in random batches to the home plant. Only after approval
has been given from that plant are the drugs sold on the local market.

###

Health Sector Role of MNC Health Product Investments: Beyond
the production and supply of health-related goods, the MNC investments,
such as those described above for Egypt and Lebanon, represent both
transfers to the Middle East of technical expertise and management
capability and industry leadership on such issues as quality control.
The training of qual ity control, laboratory, and maintenance technicians
and the basic and in-service education of facility managers is not of
benefit to the production facility alone. In the experience of some
MNC·s, as much as 20% of these trained personnel are lost to the MNC
operation each year, attracted away by local private enterprises or
public health sector opportunities. 33

MNC health-product investments also have put in place a system
of product quality procedures and precedents which could be mobilized
by public or development assistance programs to assist in developing
mea ns to ra i se overall drug qual i ty among 1oca1 producers, or develop
joint public-private quality control mechanisms. In the Lebanese
case, for example, with export markets so extensively damaged by
current quality issues, Government and the major private producers
have the incentives and the resources to address cooperatively the
quality control system.

Finally, the presence of international health products invest
ments in the health sector also raises the opportunity for improved
cooperative training and in-service education on new drug and treat
ment developments of importance to the region as well as on health
management and public health issues. 34 The transfer of this medical
knowledge, to both private and public personnel, is of current and
potential benefit to development of the overall health services of
the region.

To the extent that public agencies can provide incentives for
and cooperate with these roles, cost-effective resource leveraging
can result.
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3. Research

The third role of the research-based pharmaceutical corporation
is that of basic research and product innovation. Corporate research
efforts of importance to the health problems of the Middle East are
many, but are not easily cataloged within companies. This is in part
because basic research can seldom be categorized as disease specific;
as Lewis Sarett, former research vice president at Merck, has pointed
out, the interdependence of research fields is fundamental to cost
effective drug development: "The great amount of work that is being
done on infectious diseases alone, while its prime target is bacterial
illness, does lead to agents that are useful against such diseases
as malaria, leprosy and tuberculosis. Moreover, basic studies in
many laboratories intended to el"icit better understanding of disease
processes and drug actions have application across the board in all
areas of therapy.,,35

Moreover, the difficulty in determining what portions of multi
national corporate research and development costs address the Middle
East's specific health needs is a function of the problem in defining
those needs themselves. Corporate research projects on trachoma,
amebiasis, and venereal diseases all are of relevance to improved
health in the Middle East, although the diseases attacked are not
regionally specific. The point is that major corporations spend
5% to 8% of annual pharmaceutical sales -- the leaders spend closer
to 15% -- on basic research and development. 36 The resultant new
products and disease-process knowledge can playa major role in
the future of health care systems in the Middle East and elsewhere.

One example of how such internal corporate research can reach
public health programs via a public-private partnership effort can
be illustrated as follows.

Case 21: ALLIED CHEMICAL CORPORATION AND VACCINE TECHNOLOGY

In the context of its wide-ranging internal research and de
velopment programs, the Allied Chemical Corporation happened upon a
cnemical, called 2, 4-hexadiene-1, 6-(p-toluenosulfonate), known as
PTS. Exposure to heat causes PTS to polymerize, a shifting of mole
cules that results in its changing color, from red to brownish-black.
The higher the temperature, the more rapid the change.

If applied to a self-adhesive sticker, then, this chemical
could indicate both the time-span of a product's exposure to heat
and the temperature of that heat. Such stickers might have a range
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of health applications for products which are heat-sensitive. However,
in the industrialized world, where the availability of refrigeration
is seldom a problem, the market for such a product is small. Allied
estimated it would cost the company between $4 and $5 million, above
the initial research cost already incurred, to develop the indicator
for mass production. Allied's management decided that, while there
was an insufficient corporate market to recover the costs of the
resultant product, the technology would be extremely useful in vac
cination programs in the developing world. The company thus approached
the World Health Organization (WHO) with the chemical and its ideas
for vaccine applications.

No one knows exactly how many useless vaccinations are given
each year due to vaccine spoiled by heat. For measles vaccine alone,
however, estimates range from 10 million to 16 million. Given the
prevalence of measles and its mortality rate, this would mean that,
by conservative estimates, 300,000 deaths occur annually among
vaccinated children due to spoiled vaccine.

Recognizing the potential for reducing the number of such
deaths, Allied1s research product was picked up by WHO and a small
Seattle-based firm, the Program for Appropriate Technology in Health
(PATH). Financed by the New York-based Edna McConnell Clark Found
ation, the Canadian International Development Research Center, and
OXFAM of the United Kingdom, PATH is now in the process of testing
the Allied vaccine indicator idea. These tests are being carried
out with the technical cooperation of a Canadian vaccine manufacturer,
the Institut Armand Frappier. If all goes well, mass production of
the vaccine stickers could begin in late 1983.

###

The research activities of benefit to the health systems in
the Middle East include not only laboratory studies, but also the
field efforts of multinationals undertaken in the process of drug
evaluation and disease investigation. These often lead not only to
better pharmaceutical products, but also to better understanding of
the process of specific disease control options within the test
country. Extensive analYsis of this role has been carried out for
Brazil and Madagascar. 37 In the Middle East, examples of these
activities are fewer but no less important.

Case 22: CIBA-GEIGY IN EGYPT

Ciba-Geigy, headquartered in Basle, Switzerland, is one of the
largest and most diversified chemical/pharmaceutical companies in the
world, with sales in pharmaceuticals alone in 1982 topping 4 billion
Swiss francs. Ciba-Geigy's involvement with development is multifaceted,
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with its unifying theme being the company's 1974 corporate policy
guidelines on the Third World. These guidelines set out the specific
types of technical, research, and financial contributions which are
to underpin the company·s relations -- business and philanthropic -
with the developing world. These activities have been carried out
directly by Ciba-Geigy's business units (e.g., staff experts teach
ing disease control and treatment in local unlversities and medical
schools, the secondment of experts to Swiss Government projects
abroad, the initiation of new Rand D programs on tropical diseases);
by its own Special Staff for Relations with the Third World, created
in 1974; by a separate institution, The Basle Foundation, established
by several Swiss firms to carry out developing country projects
(e.g., establishment of the Ifakara, Tanzania school for medical
assistants); or by joint resource-pooling arrangements with other
Swiss firms for specific project design and management.

Ciba-Geigy has begun to focus its developing world project
activities on pilot control projects targeted at specific diseases.
Based on its past experience with broadly defined health projects,
the company feels that it can make a more successful contribution
to projects which are defined and focused on disease control activities.

For two years, Ciba-Geigy has been involved with the Egyptian
health authorities in a Dermatological Survey for the Detection and
Treatment of Skin Affections in Gharbia Governorate, with a total
population of 3 million, located in the Nile Delta area of Egypt.
In the late 1970's, Egyptian public health officials were aware of
endemic foci of leprosy in this Governorate, which could reflect
a national problem, but had no specific data on the extent of the
disease's prevalence. At about the same time, Ciba-Geigy officials
were searching for an appropriate leprosy/skin diseases project to
support in the developing world. When Ciba-Geigy/Basle officials
learned (via their local representative) of the concern of the
Egyptian Government heal th authorities, the company stepped forward
and suggested a joint project.

The detection and treatment pilot project that resulted focuses
on establishing the incidence and prevalence of all types of skin dis
eases in Gharbia Governorate, and exploring means of improving their
diagnosis and treatment using the Governorate's existing primary health
care system. Ciba-Geigy is a technical resource and equal partner in
the Project, but takes its lead from the Egyptian health authorities
which remain in firm control of all Project decisions. The company's
functional role has been to help design the project, establish the
records system, design the project management and evaluation systems,
produce training materials, and, to the extent possible, assist with
planning, budgeting, and follow-up. The company also supplies some
pharmaceutical s to the Project at privil eged prices (if the Project
was truly to be replicable, both partners agreed early on that to
supply it with free drugs was not desirable), and some financial
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assistance to defray ancillary costs essential for progress of the
Project. The World Health Organization also gives some financial
and technical support to the Project.

The initial Project phase was set for three years to determine
the incidence of various skin diseases and thus the size of the pro
blem and the investment needed to address it adequately. The length
of a larger second phase is to be determined at that point.

Although the Survey is not yet complete after 15 months, in a
total of three rural and one urban areas in Gharbia, the Project has
found that 2.5 percent of those treated at the primary care centers
had skin diseases of one form or another. The average incidence of
leprosy is 1.97 per 1,000, ranging from a high of 4.8 in one rural
area to a low of 0.17 in the urban site. If this incidence rate is
statistically concluded at the end of the Survey, it would highlight
a potential leprosy problem which might necessitate consideration
of a major control program. An additional benefit from the thera
peutic aspect of the Survey will be the evaluation of the effectiveness
and suitability of the World Health Organization recommended regimens
for the treatment of leprosy in the Egyptian population.

###

6.D. NON-HEALTH PRODUCTS MANUFACTURERS

The health sector roles of MNC manufacturers of non-health
products in the Middle East are often significant. The existence
of these health-related activities and technical resources in the
manufacturing sector provides ample opportunity for public and
development agencies to join with and provide incentives for such
initiatives in improving and expanding local health services.

This section presents an explanation and case illustration
of the direct health services and disease control activities carried
out by manufacturing and extractive industries in the Middle East.
The similar activities of construction/engineering industries are
discussed separately later in this chapter.

Health-related roles of manufacturers and extractive industries
in the region include:

the provision of general health care services to employees,
families, and surrounding communities, including such
services as vaccination and nutrition programs;

disease and vector control for communicable diseases;

occupational health and safety programs, both preventive
and emergency.
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The following profile of services prOV1Slon is derived from
a wide range of corporate interviews. Specific case illustrations
follow this discussion.

1. Provision of General Health Services

Responsibility for determining the general health care needs
associated with any foreign investment and developing a strategy for
responding to those needs is usually, but not always, the responsi
bility of the Corporate Medical Director. Before presenting several
cases of extensive MNC involvement in health services delivery in the
region, it is useful to understand the process by which health services
are provided under normal investment circumstances. A distinction is
important here. Where investments are wholly- or majority-owned by
the foreign corporation, or are turnkey operations, the corporation
has greater involvement in health services decisions and actual service
provision. Joint-ventures with local governments usually, again not
always, involve the delivery of worker and/or family/community health
services in the context of the government's public health system, and
are normally developed and overseen by the government entity partici
pating in the investment.

In the former types of circumstances, the manufacturing investor,
early in the investment planning process, undertakes an inventory of the
public and private health services available in the investment area, in
cluding water supply, and conducts a general epidemiological review of
worker and community health status. In most cases, this leads to a
strategy for meeting expected corporate health care needs and the invest
ment proceeds on schedule. In some cases, however, the paucity of local
health services in the context of severe disease and water supply problems
in a potential investment area has been one of the crucial factors in an
MNC decision not to pursue an investment opportunity.

The field health services which generally result from the more
common health sector assessments are general in nature and serve~ as a
priority, employees and their families, and, in exceptional circumstances,
surrounding populations. The following activities/arrangements are
usually included.

a. Disease Screening:

-- Expatriate personnel are processed by the MNC or its con
tractor for medical problems prior to arrival at the investment site.

-- Local personnel are normally screened for a range of
communicable diseases at the job site by the locally-contracted health
staff. In some cases this screening also includes such health problems
as nutritional deficiencies. It was in this area of local disease
screening that the greatest number of medical directors interviewed
expressed dissatisfaction with the performance of their local corp
orate health services. Logistics problems, laboratory quality~
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an ill-defined work force, problems of worker identity, the quality
of health worker training all have combined to impede the provision
of early disease screening for employees, with consequent problems
of disease control within the investment area. This has been par
ticularly true in large, labor-intensive, geographically dispersed
investments.

b. General Care:

-- Arrangements for health services provision are made,
usually using the local private providers. Physicians and/or facil-
ities receiving contracts are selected on the basis of local/international
reputation, origin of training, and quality of equipment.

-- Alternatively, but more rarely, expatriate physicians
and other health personnel are hired (many of whom are former medics
in the military services) to provide care in company-owned and built
facilities. In these instances, company facilities are nearly always
turned over to the local public health system if the multinational
role in the investment is phased out.

-- And/or, MNC's sponsor and finance improved training
for one or more local paramedical personnel who then provide general
outpatient care in company clinics, with inpatient care provided at
local private hospitals by company-contracted physicians.

c. Preventive Care:

-- MNC's usually undertake worker health education programs
within their plants, especially as regards water and sanitation be
havior. This is particularly true for industries in which the quality
of the production process is directly related to maintaining a sanitary
environment (e.g., pharmaceuticals or chemicals). Safety aspects of
these education programs are discussed separately below.

-- In many, perhaps the majority of circumstances, the
investing company also provides the water supply infrastructure for
the physical plant and any surrounding worker community.

d. Emergency Care:

-- Clinics on the investment premises, staffed as described
above, are available for minor emergency cases.

-- Major emergencies, defined in various ways depending on
the quality of care in the local environment, are handled either in
contracted local facilities or via the MNC investors' own contracts
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with an international II med-vac ll company. The latter company, with
its own aircraft, is retained on a 24-hourl7-day basis to fly the
seriously injured to the nearest acceptable hospital.

The coverage of these health services varies depending on
the company, the physical environment within which the investment
takes place, and the point of evolution of the corporate investment
itself in terms of its relationship to any surrounding community.
In general, all four of the above service categories are available
to both local and expatriate employees for all health problems ac
quired at or brought to the job site. In a small number of cases,
all in circumstances in which the MNC actually has built and manages
on-site health facil ities and personnel, disease screening, general
health and emergency services, often including maternal-child health
care, are provided to worker families. These cases usually do not
include preventive health services. In a third, much less common
set of cases, usually in remote areas and where the corporate invest
ment is projected to be of several years standing, all four types of
services are provided to workers, their families, surrounding commun
ities, and any mobile population passing through the investment area.
Normally, such extensive coverage is not actually planned prior to
the actual investment, but evolves out of the dynamics of health
care supply and demand and only after the community has gained con
fidence in the MNC's health operations. 38

In no situation did the interviews conducted for this Report
identify significant cooperation between multinational services
and the public health care system. In many cases, this was due to
the virtual lack of such services in the relevant geographic area;
in many, however, this division of services resulted from MNC con
cern with the quality of local, public services. Whatever the reason,
the result was the same, the expenditure by the MNC investor of often
major levels of resources to assess, provide, and maintain a wide
variety of health services. The existence of this expenditure and
the internal corporate expertise overseeing it, as well as the corp
orate incentive for finding more efficient, less costly means for
meeting the health care needs of its workers and other community
groups, represents an opportunity for a partnership role with public
agencies. The potential catalyst role of development assistance in
brokering such partnerships is discussed later in this Report.

In some situations, as described above, the corporate role
in health services has extended far beyond the provision of general
and emergency care to meet the needs of a broad section of the
community in a variety of medical areas. In the Middle East, due
to the length of historical involvement and the geographic remoteness
of investment operations, many of these examples are from the petroleum
industry. While these examples often are not within the countries
of specific interest to this Report, they are included here as illus
trations of in-depth corporate health care involvement in the region.
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Case 23: CONOCO IN THE UNITED ARAB EMIRATES

One of the most extensive examples of medical care in the
context of multinational investments in the Middle East is that
of the Continental Oil Company (Conoco) in the United Arab Emirates
(UAE).

Worldwide, Conoco employs over 42,000 people in over twenty
countries. Its business areas include coal and minerals mining and
chemical production, but 70% of its investment is in petroleum oper
ations in the U.S. and abroad.

In the UAE, Conoco's medical services have been undertaken
as part of its petroleum exploration and investment agreements with
the national oil companies of the various individual Emirates. To
aid this Report on private sector health roles, Conoco officials
aggregated extensive information regarding the health problems and
facilities of the individual states of the United Arab Emirates,
and Conoco's own role in these health systems. This brief profile
summarizes Conoco's own comprehensive data.

In Dubai, an extensive network of private hospitals and
physicians is being increasingly supplemented by a stronger govern
ment presence in health service regulation and delivery. Conoco's
affiliate, the Dubai Petroleum Company (DPC), operates the most
modern and well-equipped outpatient clinic in the State. Opened
in 1978, the clinic provides consultation, examination, treatment,
X-ray and laboratory services. The clinic's 8,000 patient visits
per year are comprised of both DPC staff and their familes, and a
broad spectrum of employees/families affiliated with nearly 220
other private and government companies in the area.

The primary indigenous health problems are respiratory ail
ments, mainly allergic in origin, as little is known of the pollens
of the desert flora; intestinal infections; fungal infections;
urinary infections; and, metabolic diseases, particularly diabetes
of the late onset type. Injuries from traffic accidents are the
most common emergency cases seen at the clinic, occurring much more
frequently than industrial accidents. Corporate medical personnel
also deal regularly with schistosomiasis, typhoid, amebiasis, and
malaria, all of which are imported into Dubai by employees from
India, Oman, East Africa, Southeast Asia, Yemen, and Egypt.

In Abu Dhabi, Conoco and its national affiliate operate the
largest and best-equipped outpatient facility in the State. Known
as the ADCO clinic, it serves employees and families of a number of
petroleum and natural gas operations, a total of 20,000 persons.
The clinic is staffed by six physicians, three nurses, a physio
therapist, a lab/X-ray technician, and a pharmacist. The clinic
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sees 100-150 patients daily. In addition, its personnel pay weekly
field visits to subsidiary primary care clinics located in the oil
fields.

In Sharjah and Ajman, the petroleum company clinics provide
virtually the only outpatient care in the remote areas of those
States.

Conoco finances its health care system using a capitation
reimbursement mechanism. The oil company builds and equips the
facilities. For its own employees using the system, the company
pays a lump sum to the provider regardless of the number of service
units required. Others using the services pay on a fee-for-service
basis. For its own employees, pharmaceuticals used in treatment
are included in the lump sum payment.

In sum, then, Conoco houses one of the most sophisticated
reservoirs of corporate experience and expertise in the financing
and delivery of health services not only to employees, but also
to remote areas and communities surrounding natural resources in
vestments.

###

Case 24: EXXON IN LIBYA

The Exxon Corporation is the largest industrial company in
the United States, with diverse operations in nearly every aspect
of energy, from research to exploration, to production and processing,
to related industries such as petrochemicals. From 1957 until Decem
ber 1, 1981, Esso Standard Libya, Inc. was one of Exxon's Middle East
operations, coming under a joint ownership with the Libyan National
Oil Company from 1973 onward. It had employees assigned in three
principal locations -- Tripoli, Benghazi, and the company-developed
town of Brega, a desert town with approximately 5,000 inhabitants.

In 1968, Esso Libya met with the Ministry of Health to dis
cuss the health needs of the petroleum operation and the surrounding
community. Given the nearly total lack of health services present
at the time, Esso Libya proceeded to provide, via a network of clinics,
both industrial and community health care for expatriates, its 1,500
Libyan employees, and their families. In addition, corporate funds
were donated for the construction of a 25-bed Adventist hospital in
Benghazi; somewhat later the company guaranteed a capital improvements
loan for them. At the same time, Exxon contributed financially to
the jointly-managed Oil Clinic in Tripoli, and provided medical advice
and backup services upon request.
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The staff of Esso Libyals Brega clinic included four physi
cians, a dentist, several nurses, and a full laboratory with X-ray
facilities. A community medical center facility provided a community
innoculation service, particularly for children, and a preventive
medicine/health education program. Emergency care was provided to
all victims of accidents in the community and to nomadic populations
which regularly passed outside the gates of the Esso Libya Brega
operations.

Major health problems encountered in the area were respiratory
diseases, gastrointestinal diseases, typhoid fever, and trachoma.

In 1980, a year or so before Exxon withdrew from the overall
Libya investment, the medical program was mandated to continue under
a government-appointed (but Esso-paid) Libyan medical director.

###

Case 25: SHELL INTERNATIONAL PETROLEUM COMPANY LTD.

The Medical Division of Shell International Petroleum Company,
together with the Medical Division of Shell Internationale Petroleum
Maatschappij in The Hague, is responsible for providing medical advice
and services to all operating companies of the Royal Dutch Shell Group.
Where operating companies employ medical personnel or provide medical
services, they call upon these Medical Divisions for assistance and
advice as necessary. The two Divisions are also responsible for en
suring that the required standard of service is maintained in all
company facilities.

Royal Dutch Shell companies employ over 100 physicians and
hundreds of other health personnel worldwide, although many of these
focus exclusively on occupational medicine rather than on general
health services. In a wide variety of settings, however, Royal Dutch
Shell medical clinics provide both inpatient and outpatient services
to employees and surrounding communities. In the past, this health
services network was much more extensive and intensive. In about a
dozen settings, Shell even built and operated fully-equipped hospitals.
In some instances, these were turned over to local oil companies or
governments as petroleum production was nationalized. In other in
stances, the local Shell Company has donated its hospital to the
local government health services when these have developed adequately
(usually with the aid of oil income in that country).

In the Middle East, the company has two types of medical ser
vices. In Egypt, Jordan, Tunisia, Morocco, and the Yemen Arab Republic,
Shell IS Operating Companies rely entirely on local medical services.
In such situations the company identifies and appoints a suitable doctor
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who can provide limited, part-time services. For clinical medical
services a small group of local doctors is identified to whom em
ployees and dependents may turn. It is also the practice of full-time
senior Shell Medical Advisers in The Hague and London to maintain a
continuing monitoring activity on such local medical services so as
to assist Operating Company managements in identifying suitabl e family
doctors, hospitals, and nursing homes to whom their employees (both
regional and expatriate) may turn.

Medical operations in Oman are more comprehensive. Petroleum
Development (Oman) has a fully-integrated medical service in Oman
with seven full-time medical officers and three scattered clinics
with inpatient facilities. In this situation, total medical care
is provided, including family medicine, occupational medicine, some
hospital-type medicine and public health (or environmental health)
services. These services are provided to company employees (both
local and expatriate) and to their families. A small number of
closely-associated local suppliers are also served by the facilHy,
but medical services have not been extended to surrounding communi
ties.

###

Case 26: GOODYEAR TIRE AND RUBBER IN MOROCCO

Goodyear, one of the largest manufacturers of rubber products
in the world, is deeply involved in many areas of the developing
world, both in terms of plantations for cultivation of the raw mat
erial, and in terms of local product manufacture. In Morocco, Goodyear
operates a small manufacturing plant outside Casablanca, whose health
services are typical of smaller multinational investments in the Middle
East.

Goodyear operates
for all local employees.
education and first-aid,
accidents.

a limited health care program in its plant
The service provides some general health

and serves as a clearing station for work

As with all companies in Morocco, Goodyear is bound both by law
and by its individual labor agreement with the strong and well-organized
national labor unions to cover employee accidents and general health.
A local doctor is under contract to be in attendance regularly at the
clinic to handle first-aid and to refer patients to other public or
private services for additional treatment. Emergencies involving
accidents are treated on-site and then referred to the employee's
physician of choice. Pharmaceuticals and related supplies used in
the clinic are bought over-the-counter at local private pharmacies.
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In terms of the financing of health services, Goodyear itself
pays for the local physician and all materials. It also contributes
per employee to the Caisse Nationale de Securite Sociale (CNSS), a
semi -publ i c insurance system whi ch covers 1. 5 millo' on persons, about
10% of Morocco's labor force. If further medical consultation is
needed after an employee is treated at the Goodyear plant site, the
employee pays for his or her further treatment and is reimbursed by
the CNSS. The CNSS has a tariff agreement with the local physicians'
syndicate to set rates of payment. To qualify for reimbursement,
the employee is permitted to receive further care either from the
new CNSS hospital in Casablanca or from private physicians.

###

Case 27: STANDARD OIL COMPANY (INDIANA) IN EGYPT

The vari ed heal th del ivery arrangements of Standard Oil (Indiana),
better known as Amoco, are illustrative of the impact of changing in
vestment organization on health service provision. Where Amoco has
sole ownership of resource exploration or production, decisions on
health service provision are made and implemented by the corporate
Medical Director. Normally, this involves contracting with local,
private physicians and health facilities to provide occupational,
emergency, and general health care to employees and their families.
Without exception, these arrangements are known to the government,
but Amoco has never seen any public or development assistance interest
in the nature of its services or the resources they represent.

When an MNC enters into an investment arrangement with a govern
ment, however, the process of decision-making on health services changes.
In Egypt, for example, Amoco has invested in a joint venture with the
Egyptian Government to establish and operate the Gulf of Suez Oil Company
(GUPCO). In this situation, the government reserves for itself the
determination of health service requirements and regulations for its
national employees; Amoco's expatriate GUPCO employees are served by
the same medical personnel and facilities established for the company's
wholly-owned subsi diary, Amoco Egypt. For exampl e, the government has
set medical/personnel standards per offshore rig to which GUPCO must
adhere. GUPCO managers are responsible to the Egyptian investment
partner for conformance to these requirements, not to Amoco. As a
consequence, the nature and quality of services are neither set nor
monitored by the investing foreign corporation.

###
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Case 28: UNILEVER IN THE DISTRICT OF ETAH, INDIA

Unilever is the largest consumer products company in the
world. Although not extensively involved in manufacturing in the
Middle East, it is one of the most sophisticated multinational
developers of health and community services in the context of its
overseas manufacturing investments. The resultant programs have
been both essential to the company's business, and major local
development catalysts. This is especially so in some of the
poorest states in Africa (e.g., Zaire and Zimbabwe) where Unilever
has major business operations.

Thus, though not specifically in the Middle East, a case
summary of one of Unilever's partnerships is a useful example both
of the health activities of the company and of the way in which it
has joined with local public resources to address barriers to de
veloping its own and community health services.

In 1963, Hindustan Lever, one of Unilever's subsidiaries,
established a milk dairy in the district of Etah, with a population
of 1.1 million and tucked into the State of Uttar Pradesh in India.
The district's 1,600 villages boasted 700,000 head of cattle, and
company surveys indicated that a milk products plant would be
commercially viable if built there. By 1968 it was clear that
something was amiss with the investment. The modern dairy, de
signed to process 30,000 tons of milk a year, was operating at
barely a third of capacity. For the next five years, the company
approached the under-utilization problem from various angles, in
cluding lending half of the dairy's capital to local farmers to
obtain better breeds of cattle from neighboring states and thus
add to the milk supply. Nothing worked, and Indian Government
price controls prevented the company from raising milk prices to
compensate for under-production. The milk plant thus remained a
financial loss to the company. Plans were made to sell off the
dai ry.

In 1973, however, a deal was struck between the company,
the Government of Uttar Pradesh, and the plant's employees. The
plan would overhaul operations and attempt to convince local farmers
that raising milk production was in their interest. Studies were
undertaken which clearly indicated that poor agricultural and animal
husbandry practices, as well as the general economic stagnation of
the area, were the fundamental causes of the dairy supply problem.
In 1976, therefore, the company undertook an Integrated Rural Devel
opment Programme (IRDP) for the district, focused on agricultural
and animal husbandry improvements, but also on expanding the health,
education, and local finance services available to village farmers.
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Parts of the IRDP were co-financed with foundations set up
by Indian industries. The company also worked hand-in-hand with
the Government's public welfare programs, extension services, and
irrigation projects.

Two medical vans were equipped and staffed and each village
was visited fortnightly. Unilever trained local women in paramedical
skills and sent them out to organize preventive health programs for
children, to chlorinate drinking wells, and to establish family plan
ning programs.

The IRDP now covers 35 villages. The quality of agriculture
and milk-producing cattle has soared and the dairy is making a profit.
Moreover, the Programme has given the company the experience necessary
to operate successfully in other districts, as it certainly will have
to do, since current government policy deliberately targets industrial
location toward backward regions of the country.

###

2. Disease and Vector Control

Communicable disease control is of obvious concern to multi
national manufacturing and extractive industries in the developing
world. Corporate medical operations often undertake, independently
or jointly with university or government agencies, disease and/or
vector control campaigns to limit the spread of various diseases in
communities surrounding the investment area, and therefore within
its labor force. The most common targets of such disease control
efforts have been malaria, tuberculosis, schistosomiasis, and eye
diseases such as trachoma.

Many of the most comprehensive examples of such programs are
not in the Middle East, but rather in Africa and Asia, where extractive
and plantation industries operate in more remote, humid areas subject
to more varied and complex vector-borne diseases.

In the Middle East, the Ciba-Geigy case described earlier is
an example of disease control programs sponsored or managed by multi
national firms. The various corporate interests in disease control
are ones that can and have been enlisted in often widespread public
programs targeted at communicable diseases.
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Case 29: ARAMCO IN SAUDI ARABIA

The Arabian American Oil Company (ARAMCO), during the many years
in which it was the corporate aggregate entity controlling the major
oil exploration and production concessions in Saudi Arabia, provided
extensive, and nearly exclusive, health and medical care to the Eastern
Province of Saudi Arabia, notably in Dhahran, Ras Tanura, and Abquiq.
By the terms of its concession, ARAMCO was responsible for providing
medical care to its ultimately 127,000 employees and their families.
De facto, services were also provided to nomadic populations passing
through ARAMCO concession lands. A 363-bed hospital and ten clinics
were built and staffed by a total of over 1,600 physicians, nurses,
technicians, and other medical personnel.

Preventive medicine specialists administered a pest and insect
control program. Water and sewage treatment was also a focus of atten
tion to minimize water-borne diseases, especially intestinal infections,
in the investment area.

Three specific communicable disease control programs became large
scale operations for ARAMCO's medical service. Malaria eradication was
a focus of effort until 1956 when the Saudi Government assumed responsi
bil ity for the work. ARAMCO was also one of the ch i ef actors in smallpox
eradication in Saudi Arabia during the years of the worldwide smallpox
control program sponsored by the Horld Health Organization. Finally,
from 1954 to the mid 1970's, ARAMCO supported a trachoma and eye disease
research and control program carried out by scientists of the Harvard
School of Public Health. In clinical diagnosis, trachoma is often con
fused with other eye diseases, such as adenoviral or bacterial infections,
and thus errors in diagnosis make the evaluation of trachoma vaccine
effectiveness difficult. The project was undertaken to develop a micro
biological test to supplement clinical diagnosis in the evaluation of
these vaccines. ARAMCO gave both financial and technical support to the
research. In addition, many of the research sites were ARAMCO-constructed
towns. The ultimate product of the research was a demonstration of the
effectiveness of trachoma vaccinations among young children, as well as
the actual vaccination of over 1,000 children under the age of three in
the Eastern Province.

###

3. Occupational Health and Safety

Previous case descriptions have alluded to the level of occupational
hea lth and safety (OHS) concerns and programs among t~NC investors in the
developing world. Critics of multinational OHS policies do abound. Their
work is focused particularly on international mining industries, but the
analyses seldom describe the specific OHS programs multinationals do put
in place to protect local workers. 39
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Historically, multinational companies use the safety regulations
and OHS standards of their home country, rather than local safety regu
lations, in their developing country plants. The major overseas problems
have been ones of compliance with those regulations, both for managers
and for workers. 40 The incentives for using such standards are many.
The human cost of industrial accidents is of prime concern, as is the
corporate investment those workers represent. Moreover, major health
and safety inefficiencies imply lost productivity and higher production
costs. Furthermore, the industrial hygiene aspects of OHS can have
significant product quality implications. For example, a chemical
company wishing to sell its product as input to other industries needs
to ensure the hygienic quality of its production process if that pro
duct is to be accepted.

Yet, the range of industrial
in preventing them, especially in a
work force, are often overwhelming.
sition in the U.S.;41 it is often a
in the developing world.

hazards is broad; the difficulties
poorly educated, poorly trained

OHS is a difficult enough propo
frustratingly complex proposition

Some multinational corporations implement their OHS programs
in the Middle East on a plant-by-plant basis, using centrally determined
standards, but leaving safety monitoring solely to local managers.
In most MNC's, however, OHS planning and implementation is centrally
controlled by a highly trained headquarters staff.

Case 30: WARNER-LAMBERT IN EGYPT

Warner-Lambert Company is a worldwide manufacturer of health
care and consumer products, employing more than 45,000 people and
operating more than 140 manufacturing facil ities and three major
research centers worldwide. The company just this year began oper
ations in its new gum manufacturing plant in Egypt, and will apply
its international OHS training and oversight system to that plant's
operations. That system is one of the most sophisticated in the
business world.

As in any complex manufacturing operation, Warner-Lambert's
OHS program involves three basic components:

Safety engineering to prevent accidents;

Industrial hygiene, i.e., the maintenance of worker health,
in the work environment;

Fire protection.
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The Corporate Safety Services Department is responsible for
determining the risks associated with any particular plant or operation
and then developing programs for protecting workers from those risks.
Warner-Lambert's policy is to rely on U.S. standards for determining
risk, but to use local standards in any situation in which the latter
are more stringent than those in the U.S.

Once the standards are set, Warner-Lambert enforces them at
local plants via two strategies. First, the company trains its own
safety coordinator from among its local staff. This individual's OHS
skills are then upgraded in the company·s own in-service training pro
gram via annual training courses and regional OHS corporate meetings.
Warner-Lambert's is one of the most intensive and comprehensive internal
OHS training programs in the world.

Second, the central Warner-Lambert safety staff is responsible
for overseeing all plant safety coordinators, and, just as importantly,
for creating within plant management a commitment to safety and to
specific training programs. Central corporate staff conducts periodic
local safety audits of the company's plants in the developing world,
whether or not the central headquarters has received any reports of
safety problems. These audits serve both to spot potential OHS problems
and to emphasize to safety coordinators and plant managers the seriousness
with which the company views worker safety and health operations.

###

6.E. HEALTH MANAGEMENT INDUSTRY

One of the fastest growing categories of multinational business
is that of health care and facilities management. The overseas revenues
of U.S. health management companies more than doubled between 1978 and
1981. 42 While, to date, the Middle East has represented a major growth
center for this industry, due mostly to the presence of oil wealth,
most such companies are beginning to expand to other markets. In
Brazil, for example, the Hospital Corporation of America operates a
Health Maintenance Organization (HMO) which covers 650,000 employees
of 1,400 private companies. 43

For the most part, the major health management companies own
or manage urban inpatient facilities in the Middle East. Where the
facilities are not privately owned, they are usually parts of a public
universal entitlement program of health care, and thus serve all in
come groups. In some cases, described below, the companies have also
been responsible for service delivery in more dififcult, remote areas.
While not involved to date in projects sponsored by development assis
tance, such companies house significant resources (technical expertise,
personnel and facility management systems, and financial analysis
capabilities) which are of relevance to the health programs of develop
ment assistance agencies and national governments in the Middle East.
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Indeed, in some private health management multinational companies
(especially those in Britain), there is a growing interest in and
experimentation with expansion into public joint-venture or technical
assistance relationships. This has been particularly demonstrated
by health services management arrangements between the health services
companies and indigenous manufacturing, construction, and natural re
sources companies in the Middle East. There is thus some overlap
between cases presented here and information in Chapter 4 of this
Report.

Case 31: UNITED MEDICAL ENTERPRISES LTD. IN ABU DHABI

United Medical Enterprises, Ltd. (UME) is a British health
management and equipment holding company, owned by a consortium of
British banking, investment and insurance corporations and the Bri
tish Government's National Enterprise Board (the majority shareholder).
The UME Group is comprised of two principal operating companies, Allied
Medical Group, Ltd. (AMG), the company's health planning and manage
ment arm, and United Medical Company International, Ltd. (UMEDCO),
the building and equipment arm.

AMG is Britain's largest health management corporation and is
involved in projects in Africa, Latin America, and Asia as well as in
the Middle East. AMG acts both as consulting firm (e.g., to develop
administrative systems for the Osman Ahmed Osman and Co. hospital in
Egypt) and as a facility management/personnel recruitment company_

While much of AMG's involvement in the latter type of operations
is in hospitals in central urban areas, it has begun to develop ex
perience in more remote, community situations. Under contract to the
Abu Dhabi National Oil Company, AMG manages and delivers services in
the company's 200-bed Ruwais Hospital, Ruwais Housing Clinic, and three
primary care clinics in outlying desert areas of Abu Dhabi. Ruwais is
approximately 15 kms. inland from Jebel Dhanna, the tanker-loading
terminal for the entire output of Abu Dhabi's oil fields. Ruwais it
self is the gas terminal where a refinery, LPG plant, and some 500
houses have been built by GASCa, the national gas company.

The hospital and clinics serve all members of the Ruwais com
munity, as well as all surrounding villages. The hospital is also
the referral center for oil field emergencies of the ADCO clinics
mentioned in Case 23 above.

The hospital and clinics specialize in the provision of medical
and surgical care for accidents and emergencies, and operate one of
the only available obstetricalJgynecological emergency units in the
area.

###
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Case 32: WHITTAKER CORPORATION IN THE YEMEN ARAB REPUBLIC

The Whittaker Corporation is a diversified corporation with
interests in life sciences, as well as in a variety of other technology
areas. Whittaker1s Life Sciences Group houses both international
and domestic programs, which functionally are involved in a variety
of businesses including management, equipment supply and facility
staffing.

The international health systems management portion of
Whittaker's business is predominantly in the Middle East, where the
company manages eight hospitals (six in Saudi Arabia, and one each
in the U.A.E. and in North Yemen) and employs 5,500 health personnel
Whittaker's management and personnel services are carried out not
in the private sector, but for public health institutions in situa
tions of national universal entitlement.

While most of Whittaker's work is in large, wealthy insti
tutions in the oil-rich states, the company's involvement in the
Yemen Arab Republic (YAR) is quite different and offers insights
into the type of role a health management firm could assume in
smaller-scale, poorer development assistance areas.

Sa'adah Governorate is the YAR's northernmost area on the
border with Saudi Arabia. It is relatively arid, compared to the
country1s central agricultural mainstays, and sparsely populated
with 3.4% of the YAR's population. In the mid-1970's, only one
hospital with 21 beds and three rural health units served the gov
ernorate's 154,000 people. In the same year, the area was estimated
to have only three physicians, one pharmacist, eleven medical assis
tants, three nurses, and three midwives.

In 1975, the Government of Saudi Arabia, attentive to its
southern border and generally close relationship with the YAR, con
structed in Sa1adah the Al-Salam Hospital as a donation to the YAR
Ministry of Health. Since the latter faced serious personnel and
equipment difficulties of its own, the hospital lay idle until 1980
when Whittaker was asked by the Saudi Ministry of Defense and Aviation
to evaluate the resources necessary to operate the facility. Based
on those recommendations, Whittaker contracted with the Saudi-Yemen
Coordination Council to open and operate the facility.

Currently the facility, nearly the only available health care
in the northern region of the YAR, is operating beyond capacity.
Its ,55 beds are usually filled and its outpatient clinics in such areas
as maternal-child care, immunization, and dentistry are seeing 800
outpatients per day, rather than the previously anticipated 250.
Whittaker has responded to this service demand by supplementing the
hospital's facilities with mobile surgical tents which it uses to
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bring outpatient and minor surgery services to the outlying areas
of the governorate. The Coordination Council has recently approved
the expansion of the hospital's primary care facilities to meet the
governorate's medical care demands.

###

6.F. INFORMATION/COMMUNICATIONS INDUSTRY

Important contributions to health systems and public health
management in the developing world are also represented by the infor
mation/communications industry, including both companies focused on
information dissemination and those focused on information processing.

The Egyptian family planning case described in Chapter 5 of
this Report is illustrative of the technical resources that a private
advertising agency can bring to bear on the education of the public
regarding a variety of health problems. In industrialized countries,
it is common for the advertising industry to become involved in public
health issues through either of two methods. Advertising firms are
often responsible for designing the communications strategies for the
public education campaigns sponsored by health products companies.
Alternatively, companies become involved in public health issues by
rendering pro bono advice to public agencies initiating public edu
cation programs on particular disease or health problems. This advice
can be given either directly or through industry organizations (e.g.,
the U.s. Advertising Council) which aggregate publ"ic agency or non-profit
organization requests for assistance and approach the appropriate member
companies for technical and resource assistance in designing and imple
menting communications strategies.

A second arm of the communications industry is that involved
in data management, processing and distribution. Many data manage
ment companies have developed a variety of information systems and
data bases used in health care facilities and public health systems
in industrialized countries to improve health system management.
Applications of these capabilities to developing country health
systems are, to date, few in number. One such application was
described in Chapter 5 for Beirut's Najjar Hospital.

Information processing companies are also moving beyond the
information needs of individual health facilities to the design of
products to serve the needs of the broader area of economic develop
ment and development aid. The data collection and distribution
products of these efforts take the form of both subscription printed
materials and computerized data retrieval systems, both of which are
designed to assist development professionals and public agencies in
tracking, cataloging, and accessing the plethora of project and pro
gram experience derived from the thousands of ongoing and completed
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development assistance projects and relevant business products
around the world. While the health sector is only a small part
of the substantive material covered by these information products,
the state-of-the-art information management tools being developed
now in this industry are examples of market responses to develop
ment assistance and public agency needs.

Case 33: CONTROL DATA CORPORATION AND THE 'DEVELOP' DATA BASE

Control Data Corporation is one of the largest computer and
information processing companies in the world. Control Data's corp
orate philosophy is also on the cutting edge of corporate involvement
with social needs. As Control Data's Chairman, William C. Norris,
recently noted, "Simply stated, corporations must use their vast
resources more efficiently by taking the initiative, in cooperation
with other sectors of society, to address major unmet needs as pro
fitable business opportunities. 1144 Control Data has followed its
own philosophy and has developed many of its product lines to meet
social needs through the marketplace. Among the company's many such
products are education tools, vocational training centers, small
business data management tools, and rural venture capital firms.

In the international arena, Control Data has designed the
computerized DEVELOP Data Base which provides subscribers with on
line access to detailed descriptions of technologies, processes,
technical networks, organizational profiles, published literature,
marketed products, and research in progress in a wide variety of
developing country economic sectors. Among those sectors are ag
riculture, education, health, industry, banking, finance, energy
and power, housing, and infrastructure. The data base allows the
user to access information of any type for any sector or combination
of sectors for persons, projects, products, laws, and literature
around the world. Control Data1s goal has been to develop a market
abl~ information and management tool which, at the same time, will
make the process of development assistance and economic and social
planning more cost-efficient and thus more effective.

###

6.G. BANKING AND FINANCE

International capital flows between developed and developing
countries have fueled economic progress for most of the last two
centuries. Of the many channels for this flow, commercial bank
lending has been particularly important for the last ten years.
Indeed, from the early sixties to the late seventies, commercial
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lending (exclusive of export credits) increased by eleven times in
real terms, swelling from one-fourteenth to one-fourth of the total
flow of capital to developing countries. 45 With the oil price in
creases of the early 1970 1s, most of that borrowing took place to
ensure the viability of development programs. 46 All major inter
national commercial banks were involved. So were most minor ones;
as banking analyst Peter Kenan has noted, during the 1970 1s, "banks
from strange p1 aces began to 1end to even stranger p1 aces. "lf7

Yet even during this period, and certainly now that growing
developing country debt has introduced more caution into the for
eign operations of commercial banks, mobiHzing that commercial
resource for specific development projects in the Middle East has
often been difficult. More difficult has been mobilizing commercial
lending for small to medium scale business undertakings, which have
neither the size to attract development assistance finance nor the
assurance of success to attract major commercial banking investment.

The experience of Egypt in this area is illustrative of the
prob1~m. The banking and financial liberalization undertaken in the
last ten years in Egypt, it was hoped, would attract foreign commer
cial banks to major investments underlying Egypt1s development plans.
Some 40-odd foreign-owned banks did indeed open up operations in
Egypt, but their emphasis quickly became not long-term investment
finance but the financing of short-term needs such as consumer imports.
The result has been renewed Egyptian Government restrictions on for
eign banks and on the foreign currency deposit market.

The problem -- and opportunity -- of foreign commercial banking
has relevance for the health sector priorities of development assis
tance. It is commercial banks which can provide the capital for
expanded private sector health product manufacture. Moreover, it is
commercial banking which may offer the financial management expertise
so often missing in health sector programs. Finally, at least one
international commercial bank initiative offers a model for more
creative thinking about the potent resource role of commercial bank
ing in the health sector.

Case 34: BARCLAYS BANK INTERNATIONAL LTD.
INTERNATIONAL DEVELOPMENT FUND

Barclays Bank International has offices and operations in 84
countries around the world, and has for many years struggled with what
is often a difference between projects which are commercially viable
and those which may be economically desirable. In the belief that a
commercial bank can contribute to bridging the gap between commercial
finance and development assistance, the Bank, in 1970, established the
Barc1ay·s Development Fund. That Fund, which now totals over b3 million,
is made up of contributions from the Bank1s after-tax profits.
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The larger part of the Fund's money is intended for "support
of practical development projects involved in increasing production
and improving services in agricultural, industrial, and commercial
projects. 1I In many cases, it is expected that as such projects move
toward commercial soundness, they will turn increasingly to ordinary
banking facilities, hopefully those of Barc1ays itself. it is poss
ible that some projects may effectively use a mixture of Development
Fund money and commercial funds from the Bank, but Development Fund
support is not conditional on a continuing relationship with the
Barc1ays Group. The Fund also supports projects which involve novel
research or training related to economic/commercial development.

Geographically, the Fund has been most active in Africa and
the Caribbean, areas with which Barc1ays has a long banking association.
Project finance from the Fund has been in amounts varying from ~l,OOO

to t5D,OOO, but the Fund has now built its resources to a point that
it is in a position to contemplate larger amounts for suitable pro
jects. Where necessary, these larger amounts may be disbursed over
a period of years.

The major financing criterion for the Fund is that projects
be those where financing on a conventional commercial basis is diffi
cult. This implies that lack of tangible security, or an irregular
or uncertain cash flow in initial project phases, will not necessarily
eliminate projects from consideration. Support for development pro
jects is favored where the Fund's initial financial contribution might
reasonably be expected to generate continuing development~ leading in
due course to a healthy cash flow and normal finance arrangements.

Financial support is tailored to suit the needs of each project
and to blend, if necessary, with other sources of finance. A mixture
of financial methods can be used. Assistance may be arranged as:
interest-bearing loans (for varying lengths of time and at varying
rates of interest); interest-free loans (for varying periods);
guarantees (to cover bank borrowings); equity (where suitable); and
grants.

The Fund naturally hopes that projects supported will prove
economically and commercially sound, but accepts the risk of failure
and financial loss.

Examples of Fund loans include:

Equity for a small holder's sugar company in Zambia;

A loan fund for on-1 endi ng to small fi rms i n ~'lal awi ;

A loan fund for on-lending to b"lind persons running farms
and small businesses in Barbados.
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While health sector projects have not been specifically sup
ported by the Fund -- and are unlikely to be supported in the near
future -- the Fund is a model for bridging commercial and development
finance which could be replicated, using both development assistance
and commercial bank funds to capitalize such banking mechanisms for
health sector lending. This option is discussed in more detail in
Chapter 12 of this Report.

###

6.H. INSURANCE

The dimensions of the insurance industry relevant to the
health sector of the developing world, and specifically the Middle
East,- are many. However, the actual involvement of the U.S. and,
to some extent, the European insurance industry, in some areas of
that market has been minimal, largely due to regulatory and finan
cial disincentives.

Since the insurance industry is so diverse, some discussion
about what it is, what it does, and how it is subdivided is in order
here. Insurance is a service industry which provides protection
against financial losses arising from unexpected events. These
losses can be:

Commercial (fire, marine, product liability insurance);

Personal injury (workmen's compensation insurance);

Life;

Personal health and disability.

Insurance is in essence a financial industry; it spreads indi
vidual risk across large numbers of people, then aggregates and invests
the individual financial payments for that risk-spreading service.
This process of protecting individuals against risk results in the
accumulation of large reservoirs of assets which, in turn, supply
significant levels of investment capital to an economy. In the U.S.,
for example, domestic life insurers supplied $34.5 billion out of a
total of $419 billion of new funds to the U.S. money and capital
markets in 1980. 48

Although the insurance industry is inherently an international
one,49 the overseas activities of most companies are extremely limited
because the industry's financial nature places it at the heart of a
country's economic concerns. It is thus highly regulated, extremely
so in the capital-poor developing world. This regulatory factor,
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combined with the poor availability in the developing world of the
statistics upon which the industry must rely for its risk decisions
and with the general difficulty in serving poorer populations, has
served as a strong disincentive to Third World involvement by the
large insurance companies around the world.

The insurance functions of specific importance to the health
sector are of four types~ property insurance, as it relates to in
vestments in health products plants and facilities; casualty insurance,
as it relates to worker compensation; life insurance; and health
insurance. The roles of indigenous insurance companies in these
services are discussed in Chapter 4. On the international corporate
side, especially in the Middle East, multinational insurers have been
involved only in the first set of activities. Property insurance
for health-product investment in the Middle East is handled by local
companies (in Egypt, by the national monopoly). Multinational com
panies are re-insurers to these businesses. The problems of stabilizing
and encouraging this sector of the insurance industry in the Middle
East are being handled within the industry itself, with considerable
help from the major London and New York brokers. Indeed, in 1978 alone,
direct insurance premiums retained in 18 Arab countries (excluding
Saudi Arabia and Lebanon) totaled $1.5 billion. 50

Workmen's compensation is handled via national social security
schemes, as described in Chapters 5 and 9 of this Report.

Setting aside for the momeht the cultural and religious barriers
to life insurance in the Middle East, this type of insurance is gener
ally publicly-held, since it can be a major aggregator of investment
capital. Egypt does not permit foreign life insurance companies;
Jordan, as of 1982, no longer issues new licenses to foreign life
insurance companies; Morocco and Tunisia have virtual government
monopolies of the industries; Lebanon as a life insurance market
is in chaos.

The use of private health insurance, either individual or group,
as a means of financing health care as well as of spreading risk and
accumulating capital, is in its infancy in the tJliddle East. No major
health insurers from the industrialized countries are major actors in
the provision of local health insurance in the region. The nature and
extent of locally-provided health insurance in the Middle East are
discussed in Chapters 4 and 5 of this Report.

Despite the lack of an international industry presence in the
Middl e East, interviews conducted with industry executives in preparation
for this Report identified a variety of ideas for insurance financing
options appropriate to the countries of the region. Industry repre
sentatives were also impressed with the potential for a development
assistance role in creating the information base and policy framework
which would provide the incentive for such private financing schemes,
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to the advantage of both the local health systems and the insurers.
As one executive noted, "Insurance is a very powerful way to push
the health system the way you want it to go. With a combined finance/
delivery system, properly constructed and driven by the financial plan,·
there is no reason the health system, even in an LDC setting, could
not both serve the middle class and save the children of the poor."

Options for such insurance activities, and opportunities for
accessing multinational corporate expertise on their design, are
discussed in the final chapters of this Report.

6.1. CONSTRUCTION AND ENGINEERING INDUSTRY

The development boom throughout much of the Middle East has
meant-a similar boom in heavy construction, power plants, infrastructure,
and housing. The MNC construction and engineering companies carrying
out that work thus are major employers in the region and thus are both
providers of a wide variety of health services and, at project1s end,
suppliers of health care facilities. In most cases, however, these
facilities are turned over not to the public health care system, but
rather to the national company operating the project at issue. They
thus remain separately-staffed and managed, and are financed outside
the national health budgets.

As compared to an investor, a construction firm is a contractor,
carrying out a piece of work for a client, usually the national govern
ment. Thus, the health care activities undertaken, and the finances
spent in their provision, must be approved by the client, resulting in
considerably less innovation on the part of the contracting firm.

In general, the same sets of health care options described for
multinational manufacturing investors apply to major construction firms.
Most contract with local private physicians or facilities to provide
health care for employees and their families. Emergency evacuation
services for serious injuries are provided via plane or helicopter
using "med-vac" contractors. If the project is two or three years in
duration, companies hire expatriate medical professionals and usually
provide their own basic medical services.

In some cases, however, the involvement of the contracted
engineering firm in health services may be less than even the above
level of activity. One company noted that it seldom hires local labor
on its projects in the region. Rather, it hires, through labor con
tractors, workers from such countries as the Philippines or Korea.
These workers usually bring their own physicians with them, thereby
eliminating the need for the central contractor to provide health
services.
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In all cases, safety standards applied in these construction
projects are those of the company's home country. A senior corporate
expert attached to the project is in charge of local safety training.
Given the relatively unskilled labor force, safety and hazard pre
vention are of great concern to the MNC's interviewed, and have
proved extremely difficult to ensure. In one instance in Africa,
an executive noted that their OHS training was as basic as educating
the labor force in the importance of wearing shoes on the job site.

Moreover, many engineering and construction companies are
increasingly concerned about environmental health and safety,
especially regarding worker exposure to dangerous chemicals, as
they become involved in rebuilding old energy plants. Methods
for protecting unskilled workers from such dangers were often
considered currently unsatisfactory.

As with their counterparts from investment industries, medical
directors of construction firms were often dissatisfied with disease
screening of workers. In construction projects the MNC usually does
not hire its own labor, but relies on a local or international labor
contractor who, in turn, is responsible for communicable disease screen
ing and normal physical examinations prior to employment. The MNC firms'
experience has been that this function does not receive the emphasis
appropriate to its importance.

Although the solutions to health services needs in construction
projects tend to be more ad hoc than in investment projects, in large
part because the MNC role is transient, cases of extensive health sys
tem involvement are present. These have often been a function of a
project's geographic isolation, the nature of the project itself
(e.g., construction of new towns), or the onset of natural disaster.

Case 3S: FLUOR CORPORATION IN ALGERIA

The Fluor Corporation is one of the largest energy drilling,
mining, engineering, and construction firms in the U.S. Fluor is
involved not only in direct energy production projects, but also in
mining, petrochemical industry development, and infrastructure pro
jects involving both community and industrial support facilities.

In Algeria, a Fluor gas-processing project is being undertaken
in the southern Sahara, an area without even the beginnings of a health
infrastructure. In this setting, Fluor began with the basics. Water
reservoirs were explored and deep wells drilled. Along with all housing
for the work camp and managers, Fluor is building a series of medical
clinics, hiring physicians and nurses, and arranging for medical supplies
and for emergency evacuation services. All health services are available
to the company's hundreds of employees and their families, as well as to
the nomadic population in the area.
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As in other Fluor projects, all health facilities are turned
over to the government client for community use at project completion.

###

Case 36: BALLAST-NEDAM IN SAUDI ARABIA

The Ballast-Nedam Groep N.V. is one of Europe's largest dredging
and construction companies. The company was one of the first foreign
contractors to undertake major construction work in Saudi Arabia -
construction in 1963 of the Al Khobar and Dammam water and sewage
systems with financing arranged by ARAMCO .

. Between 1975 and 1977, Ballast-Nedam contracted to build eleven
complete and fully-equipped towns in various areas throughout Saudi
Arabia. At work sites which were "empty areas of desert where even
fencing off a construction site was, in itself, quite a job," the com
pany had to provide accommodations and health services which not only
met basic needs but which would ensure labor satisfaction under trying
desert conditions, and thus ensure high performance.

A referral hospital was built, and a series of clinics outfitted
with X-ray facilities, pharmacies, and sophisticated laboratories.
The company drilled its own water wells and set up its own water quality
control program, later found to be a key factor in reducing absenteeism
due to i 11 nes s .

###

Case 37: DAVY MCKEE

Davy McKee Corporation is an engineering and construction firm
with extensive operations in the developing world. While the health
services provided in its construction projects vary somewhat by country
or area need, its standard approach to health services provisions is
quite comprehensive in remote project areas. Of predominant concern
is the establishment of adequate emergency services. Vaccination
programs are universally carried out, especially immunization against
communi cabl e diseases and venemous snake bite. Sewage systems and/
or sewerage treatment facilities are established for both project
site and housing/camp locations. An internal consultant or professional
dietician undertakes a nutritional survey to determine required foods
and/or food supplements, and these are made available to all employees
and their families. Where community health practices are particularly
low, the company undertakes community health education programs.
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While the availability of all of these services is normally
limited to employees and their families, the system is planned with
community emergency in mind. In 1976, for example, the Guatemala
earthquake completely cut off all supply routes to the company's
rural work site and surrounding communities. The company health
service undertook to vaccinate all employees and community members
and to supply medical care until access was again established.

In the company's experience, the most difficult health needs
for corporate programs to meet in remote areas are those of anxiety
and depression, particularly in surrounding communities. The social
and cultural dimensions of psychological problems are extremely com
plex and difficult for companies to confront. Davy McKee's most
successful option has been to open its employee recreational activities
to surrounding communities and to organize various community-project
events to establish community trust and communication.

###

6.J. A PARENTHETICAL ON PHILANTHROPY

One parenthetical is appropriate here. A great many pages
have been and will be spent in this Report emphasizing the potential
of the private sector in the Middle East on the basis of that sector's
experience, and economic and market stake in the region. The private
sector's economic ties bind many corporations, multinational and
indigenous, large and small, to the peaceful development of Middle
Eastern nations. But for the Middle East, perhaps mor~ than for many
regions of the world, the ties are much deeper. The many private
sector interviews conducted over the past year in preparation for
this Report have revealed a unique concern among private sector exec
utives with the social and broad economic development of the region
and with its peace and stability. As noted earlier in this chapter,
Middle East operations are not new to most of these corporations;
many have been involved in the area for 40 or 50 years. Those years
of close observation, of participation in the region1s triumphs and
traumas, have developed among corporate executives almost an ethos
of admiration that ties corporate concern to the region1s development
in ways that even the greatest 1evel s of current trade and investment
cannot.

For this reason, in addition to the obvious increasing pressure
of market incentives andforces in the region, development assistance
has a very clear opportunity to interest private sector executives in
development problems in the Middle East. The corporate economic/market
interest combined with long years of regional experience and concern
can leverage both market and philanthropic resources. An illustrative
case is perhaps appropriate here of how those factors have coalesced
in the past in response to, admittedly crisis, development needs.
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Case 38: THE CORPORATE RESPONSE TO LEBANON'S RECONSTRUCTION51

The response evoked by the 1982 war in Lebanon from the multi
national corporate sector is an interesting case of the intertwining
of corporate economic and philanthropic initiatives in the Middle
East.

When calm -- if not peace -- had returned to Lebanon in the
autumn of 1982, after the hostilities of the summer, corporations
with long economic ties in the region began to mobilize, singly and
in groups, to meet the country's reconstruction needs.

The major petroleum companies, whose communications systems
with the region are among the best in the world, were the first to
come forward with reconstruction contributions of finance and in-kind
materials. Among these were Amerada Hess, Arabian Petroleum Invest
ments, ARAMCO, Ashland, Conoco, Esso Middle East, Gulf Oil, Mobil,
Texaco, and Standard Oil of California.

Other individual corporations, often through explicit and
direct action of their Boards of Directors, began making reconstruction
contributions even before the fighting had ceased. Among these were
Arthur D. Little, Bechtel, Gulf & Western Industries, Fluor, Ford~

Johnson International Publishing, NCR, The Olayan Group, Pepsico,
Riggs National Bank of Washington, Western Geophysical, Westinghouse,
and Whittaker Corporation.

Soon after the 1982 invasion began, the Chairman of the Board
of Time, Inc., chaired a group of executives, chartered as the non
profit American Corporate Aid for Lebanon, Inc., to raise $2 million
for Lebanon's reconstruction from the Fortune 500 companies. Before
the guns had even cooled, they had received more than that amount in
cash and in-kind materials from 23 companies. Those contributions
were then subdivided into quarter-of-a-rnillion-dollar packages and
given to institutions with proven track records in the country, with
a primary focus on meeting the country I s health needs. The American
University of Beirut Hospital, Save The Children Fund, and the Red
Cross were major recipients.

Finally, the Lilly Endowment, the foundation arm of Eli Lilly
and Company, despite its explicit policy to focus on Indiana institu
tions, came forward with an unsolicited grant of $100,000 to the
American University of Beirut, one of the largest single grants made
for use in Lebanon.

###
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6.K. JAPANESE CORPORATE ACTIVITY

A separate section on Japanese international business activity
is included here because of its unique and distinctive nature.

There is no doubt that foreign trade has sustained the economic
well-being of Japan. The overriding need to acquire the foreign ex
change necessary to purchase vital raw materials propelled the nation
to develop a sophisticated, highly complex system of promoting foreign
trade. Because this system exists in no other nation, the way in which
governments or development assistance determines appropriate linkages
with the Japanese is dependent upon understanding the international
business institution known as "soga shosha."

Established in 19th century Japan as trading companies, soga
shosh~ have evolved into enormous institutions with extensive business
ventures, a multitude of functions, worldwide offices, and information
networks. A New York-based representative for a major soga shosha
summed up their activities by saying, "Wherever there is business,
there is a soga shosha."

Soga shosha are not only trade intermediaries, but also the
creators of trade flows. The basic rationale of soga shosha differs
from that of multinational manufacturers. They are not "user-oriented,"
but instead are "supply-demand oriented." Or, to describe their aim
in another way, the main approach of a soga shosha is to look for
problems in trade flows or industrial development and try to solve
them. Some of their activities include: investment in resources;
assistance in industrial growth; organization of industrial projects;
finance; provision of extensive information on everything from mar-
kets to weather. This multitude of activities makes them one of the
most important centers for business information in the world.

The purpose of all these activities is to stimulate trade
flows to and from Japan. Thus, they take part in every kind of
commercial transaction to ensure the continued growth of trade.

Soga shosha have an extensive network of worldwide offices
with highly trained staff, usually creamed from the top echelon of
business graduates. The six largest soga shosha each have more than
100 offices overseas. The nine largest soga shosha are:

1. Mitsubi shi
2. Mitsui
3. Marubeni
4. C. Itoh
5. Sumitomo Shoji Kaisha

6. Nissho-Iwai
7. Tomen
8. Kanematsu-Gosho
9. Nichimen

The combined sales of these companies for 1976 were $199.7 billion. 52
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Japanese trade with the Middle East totaled $15.152 billion
in 1980, representing 12% of total Japanese trade with the world. 53
The main Japanese export items include machinery, equipment, textiles,
and metals. Japan1s exports of pharmaceuticals to the Middle East
are minor. Although Ja~anese exports of pharmaceuticals worldwide
increased 8.7% in 1981,54 international sales of pharmaceuticals
account for only 3% of total Japanese drug revenues.55 Pharmaceuticals
are not a major export commodity of Japan.

Interestingly, there has been a recent shift in Japan's inter
national business strategy, a shift away from trade toward a greater
level of investment abroad. A variety of external factors prompted
Japanese business, with encouragement and support from the Government,
to begin to alter their econmic strategy. These factors range from
the protectionism reaction among industrial nations to the influx of
Japanese exports, to developing countries' international policies
for domestic processing and production of their natural resources.
Thus, investment has become the alternative to being locked out of
profitable markets and denied access to raw materials. The level
of Japanese investment overseas is clearly growing. In 1970, the
total investment was $3.6 billion; in 1978, it was $4.6 billion. 56

Soga shosha have become the leaders in this new direction.
In addition to their other business functions, soga shosha currently
have heavy investments in manufacturing and resource extraction.
They have also acquired the recent function of organizing business
investment projects, which entails developing a consortium for the
project, financing, marketing, procuring materials, and developing
local industries to support the project.

Although this new Japanese investment strategy is targeted
toward the industrial world, direct Japanese investment in the Middle
East is expected to continue to grow. There is OPEC money available
for joint and trilateral investment, and Japan's deep dependence on
imported Arab oil requires it to be receptive to investment oppor
tunities in Arab countries. In 1980, the level of Japanese investment
in the Middle East was $158 million. 57 Investments were primarily in
manufacturing, commerce, and chemical projects.

The delivery of health services or general health activities
stemming from the operations of soga shosha have yet to be determined.
Representatives of these institutions have maintained, however, that
there is not a strong likelihood that these companies will address
the social service side of their operations in any extensive way.

Yet, since the Japanese have only recently begun to invest
heavily abroad in manufacturing activities and since these capital
flows are expected to increase, new business incentives and inter
national competition for government contracts may require the Japanese
to address the health-related issues of their indigenous employees in
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a more systematic way. The potential benefits of government or
development assistance cooperation with these benefits may enhance
the health-related aspects of the investments and thereby bring
new resources to bear on the regionrs health problems.

6.L. SUMMARY

Multinationals are major actors in the provlslon of quality
health care to communities in developing countries. The wealth of
expertise, range of activities, and accumulated experience of these
corporations are too valuable to be ignored by public health admin
istrators and like-minded development assistance agencies. On the
contrary, these roles should be exploited and offered incentives
for improving and expanding the level of private health capabilities
in these countries.

As the size of their effort and expenditure on health care
indicates, MNC's feel they have a vested interest in the health and
welfare of the people who comprise both their labor pool arid a market
for their products. MNC health and safety standards are usually set
according to those of the MNC's home country, and their facilities
often expand beyond employee care into the servicing of families and
local communities. In some cases, MNC's are the only providers of
modern health care in a given region and in some countries, the .
largest and most sophisticated outpatient facilities are those set
up by MNC's. Indeed, it is a multinational company which houses
one of the most intensive internal OHS training programs in the
worl d.

In addition, the extensive role of the health products industry
in the health care systems of these countries offers development
assistance many long-range opportunities for improving the delivery
and quality control of products, and training of personnel.

Similarly, the banking, finance, and insurance industries,
although not currently major actors in the health systems of these
countries, present promising potential for involvement as investors
in health, industries, and services. The way in which development
assistance can leverage its way into these ongoing or potential
activities will be explored in Section III of this Report.
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7. THE OPEC CONNECTION

"GoveJLl1me.n.t pfunl1eJL6 an.d pJUva.te. entJte.p!l.e.I1e.uJU> [m the.
Mtddte. EMtl Me. I10W !l.e.mmcUng the.m6e.tve..6 06 aU the.
v.ny.6 m whic.h the. pote.n.t.ia.t 60!l. !l.e.giol1a1. c.oopeJLa..tiOI1
had a1.Jl.e.ady be.en. P!l.e..6en.t but hM 110t be.en. imp.te.me.n.te.d.
And 60!l. mMy AMb.6, e.c.ol1omic. uYl.-il.y .too k..6 .tike.... an.
hi.6toJUc. oppo!l.tu..rUX.y 60!l. the. AMb I1CLtiOI1 to ac;t in.
C.011C.e.U to !LaMe. the. .tivmg l.Jta.n.dMd6 06 aU 06 ill
140 rrU1..U.011 pe.op.te.." 1 Malcolm H. Kerr, University
of California, Los Angeles.

When reviewing the possible solutions for virtually any devel
opment problem in the Middle East, thoughts immediately turn to the
financial role -- current and potential -- of the oil-surplus countries
of the region. This chapter will review the nature and level of pri
vate investment and mixed private/government financing in the region,
and, to the extent available, its health sector role. Chapter 10
will include a similar discussion of the various Arab formal devel
opment assistance funds.

7.A. MAGNITUDE OF THE CAPITAL SURPLUS

At the end of 1979, the net external assets of all OPEC countries
totaled approximately $200 billion. 2 By the end of 1980, that capital
accurnulation was $343 billion. 3 To gain a sense of the magnitude of
these figures, this surplus accumulation can be compared to total
U.S. exports worldwide of $220 billion in 1980.

78% of the OPEC capital accumulation was held by Saudi Arabia,
Kuwait, Iraq, and the UAE, with another 19% by Iran, Libya, and Qatar. 4
It is estimated that between 1974 and 1980, Arab oil-surplus countries
exported $691 billion worth of resources while their imports amounted
to $225 billion. 5

The recession and consequent softening of energy demand in the
last two years have, of course, resulted in recent price declines.
Therefore, projections of the future for this capital surplus are
more conservative. Indeed, OPEC's oil output has been more than
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halved since 1979. Saudi Arabia's real oil revenues have dropped
to one-quarter of their 1980 peak. 6 Moreover, non-OPEC producers
now supply more than 50% of the free world's oi1. 7

Although projections of the stability of price reductions
and consequent earnings and capital surpluses vary, the general
assessment is that, barring both an extremely strong international
economic recovery over the next three years and an abandonment of
government and industrial conservation policies in the West (since
1978 the industrialized nations have reduced their overall oil de
mand by 20%8), continuation of these excessive accumulations is
unlikely. Indeed, ongoing commitments to such capital intensive
projects as the Jubail and Yanbu industrial areas in Saudi Arabia
will likely result in the need to begin ap~lying the existing sur
plus to internal development requirements.

7.B. INVESTING THE SURPLUS/GOVERNMENT

Of the above capital surplus in the Arab oil-surplus countries,
probably no more than 15% constitutes private sector money.l0 The
remaining 85% has been recycled by government or quasi-government
entities.

Addressing the former portion of that surplus first, the
preference of government investors has clearly been for secure,
stable investments. This has attracted government monetary author
ities to the short-term obligations of Western governments. Since
1979, the annual distribution of the government-controlled surplus
of the oil-exporting Arab countries has favored direct bank deposits
(49% of investments; of course, some of these funds find their way
back to the Middle East via commercial banking loans to non-surplus
governments); ~overnment securities (fluctuating between 8% and 15%
of investments), mostly in the U.S., U.K., Germany, and Japan; port
folio and direct investment in OECD countries (between 19% and 24%);
and loans to the International Monetary Fund and The World Bank
(between 3% and 6%). Direct loans to Arab and other developing
countries have represented only between 12% and 16% of government
surplus capital flows. 11

This pattern has satisfied the conservative investment ten
dencies of the national bankers responsible for investment portfolios.
It has also put large portions of capital out of the reach of regional
development projects. Moreover, it has yielded an average rate of
return on official assets of only 7.5% between 1974 and 1980. 12

Given that poor earnings performance, the likely slowdown in
capital accumulation due to price and production declines, and the
governments' desire to develop alternative sources of food and manu
factured goods, banking and finance leaders in the region are beginning
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to recommend adjustment in that portfolio pattern~ They suggest
keeping only 40% of assets in financial instruments and seeking higher
rates of return via direct corporate investment. Indeed, the banking
manager for the Industrial Bank of Kuwait has recommended that 70%
of its direct investment be placed in projects in Arab and Third World
nations that guarantee the investments against nationalization.13

Within the portion of public capital which has not been
invested in financial instruments, and has been used in Arab and
other developing countries, the tendency has been to carry out
investments either via multilateral Arab organizations or via
quasi-governmental investment companies. In either case, however,
the overriding concern continues to be monetary stability and pro
tection against inflation and monetary devaluation. 14

Multilateral Channels: Multilateral institutions have been
modeled, to some extent, on the International Finance Corporation
arm of The World Bank. For example, the Arab Investment Company
(TAlC) was founded in 1972 as a joint stock company to help fund
Arab development. It is capitalized at $290.5 million, has assets
of $500 million and is owned by 15 Arab countries (Kuwait, Saudi
Arabia, and the UAE are the largest contributors at $45 million
each). The company must earn a commercial return (a $21 million
profit in 1980 has been its highest), and its goals is to stimu-
late private sector development under the "triangular investment"
strategy (Arab capital plus Western technology plus local resources).
Since 1975, TAlC has disbursed over $150 million in loans and has
taken up over $100 mill "ion in equity. More than half of its port
folio is in the private sector. Loans range from $5 million to
$30 million, with a preference for small to medium-sized projects.
Although agri-business has been a major recipient, TAlC has also
been involved in insurance, banking, and service industries. While
the health sector, either in its manufacturing or in its service
provision aspects, has not been a project area, the creative potential
for such investments may be quite real, as evidenced by the precedent
of the Kuwait Real Estate Investment Consortium case described below.

Quasi-Government Channels: The vehicles for much direct oil
surplus government investment in the Arab world and other developing
countries have been quasi-government investment institutions within
individual countries. These organizations, while not technically
government agencies, trace a majori.ty of their capital back to gov
ernment monetary authorities. However, these institutions take
joint-venture equity positions in development projects, with both
public and private partners. The focus of these projects has gener
ally been in the housing, real estate, and tourism industries. The
investment institutions normally seek a commercial return on the
investment, although their public/government partners may be (and
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sometimes have been) more concerned with political impact. The
resultant near incompatibil ity of objectives has put more than one
such joint venture at risk. 15

Case 39: THE KUWAIT REAL ESTATE INVESTMENT CONSORTIUM
AND THE TAWFIQ CLINIC, TUNISIA

Essentially a joint venture between private sector agencies
and individuals, the Tawfiq Clinic in Tunis was conceived to provide
"state-of-the-art" health services in the private health sector in
Tunisia. The diversity of participants in the $6.3 million invest
ment is a classic example of why it is difficult to classify such
public/private sector projects in the region.

The idea for the clinic was originally developed by a group
of private Tunisian physicians. The financial package needed to
build, equip, and operate the clinic is 70% held by non-Tunisian
oil-surplus investors (government, development assistance, and
individual); 20% by the Kuwait Real Estate Investment Consortium;
30% by the Islamic Development Bank; and 20% by the Saudi Arabian
business investor, Salah Kamel. The remaining 30% is Tunisian-held~

with an equally diverse set of investors: both public and private,
Tunisian banks as well as individuals, the latter mostly physicians.
Moreover, the multinational corporate connection is also present in
the deal, with Britain's International Hospitals Group Ltd. providing
the technical and managerial project assessment for the investors.

###

7.C. INVESTING THE SURPLUS/PRIVATE INVESTORS

As regards the 15% of surplus capital (some $50 billion) in
private hands, investment interests and activities are extremely
diverse. In general, however, it can be said that most investment
of this type is undertaken outside of the Arab world Egypt has
been the main recipient of private Arab investment within the Middle
East, and that largely in tourism and construction projects. Over
all the investment pattern is conservative, although the "new money"
(private individuals whose wealth stems from recent boom years, as
compared to the "old money" of royalty) is more entrepreneurial.l6

The primary areas of private investment focus outside of the
Middle East have been, in order of priority, bank deposits and their
financial instruments, real estate, and the short-term bond market.
Recently, there has been greater interest in stocks, particularly
those of electronics and petrochemicals companies, and, interestingly,
the pharmaceutical and health care industry.17
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Geographically, this investment interest has focused on
Germany, the U.S., and the U.K. New markets, such as Japan, Brazil,
Argentina, Peru, Indonesia, and Malaysia, however, have increasingly
become sites of private Arab investment.

The actors on the private investment scene are many and
varied. Most are royalty, former government officials, business
men who made their wealth via the trading boom, or bankers. The
involvement of royal personages in regional investment and health
systems is widespread. Although not from an OPEC country per se,
the activities of Oman's Sultan Qaboos Ibn Sa'id are typical of
the quiet, behind-the-scenes roles of Arab royalty in regional
health development.

Case 40: QUEEN ALIA HEART INSTITUTE, JORDAN

In April 1983, while on a state visit to Jordan, Sultan Qaboos
Ibn Sa'id of Oman joined Jordan's King Hussein in inaugurating the
Queen Alia Heart Institute and the Royal Rehabilitation Center of
the King Hussein Medical Center in Amman. The 100-bed Heart Institute
was a personal gift from Sultan Qaboos to Jordan and was built at a
cost of $19.6 million.

Since its opening in March of 1982, the Institute has provided
services to 12,000 persons and has become the major heart center for
the region. Opened earlier this year, the affiliated Royal Rehabili
tation Center serves the needs of the physically handicapped. Built
at a cost of $25.2 million, the 147-bed facility, which was not
externally financed, includes a burn treatment uriit, as well as de
partments for orthopedic, prosthetic and psycho-therapeutic treatment.

###

Interestingly, perhaps especially so for the health sector,
some of the region's wealthiest, most powerful private investors are
women. The most important of them is Sheikha Badria al-Saudi al-Sabah,
a member of the Kuwaiti royal family and an officer and controlling
owner of a variety of investment groups with interests ranging from
precious metals to French steel mills. Three other Kuwaiti business
women are among the 66 Arab millionaire members of the Sharjah Group,
which has assets of over $400 million and is the most active of such
companies, investing nearly totally in the Arab world.

While the presence of private Arab capital in health systems
in the Middle East per se may be small, experience with and sensi
tivity to health sector opportunities is beginning to build. Indeed,
in the last two years, there have been two examples of major Arab
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private investment in health care prOV1Slon outside the Middle East,
both in Britain. Both have focused on the provision of quality
services outside Britain's National Health Services system for prices
just below those of the country's teaching hospitals.

7. D. SUMMARY

In sum, then, the role of investment in Middle East health
by the various channels of oil-surplus Arab countries has been a
fairly small one. Expanding that role, given the impact that oil
price and economic factors will have on asset growth, may prove
difficult. However, precedents for such investment do exist, both
in the Middle East and in the West. This is particularly so for
the multilateral investment institutions and for individual private
ent repreneurs .

Despite these precedents, however, the development sector
will have to do more than sit back and wait for its project phone
to ring. Appropriate projects in the health sector will need to
be viewed and marketed as productive, secure investments with poten
tial for furthering regional economic cohesion and establishing
regional self-sufficiency in basic health care products and services.
Making that point, even within solely private investment schemes out
side the health sector, has proved difficult. 18 Successfully mixing
public finance with private investment and development assistance,
and placing its focus on the health sector, will be a long and com-
plex process. In short, turning past experience into future opportunity
is likely to require considerable effort and an entrepreneurial spirit
on the part of development assistance officials.
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8. IMPACT OF DEVELOPED COUNTRY POLICIES

B.A. INTRODUCTION

So as not to lose perspective, one must remain aware that
development assistance or other public efforts to foster the growth
of private health roles or resources in the Middle East may be im
peded by barriers that have neither to do with any lack of resources
or skills available in the region, nor with any incompatibility be
tween private motive and public/government health goals, nor with
any lack of interest or willingness on the part of development assis
tance to act as a catalyst for these private partnerships. Rather,
these barriers may exist as a result of the government policies or
regulatory structures of industrialized countries that exist to serve
their own domestic economic goals. As a spinoff effect, these policies
may also serve to create disincentives to multinational corporate or
indigenous health-related investments and research of potential benefit
in the developing world.

Examples of the effects of domestic policy on international
trade and investment in the Third World are many. The point of this
chapter is not to develop a dissertation on that issue, but rather
to provide two illustrations of this barriers/incentives relationship
between developed country policy and private roles in the developing
world. In many cases, the barriers raised by these policies cannot be
resolved by the corporations involved, by LDC governments or by devel
opment assistance professionals. However, it is hoped that the two
illustrations which follow will keep the health and development pro
fessional attuned to the potential barriers to expanded private roles
which, although outside his/her own realm of responsibility, may
affect the way in which private executives evaluate public oppor
tunities for cooperation. Forewarned about the complexity of the
policy environment within which private corporations must make de
cisions in their foreign operations, the public sector professionals
may be able to design more effective approaches to potential private
corporate partners headquartered in the industrialized world.
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8.B. TAX DISINCENTIVES TO FOREIGN INVESTMENT

In order to avoid inflicting double taxation on a firm that
is incorporated in America but operating abroad, the U.S. Government
grants foreign tax credits for the full amount of the tax paid by
a multinational corporate branch to its host government. If this
amount is greater than the normal U.S. tax, no payment to the U.S.
Government is required. If, as is more often the case in developing
countries, the tax paid to the foreign government is less than what
would correspond to the U.S. rate, the firm pays the difference to
the U.S. Treasury. The lower the tax rate in the host country, the
greater the sum received by the U.S. Government. The effect of this
pol icy is to partially neutral ize any tax incentives put in place
by LDC governments attempting to attract foreign investment, since
whatever money is foregone by the LDC government is paid to the
U.S.l

In the 1950 l s and early 1960·s, treaties which included "tax
sparing" provisions were negotiated between the U.S. and several
developing countries. These provisions would have conferred credits
on the full amount of tax that would have been paid to a foreign
government in the absence of a tax incentive program. However,
these treaties were never ratified by the U.S. Senate. Other treat
ies are today in various stages of negotiation, but their conclusion
is thought to ~e unlikely due to current economic conditions in the
United States. It should be noted that most other industrialized
countri es have II increasingly wider networks of treaties with devel
opi ng countri es, II in contrast to the Ameri can exampl e. 3 (European
countries, however, are stricter in their co trol of foreign ex
change. 4)

On the other hand, some tax prOV1Slons in industrialized
countries actually encourage the retention of corporate profits in
the foreign host country. One provision on the U.S. books known
as "deferral" grants a waiver on income earned abroad by foreign
subsidiaries (as opposed to foreign branches) of U.S. companies
until that income is sent home in the form of dividends to stock
holders. In cases where the foreign tax rate is lower than the U.S.
rate, the repatriation of profits is discouraged and reinvestment
abroad encouraged.

Given the employment impact of these provisions in the U.S.,
there are periodic calls for elimination of deferral. Should deferral
be repealed, the effect on U.S. MNC's in developing countries would
be serious. It was estimated in 1977 that the average effective tax
burden on both the distributed and undistributed (i.e., eligible for
deferral) income of foreign subsidiaries was 41%, com~ared to the
48% U.S. statutory tax rate (reduced to 46% in 1979).5 While many
developed countries have already adopted treaties with "tax-sparing"
provisions (e.g., Canada, Denmark, Finland, West Germany, Italy, Japan,
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Norway, Sweden, and the U.K.), with no tax-sparing policy of its
own in the U.S., the repeal of deferral could put U.S. multinationals
at a serious disadvantage vis-a-vis their international competitors
in host countries.

An example of the application of this problem as an investment
barrier can be seen in Tunisia. The double taxation issue involves
a conflict of views between the U.S. and the Government of Tunisia
on the taxation of U.S. companies expatriating income from joint
venture or wholly-owned operations in Tunisia. Tunisian law govern
ing foreign investment exempts corporate income from taxation for
periods of up to 20 years. Tunisia will not allow U.S. companies to
take advantage of these investment incentives because income earned
in Tunisia, but not taxed in Tunisia, will be taxed in the U.S. when
expatriated. Tunisia's position is that U.S. taxation of this income
is a real cost to Tunisia. Therefore, the Tunisian position is that
Tunisia should also tax this income, the source of which is Tunisia.
At this time there appears to be no prospect for resolution of this
issue. Although, in any case, a large U.S. investment flow to Tunisia
is not foreseen, this issue could remain one of the stumbling blocks
to U.S. investment in that country.

8.C. REGULATORY DISINCENTIVES TO THE DEVELOPMENT OF
TROPICAL DISEASE PHARMACEUTICALS

In many ways, the regulatory environment in a more developed
country, such as the U.S., is inseparable from the availabil ity of
a drug therapy for a disease in the developing world. To the extent
that this environment discourages either general drug R&D or the
structures and data needed to support tropical diseases research,
developing world drug availability is impaired.

As Pedro Cuatrecasas of the Burroughs Well come Company, long
involved in research and development programs which address developing
country di seases, has poi nted out, liThe resou rces and requi rements
for discovering drugs for diseases of developing countries are ...
inseparable from those of drug discovery in general .... New therapies
for parasitic diseases, for example, are as likely to result from a
program initially directed to the discovery of an antimetabolite, or
antibacterial, or even an anti-hypertensive as from a deliberate,
rational program for a specific parasitic disease .... (Thus) If
American industry is to contribute, it must do so within the same
framework of ... regulatory ... constraints that restrict all of its
other~ current innovative pursuits .... This is the extreme paradox
of today: at a time when the potentials of science and technology
are at their greatest, so are the man-made restrictions, disincentives,
frustrations and discouragements." 6
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Some innovations have come into force since Cuatrecasas'
1979 remarks to address regulatory barriers affecting drug research
and development. Early in 1983, for example, the U.S. Congress
passed the Orphan Drug Law allowing a total deduction of 73% from
expenses for clinical testing related to finding a cure for diseases
with a low incidence among Americans. In addition, the law provides
for federal grants of up to $4 mill ion for small er companies and
individual researchers working on such diseases. While not specif
ically targeted at resolving developing world health problems, the
Law's definitions would appear to cover most tropical diseases.
Appearances, however, can be deceiving. Ih May of 1983, questions
regarding the potential for application of the Act to tropical dis
eases remained. In developing interim guidelines for the Act, the
U.S. Food and Drug Administration noted that it had considered whether
infectious diseases widely prevalent in the developing world would
be considered "orphans" under the U.S. Act. The results were mixed:
"We have ...decided to apply the provisions judiciously. Whereas a
firm would have no trouble establishing that it could not recoup its
development and distribution costs from sales in the U.S. of an exotic
antiparasitic drug, it is readily apparent that such a drug can be
quite profitable when there is a potential worldwide population of
millions. In order not to, in essence, subvert the Act, we have de
cided not to designate such a drug an orphan unless a reasonable
number of U.S. patients will benefit, e.g., 500 or more per year." 7

Thus, even though many developed country regulatory structures
are beginning to encourage rather than inhibit new drug research and
development, specific application to many diseases of the developing
world remains a problem. Furthermore, there are specific regulatory
inhibitions (e.g., in the U.S., the difficulty of using clinical
trial data from foreign sites in support of drug applications) which
add another layer of regulatory barriers to private corporate involve
ment in Third World diseases. These barriers remain despite the fact
that it is the corporate world which houses the most cost-effective
drug R&D and production capability.

Finally, regulatory dictates in the developed world can affect
the cost-efficiency of the relations of development assistance itself
with the private sector. A case in point is the inability of the U.S.
development agency to procure oral rehydration sales (DRS) from manu
facturers abroad, themselves supported by UNICEF, because of the U.S.
regulatory inability to decide if DRS is a food or a drug. Given that
indecision, warning labeling was required, to adhere to U.S. law if the
DRS were procured by a U.S. agency. Yet, operating under different
regulatory structures, foreign manufacturers did not include the neces
sary labeling. Thus, the development agency was forced to finance an
entirely new DRS production operation within the U.S., with appropriate
labeling, so that the product could be procured for U.S.-supported
programs. All this when DRS itself is a simple mixture of salt, sugar,
potassium, and sodium bicarbonate.
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9. NATIONAL GOVERNMENT POLICY

"I& I c.on..6-idvz. the. C.OI1.6 e.que.n.c.e..6 0& a c.on..t.in.u.-in.g £.a..c.k. 0&
bu..6ine..6.6-govenn.me.n.t c.ommu.n.-ic.ation. an.d c.oopvz.a.t-ion. -- 0&
a c.Ungmg to .6tvz.e.otyp-ic.al a..:t:taude..6 wh-ic.h bUnd u..6 to
oppoJd.u.n.-it-ie..6 non de.vuopme.n.t -- I c.a.n. .6e.e. the.M. c.on..6e.
quenc.e..6 c.le.a.Jr.i.y a..6 cUJ.,a..6UOu..6. Pove.Jz.ty -i.6 the. ene.my! "1
Daniel Parker, Former Chairman, Parker Pen Company.

9.A. INTRODUCTION

The practical viability of any private sector strategy or
initiative -- multinational or indigenous -- is fundamentally af
fected by a wide range of policies of the host national government.
This is no less so on matters relating to the health sector. Every
thing from exchange rate policies to project review policies to
service or product pricing regulations can affect, directly or
indirectly, a private sector decision to become involved with or
to expand in a given economy.

A full country-by-country treatment of the entire web of
national policy which provides incentives and barriers to private
roles in the Middle East is beyond the scope of this Report. This
chapter will focus on national government policies with immediate
impact on private health industries or providers. It is within
this policy context that development assistance and private actors
will need to analyze their own potential roles and recommend, as
needed, policy revision. The policy areas covered in this chapter
are:

Private provision of health services;

Private investment in health products manufacture;

Occupational health and safety;

Patent protection.
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9.B. PRIVATE PROVISION OF SERVICES

As has been described in Chapter 5 the private prOV1Slon of
health services is permitted in all Middle East countries of special
focus in this Report. In few instances, however, are incentives for
expansion of these services deliberately provided by the government.
Rather, government policy and regulations usually focus on the structure
and level of fees charged for private services. There is only limited
policy or regulatory oversight of quality in the private sector.

Lebanon: In Lebanon the policy incentives to private sector
health provlslon and expansion have largely been the absence of both
private sector regulation and public sector delivery systems. Indeed,
the lack of close public management of its relationship with private
providers, who are contracted to deliver many services, has created
significant financial problems for the national public health budget.
Public payments for these contracted services have often forced the
national health budget into deficit. Without improved fiscal control,
or new reimbursement procedures, the Ministry of Health will continue
to face an uncontrolled hemorrhage of its funds into blanket support
of private services with users bearing little of the financial burden.

Faced with this situation, Lebanon's public policy is beginning
to shift toward more -- some would say too much more -- public authority
in the health sector. The Ministry of Health is beginning to assume
responsibility not only for the quality and, as necessary, reimbursement
financing of health services, but also for the actual delivery of those
services. Among the key premises in the Ministry of Health1s post-war
policy development is that lithe State is conmitted to provide personal
and non-personal, curative and preventive, promotive and rehabilitative
health services to the Lebanese population -- irrespective of one's
ability to pay for such services ... " The recently developed organiza
tional model for the Ministry "assumes and promotes the concept that
the new and reorganized Ministry of Health ... is the primary and most
important manager of health services in Lebanon and has the greatest
authority and responsibility in the health care delivery system.... "2
Opportunity for a "partnershi p" with the private sector is left open. 3
However, based on a painful memory of private service reimbursement
problems and of a system spinning out of control during eight years of
war, the current public policy preference in Lebanon is to emphasize
greater public regulation of private health services and expansion of
active public service provision.

Jordan: Of the three focus countries with a history of private
sector regulation, Jordan is on the most liberal end of the scale.
While ceilings for both personnel and facility fees have been established,
there is little additional government interference in private service
delivery. Indeed, many senior public health managers are former private
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practitioners and view Jordan's health needs largely in private sector
tenns. While unlikely to abandon the delivery of some health services
in the public sector, the Jordanian Government remains supportive of
private sector service provision. The exception in Jordan, of course,
is health services provision for Palestinian refugees, most of which is,
and is likely to remain, in public or United Nations hands.

One of the key issues outstanding in government policy is that
of finance. As noted in Chapter 4, the health insurance system in
Jordan, is currently under evaluation. A proposed comprehensive medical
insurance scheme has been designed which would allow for medical
coverage of all citizens, a system of pre-financing, and a cooperative
mix among public and private health care providers in an independent
insurance scheme. This approach to utilizing private providers would
be one of the first in the Middle East.

19.YP.!: In the middle of the policy spectrum is Egypt, which
continues to require service in the public system for all health
personnel in the country, but which has instituted new policies allowing
those public personnel assigned to rural posts also to engage in limited
private practices. This experimentation with active encouragement of
private sector roles derives both from the Government's limited financing
capabilities in the health sector, and thus de facto limited services, and
from increased demand and ability to pay for private services on the part
of Egypt's rising urban commercial and agricultural middle classes.

This initial policy experiment with private sector delivery of
health services as a complement to hard-pressed public institutions is,
however, only the first of several internal policy decisions Egypt faces
in its private sector relations. Currently, the Egyptian pUblic health
system is, to a large degree, horizontally integrated, trying to be all
things to all people at all points in the health delivery chain, from
personnel training to health product provision, from illness diagnosis
to treatment to prevention. The Government has yet to determine in
which types of services it wishes to maximize or expand existing private
roles. However, such a comprehensive view of the desired public-private
interface is essential for the development of policies which will
promote long-range incentives for the private sector. After years of
public delivery dominance in national health policy, Egypt will need to
develop clear, consistent policy signals to the private sector if the
actions of the latter are to be channeled to serve both private goals
and public needs.

Among the service delivery areas requiring policy attention are:

The coordination of facility and personnel planning and
location with private sector investment plans;
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Review of salary and allowance systems for public sector,
mixed public-private, and private sector personnel;

Development of capacity-to-pay criteria and evaluation
systems, both as regards service provision to the truly
indigent and as regards controlled-cost systems for
public and private rural systems;

Review and specification of the public service require
ments for health personnel;

Development of incentives for financing schemes to
broaden the income-group coverage of private facilities.

In addition to its own internal dynamics, the Egyptian health
system faces private sector policy decisions created by the flow of
external capital into the system. The desire to provide an alternative
to European health services has attracted significant levels of Arab
capital to Egypt to develop private centers of care. While the Govern
ment has not determined how, if at all, these new investments can be
given incentives, or otherwise be used, by the public sector to serve
other than wealthy patrons, Government officials are not unaware of the
level of financial and technical investments represented by these new
institutions and their potential for helping to meet the nation's health
care needs.

Changes in government insurance policy might be the beginnings
of an answer to the problem of expanding the catchment area and clientele
of private facilities. As described in Chapters 4 and 5, currently'
health insurance is virtually a government monopoly. Nevertheless, ad
hoc "insurance" arrangements, similar to Health Maintenance Organizations,
are 3pringing up in even the middle class neighborhoods of Cairo. These
arrangements charge an annual membership fee, pool these finances, and
hire a physician to provide, for a set payment, all services required
by members. By establishing stable membership and spreading utilization
risk across the user group, the individual costs of health services can
be reduced. Such arrangements remain ad hoc, however. Requests for
formal approval of similar schemes for private facilities have not been
resolved. Government policy in this area has yet to be developed, and
immediate opportunities exist for development assistance technical support
to the Government to determine its financing alternatives.

Thus, Egyptian Government policy on private service provision has
begun to shift from strict regulation to positive reinforcement. The
need now is for comprehensive policy evaluation and design to ensure
that the health system which ultimately evolves from this internal pro
cess satisfies both private and public needs.
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Tunisia: Private service delivery in Tunisia remains a
separate and autonomous stream of activity, largely outside the
public health system. With the exception of fee regulation, set
out in Chapter 5, the Tunisian Ministry of Health seldom concerns
itself with private service delivery. Standards of quality and
service provision for private medical facilities and personnel are
set out in a variety of national laws,4 but, as with most regulatory
structures, enforcement is sporadic. The distinct public planning
emphasis is on the expansion of the public delivery system.

On the other hand, as Chapter 5 has described, the Tunisian
private sector is not only an increasingly significant financial
and service provider force, but-is also itself facing a set of
distribution and financing problems which mirror the problems and
priorities of the public sector. The Tunisian Government has recent
experience in taking advantage of these private sector roles and
concerns, specifically in developing incentives to expand private
pharmacy services. Two other immediate opportunities are present
for the creation of additional incentives which respond both to
Ministerial concerns and to private sector priorities.

One of the Ministry of Health's prime public concerns is the
mal distribution of health personnel and facilities in the country.
Balancing the dominance of Tunis with other geographic poles of
medical/health system growth is a chief goal of public sector policy.
To date, however, this goal has not taken cognizance of the fact that
maldistribution is also a primary concern of the private medical and
pharmacists' associations. As the private Tunis health care market
becomes saturated with services, private sector leaders are searching
for ways to move private practices out of central Tunis to other urban
and semi-urban areas. Thus, instead of (or, in addition to) the current
focus on public investments to solve the distribution problem, Tunisian
policy-makers have a unique opportunity to develop incentives packages
to encourage the private sector to reach out to underserviced areas
with the concurrence and perhaps even cooperation of private sector
leadership. For example, financing systems could be developed to
reimburse private sector delivery of certain types of services to
the general population, with reimbursement differentials for under
served regions. Alternatively, a health sector equivalent of an
agricultural development bank could be established which would provide
soft loans (with low interest rates, long maturity, and a repayment
grace period) to private physicians to finance start-up costs of pri
vate practices, if such practices were located and operated for at
least ten years outside Tunis. (Chapter 11 describes this option in
more detail.) Another possibility would be for the Government to
leverage its resources by co-financing with private investors the
establishment of private or mixed-service health facilities, if these
were located in the Ministry's target provinces, with provision for
either partner to offer to buy the other out when the facility becomes
sufficiently well-established.
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The second area in which publ ic pol icy and private providers
share concern is service finance. The Government is already on record
as favoring increases in the level and coverage of hospital service
charges in public sector facilities, with adequate protection for the
truly indigent,5 in order to meet increased service costs. Encouraging
the private insurance system to expand and thus more efficiently spread
service risks at reasonable rates would provide a partial answer to the
payment dilemma that such service fee increases create for the Govern
ment. Thus, a public finance problem would be submitted for at least
partial resolution to private, market mechanisms.

9.C. PRIVATE INVESTMENT IN HEALTH PRODUCTS INDUSTRIES

Chapter 3 of this Report emphasized the degree to which all four
focus countries have begun to search for private investment to help
finance economic development. The degree to which those policies extend
to the local manufacture of pharmaceuticals and other health products,
however, varies considerably among the countries.

Lebanon: Once again, Lebanon's policy is the most laissez-faire
of the four focus countries. While Lebanon is not a major manufacturer
or packaging site for health products, both private multinational and
private local investment in such products is welcomed. Even with current
public policy concern over product quality and counterfeiting, there has
been no indication that the resolution of those problems will imply
government assumption of the means of production.

Lebanon's public pol"icy in the area of health products is also
notable for its lack of drug quality review or enforcement mechanics or,
to date, for its lack of any national pharmacopeia. The manufacturer of
a product is responsib"1 e for provi di ng proof of drug safety and effective
ness via use of a Ministry of Health questionnaire. If Government policy
regarding pharmaceuticals is likely to be strengthened in any area, it is
this one regarding product quality. The Ministry's Task Force on
Pharmaceuticals is of the general consensus that manufacturer self
regulation on this issue is insufficient and that a government or
independent institution should be established to take responsibility
on this issue. At present, however, the public sector has available
neither adequate personnel nor a non-interested institution to implement
any policy change.

Jordan: The Jordanian Government's health products policy has
emphasized and attempted to aid the growth of domestic production of
pharmaceuticals and medical supplies, albeit for local rather than
multinational business. The Government's goal is to have local companies
supply over 40% of both public and private pharmaceutical needs by the
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mid-1980·s. Indeed an asplrln and paracetamol production project is
among the 41 industry profiles compiled by the National Planning Council
for priority investment implementation. 6

Despite these supportive policies, the Government has not fully
opened the health products industry to expanded private investment.
Although two of the four firms in Jordan are privately-held, they are
subject to Jordanian law which requires that privately-held companies
limit capitalization to no more than JD 500,000 ($1.4 million) and 50
employees. This seriously inhibits production or product line expansion
for these companies.

Moreover, as described in Chapter 4, Jordanian companies import
all of their basic compounds and thus their costs are tied to the inter
national chemicals market. However, they are given little pricing
advantage in government tenders for pharmaceutical products and so have
difficulty competing with Jordan's major foreign suppliers. Limitations
on product lines and capital investment, as well as existing government
procurement policies mean that domestic companies increasingly compete
with one another, not outside firms. for a limited market share.

The most important policy incentives available to Jordan to
encourage private roles in drug and medical supply production. therefore.
are those which would allow greater amounts of capital into the privately
held companies or those which would allow joint ventures with larger,
multinational corporations. The result of either effort would be the
expansion of both product lines (to meet a greater percentage of
Jordanian needs) and production levels. Economies of scale might then
be achieved, thereby lowering unit costs and making locally-produced
products more competitive in public tenders. This combination of product
line diversification and lowered costs might then help to break the
cycle of purely domestic firm competition on public tenders.

Egypt: Errerging from a period of publ ic sector monopoly over
health products manufacture, Egypt now actively encourages both multi
national and domestic investment in both the pharmaceutical and medical
supply industries, either as wholly-owned private companies or as joint
ventures with existing public companies. The opportunities for specific
investments in the health sector, as well as the limitations of those
opportunities, are described in detail elsewhere.?

In terms of government health policy impact, the most important
policy implications for health products investments have to do not with
the investment itself (which is handled by the Ministries of Industry and
Finance) but with the distribution and pricing of the product manufactured.
In these areas, Egyptian policy is one of stringent regulation, and has
changed little despite the advent of Public Law 43 and the liberalization
of private investment.
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For example, the prices of pharmaceuticals are closely regulated.
While prices for many essential drugs are pegged (often at mid-1960's
levels, with one 30% across-the-board increase in 1973 which returned
most drugs only to their 1961 price levels), raw materials and
production costs have skyrocketed. As a result, even public sector
companies would require a 20% to 30% across-the-board price increase to
restore profitability.8 Indeed, in 1981 public sector phannaceutical
and medical supply companies failed to make a profit9 and the Government
stepped forward to fill the gap in their balance sheets with a subsidy of
LE 13 million. lO In a further effort to cut production costs, customs
duties of 5% to 10% for the pharmaceutical industry raw materials were
eliminated in late 1982. Exemptions apply to products or articles which
represent 90% of the ingredients generally imported for pharmaceutical
production. 11

These stringent pricing policies create not only significant
disincentives for private drug investment, but also, therefore, a serious
problem in meeting Egypt's drug demand. Taken together, Egyptian Govern
ment subsidies on basic goods, including subsidies directly on drugs and
to the pharmaceutical industry, are estimated to total at least 11% of
gross domestic product. 12 Until significant alterations are made in
Egypt's approach to pharmaceutical pricing, the health sector contribution
to this national drain will continue and will probably grow larger. At
this point, such alterations appear to be unlikely.

Tunisia: Of the four focus countries, Tunisia1s approach to
health products investment continues to be the most centralized. Indeed,
little of the country·s recent overture to private investment appears to
apply to an expansion of private investment in health products either for
export or for the domestic market. This will probably continue to be the
case in the near term, since the Ministry of Health is not represented on
any of the major private investment commissions or investment review
councils in Tunisia, although both the agricultural and housing ministries
are usually represented. 13

Tunisia's health products and investment policy revolves around
the Central Pharmacy, which holds a monopoly on pharmaceuticals and
basic chemicals imports and also operates a drug manufacturing plant.
While other companies are permitted to formulate and package drugs, they
are not permitted to import either basic ingredients or bulk drugs. This
role is held solely by the Central Pharmacy. Moreover, the Government1s
view is that any new [tlarmaceutical companies must complement one another
rather than compete. 14 Therefore, private investors also face regulation
of their product lines.

Another key thrust of Tunisian policy regarding health products
manufacture emphasizes regional integration of pharmaceuticals production
and purchasing. A joint structure -- Comite Mixte d'Achat en Commun
(CMAC) -- was established with Algeria in 1980 for the joint purchase of
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drugs and raw materials. CMAC is also planning to establish a joint
production plant to meet Algerian and Tunisian needs and to compete
in the regional rna rket.

Thus, while private sector health products industry investments
are not at all ruled out by Tunisian health policy, centralized control
over chemical inputs and product lines, reluctance to grant royalties
or patents (see below), and emphasis on the priority of regional
development for the industry all work to limit the expansion of private
roles in this industrial sector.

9.0. OCCUPATIONAL HEALTH AND SAFETY

Most countries in the Middle East are parties to the major inter
national conventions regarding occupational health and safety (OHS) and
have enacted legislation to specify implementation procedures for those
standards. Enforcement is usually another matter for at least three
reasons.

As in so many other technical fields, most countries in the
region lack trained OHS personnel, both within local private companies and
within public inspection agencies. Most local companies and agencies
rely on general paramedical and auxiliary medical personnel whose skills
are not sufficiently specific to recognize OHS problems before they
become crises. The exceptions to this pattern usually are the personnel
working in multinational corporate investments, in large part because of
availability of special training and support programs in these larger
corporat ions.

Second, OHS equipment is expensive and usually only available if
imported. For many indigenous or public companies, this effectively
rules out any major OHS programs, whatever the public policy, because the
requisite foreign exchange is either unavailable or allocated to other
priorities.

Finally, OHS legislation and policy generally is spread out
across a variety of government agencies including Ministries of Health,
Labor, Industry and Interior. The result is that enforcement responsi
bility becomes too dispersed to be effective. Moreover, OHS legislation
and policy is normally developed solely by public agencies without private
sector input or consultation. As a result, there develops a natural
antagonism between public regulators and private business over OHS issues.

Three examples of the OHS regulations, loci of responsibility and
enforcement barriers in Middle East countries will illustrate regional
OHS policies and problems.
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Egypt: Employment Law No. 173/1981 is the OHS legislation appli
cable to all employment conditions except private domestic services or
small family enterprises. A special committee comprised of local repre
sentatives of the Ministries of Housing, Labor, Heal th, and Industry
issues licenses for new establishments and ensures that they satisfy
OHS regulations. The Ministry of Housing and Reconstruction also
enforces Decree No. 380/1975 which specifies the OHS standards for
industrial and commercial establishments. The General Directorate
for Industrial Safety at the Ministry of Labor Force and Training is
the agency responsible for inspection, supervision, and sanctions,
the latter including criminal prosecution.

Every establishment must form an Occupational Health and Safety
Committee to ensure compliance with OHS regulations. The company is solely
responsible for training committee members in OHS. Industrial companies
must assign an OHS specialist for every 500 employees. If the firm has
fewer than 500 employees, it must assign an OHS technician. Non
industrial companies may train any workers for OHS responsibilities.

Companies are responsible for r~dical tests prior to and
during the period a worker is employed. They must notify the
Governorate Industry Safety Office of the Labor Force and Training
Directorate within 24 hours of any accident or discovery of a disease.
Every six months, any establishment employing more than 50 persons must
supply statistics on accidents and occupational diseases to its
Industrial Safety Office (ISO). These statistics are compiled and
published annually.

Industry Safety Inspectors from the responsible ISO are required
to pay inspection visits to all regulated establishments every six
months. However, there are only 12 such offices in the Cairo
Governorate and 51 in Egypt overall.

All establishments must provide emergency health services to
their workers. If a company has over 50 workers, the establishment
should provide a trained nurse and doctor on site as well as ensure
the availability of all medication. If the company employs over
300 workers, it is required to provide primary health care, specialized
care, minor surgery, and any necessary medication for all employees.

Companies are required to conduct periodic medical check-ups
for employees, performed by the General Organization of Health
Insurance for its specified fee.

Despite the specificity of these regulations, indeed perhaps
because of it, enforcement has been less than effective. All of
the personnel, financial, and technical problems cited earlier are
present in the Egyptian OHS system. As a result, the 1979 annual
inspection visits revealed that only 55% of all establishments
were complying with OHS requirements.
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Tunisia: Tunisia has a firmly established framework of worker
protection via legislation; a strong 3 independent labor union; and
comprehensive collective bargaining between the labor union -- tne
Federation of Trade Unions (UGATT) -- and employers from various
sectors of the economy via their Employers' Organization (UTICA).
In this framework, the Government plays the role of legislator and
mediator, but individual or collective worker disputes or benefits
are handled directly between the UGATT and company representatives.

The general regulatory framework relating to labor affairs,
including OHS, is the 1966 Labor Code (Law 66-27, April 30, 1966).
Responsibility for enforcement of OHS regulations which are not
contract-specific rests with the Ministry of Social Affairs.

In all establishments of at least 20 employees, a Joint
Consultative Committee of employers and employees is required to be
organized. Its responsibilities are varied, but include some
aspects of worker safety. In certain industries, especially heavy
equipment manufacture, chemical and mining industries, a specific
Works Safety Committee is also required to negotiate and take action
on all types of health and safety matters.

All employers of over 20 persons are required to make available
basic first aid medicines and materials for emergencies, as well as to
provide for worker hygiene. The employer is liable for any failure to
comply with basic safety provisions determined by the Works Safety
Cornrni ttee .

In addition, a medical unit must be set up in all establishments
(except agricultural) employing a minimum of 40. If there are 300 or
more employees, the establishment must have its own medical unit. When
the number of employees is between 100 and 300, the unit may be either
separate or common to several firms.

As mentioned above, the employer is fully liable for industrial
disease or accidents. There is no requirement that a disabled worker
prove employer negligence; the latter is always liable to make good
the damages suffered by an employee, and is required to carry insurance
for that purpose.

Compensation for industrial accidents includes lump sum payments
to cover the loss or damage sustained by the victim or other parties.
The applicable benefits are:

Treatment throughout the period of disability until such
time as the injured person is completely recovered;

Cash payments to make up for the wages lost as a result
of the cessation of work and the decrease in vocational
capabilities;
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Where necessary, prov, Slon of artifi cal 1imbs, etc., and
orthopaedic aids to correct physical disabilities resulting
from the accident;

Priority placement in vocational retraining programs and
upgrading within tne company to a job consistent with the
worker's remaining capabilities;

Maintenance of eligibility for family allowances in the
case of permanent disablement.

If the accident should prove to be fatal, the employer or the insurance
company is required to make a lump sum reimbursement for funeral
expenses. Pensions to victims of industrial accidents are based on
the degree of disability and the worker's annual wage. 15

It is certainly true that compliance with health and safety
regulations is spotty, despite the specificity and strength of these
liability laws. The technical capabilities of OHS personnel as well
as the costs of equipment are significant factors undermining
compliance. Nevertheless, the strength of the country's labor
organization and precedents for large employee suits against
employers, 16 ensure that the OHS regulations are taken more seriously
in large industrial organizations in Tunisia than might otherwise be
the case. Indeed, in some analyses, the stringency and enforcement
of these and other labor regulations have become serious deterrents
to expanded private investment in the country. 17

Jordan: Occupational health and safety regulations in Jordan
are covered by Labor Law No. 21 of 1960, as amended by Labor Laws 2
(1965), 25 (1972), and 7 (1976). The responsible agency is the
Ministry of Social Welfare and Labor. Essentially the same regulations
regarding the maintenance of OHS on the job apply to both private
and public (government) institutions. These regulations include
specifications for worker hygiene facilities, first aid and medical aid
requirements, and procedures for government notification of worker
injuries.

Regulations regarding compensation for such injuries differ,
however, between private and public establishments. The private sector
does not pay social insurance taxes. Thus the regulations of Social
Security Law No.6 (1966), which established the Social Security Fund,
do not apply to private companies.

Employees of government or public establishments, on the other
hand, are covered by detailed regulations on their financial compen
sation in the event of injury at the job site or family compensation
in the event of their job-related death.
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9. E. PATENT AN D TRADEMARK POL ICY

A final example of national policy specifically affecting the
expansion of private, especially multinational corporate, health
roles is the nature of a country1s patent policy.

The issue of intellectual property protection has always been
a divisive one for multinational corporations and developing
:ountries, with ~he latter concerned about access to technical
knowledge and the former concerned about both the protection of that
knowledge and the relationship between that knowledge and the recovery
of extensive product research and development costs.

The current basis for international patent protection is the
Paris Convention of 1883, to which most developing countries have not
chosen to be signatories. All of the focus countries of this Report,
however, do subscribe to the 1883 convention.

Each subscribing country has developed its own list of specific
products or processes that are eligible to be patented and those that
are not. Of the four focus countries, only Jordan has no specific
exclusions. Egypt, Lebanon, and Tunisia all exclude pharmaceuticals
from patentability, thereby limiting local manufacture of drugs
patented in other countries but also limiting multinational interest
in investing in that industry and/or limiting the MNC product line
manufactured in the context of an investment.

In Egypt, inventions related to substances prepared or produced
by chemical processes and intended for food or medi cine are not
patentable; but special chemical processes to make such products are
patentable. The Ministry of Health's Pharmaceuticals Affairs Section
is responsible for policy implementation in this area.

In Tunisia, historically, pharmaceuticals have not been
patentable, but special processes relating to their manufacture
have been eligible for patents. Recently, however, leadership in the
Tunisian pharmaceutical sector, concerned with the country's continued
reliance on imports, have urged a change in this government policy.
Their position is that if local producers are to expand their product
lines, they must have access to both the products and production methods
of large, multinational corporations. In 1978, the Central Pharmacy
(PCT) manufacturing facility signed its first licensing contract with
a large French firm to manufacture its product line. Although
continuing to pursue such licenses, the PCT has found a number of
constraints in implementing this expansion of its production line,
including:

Obligation to purchase raw rMterials from the supplier
of the license;
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Territorial and export restrictions;

Restriction on use of technology after expiration of .
the contract;

Restriction on disclosure of technology on the national
1evel ;

Royalty payments. 18

Thus, the Government is being encouraged to revise its patent
laws to deny patents on pharmaceutical processes as well as products
so that the production processes for licensed drugs can be absorbed
by peT factories, in turn promoting the self-sufficiency of the
Tunis"ian market.
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10. DEVELOPMENT ASSISTANCE AND PRIVATE RESOURCES

"When «Ie. mlk about pJUva.-te J.>ee.-to!l.. -Utvolve.me.n-t -Ut
de.ve..topme.n-t, we. Me. ae.-tua.Uy .ta.tfUng abolLt manag-ing
!l..eJ.>OU!l.c.eJ.>, how we. gd them al1d how we. U6e. them.
Today, mOJ.>t ul1de.!l..de.ve..tope.d c.ountnleJ.> !l..e.c.og~ze. that
the. pub-U.c. J.>e.cXo!l.. .fA 110t able. to c.M!l..y olLt 11e.C.eJ.>J.>My
de.ve..topme.nt a.c.:tivilieJ.> W1MJ.>.fAte.d. Mo!l..e. and mo!l..e.,
mu.U.U.a;teM..t htJ.>-U:t.u.t.,i..oM !l..e.c.o gl1-ize. that e.ntJz.e.p!l..e.-
11e.~ pCVLU.c.,ipa.Uo11 -in de.ve..topment .fA !l..equ-i!l..e.d •
We. mU6t U6e. bM-ineJ.>J.> pe.ople. whoJ.>e. management J.>k.-iUJ.>,
w-i.tUl1gl1eJ.>J.> to mke. 1l...L6!<.J.>, p!l..o6li motiva.UoM, al1d
6!l..e.e.-ma!l.ke;t o.,tt,U:udeJ.> nuke. them pll.-tme. move.!l..J.> -in
J.>timu.ta.til1g e.C.Ol1om-ic. de.velopme.nt." W. Anto i nette Ford,
Assistant Administrator, Bureau for Near East, U.S.
Agency for International Development.

1O.A. INTRODUCTION

The role of public development assistance agencies in the
Middle East has been a major and a varied one. Forms of assistance
supplied by those agencies have ranged from specific project support,
to trade credits, to commodities support, and, more recently, to the
acceptance of equity positions in major public investments.

Increasingly, as in other geographic areas, the distinction
between grant aid, public commercial aid and private commercial
support in the Middle East has begun to blur. The development assis
tance relations of many "donor" countries with Middle East "rec ipient"
governments have evolved into intermeshed packages of project grant
aid, tied commodities financing, and commercial and trade credits. 1

This chapter is intended to outline some of the major devel
opment assistance actors in the health sector in the Middle East, the
nature of their relations with countries in the region, and their
policies, if any, toward the private sector -- multinational or
recipient country -- in carrying out their development assistance
programs. This chapter's goal is not to catalog the health projects
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of every development agency in every country in the Middle East,
but rather to sketch the roles of some of the major agenci es in the
region and to assess their policy and program potential as partners
in the types of private sector-development assistance cooperative
projects described in subsequent chapters of this Report.

A resume table of the aid organizations described here is
contained in Chapter 2, Data Base Summary.

10.B. REGIONAL OVERVIEW

In 1981, the Middle East/North Africa re9ion received $6.84
billion in official development assistance (ODA) from Arab oil-surplus
nations and member nations of the Organization for Economic Cooperation
and Development (OECD).2 This figure is exclusive of non-concessional
resource flows (e.g., export credits, direct investment, etc.) and
grants by private voluntary agencies, but includes both bilateral
and multilateral financing. The Middle East total represents 21%
of the total ODA received by the developing world, by far surpassing
the region's 8% share of developing world population. 3

Within the region, Egypt, Jordan, Morocco, and Tunisia
account for near1y half of the ODA receipts. In 1981, Egypt re
ceived $1.35 billion in ODA; Jordan, $1.02 billion; Morocco, $0.6
bill ion; and Tunisia, on the verge of "graduating" from the grant
assistance programs of many donors, $0.21 billion.4

The nature of these resource flows differs widely by country
and by donor group. For example, the 1980 aid from Development
Assistance Committee (DAC)* member countries to Jordan had only a
67% grant element, while that of the OPEC countries was 93% grant.
DAC flows to Lebanon for the same year had a 57% grant element,
while OPEC flows were 100% grant. On the other hand, 60% of Tunisia's
DAC receipts were grants, while its OPEC aid had only 45% grant com
ponent.

Sectorally, over 50% of the ODA to the region is for general
balance-of-payments and debt support. Project finance is concen
trated in the agricultural, utilities, and education sectors.

*DAC is a specialized committee of the Organization for
Economic Cooperation and Development. DAC members are Australia,
Austria, Belgium, Canada, Denmark, Finland, France, the Federa"l
Republic of Germany, Italy, Japan, the Netherlands, New Zealand,
Norway, Sweden, Switzerland, the United Kingdom, the United States,
and the Commission of the European Economic Communities. DAC mem
bers have agreed to secure an expansion of the aggregate volume of
resources made available to developing countries and to improve
the effectiveness of those resources.
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10.C. THE ARAB DEVELOPMENT FUNDS

In 1981, the Gulf states of Kuwait, Qatar, Saudi Arabia, and
the United Arab Emirates disbursed $7.457 billion in official con
cessional assistance, 95% of the aid disbursed by all OPEC countries. 5
Of that amount, the~e four countries disbursed approximately $1.4 bil
lion (18% of the total) to Morocco, Tunisia, Jordan, and Lebanon combined.
This amount is exclusive of the harder-to-trace personal or government
to-government assistance which often is negotiated on an ad hoc basis
between leaders of the region.

Until the recent round of oil price reductions and production
cutbacks, total OPEC development assistance contributions annually aver
aged between 2.5% and 5% of their combined Gross Domestic Product (GDP).6
The signals are mixed as to the future level of ODA to be expected out
of the OPEC, largely Arab, funds. In the UAE, the fiscal 1982-83 budget
slashed aid spending by nearly 60%.7 On the other hand, the budget of
Saudi Arabia for fiscal 1982-83 maintained foreign aid expenditures at
the $5 billion average of the past few years. 8 The resource levels
available to the region for development programs may dip over the next
years, as the petroleum fortunes of surplus countries ebb and flow.
Nevertheless, even in the context of an aid reduction on the part of
Arab oil producers, it seems unlikely that, out of the 80-odd countries
receiving Arab OPEC assistance, Arab aid states will be chosen to bear
the major burden of those reductions.

Thus, the questions become: who are these "Arab Funds"?; what
are their major sectoral interests?; and~ho are the major Middle
East recipients of their largesse?

The main, permanent institutions established within the Arab
world to channel OPEC (mainly Arab) surplus funds into development
programs are both bilateral and multilateral. In all cases, the flow
is one of currency rather than of products (the latter characterizing
DAC assistance programs) since the Arab nations have few industrial
goods to offer their neighbors.

1. Bilateral: Bilateral programs dominate Arab aid, handling
about 80% of all their development assistance commitments and 92% of
all disbursements in 1981. 9 The main government-run bilateral actors
are four in number:

The Kuwait Fund for Arab Economic Development (KFAED) is the
oldest of the Arab Funds. Established in December 1961 with capital
of $350 million, KFAED was originally created to provide assistance
only to the Arab world. By February 1981, its capitalization had
9rown to $7.4 billion, its lending capability increased to about
$21 billion, and its scope of operations expanded to include the
rest of the developing world. KFAED is also authorized to borrow
up to twice its capitalization for re-lending on concessional terms.
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Recipients eligible for KFAED project finance are government
and public bodies, development institutions, and mixed or private
enterprises "whose activities have a development impact and which
are not geared exclusively to profit-making. lllO Eligible private
institutions are required to be under the control of nationals of
one or more developing countries. The Fund participates neither
in equity financing nor in balance-of-payments support.

Fund assistance is packaged in many forms: loans, grants
in-aid, advisory services, and joint financing with other development
institutions. Financing for technical assistance is made on a grant
basis for project feasibility and pre-investment studies. The amount
of the grant is repayable only if the Fund later finances the project
under study.

: The guiding principle for Fund decisions is economic, although
not necessarily financial, return. Thus, while the Fund is highly
supportive of private commercial enterprises, the project criterion
for support is macro-economic impact, not micro-economic financial
return. As one KFAED official has noted: liAs long as the project
substitutes for imports and as long as there is a heavy demand (for
the product), why shouldn't the company make a good profit ... ? The
profit is irrelevant to us." 11

In 1982, the Fund approved 40 projects with a total value
of $769.5 million. 12 This represented just under a quarter of*the
funds expended in that year by the major bilateral Arab Funds.

Sectorally, most KFAED funds go to the infrastructure (trans
port and power) and agricultural sectors, with the latter more
favored in recent years. Just under a quarter of KFAED loans have
been made in support of industrial projects. Although these have
not to date been in health products industries, the latter certainly
fit the Fund's lending criteria and so are eligible for support.
At this point the closest KFAED has come to health sector support
has been lending for water and sewerage projects, although even
this is a very small part of KFAED portfolio. .

In terms of recipient countries in the Arab world, until
recently, Egypt had been KFAED's biggest borrower. At the end
of 1978, Egypt accounted for 13.1% of the total value of the Fund's
10ans. 13 More recently, however, Tunisia has attracted a major

*Note that Kuwait has decided not to record as official
development assistance payments to the "Confrontation States"
under the Baghdad Agreement. This has reduced its bilateral aid
disbursement figures by almost $500 million annually since 1979.
Other Arab States continue to include in their aid statements
payments under the Baghdad Agreement.
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share of Kuwaiti (and other Arab) aid. Gulf aid and investment
in Tunisia in 1981 totaled some $500 million, nearly half of
Tunisia's $1.2 billion in foreign aid and capital for that year. 14
Since 1979, Kuwait alone is estimated to have financed between
$800 million and $1 billion of Tunisia's development needs, coming
from a combination of KFAED and private investment. 15 Indeed, the
Tunisia-Kuwait linkage is a two-way street. In 1981, the two coun
tries entered into a joint-venture pharmaceuticals plant project to
be built in Kuwait. Financed by Kuwait, the project would use Tunisian
technicians in plant design and operation. In addition, Tunisia
has proposed to set up an associated medical training center in
Kuwait to train pharmacists and laboratory assistants.

In sum, then, the KFAED has played and continues to playa
major role in regional development. While its project focus has
been considerably outside the health sector, as traditionally
defined by development assistance agencies, its size, its geographic
priorities, and its encouragement of private sector efforts make it
a possible health sector partner for medical products industries
projects in the region, as well, perhaps, as for more complex
"investment bank" project options as described in later sections
of this Report.

The Abu Dhabi Fund for Economic Development: The Abu Dhabi
Fund was established in 1971 and has current authorized capital of
just over half a billion dollars. However, its potential lending
resources are considerably greater, since it is allowed to borrow,
issue bonds, and give guarantees up to twice the amount of its
authorized capital and reserves.16 Nevertheless, it is the smallest
of the three major bilateral funds.

The Abu Dhabi Fund focuses on industrial development. It
is the only bilateral fund with authorization to take equity in
proj ects, but has preferred not to act on thi s capacity because
of the long-term commitment inherent in an equity agreement as
compared to a project loan. However, recent oil revenue declines
have seriously buffeted Fund resources. In 1980, the Fund committed
to 12 loans and grants totaling $202.69 million. In 1982, the number
of loans was cut to four and the total commitment to new projects
was just $34.7 million.

The Saudi Fund for Development: Established in 1974, the
Saudi Fund is capitalized at $3 billion. Between 1975 and 1980,
it financed 173 projects in 55 countries, expending $3.9 billion
in the process, and signed an additional 101 loan agreements pro
viding a further $2.6 billion in development project finance. In
1982, the Saudi Fund committed another $609.5 million to new devel
opment projects.
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The Saudi Fund reaches out to a much broader range of countries
than its Arab counterparts. In fiscal 1979-80, only 4 of the Fund1s
18 loans were made to Arab countries (recipients were Morocco, Jordan,
and North Yemen), lending which amounted to only 16% of total Fund
loans for the year. In the same period, the Fund made 23 grants,
seven of which were in the Arab world, most to North Yemen.

The Fund, by its Charter, is restricted to direct government
lending, primarily to co-finance development projects. It, therefore,
cannot work directly with Rrivate sector institutions if the latter
are to be loan recipients. 17 Private sector presence in a co-financed
project, however, does not rule out Fund participation, provided the
Fund loan remains in the public sector.

Parenthetically, Saudi Arabia maintains a strong interest in
strengthening the private sector in development. The Saudi Govern
ment, in January 1983, signed an agreement with the International
Finance Corporation (IFC), the World Bank's private sector support
affiliate, to provide $100 million to the IFC for joint equity in
vestments in IFC member countries. The purpose of this partnership
is to provide Saudi risk capital, in parallel with the IFC and up
to the same amounts as the IFC itself invests, for sound business
ventures.

Sectorally, the Saudi Fund devotes 60% of its funding to
infrastructure projects. Of the major Arab Funds, the Saudi Fund
is the only one with any "social investment" portfolio. The Fund
has financed both education and health projects, mostly at the
university and hospital level of service provision. As with its
other bilateral counterparts, however, the Fund has significant
industrial loan interests and a small water and sewerage loan port
folio. The latter activity includes a recent loan of $50 million
to Tunisia for water supply and exploration, bringing total SFD
lending in Tunisia as of 1982 to $153 million. 18

2. Multilateral: There are three major multilateral Funds
dominated by Arab oil-surplus capital.

The Arab Fund for Social and Economic Development, established
in 1971, began operations in 1973 and lends exclusively to the Arab
world. The largest shareholder in the Arab Fund is Kuwait (20.25%),
followed by Saudi Arabia (19.98%) and Libya (12.89%).

In 1982, the Arab Fund approved loans and grants totaling
$237.2 million. The Fund lends to both public and private organi
zations, although relationships of the latter type must carry a
government guarantee. The Fund prides itself on its creative
approach to project finance, which has enabled successful lever
aging of its own resources in the private sector (e.g.~ in private
investment companies) and in other development funds. For example,
in financing Egypt1s Talkha II fertilizer plant, the Arab Fund

-173-



loaned $22.4 million of its own; procured $24.1 million from the
Kuwait Fund, and $10.35 million from the Abu Dhabi Fund; and gained
a total of $13.45 mill ion from the Government of Qatar and the Libyan
Arab Foreign Bank in the form of bond purchases whose proceeds were
used by the Fund (as the projectrs executing agency for finance) to
purchase goods and services. 19

While the Fund wishes to focus its resources on the poorest
Arab states (e.g., the Yemens, Somalia, Sudan), absorptive capacity
in those countries has limited the achievement of this goal. Egypt,
Morocco, Jordan, and Tunisia thus have all received significant
resources from the Fund.

Sectorally, high priorty is given to projects involving two
or more Arab states or which promote import-export relationships
among states in the region (e.g., in manufacturing pharmaceuticals
and basic medical supplies, although no such project has yet been
forwarded to the Fund). Projects within individual countries have
focused on infrastructure, industry, and water supply.

The OPEC Fund for International Development., formerly known as
the OPEC Special Fund, has, until recently, been one of the most
active of the Arab Funds. Created in 1976 with $1.6 billion in sub
scribed capital from a variety of OPEC nations (led by Saudi Arabia,
Venezuela, Iran, and Nigeria), the OPEC Fund's capital base at the
end of 1980 totaled $4 billion. 20 A third replenishment of $1.6
billion was approved in February of 1981, but by mid-1982, the Fund's
cash position had become precarious due both to reduced oil revenues
and to political differences stemming from the Iran-Iraq war. Both
Venezuela and Iran balked on scheduled 1982 donations, leaving a
shortfall of $625 million.

In 1982, the OPEC Fund approved over 50 loans and grants
totaling $366.4 million. Financing is available not only for
project work, but, unique among the Funds, for balance-of-payments
support.

In operation, the OPEC Fund also differs significantly from
its counterparts. The Fund is not actually owned by OPEC; it is a
special account collectively owned by contributing OPEC members
whose commitments are paid in when and as needed to support lending
commitments.21 Moreover, the Fund does not have its own specialized
projects staff, but relies on other development assistance agencies
for evaluation and approval of specific projects, balance-of-payments
needs, or the financial needs of multilateral aid agencies such as
the International Fund for Agricultural Development. Finally, the
Fund tends to ernphasi ze swift decision-making. Between May 10, 1976
when the Fund became effective, and the end of August of that year,
more than three-quarters of the Fund's resources had been committed
in principle.22
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Geographically, the Fund concentrates on the poorest LDC's.
Indeed, in 1980, only 39% of the Fund's resources went to Arab
nations; 32% went to finance Asian projects and 29% to other LDC's.23
Within its project lending, the agricultural sector dominates, with
industrial development as the second priority area. However, nearly
a fifth of its project funds have been spent in the social sector
for education, housing, and health projects.

The Islamic Development Bank (lOB) is a development assistance
institution attempting to carry out development finance in accordance
with Islamic law. Although funded by the governments of 33 countries
with dominant Islamic populations, the lOB's voting power is concen
trated in the hands of Arab subscribers who, as a group, control over
82% of the institution's voting power. The authorized capital of the
Bank is denominated in IIIslamic dinars,1I units of account established
by the Bank with a value equivalent to the Special Drawing Rights
(SDR's) of the International Monetary Fund.

In 1980, the highest rate of loans of all Arab Funds was
granted by the lOB, 41 loans and grants with a value of $429.08
million. 24 In 1982, that financing total rose to $527.8 million.
The sectoral focus of this activity was foreign trade financing and
petroleum-related investments and purchases.

The lOB operates by lending, issuing loan guarantees, and
taking equity. The latter is preferred as it poses no problems of
conformance to Islamic law which prohibits the payment of interest.
The primary project criterion at the lOB is financial return. With
this emphasis, the lOB has a very strong and direct working relation
ship with the private sector in recipient countries, and, indeed,
does not require a government guarantee of equity investments in
either the public or private sectors.25

Geographic priority at the lOB is given to the most needy
Islamic countries (e.g., Bangladesh). Sectoral preference is for
industrial, energy, and agribusiness projects. The lOB is also
unique among the Arab Funds in providing credits tied to the import
of specific goods essential to member economies, e.g., petroleum
and fertilizer.

10.0. AGENCY FOR INTERNATIONAL DEVELOPMENT

As with other of the more industrialized countries, U.S.
policies and programs affecting economic and social development in
the Middle East are spread across a number of U.S. agencies, from
the Department of Commerce, to the Export-Import Bank, to the De
partment of Defense. Unlike many of its European counterparts,
however, U.S. development aid is much less tightly packaged with
or contingent on the comrnercial relationship.
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The focus of responsibility for non-commercial U.S. development
assistance relationships with the Third World, and specifically with
the Middle East, is the Agency for International Development (AID).
Housed (physically and institutionally) in the Department of State,
AID is responsible for most of the U.S. Government's development pro
ject grants, commodity support, soft loans, and technical assistance.

1. Middle East Policy and Priorities: The Middle East remains
a priority region for AID, although the improved economic positions
of countries such as Tunisia are "graduating" some countries out of
its concessional aid program. In fiscal 1982, AlDis total corrrnitments
to the Middle East were $20.6 billion, of which the health sector was
allocated $5.5 million. Ih fiscal 1983, total regional support was
$21.3 billion and the health sector received $7.2 million for project
and commodities work.

Egypt: Egypt is clearly the priority Arab state in the
AID Middle East portfolio. Since 1979, AlDis economic assistance
program in Egypt has ranged between $1.0 and $1.2 billion per year,
including P.L. 480 programs.* In fiscal 1983 alone, AlDIs assistance
to Egypt totaled just under $1 billion. Of this, $300 million was
allocated to the commodity import program, which covers the expenses
of basic Egyptian imports not connected to AID development projects
and $400 million was reserved for specific project support. An
additional $262 million was allocated P.L. 480 commodities procure
ment.

The project substantive emphasis in AID's Egypt program has
been on transportation industries and corrrnerce development; improve
ment in Egypt's agricultural productivity; and social services pro
vision, with a significant emphasis on health services and disease
control. Between the fiscal years 1976 and 1982, AID's health/
population direct project portfolio totaled over $146 million in
grants.

Other countries focused on in this Report are also AID
priorities in the region.

Tunisia: Since Tunisia's independence in 1956, the U.S.
has made available nearly a billion dollars in direct bilateral

"P.L. 480" is development assistance shorthand for an agri
cultural commodities finance program established via Public Law 480.
A complex program, legally and administratively, it in essence channels
surplus U.S. agricultural commodities to developing countries either
via grants to private voluntary organizations or via soft-currency
payment programs for the countries themselves. This latter soft
currency is then retained in the commodity recipient country to be
used by AID for development programs.
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assistance.
of P.L. 480
loans; over
for project

Of this, $508 million has been allocated in the form
agricultural commodities financed by both grants and
$237 million has gone to project loans and $186 million
grants.

A decision was taken by the Administration several years ago
to phase out U.S. bilateral assistance to Tunisia. given that country's
economic growth. Fiscal year 1981 was the last year of new development
assistance obligations. U.S. economic assistance to Tunisia in fiscal
year 1982 was approximately $19 million. $12 million of which was P.L.
480 funded food commodities support.

Although the AID program currently is in a "phase-out" mode
in Tunisia. a pipeline of approximately $50 million of projects
remains to be implemented over the next five years. These projects
support Tunisian efforts in rural development. health. family planning.
agriculture. nutrition. housing. and the transfer of science and
technology.

AlDis plans for fiscal years 1983 and 1984 included both the
provision of just over $10 million of P.L. 480 commodities (in each
year) and miscellaneous small activities funded out of AlDis central
(non-regional) budgets. However. on its own initiative. the U.s.
Congress earmarked an additional $5 mill ion of economic support funds
for Tunisia for fiscal 1983 in the 1982-83 Authorization. Of that
1983 addition. $1.75 million will be used to assist the Tunisian
Government in responding to the housing needs of the victims of the
October-November floods. The remaining $3.25 million is being used
for private sector development and technology transfer.

Lebanon: The AID assistance program to Lebanon is focused
on the country's reconstruction efforts after eight years of internal
conflict. To date. AID has allocated $112 million in Lebanon for
humanitarian aid. In addition. a further request has been made to
Congress for a fiscal 1983 supplemental increase of $150 million in
economic assistance for Lebanon. to be used in such areas as water
supply rehabilitation. health services improvement. and repair of
telecommunications installations.

AID has also worked closely with Lebanon's Council on Devel
opment and Reconstruction (CDR) to improve the latter's reconstruction
coordination and management capabilities.

Jordan: AID's presence in Jordan has been a minor one
compared to the main development actors in that country. the Arab
Funds. While AID's annual economic assistance to Jordan has declined
from $93 million in 1979 to $15 million in 1982. the Arab grants and
loans have total ed between $200 mill ion and $230 mill ion per annum
since 1979.
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Sectorally, AlDis program in Jordan focuses on agriculture
and water supply. Health is a relatively small part of AlDis
activities in Jordan. Within the health sector, AID projects have
emphasized training of paramedical personnel. primary health care
services, and health education. A recent examination of the role
of private pharmacies and pharmacists in health care delivery
promises to lead to interesting project development.

2. Private Sector Policy: In order to extend the impact of
its limited public development assistance funds, AID has begun to
reemphasize vigorously the importance of private sector resources -
local and international -- in development programs. Rather than only
providing developing country governments with publicly-generated money
for large public projects. AlDis recent emphasis is to apply leverage
to provide enough public aid or credit to attract larger amounts of
reso~rces from private channels, hopefully for enterprises that will
eventually be self-financing. 26

While this private sector approach is a new policy emphasis
at AID, it reflects an economic reality of U.S. private sector linkages
to the developing world which have evolved over the last 20 years.
Currently, U.S. exports to developing countries constitute 40% of all
U.S. exports. About 6% of all American jobs in manufacturing produce
exports to the Third World. and 25% of the u.S. agricultural harvest
is shipped to developing countries. 27

Moreover, the foundations of the new emphasis extend back to
Section 601 of the Foreign Assistance Act of 1962, which explicitly
recognized lithe vital role of free enterprise in achieving rising
levels of production" and "standards of living essential to economic
progress and development." Section 601 further declared that it is
the policy of the United States " ... to encourage the efforts of other
countries to increase the flow of international trade, to foster pri-
vate initiative and competition, to encourage the development and use
of cooperatives, credit unions, and savings and loan associations, to
discourage monopolistic practices, to improve the technical efficiency
of their industry, agriculture, and commerce, and to strengthen free
labor unions .... " Finally, Congress also declared it to be United
States pol icy: "... To encourage the contribution of United States
enterprise toward economic strength of less developed friendly countries,
through private trade and investment abroad, private participation in
programs carried out under this Act (including the use of private trade
channels to the maximum extent practicable in carrying out such programs),
and exchange of ideas and technical information on the matters covered
by this subsection."

Renewed application of this policy in the health sector was
recently urged in AlDis own health policy paper: "A.I.D. will support
feasibility studies to assess the potential for private sector involve
ment in LDCls, and is prepared to provide seed capital for experimental

-178-



private sector programs. 1I28 The renewed emphasis on private sector
roles in development has several foci in the U.S. Government. With-
in AID, there are two major sets of actors responsible for implementing
the private sector policy, the new Bureau for Private Enterprise, and
the regional project bureaus themselves.

The Bureau for Private Enterprise (PRE) was created in 1981
to provide a central AID locus of responsibility for stimulating free
enterprise in Third World countries and, where possible, to involve·
the U.S. private sector in that process. In pursuit of these qoals,
PRE has initiated a range of activities to encourage developing
country governments to provide a climate supportive of private invest
ment, domestic and foreign. The Bureau particularly encourages the
improvement of capital markets and other financial structures that
generate savings and direct them into private investments; provides
direct capital, at near market rates, to local banks, venture capital
firms, leasing companies, insurance companies and other intermediaries
that lend directly to local private enterprises; and has plans to
lend directly to local business enterprises. 29 While the Bureau is
not authorized to take equity in local enterprises, it does have the
authority to take convertible debentures in foreign enterprises. If
it does so, it would sell these to private investors once the local
enterprise is operational.

Geographically, PRE is authorized to operate across the spectrum
of developing countries. In practice, it has established a set of ten
priority countries, only one of which (Egypt) is in the Near East.
Sectorally, the Bureau's emphasis to date has been on venture capital
operations and on agribusiness.

The Regional Bureaus are responsible for implementing aid pro
grams in individual developing countries. These Bureaus group together
in a central administrative structure the AID Field Missions in each
country. The latter Missions have the direct decision-making responsi
bility for determining, tcgether with the relevant local government
units, what projects will actively be carried out within the individual
countries.

The Near East Regional Bureau has been among the most active
in exploring such rol es, particul arly regardi ng the heal th sector.
In Egypt and Jordan, AID has completed several baseline studies on
private pharmacists and pharmacies and on private health services
provision in general. In Lebanon, one of the key questions being
raised in health sector reconstruction is the establishement of
complementary roles between government agencies and what has become
the nearly exclusive source of health care, the private sector.
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3. Activities of Related Agencies: Although strictly speaking
not development assistance programs, the related activities of two
other U.S. Government agencies are essential components of U.S. private
sector policy in the developing world. While both are commercial agencies
attempting to expand U.S. business trade with and investment in Third
World countries, both, de facto, affect Third World economic development.
It should be noted that the commercial-development assistance relation
ship between these trade/investment agencies' activities and AID is not
nearly as tightly linked as in the European and Japanese cases described
subsequently in this chapter.

Export-Import Bank: The "Exim" Bank was created 45 years ago
to provide financial assistance (direct loans, guarantees, insurance)
to U.S. exporters. In fiscal year 1981, Exim authorized nearly $12.9
billion in loans, guarantees and insurance to assist export contracts
concluded during the year. A self-sustaining agency, Exim has paid
over $1 billion in dividends to the U.S. Treasury.

Exim programs are available to exporters in over 120 countries.
Among these programs are assistance to exporters in making market
contacts in Third World countries, provision of export financing (to
make U.S. exporters competitive with foreign companies which benefit
from officially supported export credits), and guarantees for a variety
of loan types, including those denominated in foreign currencies.

Fiscal year 1981 Exim authorizations (loans, guarantees and in
surance) in the Middle East countries of central focus to this Report
totaled $151.7 million, the largest recipient being Egypt ($64.9 million),
followed by Tunisia ($60.6 million), Morocco ($23.9 million), and Jor-
dan ($12.3 million).

Overseas Private Investment Corporation: OPIC was created
13 years ago primarily to provide political risk insurance to corporations
investing abroad. Recently, it has come to playa significantly larger
role in U.S. economic and development relations with the Third World
due to current U.S. policy emphasizing the role of private capital in
economic development.

In 1981, OPIC assisted 113 projects involving insurance corrmit
ments of nearly $1.5 billion and direct loans and loan guarantee
commitments of $101 mill ion. These projects involve an aggregate of
approximately $4.5 billion in investment in the Third World, of which
42% is provided by U.S. investors; 47% by host countries and private
sectors; 12% by third party countries, and the remainder by multilateral
lending institutions. 62 of the 113 projects involve local ownership,
most of those with local joint venture partners owning 50% or more of
the enterprise. Like Exim, OPIC is a self-sustaining government
institution, with 1981 income of $76.2 million and approximately $800
million in reserves to cover insurance claims settlements.
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As it has expanded in size, OPIC has also broadened its pro
grams. These now include not only an extended variety of political
risk insurance and financial programs (loans to small business and
commercial bank credit guarantees), but also a renewed stress on the
financing of investment feasibility studies and the financial support
of local management training and education programs related to the
acquisition of U.S. technology.30

Sectorally, OPIC's efforts are heavily targeted on four
industries: agribusiness; energy and minerals (especially oil and
and gas exploration and production as well as coal and alternative
energy sources); health care products and services; and construction
materials. Geographically, the OPIC focus has been on the People's
Republic of China and the Caribbean. In 1981 alone, OPIC issued
$308 million in political risk insurance and committed over $55
million in financing for 30 projects in 11 Caribbean Basin nations.
While OPIC has been active in providing insurance to projects in
almost all countries in the Middle East, financial support and in
vestment promotion have been concentrated on projects in Egypt and,
more recently, in Lebanon. Indeed, in 1982 at the request of the
White House, OPIC co-sponsored a mission to Lebanon with the Assoc
iation of General Contractors of America, to bring 18 construction
executives to Beirut to explore ways in which the U.S. construction
industry could help in rebuilding that war-torn city.

In short, the OPIC message is that expanded capital .flows
to the developing countries are advantageous both to the recipient
countries in terms of local private capital stimulation, technology
transfer and job creation, and to the U.S. in terms of economic and
export growth.

10.E. BRITISH OVERSEAS DEVELOPMENT ADMINISTRATION

British development assistance has undergone a series of
structural and financial changes over the last five years. Organ
izationally, aid administration has been downgraded by the Thatcher
Government from ministerial status to a section of the Commonwealth
Office. In addition, British assistance to the Third World is
gradually being shifted from bilateral relationships to funding
through the Economic Development Fund of the EEC (see below).

In 1981, official bilateral development assistance of the
British ODA totaled nearly $1 billion, down from $1.5 billion in
1980. Contributions to multilateral institutions for that year
totaled another $1 billion. Total bilateral plus multilateral
assistance declined fran $2.5 billion in 1980, to just under $2
billion in 1981.
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Geographically, British bilateral aid is concentrated in Asia
and Africa. The Middle East accounts for only about 4% of British
ODA aid. Key recipient countries in that region are Egypt, the Yemen
Arab Republic, and Jordan. Sectorally, British aid is wide-ranging.
Over a quarter of project aid in 1981 was concentrated in education,
followed by industry, agriculture and public utilities (each with
between 8% and 10%), and then by health and social welfare categories,
with 3% to 5% each. This percentage represents a growth for the
health sector, which captured only 1.7% of British project aid in
1977. 31 However, in the Middle East, British aid is heavily concen
trated in the manufacturing and energy sectors.

Although British private voluntary organizations are deeply
involved in Third World development and health in particular, British
official aid has no specific private sector/business policy. By and
large~ private sector contact in British aid is largely a product
purchaser relationship between the aid agency and British business.

It should be noted that, in the Middle East health sector, two
exceptions to this pattern have occurred, one related to development
assistance and one related to commercial development. For the first,
the British Overseas Development Administration undertook in 1982
an extensive study of private and quasi-private health insurance
options for the Government of Jordan. While not yet released in
Jordan, this report reflects the concerns of both parties for private
financing mechanisms in the Jordanian health sector. In addition,
in 1981 the U.K. and Egypt signed a health cooperation agreement to
provide for British business and technical assistance to Egypt in the
design, construction, equipping, and administration of Egyptian hos
pitals, and in the provision of screening and pharmacology services
within Egyptian health sector institutions. 32

10.F. CANADIAN INTERNATIONAL DEVELOPMENT AGENCY

In 1981, official development assistance of Canada totaled
nearly $1.5 billion. $1 billion of that was bilateral assistance
administered by the Canadian International Development Agency (CIDA).
This represented nearly a doubling of Canada's bilateral assistance
between 1980 and 1981.33 Approximately 69% of that bilateral total
was sector-allocable aid, the vast majority (71%) in the agriculture
and public utilities sectors. The health sector is the smallest of
all CIDA sectoral programs, a mere half a million dollars in project
finance in 1981. 34

Geographically, CIDA programs are focused on Asia and East
Africa. In the Middle East, CIDA's activities are concentrated in
Egypt, which, since 1980, has been considered one of CIDA's priority
countries. CIDA's Egypt portfolio includes hydroelectricity, agri
culture, transportation, and education projects, as well as significant
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commodities import support. In addition, in 1981 CIDA provided
a total of Cdn $1.2 million to over 40 Canadian companies inter
ested in joint ventures in Egypt through the Industrial Cooperation
Program described below.

Canada operates two specific programs supportive of the
private sector via CIDA's activities:

The Management for Change Program seconds senior managers
and executives from corporations and public agencies in Canada to
governmental agencies and mixed public-private business organizations
in developing countries as technical advisors on the resolution of
specific management problems. Requesting agencies pay for local
accommodations and travel; the corporation or agency sending the
personnel pay the executives' usual salaries; and CIDA assumes the
international travel and related costs.

CIDA's Industrial Cooperation Program (ICP) carries out a
number of activities which are analogous to the U.S.IOPIC functions
described above. However, the ICP is an integral part of CIDA and
its sectoral and geographic priorities and policies, in contrast to
the clear agency distinctions between OPIC and AID. The ICP is
designed to be a link between Canadian businesses, especially small
and medium-sized companies, and their developing country counterparts
to promote trade, investment, and private capital development in
Canada and the Third World. The ICP conducts five sets of activities:

(1) Information dissemination, to provide information in
readily usable form to the Canadian private sector and to developing
countries about each other's potential for cooperation;

(2) Technical assistance, to link Canadian technical capa
bilities to the needs of Third World private sectors;

(3) Financing of feasibility studies, (up to $10,000 per
project) to reduce the front-end costs for Canadian companies
investigating LDC opportunities for joint ventures, direct invest
ments, licensing agreements, co-production arrangements, etc.;

(4) Operation of the Canadian Technology Transfer Facility,
which finances Canadian firms to test and adapt their technology
in developing countries as a lead-in to long-term cooperation with
LDC private sector counterparts;

(5) Operation of the Canadian Project Preparation Facility,
which provides post-feasibility but pre-investment financing for
detailed Canadian investment preparation in developing countries.
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Countries in which private sector industrial cooperation
activities are supported become eligible for regular CIDA project
financing even if they are not already part of CIDA's development
assistance program.

10.G. EUROPEAN ECONOMIC COMMUNITY

The EEC, in 1981, disbursed nearly $1.7 billion in development
assistance, an increase of 68% over 1980 if measured in European
currency units. This increase is largely attributable to the value
of food aid disbursements, a result of the rising price of food
commodities and a special hunger program initiated in 1981 by the
Council of Ministers. 35

In the Middle East, EEC aid is largely in the form of food
import subsidies and trade preference agreements. In addition, EEC
assistance is given to link European companies to Middle East govern
ment projects as suppliers and contractors, and to local private
business for purposes of trade and investment. Thus, EEC aid packages
overall represent vehicles for significant private sector promotion
in Europe and in recipient countries. EEC aid in the Middle East
provides one of the most salient examples of closely linked commercial
and development strategies in aid packages.

In June of 1982, the EEC signed a five-year agreement with
Egypt to provide $284 million in aid in the form of European Invest
ment Bank (EIB) loans at market rates ($154.2 million), $51.4 million
in soft loans, and $78 million in grants from the EEC budget. In
addition, EEC project aid, largely via EIB loans, has been made avail
able for a variety of energy and agricultural projects in Egypt.

In Jordan, the EEC aid package is targeted at expanding
European-Jordanian trade via grant support for Jordanian exhibitions
in international trade fairs and technical assistance to the govern
ment for the promotion of Jordanian trade.

In Tunisia, EEC grant aid in 1981 totaled $1.175 million,
over half of which was allocated to urban health care projects,
with the remainder split among export promotion programs with the
EEC, food aid, and education projects.

10.H. JAPANESE DEVELOPMENT ASSISTANCE

Japanese bilateral development assistance increased in 1981
to nearly $2.6 billion, 72% of which was focused on Asia. Sectorally,
45% of Japan's bilateral aid was allocated to public utilities pro
jects and another 36% to agricultural and industrial development. The
health sector garnered only 7% of Japan's bilateral aid.36
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In the Middle East, the chief recipient of Japanese aid has
been Egypt. Other Middle East countries receiving Japanese aid are
Jordan (mostly tied loans for communications system improvements),
Morocco (tied loans for rail system improvements), and Tunisia (a
combination of tied loans and grant aid for industrial projects).

Between 1973 and January 1983, Japan's aid to Egypt has in
cluded $1.013 billion in soft loans, both project and commodity, with
the latter being fully untied since 1979; $67 million in grants; and
$29.1 million in technical assistance. These amounts are exclusive
of the long-term export credit facility Japan operates with Egypt.
Sectorally, loan aid has been focused on the transportation sector
(largely rehabilitation of the Suez Canal); housing; water supply;
agriculture; and public utilities.

In Japan's grant program for Egypt, the health sector has
played a fairly strong role. In 1979, $1.6 million in Japanese
commodity aid was donated for a nutrition improvement project in
Cairo. In 1980, $18 million was allocated to construction of and
equipment for a pediatric hospital as part of a rebuilding effort
for the Kasr el Aini Hospital in central Cairo. In 1982, another
$4.5 mill ion was allocated for the purchase of equipment and supplies
for the Rift Valley Fever Control project. The total allocations to
these projects represent nearly a third of all Japanese grant aid
in Egypt.

Japan's technical assistance programs are also carried out
on a grant basis, and include the provision of trainers, advisors,
and equipment to Egypt as well as the training of Egyptian personnel
in Japan. Again, the health sector has been one focus of attention,
both in terms of medical equipment supply and maintenance and in
terms of nursing training associated with medical and nursing equip
ment supplied to Egyptian medical facilities.

As in many other areas of Japan's domestic and international
economic affairs, public sector activities are promotive of and often
overlap with those of the private sector. Indeed, Japan's Ministry
of Trade and Industry considers the placement of Japanese private
investment in the developing world to be just as much a part of aid
as the allocation of public development assistance grants. The em
phasis in Japan's aid policy is the development of economic cooperation
directly between local and Japanese private sectors through direct
investment and trade. This commercial relationship, rather than direct
government grant aid, is the priority in Japanese policy.37 .

Organizationally, Japanese aid is coordinated through the
Economic Cooperation Bureau of the Ministry of Foreign Affairs. The
main operational agencies are:
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Overseas Economic Cooperation Fund, within Japan's Economic
Planning Agency, which manages direct government grant and
loan flows for official development assistance;

Japanese International Cooperation Agency, within the
Ministry of Foreign Affairs, which implements all technical
assistance programs, in terms of personnel, training, and
commodities;

Export-Import Bank, within the Ministry of Finance, which
administers the trade credit program.

Japan's government development assistance programs thus often
promote the development of the local private sector, as well as strengthen
the ties between local companies and Japanese business. For example,
this year Japan allocated $156.5 million of its development assistance
funds in Egypt to an integrated steel mill project which was in essence
a joint venture of Japanese Government funds, a number of Egyptian pri
vate companies, a consortium of Japanese businesses, and the International
Finance Corporation. Moreover, of the IFC share of $102.4 million, $64
million is actually in the .form of participation by a group of Japanese
banks led by the Fugi Bank Ltd.

10.1. THE WORLD BANK

Over the last year, The World Bank has begun to reemphasize
its role as LIane of the most important sources of foreign finance for
private enterprise in the developing world."38

1. IBRD/IDA: In fiscal 1982, lending commitments by the
International Bank for Reconstruction and Development (IBRD, The World
Bank's lending window) and the International Development Association
(IDA, the "soft-loan ll or credit window) totaled $19.139 billion. IDA
commitments during the year were in support of 97 projects in 42 coun
tries; IBRD loans were made for 150 projects in 43 countries. 39 The
health/population/nutrition sector represented just 1% of total IBRDI
IDA project financing; the Middle East accounted for just over 12% of
total project financing.

The Bank's general operations involve and strengthen local
private sector resources directly via loans to small and medium-scale
enterprises and indirectly via loans to sources that improve the public
provision of materials and services required by private business. In
the health sector, it has been only the latter, indirect function that
the Bank has pursued in its worldwide lending/credit programs.

-186-



The Bank has also recently reemphasized the importance of pri
vate capital in project finance, largely from international commercial
banks. In fiscal 1982, private commercial co-financing was a record
$3.3 billion (13% of total project costs), compared to $1.1 billion
in 1981. 40

2. International Finance Corporation: By far the most im
portant private sector role at The World Bank, however, is carried
out by the International Finance Corporation (IFC). The IFC is a
Bank affiliate charged with furthering economic development by en
couraging the growth of private sector enterprises in the Third World.
Begun in 1956 with 31 member countries and authorized capital of
$100 million, the IFC today has 122 members and a capitalization
totaling $1.2 billion.

- In fiscal 1982, the IFC approved 65 projects in 31 countries
with a total project cost of $2.9 billion and an IFC investment of
$611.8 million. The IFC is authorized both to make loans and to
take equity in the private sector, although the latter accounts for
only 15% of its investment activities.

The IFC applies three criteria to its operations. It invests
1I 0n ly in those ventures which contribute to the development of the
country involved, only those which can provide an adequate financial
return, and only those which, without IFC's assistance, would not,
as •.• proposed, be able to attract adequate financing on reasonable
terms and in a timely fashion. 1I41

Geographically, the Middle East is a relatively small part
of IFC's operations. In fiscal 1982, only 15% of IFC projects and
9% of its funds were in Middle Eastern countries. Of this investment,
the majority was located in Egypt and Tunisia.

Recently, the IFC has made an effort to diversify the sectors
in which it is involved, moving away from traditional areas of manu
facturing and into such areas as agribusiness and commercialized
research and development. In fiscal 1982, the IFC for the first time
undertook an investment in a health-related field by helping to finance
$16 million of a $64.3 million project to construct an 800-bed addition
to a physical rehabil Hation hospital in Yugoslavia, serving East
Europe and the Middle East. This is IFC·s first health sector ex
perience. However, the IFC·s efforts to diversify its activities,
the extent of private health sector development in the Middle East,
and the precedent represented by the Yugoslavia investment could
lead to future consideration of participation in health product and
service provision investments.
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lO.J. THE UNITED NATIONS GROUP

A variety of U.N. agencies are involved in the health, in
dustry, and/or private sector issues of relevance to this Report.
Few, however, address or impact in any major way the private pro
vision'of health services or products. Those which are actually or
potentially relevant to that intersection of private roles in the
health sector are abstracted below.

1. The Center on Transnational Cor orations CTC) was established
in 1976 as an autonomous body wit in the U.N. Secretariat to further
an understanding of the nature of transnational corporations and their
effects on home and host countries; to secure arrangements to enhance
their positive effects and control their negative effects; and to
strengtheni,host country abilities to negotiate with such corporations.
In essence, then, UNCTC is a research and coordinating, rather than an
operational, agency.

For the past several years, one of the UNCTC's main areas of
research focus has been the role of pharmaceutical multinationals in the
world market and their impact on developing country economies, industries,
and health care. The interpretation of this research has been a point
of some controversy between the international industry and UNCTC, espec
ially as regards the level of international market concentration, the
capabilities of local industry in the Third World, and the role of
patents and trademarks in Third World settings.

2. The United Nations Development Program (UNDP) is a diversified
U.N. agency providing technical assistance, project finance, and policy
guidance to developing countries' in a wide range of economic sectors.
In 1981, 4.6% of its project expenditures were in the health sector,
and 11.9% in the Arab states of the Middle East.

Nearly all of UNDp·s pilot projects, investment feasibility
studies, and technical assistance activities are carried out in the
public sector. However, these upstream investment services do have
significant private sector links, which UNDP is trying to expand, via
subsequent private sector investment in UNDP-designed projects. In
1981, 20% of the follow-up financing to UNDP projects was supplied by
private sector companies and financial institutions, a third of that
by private institutions within the project country. In UNDpls health
project feasibility work, however, no follow-up financing was obtained
from private sources.

3. The United Nations Industrial Develo ment Or anization UNIDO
was formed 1n 1967 to promote an accelerate in ustria izat10n of eve
oping countries. UNIDO is an lIexecuting agencyll for UNDP, i.e., UNIJP
finances UNIDO·s provision of technical advice, equipment, feasibility
studies, research, etc. in developing countries. In addition to pro
viding technical advice within countries, UNIDO acts as an investment
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middleman, sponsoring meetings of financial and business executives
from the developed world and their developing country counterparts
to promote project investment.

UNIDO's one foray into the health sector has been related to the
pharmaceutical industry in the Third World and its relations to the
multinational industry. A series of studies and national and inter
national meetings have resulted in recommendations to developing
countries to emphasize public regulation and control of drug provision
and pricing and to expand indigenous private production of pharma
ceuticals.

4. The United Nations Children's Fund (UNICEF) works closely
with developing country governments, bilateral and multilateral de
velopment assistance agencies, and, especially, private voluntary
organizations to design and supply family and child health programs
targeted at the world's lowest income groups. UNICEF's recent emphasis
has been on combining the use of growth charts, oral rehydration,
breast-feeding, universal immunization, and pre- and post-natal health
care into comprehensive, national campaigns to improve child health
worldwide. 42

The private (provider and business) sector has not been a
traditional focus of UNICEF concern. Recently, however, UNICEF
has initiated an effort to involve private business resources and
expertise more directly in one area of the above UNICEF concerns,
oral rehydration. UNICEF has established a consultative group of
multinational corporate executives to discuss and advise UNICEF on
the possible business opportunities for producing and marketing oral
rehydration products in the developing world. In the words of UNICEF's
Executive Director:

"There is every reason to believe that proper marketing
(of oral rehydration therapies) can produce a considerable
demand for the product. There are, after all, hundreds
of millions of cases of diarrhoea annually, and tens of
millions of families who would buy low cost DRS (oral
rehydration salts) packets if they were readily availab-Ie.
Hence, the marketing of an item like DRS by the private
sector so that the packet is available in every village
and urban slum along with matches, batteries and other
low cost consumer essentials is not only a desperately
needed public service, but potentially a profitable enter
prise in its own right. 1143
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5. The World Health Organization's (WHO) private sector
interests have also been almost totally related to the issue of
drug and vaccine provision.

WHO's Special Programme for Research and Training in Tropical
Diseases includes a series of cooperative laboratory research pro
grams with multinational pharmaceutical companies in the U.S. and
Europe. There is a general recognition in the TDR programs that it
is the private pharmaceutical manufacturing sector which has the
production capability necessary to turn laboratory discovery into
marketable product. However, this recognition of private roles has
been seen to have some limitations. Earlier this year, the gene
splicing company, Genentech, withdrew from a proposed venture to
produce a malaria vaccine with New York University (NYU), el iminating
the possibility of rapid vaccine development in this area, because
WHO exercised a contractual claim to the patent in the public interest
on the basis of its previous support for NYU·s research. The result
will be a delay in the development of a usable product from NYU·s
research work, and, perhaps, a greater private sector hesitancy to
become invol ved in drug development and marketing arrangements with
WHO.

WHO and the multinational pharmaceutical industry have also
recently reached preliminary agreement on cooperation in the Essential
Drugs Programme. The industry has agreed to fill bulk orders for some
essential drugs at below market prices, but details of the arrangement
have yet to be completed.

10.K. SUMMARY

In sum, then, a variety of development assistance actors involved
in the Middle East have explicit policies supportive of private sector
involvement in project development, finance and implementation. Few
agencies, however, have both private business/provider policies and
experience with implementing those policies in the health sector--.-
Thus, building project partnerships between groups of development
assistance actors and the private sector will be a challenging, but
certainly not impossible or unprecedented, undertaking.
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SECTION I11.

PROCESS OF INTERACTION



II. THE PROCESS OF INTERACTION AMONG PUBLIC AND PRIVATE

HEALTH SERVICES IN THE MIDDLE EAST

"A c.ompany'/.) pILoa.c,Uve c.onc.e.tz.n. 60IL .:the heaLth 06 m
emptoyee6 .m any le6.6 devetoped c.0un:tJuj tM.n.6.ta;te6
veJty quic.k£y -i..n-to a .6eJUe.6 06 po.6.{;t{.ve c.on.6eque.nc.e.6.
F.<Mt, the Jtipple e6 6ec.:t yie..td6 be:t:teJt c.alLe 60IL an
employee'.6 depen.den.:t.6 and .:the .6 e-ttUtg 06 IUgheJt
quaLUy .6:tandaILd6 a..6 to what health c.alLe -iA ac.c.ept
able 60IL them. Sec.ondly, tlU.6 c.onc.eJtn 60IL qua1);ty
.m6luen.c.e6 the doc.:toM/c..t.m,£c..6/ho.6pi.J:aiA wah whom
we deal, help.mg and en.c.oWtag.mg them to upgltade
theJJr.. level 06 med,£c.a.t c.alLe, not only 60IL oWt em
ployee6 and depen.den.:t.6, bLLt a.t.60 60IL otheM 06 the
c.ommwUty who U6e them. Thiltd, the evlden.:t ' hum:tn'
c.onc.eJtYl. 06 c.ompa.n-i.e.6 pltac.:t,£c..{ng health c.alLe thU.6
~.ta:te.6 -into good wLU. and a p0.6.{;t{.ve e.nV-Ul.Onmen.:t
6!LOm whi.c.h the c.ompany, employee and c.ommun...{,ty aU
pIL06il." C. Eugene Moore, M.D., Exxon Corporation.

11.A. INTRODUCTION

Section II of this Report has set out in some detail the
nature and level of private sector involvement in health care in
the Middle East, as well as the government policies affecting that
involvement. The conclusions are strikingly clear. Nearly all
types of private sector health roles are present in significant
degrees, or have significant potential for expansion, in the Middle
East. Moreover, in most cases, those roles, and their expansion,
are consistent with existing government policy.

The preceding chapters, however, are an insufficient found
ation upon which to examine the possible roles of publicly-mandated
development assistance agencies in creating partnerships with and
incentives for private sector health activities, for they poorly
convey the interdependency among the various private and public
actors in the health system. Strategizing a useful future devel- .
opment assistance role assumes a full understanding of the ways
in which the various private actors currently interact with and
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depend upon one another. If development assistance wishes to create
for itself a public health niche in existing private systems, so as
to leverage its own and other public resources and to provide incentives
for improvements in private services and products, then it must under
stand not only the individual actors but also the web of relationships
and interdependencies that ties them closely together. It can then
assess and match its own strengths, resources, and priorities to the
process of health care provision as it exists in the private sector,
and understand where and when development assistance can have the
greatest impact.

The previous section of this Report has stressed the im
portance of this web of interrelationships in individual cases and
for individual actors. Since the detail of that web may have been
lost in the amount of data in Section II, this chapter will focus on
the process of interdependency that currently exists among the various
private sector actors.

11.B. HYPOTHETICAL SITUATIONS IN AL-BILAD

It will be recalled that Chapter 1 of this Report set out the
various actors to be described in Section II's data base. We will
now return to that analytic framework, overlaying the lines of
interdependency upon the categories of actors we have analyzed. The
result will be a composite picture of who is linked to whom, how, and
on what issues in the production and delivery of health services.

This composite will be presented for nine hypothetical situa
tions in a country called Al-Bilad. These hypotheticals are drawn
from both actual case material and the general information gathered
through the process of research for this Report. As such, the
hypotheticals represent no one company or instance, but rather are
aggregate profiles of how the system works in the private sector and
of where public health and development assistance linkages might
be structured. The schemata displaying the health linkages in the
situations described are presented on the page immediately following
the beginning of each hypothetical situation.

Situation 1: DAR AL-SIHA HOSPITAL

A group of private physicians has decided to build a 100-bed
private, inpatient facility, Dar al-Siha, on the outskirts of the
capital city of Al-Bilad on land purchased from a large land owner.
An Italian architectural firm is hired to design the facility and
to draw up construction specifications. Financing has been aggregated
from the personal resources of the physicians, private Arab investors
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PRIVATE - PUBLIC SECTOR INTERRELATIONSHIPS
FOR HEALTH CARE SERVICES

ANALYTIC FRAMEWORK DISPLAY SHEET
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from the oil-surplus countries of the region, and a consortium
of local banks.

Investment clearance has been received from the Ministries
of Finance and Plan, and the Ministry of the Interior has approved
the land purchase. Fee schedules, interior plans, and staffing plans
for the facility have been approved at the Ministry of Health.

A local firm, Mahmoud Construction Company, is contracted to
bui 1d the faci 1ity. It, in turn, subcontracts to a 1oca1 company for
the provision of unskilled labor on the job site. While the
requisite occupational safety and health activities and structures
are part of the construction plan approved by the government, com
pliance is more in the letter than in the spirit of the law. No
safety instruction or equipment is provided to laborers. However,
an emergency clinic to treat accidents is set up at the work site,
and a local private physician is contracted to be on call for
serious accidents.

Upon completion, the facility will serve individual patients as
well as establish a group membership self-insurance scheme. The latter
would resemble a Health ~laintenance Organization, with II members ll (e.g.,
local companies) paying a flat annual fee for unlimited, non-specialist
services for employees treated at the facility. The scheme requires
approval by the government's insurance organization. That approval has
not yet been received.

A range of development assistance links are possible in such a
private project. Since private resources have already borne the invest
ment costs in the facility, its equipment, and personnel, any linkage
which public health/development assistance can forge will represent a
fairly cost-effective method of service provision for the public sector.
Three possibilities for such links are as follows:

(1) Development agencies could approach government agencies,
private sponsors, and corporate users (see Situation 2 below), regarding
the possibility of capitalizing an insurance fund that would cover
specific lower income groups in the facility's geographic catchment area
to receive specific services, including maternity, emergency, and
pediatric care, and such preventive services as immunizations.

(2) Development agencies could work with government agencies and
private providers to establish quality standards in the private facility;
to utilize the professional capability in the facility to train the
management and providers employed in public facilities; and, reciprocally,
to assist the facility with its own personnel training problems.

(3) It has been regularly observed in Al-Bilad that problems
involving nutrition and child health are common among not only the very
poor, but also among the newly rising worker and middle class. Parents
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in these groups have only recently acquired relatively significant
incomes and thus still retain some traditional, possibly harmful,
misperceptions of appropriate family health practices. Development
assistance and public representatives could approach the facility's
management about setting up regular, joint health education campaigns
in the facility·s outpatient clinics in such areas as nutrition
education, family planning, and child health. This would allow the
facility to expand the kinds of services it offers its clientele, and
also would give public health development professionals a low investment
outlet for health education materials and services.

Situation 2: W. A. SMITH WIDGET CORPORATION (CHICAGO)

After lengthy and often painful negotiations, the W. A. Smith
Widget Corporation, headquartered in Chicago, has finally reached
agreement with the Government of Al-Bilad on the construction and
operation of a widget manufacturing and packaging plant 20 km. outside
the capital city in a new, but currently empty industrial park. The
W. A. Smith investment will be 49%/51% joint venture, with the Government
partner being the Al-Bilad Investment Agency. However, Smith is respon
sible for all construction and operation decisions.

The company's health-related activities in the context of the
investment are diverse. In terms of construction, Smith has contracted
with a German firm to design and manage the actual building of the plant
since widget technology is complex and requires fairly specialized
facilities. The German company, in turn, has subcontracted to an inter
national labor contractor who will provide Korean labor to the project.
The Korean agreement specifies, by Korean request, that the contractor
provide all project medical services from Korean sources. However,
uccupai..ional health and safety regulations, both during construction and
during operation, are those of the u.S. All OHS equipment is imported;
local OHS managers are trained at Smith',s Gary, Indiana plant.

A basic dispensary is maintained at the plant site to handle
emergencies as well as primary care for local and expatriate employees.
Drugs and materials are purchased from a local pharmacy. The dispensary
is staffed by a local paramedic who was trained at Al-Bilad's Health 
Institute and sent by Smith to East Kansas University for further training
prior to the opening of the plant. In addition, the company provides
health and hospitalization insurance for all local employees. Depending
on the illness, between 8% and 10% of services are paid by the company.
Smith/Bilad has contracted with the new Al-Siha hospital to provide both
in- and outpatient services to company employees and their families. A
major U.S. carrier provides health and accident insurance for expatriate
employees.
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The presence of the Smith joint venture on the Al-Bilad scene
provides development assistance professionals in Al-Bilad with a num
ber of opportunities. Smith, as an employer of 4,000 people, could
be enlisted in a variety of public health education campaigns, com
bining development assistance materials with company outlet facilities
(bulletin boards, news sheets, worker meetings, etc.). One key area
of attention, of interest both to the company and to public health
professionals in the Government, might be family nutrition, since the
company provides all employees with a midday meal.

Another potential linkage is family health. Since Smith is
providing some insurance coverage for health services for the families
of its employees, it has a bottom-line concern with disease prevention.
It might be prevailed upon to contribute financing, materials, or the
time of its paramedic to a local health project designed to improve
maternal/child health in nearby areas.

Occupational health is, of course, a third possible area of
collaboration, since Smith's corporate headquarters prides itself on
its international safety record. A public-private seminar or task
force on the subject bringing together local and multinational business
and government agencies to discuss options for improved worker or manager
OHS training, as well as in-service training for government regulators,
might be held using the good offices of the development assistance agency.
Indeed, Smith's Chicago executives might be prevailed upon to co-sponsor
the meeting and/or provide technical materials to support the meeting
agenda.

Situation 3: THE PRIVATE SECTOR AND ORAL REHYDRATION

As in most developing countries, one of Al-Bilad's primary
public health problems, for adults as well as (and more severely)
for children, is diarrheal disease. Until recently, the Ministry
of Health of Al-Bilad and its cooperating development assistance
agencies have been combatting the problem on two fronts. First,
using commodity credits from the aid agencies, the Government has
been importing large quantities of oral rehydration salts (ORS)
packets produced in the U.S. and Europe. ORS is a simple combination
of salt, sodium bicarbonate, potassium chloride and sugar which, when
combined with water, restores to the body the fluids, nutrients, and
minerals lost through the dehydration associated with diarrhea. Dis
tribution of these special packets is one of the keystones of the
government's attack on the mortality resulting from diarrheal disease.

The method of that distribution has been reliance on and ex
pansion of the public system of maternal/child health cl"inics. All
programs in these clinics have emphasized the importance of oral
rehydration and have provided free distribution of ORS. On the
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recommendation of an expert provided by an aid agency, a modest
public education campaign has also been undertaken, largely using
two-color posters placed in clinics, hospitals, and government
ministries.

The results have been less than desired. Major logistics
problems have left most of the imported ORS deteriorating on the
docks or in warehouses. Yet no local firms have the capability
to produce either the salts or the liquid rehydration product.

There has been no expansion in subsequent demand for addi
tional ORS among those mothers who have previously visited the
public clinics and participated in the education programs. The
number of serious child-dehydration cases seen in the public hos
pitals has not declined. No one in the public sector seems to
know what the status of diarrhea treatment is in the private
health systems, or what programs are being undertaken there.

Returning from an international conference on oral rehydra
tion, the Minister is frustrated by his apparent inability to
achieve results in the face of the relative simplicity of the ORS
solution. Not only is the current effort not having much of an
impact, he feels it may not even make much long-term sense. One
of Al-Bilad's primary exports is sugar, for example; why get into
a position of having to import a product one of whose four ingre
dients is sugar? Furthermore~ why rely so heavily on production
or marketing in the public sector at all? The Minister arranges
a meeting with his two close friends, the Ministers of Industry
and Plan, to discuss the situation and forge a solution that both
meets Al-Bilad's immediate needs and creates long-term supply,
marketing and distribution channels to support and supply public
health programs, private health facilities, and the general mar
ketplace.

The plan derived is four-pronged. The current public maternall
child health programs would be retained and supplied in so far as
possible with the imported product. As a stopgap measure, there are
few alternatives. However, the Minister of Health would seek expanded
grant assistance to improve the logistics end of the distribution
problem.

The Ministry of Industry confirms the Minister of Health's
suspicion that no local companies, drug or food, produce oral re
hydration products, weaning commodities or other fluid consumer
commodities upon which oral rehydration fluids or salts production
could be built. The MiniSter of Plan, however, notes that two months
ago, two representatives of the Scandinavian Foods Corporation had
visited his office to discuss procedures and opportunities for in
vestment in Al-Bilad. Prior to the meeting, one of his staff had
done some checking and found that among the company's many beverage
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products is a consumer soft drink, marketed widely in Europe, for use
by both professional and amateur athletes to counter dehydration from
many aerobic sports. In essence~ the product resembles ORS-plus-water.
The Ministers decide that the second prong of the plan would be to
contact Scandinavian Foods and put the company in touch with a local
drug or food producer for discussions on a possible joint venture,
one product of which would be understood to be a local version of
the company's rehydration soft drink, to be marketed in local food
stores, as well as packets of ORS to be made available to private
pharmacies and government health programs. The Minister of Plan
agrees to contact the Ministry of Economy and begin developing an
investment package of financing, tax holidays, and import incentives
to attract Scandinavian Foods. The Minister of Health would also
notify the appropriate bilateral aid agency and commercial officer
regarding the venture and request that their headquarters staff con
tact and encourage the company at its Stockholm headquarters. If
this strategy of joint venture private investment fails, the Minister
of Health will approach development aid agencies for investment fi
nancing to assist local private food and drug businesses to expand
their product lines to include ORS and fluids.

On the marketing side, it is generally agreed that the poster
campaign had lacked both the breadth of distribution and the quality
needed to attract attention and get parents interested in obtaining
ORS. Even if the Ministers assumed that the investment deal would
go through, that local products would be available in the general
market, and that the Scandinavian Foods joint venture would, in its
own self-interest, ensure that the advertising of the product attracted
the public, at best this process would not culminate in market demand
for at least two or three years. How could public demand for ORS and
its fluid equivalent be raised in the near term? The Minister of
Health agrees to approach a development aid agency for technical
assistance, and to insist that the assistance come, not from univer
sity communications "specialists" this time, but from an international
advertising company itself, either via an unpaid, public service
arrangement or via contract paid by the aid agency. Moreover, the
Minister of Plan suggests that the request be made explicitly for the
long term, so that the outside industry representatives would be avail
able to adjust the campaign as it developed. Before the call is made,
the Minister of Industry agrees to have one of his staff research the
best advertising firms so that the Minister of Health would have some
concrete suggestions for the aid agency.

Finally, it is clear that outlets for the ORS and rehydration
fluids must be expanded. The private providers of health care and
health products deliver upwards of three-quarters of the health care
inAl-B il ad and invest annuall y as much as the Mi ni stry of Health in
the national system. Their cooperation has to be sought immediately,
and the products made available through their clinics, programs, and
stores. The Minister of Health agrees to call the directors of the
physicians' and pharmacists· syndicates as well as the heads of the
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ten major private facilities in the country for an emergency meeting
on the subject. The Minister of Plan agrees to see that the Prime
Minister opens the meeting and underlines the Government's commit
ment to developing a sustainable solution to the diarrhea problem.

As the meeting adjourns, the Minister of Health draws a deep
breath and picks up the phone to fight the next battle, selling the
private/public strategy to the holders of one of the financial keys,
the international aid agencies.

Situation 4: LES PETITS BONBONS CONSTRUCTION COMPANY

Concerned about recent unrest in a province 100 km. from the
capital, Al-Bilad1s Government has decided to move forward with the
long-planned construction of a power plant in that province. A neigh
boring oil-surplus government has been prevailed upon to finance the
extensive project since the province is also on the latter's border.

Les Petits Bonbons Construction Company of Paris, a special"ist
in the energy field, has been hired to build the plant, but operations
will be totally managed by Al-Bilad since this is considered~ in part,
a defense-related facility. Bonbons, therefore, is a temporary fix
ture on the Al-Bilad scene. This suits the preference of Bonbons'
management, since five years ago the company's joint venture power
facility in the South of Al-Bilad was nationalized by the current
government. Bonbons is happy to have the current business, but its
executives in Paris have no desire to make a corporate capital com
mitment of any type to Al-Bilad.

Familiar with the Al-Bilad scene, Bonbons' manager for the
project knows that the new plant's location is a difficult one. A
relatively rugged, mountainous re~ion, the area has no paved roads
or public facilities. The four- (probably five~) year project will
need to develop its own water source, housing, and health facilities,
and other services. Before a road can be built, the only easy access
to the project site will be via helicopter. Bonbons' manager, with
immediate concurrence from Paris, decides that health services and
disease control responsibilities will be totally subcontracted to
Health Services, Inc., a diversified health management company head
quartered in Alabama with 20 years of health facility management
experience in the Middle East. Health Services will assume all water,
health and medical responsibilities (design, management and provision)
during project construction and see to it that the facilities and per
sonnel turned over to Al-Bilad at the end of the project are adequate.

Wishing to minimize the project resources spent on what Bonbons
considers to be ancillary services, Bonbons' management has specified
that Health Services' contract be a fixed cost one, requiring that
cost increases be reviewed in Paris. Health Services, therefore, has
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limited ability to extend services during construction outside the
project perimeter unless a cost-effective means of doing so can be
found. This concerns Health Services ' management on a number of
counts. The company is used to, indeed prides itself on providing
services in as large a catchment area as is needed to control disease
and health problems effectively. The company has always used health,
not financial, standards to measure its effectiveness. By limiting
its broader community contact due to the financial limits, commun
icable disease control will be difficult, as will triage decisions
in dealing with expected community requests for services.

This is obviously a difficult situation for development assis
tance and the public health sector in general. Paris is decidedly
not in a partnership mood. Health Services is used to working more
broadly in communities in the context of its facilities management,
but is under severe contractual limitations. On the other hand, the
province at issue is one on which development assistance has long had
an eye since formal health services are virtually non-existent there.
Working out from the power plant's health facility to establish a
broader disease control and services system could ensure more cost
effective health projects in the region in the future, particularly
since the Government will operate the facility anyway once constructed.
Moreover, local development assistance professionals will also benefit
if collaboration can be arranged, since entry into the province will
give them a possible project pipeline, with implications for solid
ifying their own health project budget at the headquarters agency.

The possible links for development assistance to ensure an
adequate health systems base are threefold: (1) in the Government,
since Al-Bilad will be the plant's operator over the long term. The
Government thus should have a strong interest in seeing that Health
Services is free to do an adequate job; (2) the project's Arab financ
ing partners, since adequate health and other services over the longer
term may help to calm what has long been a politically restless area;
(3) its own project funds, allowing it to complement Health Services'
health provision base at no immediate cost to either Health Services
or to Bonbons, with the hope that as the project proceeds, its pro
ject seed money wi 11 hel p Heal th Services attract more BonbonsjAl-Bil ad
health financing to the project.

Health Services is likely to be receptive to any or all of
these overtures, since it has hopes of ultimately cooperating with
several development assistance agencies on health project management
in the region.
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Situation 5: AL-WATAN, AL-BILAD AND MEDICAL MANAGEMENT, LTD.

Several years ago with the assistance of its neighbor, Al
Watan, Al-Bilad built a new (and the only) hospital and outpatient
facility in the heart of Al-Bilad1s eastern province. Upon completion
of the facility, however~ Al-Bilad found its resources to be insuf
ficient to fully staff and operate the hospital. It thus turned
once again to Al-Watan for advice and assistance. Al-Watan responded
positively and suggested Medical Management~ Ltd., a British facilities
design and management firm as a contractor to staff, operate, and
manage the facility.

In the last year, Medical Management has brought the facil ity
beyond the point of full operation. Overwhelmed by the demand for
servfces in the province, the facil ity's management has searched for
a way to deflect some of the demand from the central hospital and
clinic. Its solution has been to purchase two MASH-type tents (mobile
tents usually used to provide medical/surgical facilities in military
combat areas) and transport vehicles, and to conduct outpatient and minor
surgery clinics in the more distant areas of the province. Twice a
month these units go out for four-day periods to provide services in
the rural mountainous areas. In turn, they also act as emergency
transport vehicles, bringing the more difficult cases back to the
hospital for treatment.

In this, as in all of its projects, Medical Management has
taken particular concern with quality control and in-service personnel
training. The hospital has a small library, which contains up-to-date
copies of all key professional journals. Both physicians and nurses
are regularly given skill up-grading seminars by visiting Medical
Management trainers, and, if part of the project for longer than two
years, are sent to a major medical or nursing school in Europe or
Britain for refresher work.

Thus, among the many opportunities for public and development
assistance collaboration with the Medical Management facility is person
nel training. The facility represents not only an up-to-date hospital
training setting, but also an opportunity for rural service delivery
training using the mobile MASH units. The opportunity is significant
in Al-Bilad since the Government and development assistance agencies
spend nearly a half million dollars a year to train public physicians
and nurses abroad and to bring in outside technical experts to provide
in-service skill up-grading to public personnel. That figure could
be drastically reduced if an arrangement could be made to link into
the Medical Management facility.

A second area of training opportunity is in facilities man
agement. The Medical Management staff is highly trained in health
management skills, and, of necessity, has learned to adapt that
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sophistication to the needs of and realistic possibilities in the
remote province. That pragmatic experience together with the under
lying sophisticated skills is almost desperately needed in Al-Bilad's
public health facility system t where most managers are part-time
and poorly trained. Again t the public and development assistance
sectors could approach facility management about arranging both
on-site training and a series of management seminars in Al-Bilad's
capital city for Ministry of Health personnel.

Situation 6: SAHARA TEXTILE COMPANY

The Sahara Textile Company of Al-Bilad is a privately-owned
and operated textile spinning and weaving company located in the
heart of Al-Bilad's capital t with an additional plant in the coun
try's only port city. Sahara is one of Al-Bilad's oldest companies t
a family-owned venture with a long and proud history in the national
economy.

Sahara has always done business as a family affair and has
stayed out of the political arena. Even at the height of Al-Bilad's
romance with socialist economic ways, the company remained insulated
from the roving eye of public takeover simply by attending solely to
its own business. Sahara neither seeks nor welcomes outside questions
about its facilities, operations or finances. Public "partnershi p"
is very close to the opposite of its philosophy. liMy company, II its
current chairman once remarked, "has always taken care of itself and
its own. Others are invited to do likewise."

Unfortunately, the past few years have made Sahara's life con
siderably more complex and raised its public profile. In its port
plant, which employs 10,000 people, the company installed the newest
in weaving machinerYt imported from the U.S. but installed and oper
ated by local staff. Three weeks later t seven workers were killed
and ten maimed when a large piece of machinery came loose and smashed
into a work station. In traditional fashion, famil ies of the dead
were given a financial gift by the company and the maimed sent to a
company-sponsored rehabilitation center. As far as anyone knows,
no operating changes were made or safety equipment ordered.

Sahara's health services are limited. Its employees are part
of the government labor insurance scheme which operates fairly effi
ciently. Most workers obtain health services at public clinics.
Emergencies t such as those described above, are treated at the company
dispensary by the company male nurse and then sent to public hospitals.
As i de from the government insurance pl an, the company operates no for
mal disability insurance or compensation program. No health education
or worker nutrition programs are carried out in any of Sahara's facilities.
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The opportunities for development assistance and public agencies
to develop health-related incentives for major employers like Sahara
are clear, and range from health education programs to finance to
improved on-site care to accident and disease prevention. The pre
requisite is that such incentives be cooperatively determined and
be structured as parts of the broader portfolio of activities of
public agencies, rather than as "command and control" regulations
targeted at specific companies or industries. Section III which
follows will present such potential activities.

Situation 7: DRAKE PHARMACEUTICALS COMPANY, NEW YORK

After many false starts and investment delays, the Drake
Pharmaceuticals Company, the second largest multinational drug and
chemicals firm in the world, with plants on nearly every continent,
last year completed construction of a wholly-owned pharmaceuticals
plant in Al-Bilad's port city. The facility will produce basic
drugs for the local and export market and employ 3,000 workers.
Drake will also sell to Al-Bilad's military and public health sys
tems through existing procurement channels but at preferential prices.

Given the importance of sanitary practices to product quality
control, Drake's Al-Bilad management is particularly concerned about
worker hygiene. Drake maintains a health and hygiene office at the
plant staffed by three public health/sanitation specialists, one of
whom is a U.S. citizen and two of whom are nationals of Al-Bilad
whose skills were upgraded in Drake-financed courses in the U.S.
prior to the plant's opening. An extensive worker education system
is in place in the plant to train employees formally and informally
in hygiene practices.

Occupational safety and health standards are those of the Drake
Company in the U.S. A five-bed dispensary is maintained at the plant,
with a local private physician on-site for normal employee health
examinations five mornings a week. Drake is in the process of nego
tiating with a private group practice and a local private hospital
for emergency and other health care benefits for employees and their
families. Drake management is unclear at this point as to how a
financing scheme for these services will fit in with the policies
of the Ministry of Health. Drake has few contacts in that Ministry,
as all project negotiations were held with the Ministers of Finance,
Economy, and Pl an.

Manager and technician training for its skilled employees is
financed by Drake at U.S. and European institutions. Drake is not
enthusiastic about this situation because of the expense involved
in the face of fairly high managerial turnover (the company's exper
ience in other developing countries has led it to expect a 20% per
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year turnover of local skilled and managerial personnel), but the
technical programs in Al-Bilad I s post-secondary school s 1eave much
to be desired. If the company could find a local, skill-upgrading
alternative, it would seriously consider changing its managerial
and technical training approach.

Drake's Al-Bilad plant is also undertaking a series of
educational seminars for local physicians regarding diagnostic
and therapeutic approaches to the major diseases and health
problems of Al-Bilad.

The presence of the Drake plant and the company's extensive
experience in the developing world provide a number of opportunities
for public and development agency cooperation. Moreover, those
agencies hold the keys to several of Drake's problems, and thus
the company has a direct incentive to work with development/public
agency programs provided the programs are relevant to its business
needs and expertise.

Among the overtures agencies might make to the company are:

Expansion of its physician seminars to include public
health physicians and ministerial personnel;

Initiation, perhaps with development assistance seed
financing, of similar pharmacist in-service education
programs;

Technical assistance relations with the Ministry of
Health on issues such as product quality control, thereby
also giving Drake its needed contacts in the Ministry
for an insurance decision on its employee health program;

Expansion of its worker hygiene education programs to
include general health and nutrition information provided
by development assistance and public agencies;

Cooperat ion with health and post-secondary busi ness
institutions to improve curriculum and teaching.

Drake has developed programs and procedures that will serve
its purposes. Thus, it is unlikely to initiate the public dialogue.
Its experience, problems, and programs are such, however, that it
is likely to be receptive to development assistance "good offices"
and joint financing for programs that serve both its needs and those
of public agencies.
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Situation 8: BILLINGS PETROLEUM CORPORATION

Things are beginning to look up for the Al-Bilad economy.
Two years ago, a geological survey indicated possible petroleum and
natural gas reserves in the deserts in the country's southern region.
Last year, Al-Bilad negotiated an exploration agreement with Billings
Drilling and Petroleum Corporation of Laredo, Texas, in which Billings
gained exclusive exploration rights in the area plus a guarantee of
a limited-term government joint venture for production of ar~ reserves.
An old hand in the region's oil business, Billings l President, Billie
Ray Billings, is well known for his ability to strike such lucrative
bargains .

. Bill ings Petroleum recently made a significant find in the far
southern desert and has begun to build up the facilities and personnel
needed to exploit the find and develop the pipeline necessary to carry
the crude to port terminals. In the process, it has developed a health
systems plan for the project area. Since the likely wellheads will be
500 km. from the nearest major town, the company will build a twenty
bed inpatient facility as well as provide all outpatient services to
its employees and their families. The health services will be staffed
by an expatriate physician and three paramedics, all veterans of the
Vietnam War. Billings has also signed a 24-hour contract with an
international evacuation company to handle serious disease or accident
problems. Non-critical emergencies will be stabilized at the camp
facility and flown by helicopter to the capital, to private hospitals
with which Billings has negotiated service agreements.

Billings· previous experience in the region and elsewhere in
the developing world is that the multi-year effort will attract not
only local labor but also their families and other local service
entrepreneurs. In addition, the southern province is a prime route
of movement for nomadic populations which crisscross the national
borders of Al-Bilad and its two southern neighbors. In keeping with
its corporate pol"i cy, Bill i ngs wi 11 provi de emergency medi ca1 care
to all of these non-employee groups, as well as conduct regular out
patient clinics, particularly for child health and vaccinations.
The company will also allow free community access to its water supply
and sanitation systems.

Costs for all these services will be absorbed by the company
in the context of its investment. Several previous experiments with
co-payment schemes or other forms of employee cost-sharing have not
proved successful, given the isolated circumstances of the company1s
operations and the lack of employee alternatives for care.

In this situation, there are many areas of corporate activity
which relate to public and development assistance interests, but there
are probably few opportunities for active linkages or incentives.
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Possibilities include providing Billings medical staff with health
and water-use education materials to use as part of their clinic
programs and providing, for example, family planning or food com~

modities if Billings would add family planning or nutrition education
activities to its health programs. However, the project site is so
remote that opportunities for supervision or evaluation of these
public roles may be few.

Indeed, the company and its long experience in the region is
more a resource for development assistance than vice versa. Closer
communication between public/development assistance health staffs and
the Billings medical staff might assist public projects in other re
mote areas of the country in management of such problems as emergency
care, water supply, and community disease control.

Situation 9: THE AL-BILAD MINISTRY OF HEALTH

Al-Bilad's publicly-financed health system has worked closely
for many years with a range of Western development assistance agencies
to improve public health services in the country. Virtually all of
this activity has involved only Ministry and agency resources. The
public lines of communication are thus well established. The problems
of the public health system, however, remain significant, and Al-Bilad's
public options are limited. The country's President has three times
in the last two years publicly pronounced the right of Al-Bilad's
people to health care. Nevertheless, the operating budget of the
Ministry of Health has continued to lag behind those of other national
sectors. Its investment budget has fared even less well; 70% of the
physical plant in the public system is at least 25 years old.

The country's traditional approach to the provision of free
service and drugs to all its users is becoming increasingly untenable,
both in financial terms and in terms of the absorptive capacity of the
health infrastructure. Although there is significant private capital
in the country's private medical system, a major privatization turn
to solve the public finance dilemma is politically unfeasible, given
the President1s recent remarks.

The financing situation has recently been joined at the top
of the Minister's worry list by an increasing quality problem in the
nation's drug supply. Three years ago, in an effort to bring down
costs, the Ministry changed its import suppliers from major Western
firms to those of smaller Eastern bloc and developing countries.
In addition, it expanded the product lines of the two state-owned
packaging plants in the country. Recently, however, serious quality
problems have arisen in the products from both types of sources.
Indeed, several deaths at the country's teaching hospital have been
rumored to be attributable to the problem. While no conclusive evidence
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has been found to support that rumor, public perception is beginning
to overwhelm the facts. Moreover, a rash of instances of drug counter
feiting has been discovered in over-the-counter medicines at a half
dozen major pharmacies in the capital city. As a result, three regional
importers of Al-Bilad-produced drugs have barred all Al-Bilad products
from their markets until the quality issues are resolved.

Both the public and private sectors are upset about the situation,
both as it involves the local market and as it affects Al-Bilad exports.
The financing and recurrent cost implications of a major public quality
control system are beyond the Ministry's foreseeable capabilities.

The Minister has called in his prime development assistance
contact, a personal friend of long standing as well as a professional
colleague, to discuss the Ministry's options in dealing with the two
sets of problems. Attuned to the technical resources of a variety of
private sector organizations, the agency representative could suggest
two approaches. On the financing side, the agency and its Western
headquarters could sponsor a technical assistance meeting of experts
from major financial and insurance companies to help the Ministry
think through its insurance financing options and the managerial pre
requisites for their viability. The agency could then assist in the
capitalization of broad insurance systems as well as the training,
perhaps with the pro bono assistance of relevant local and inter
national companies, of Ministry personnel.

On the quality control side, the agency could suggest that
some combination of private and public finance be offered to the
private sector to establish a quality control laboratory with standards
set by the Ministry. Alternatively, the Government could build, with
development assistance help, and lease to the private sector a quality
control facility, so that operation and costs were absorbed by the
private sector (lessees and private companies), but with close Minis
try supervision of work quality.

Preliminary meetings with the pharmaceutical industry, local
banks, and/or local branches of major international banks could be
scheduled to explore financial and technical options and interests
in such a sol ution to the qual ity prob"1 em. The attraction of the
proposal to the banker is the loan, subsequent letters of credit
for materials, etc., and contacts in a new area, thereby expanding
his competitive position vis-a-vis other banks. Development assis
tance money could be offered as the catalyst for the process, either
to finance the feasibility work or as a partner in the financing.
Ih the former case, the assistance could be structured as a loan,
repayable with interest if the deal is made. The development agency
could also serve as a bridge for the technical work to be done by
providing technical assistance to the feasibility study from the
drug regulatory authority in its home country.
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If the private sector option comes to fruition, the Al-Bilad
Ministry could confer a certificate on drugs passing quality standards
at the laboratory, although avoiding giving the laboratory monopoly
position by requiring the certificate for all drugs. This would help
both the local market and importers of Al-Bilad's products ensure that
they receive quality products, and thus rebuild consumer confidence.
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SECTION IV I

PROJECT IMPLICATIONS



12. PROJECT OPTIONS FOR DEVELOPMENT ASSISTANCE

"HeaLth ne.e.d6 have. become. a rrcUn. c.ompone.n-t .m MC.la.1.
and e.c.onomic. de.ve1.opme.n-t pfuYL6 .m the. Middle. EMt, and
.taJtge. .mve..o:tme.n:lA ha.ve. be.en a.,Uoc.ate.d 6OJZ. that PU!1.pO -6 e. •
yet, the. diveJl-6Uy 06 the..oe. .mVe.-6:tme.1'i.U and the. Jc..a.pid
gJtowth a.ntic.ipate.d will. Jte.qubLe. the. te.c.hnic.a.£. know- how
and e.ntJte.pJtene.U!1.la.1. c.Jte.a.tivUy 06 the. pJtivate. -6e.c.toJt.
The.Jte. Me. jo.mt oppoJttwU..U.e..o ava.ifuble. and entJte.pJte.ne.U!1.-6
we.lc.ome. the. pote.n-tla.1. 60Jt paJLtneJl-6hip-6 with public. de.vel
opment pJtogJLa.m-6 .m the. -6pilLit 06 6Jte.e. enteJLpwe.."
Ali T. Dajani, Director, Amman Chamber of Industry.

12.A. INTRODUCTION

If all, or even some portion, of this Report is viewed as
accurately portraying the existing and potential private roles in
the health sector in the Middle East, what can or should be done to
ensure that those roles are maximized? If development assistance
agencies are the necessary catalysts to realize closer public-private
collaboration to resolve health sector structural and service pro
vision barriers, how can those agencies realistically alter their
project portfolios to take greater account and advantage of the pri
vate sector resources, expertise, and opportunities that already
exist? What are the project portfolio options that are, on the one
hand, pragmatically possible and, on the other, consistent with the
public service mandates of those agencies?

This Report cannot supply all of the answers to those questions.
Project solutions to the collaboration dilemma are a function of the
specific structures, professional skills, legislative constraints and
policy directions of individual agencies. What this chapter can and
will contribute, however, is a general framework for the project options
all agencies face, and specify within each option the structural/pro
fessional/financial prerequisites, advantages and disadvantages public
aid agenices recognize if the option area is pursued.

Project identification and development is a long and painstaking
process in most development assistance agencies. The project options
areas discussed here are not meant in and of themselves to short-circuit
that process. As will be seen, however, that issue of lengthy project
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approval processes is important and will need to be dealt with by
agency management, since it is a major disincentives for private
sector relationships. Rather, the options described here are offered
as examples of the paths which specific project development might
take as aid agencies seek ways to cooperate with and contribute to
the maximization of private resources in the health sector.

One caveat is needed. The project area options described
here are rarely issues in which the private sector requires assis
tance. For the most part, private sector heal th systems work well
enough to meet private sector needs. Rather, the options represent
areas in which, with development assistance leadership, private
resources/networks/expertise could be matched with and therefore
expand upon the availability and cost-effectiveness of aid resources
in the interests of the former's market concern and the latter's
publ ic mandate.

There are four general categories of project options open to
aid agency initiatives:

Expansion of existing agency project portfolios in those
traditional project areas which are inherently supportive
of both private services and public needs;

Initiation of new project areas which, while innovative,
simply represent variations on traditional aid agency
project themes;

Significant, creative departures from traditional project
areas, as adjuncts to, but not replacements for, traditional
projects;

Significant, creative departures from traditional project
approaches which would require, for most agencies, changes
in their legislative or public mandates.

12.6. EXPANSION OF EXISTING PROJECT AREAS

A number of opportunities are available for simply grafting
private linkages onto existing project areas already pursued by aid
agencies. Since such private sector IIcornponentsll would be fairly
small, however, it is unlikely that they would leverage much in the
way of private finance. For the most part, project activities in
this option would need to be largely aid-financed, but could expect
varying degrees of private sector technical assistance and in-kind
contributions. Examples of these activities and the ways in which
they build on existing private and publ"ic systems include:
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(1) In-service training for private pharmacists to improve
their diagnostic skills, since they are often, in fact, the first
point of contact between the population and the health care system.
Such training would, of course, be in cooperation with private pharma
cists' organizations, could use private facilities, could be developed
using innovative pharmacist diagnostic training materials already
being developed in several multinational pharmaceutical companies,
and could, for simplicity's sake, be begun within the geographic
confines of an existing primary health care or rural development
project of the aid agency.

(2) Financing for physical infrastructure as well as manage
ment training funds could be included in existing or planned primary
health care projects to establish more efficient national logistics
and warehousing systems. Such systems would support both private
and public sector providers. Moreover, their operation might be
contracted or licensed to the private sector to reduce the operating
cost load on public budgets. Design of such project components could
make use of the logistics expertise in a variety of private, multi
national corporations, either in the form of pro bono technical
assistance or the contribution of in-kind materials. The resultant
logistics systems would benefit not only public provider health
systems, but also private pharmacies, facilities, and providers.
By improving the movement of products through the health system,
the systems would benefit private suppliers (local and international)
of health products as well.

(3) In the normal course of their government relations,
development assistance professionals could provide expanded policy
advice to national governments on the impact of various policies
as barriers. to or incentives for private capital and service flows
in the health sector. Such an advisory role would include, on
request, provision of technical assistance to develop policy options
or alternatives for government-private sector relations.

(4) The site of recruitment for health sector positions in
national ministries is the medical school, not the business school.
Yet, if government personnel are to strike partnerships with their
private sector colleagues, they will need basic familiarity with
the economic and financial considerations important to businessmen
and which structure their decisions. Development aid agencies
could provide short-term training funds~ perhaps jointly with corp
orate assistance, to government health sector decision-makers or
project managers (as well as to, perhaps, those of the aid agency
itself) to gain these basic business skills and knowledge. Training
might even take place in the sophisticated centers which exist for
this purpose within various corporations. Areas of training focus,
with specific reference to their health sector and private partner
ship relevance, might include trade economics, project finance,
business management, and health economics with emphasis on fee-for
service and insurance scheme alternatives. The goals of the training
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would be to assist public managers to administer their own health
programs in a more cost-effective manner, and to improve communication
and understanding between public policy makers and private business/
providers on partnership options.

From the aid agency's point of view, the advantages of this
option and these types of project components are clear. Not only
do they build on and/or maximize existing private roles, they also:

Are consistent with existing public mandates;

Do not require major project portfolio revision;

Build on existing professional capability within aid
agencies and thus do not necessarily require skill
retooling among aid agency staff;

Do not require major organizational changes within aid
agencies, nor require that project development time
frames be greatly altered, since there is little corporate
finance involved;

Are consistent with, or at least do not violate, national
government pol icy within many countries in the Middle East.

The disadvantages of an exclusive reliance on this approach to
private relationships hinge not on what this option accomplishes,
but on what it does not accomplish. The point has been made consis
tently throughout this Report that the levels of private resources
and expertise are significant in the health sector, are growing
rapidly, and have potential for even more rapid expansion. The
relatively minor project portfolio adjustments represented by
additions to existing ways of distributing aid, if relied on alone,
do not take full advantage of the resource-leveraging opportunities
of aid agencies and national governments.

12.C. NEW PROJECTS CONSISTENT WITH TRADITION

Aid agencies' second option is to take project portfolio
diversification one step further. This option would expand project
activity into new areas which have not to date been part of the
agency's substantive concerns; which build on private sector resources,
expertise, concerns, and needs; but, which remain consistent with the
types and structure of projects within the existing project portfolio.
Such new project areas would be subjected to the same agency project
review process as are existing projects. As new initiatives, however,
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these would involve, from the first review step, the views, ex
pertise, and resources of the private sector partners. Examples
of such project areas are fourfold:

(1) A new area of project work might be the creation of a
private sector-government partnership to develop and implement
sustainable, enforceable, occupational health and safety standards
and systems, perhaps with an initial focus on certain types of
industries or workers. Aid agency roles would be not only those
of training and commodities financing, but, perhaps more importantly,
the provision of the agency's good offices to bring the various local
actors together on what can often be antagonistic issues. The agency
would also represent an arm's length vehicle for channeling specific
multinational corporate expertise to both industry and government
actors to improve OHS programs.

(2) Recurrent cost financing is a crucial problem in nearly
all developing country health systems. Public finance is increasingly
unable to meet the needs of broadly available health services. Aid
agencies could provide policy advice and support pilot project init
iatives for the design, capitalization and operation of private or
quasi-private insurance scheme alternatives to public finance. These
could be targeted projects, limited to specific categories of health
services or groups of service users such as agricultural cooperatives,
specific industries, or urban neighborhoods.

A fundamental component of such projects would need to
be improvement in the data collection capabilities of the various
levels of local government in the project's areas. Reliable actu
arial and demographic data is the base upon which viable insurance
schemes are built. The lack of such data would need to be overcome,
since it is a major disincentive to the broad commercialization of
health and life insurance in the Middle East, as well as in other
developing regions.

If an arms' length technical assistance mechanism could
be established through which the advice could flow, one of the aid
agency's primary technical resources to select and design such pro
jects is located in the multinational insurance industry. Although
large firms in that industry currently have no significant interest
in the health insurance market in the Middle East, they do house
very sophisticated expertise in all aspects of health insurance
design and provision. Moreover, by focusing on the development of
the local industry, aid agencies may contribute to establ ishing the
fundamental industry underpinnings which will ultimately attract
large companies to health sector finance in the region, a point
that should be lost neither on those companies nor on planners

-concerned about the region's health finance system over the next
20 yea rs.
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(3) Turning internally for a moment, development aid agenices
themselves need to expand their own lirle-staff capability to under
stand and communicate with private business and providers. "Doing
business with business" will require an understanding within aid
professionals of business concepts and structures, and among busi
ness of development assistance goals and conerns. What is required
of development professionals is not so much an academic grasp of
business administration as a pragmatic, operational understanding,
for each relevant industry or issue, of business structures, resources,
constraints, and concerns. To achieve that end, and to provide a
forum for business executives to meet and exchange views with their
development aid technical counterparts, an internal training project
could be organized to provide health, population, and nutrition
technical staff with a working project-related knowledge of such
areas as:

basic business economics;

project finance in the private sector;

international banking and its health sector role;

the insurance industry and the constraints and incentives
to its involvement in Third World health sectors;

the international pharmaceuticals industry, its diversity,
organization, and technical resources;

health product quality control concerns and resources in
the private sector;

the communications/advertising industry and its public
consumer education resources;

occupational safety and health expertise and industry models;

how various companies organize themselves to manage and
respond to Third World issues;

construction, architecture, and engineering resources in
the private sector;

the management industry's view of health facility and
system design and management.

This training project could be effectively co-financed
with private business, if the latter were to provide the facilities
and seminar leaders for each subject area. Indeed, offers to co
sponsor such seminars, at corporate expense, have been made to this
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project over the last year by executives in a variety of health
relevant industries in this country and in Europe. Thus, while
such a project might be independently organized and chaired, it
would deeply involve business executives themselves, with obvious
advantages for maximizing the operational utility of the materials
presented as well as for communicating development aid goals to
business itself.

(4) Finding ways for development agencies to work with
private business and providers in the health sector also implies
finding ways for local governments to work with their own private
sectors as well as with multinational business of all types. In
contrast to some areas of economic development, the relationship
between public and private sectors (international or local) on
issues of health, population, and nutrition has not always been
an easy one. Indeed, it is more often fraught with hidden or overt
confrontation than with cooperation. Clearly, this situation must
be altered considerably if the seeds of cooperation are to fallon
other than extremely barren ground.

Many developing country public health officials inter
viewed in the context of this Report have expressed a desire to
develop closer private sector linkages, and to manage public-private
disputes in a more constructive, creative fashion. As has been
noted in Chapter 9 above, national government policies in the Middle
East reflect that desire as they begin to develop incentives for
expanded private sector roles. Many models of and processes for
dispute management and collaborative decision-making between the
public and private sectors exist.! These processes have emerged
from the recent regulatory experience of governments and businesses
in the industrialized world. As the desire for maximizing both
economic efficiency and social goals expands, these cost-effective
processes are beginning to dominate regulatory relationships between
the public and private sectors in those regions. The opportunity
to learn how to apply them in the health sector in developing country
settings, and the access to technical assistance for their implemen
tation could be a crucial element in providing national governments
in the Middle East with the tools to work more effectively and
optimally with their own private sectors in such areas as:

pharmaceuticals delivery;
health product quality control;
occupational safety and health;
health-service financing and coverage;
worker nutrition;
major projects where the natural or social environment
is at risk and thus puts health or nutrition at risk as well.
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Development aid agencies could sponsor training for
national government officials (and their own agency staffs) in the
newly emerging but rapidly growing discipline of dispute resolution.
Such training could take advantage of the sophisticated resources
being developed in corporations and regulatory agencies in the U.S.
and Europe as these groups attempt to break with past confrontational
tradition and find more rapid cost-effective means for dispute avoi
dance and resolution.

The advantages for aid agencies in initiating new project
areas such as those illustrating Option 2 above are severalfold.
While these project areas expand the agencies' substantive involve
ment in development, they nevertheless remain consistent with
agency mandates which emphasize government-to-government aid
relations. Furthermore, projects under Option 2 do not require
structural or project-approval timeframe alterations in pUblic aid
agency procedures. Finally, by working more fundamentally with
the private sector at all stages of project development, such
projects may, in the medium-term, leverage greater resources than
the simple project component option described previously.

The disadvanges to Option 2 are at least two-fold. For many
public agencies, it will require new, albeit not radically new,
technical skills on the part of agency health staffs (e.g., occu
pational health and insurance expertise). Second, the option retains
the traditional framework of aid agencies as public sector inter
mediaries or financiers, and thus limits the ability of the agencies
to become engaged in the more fundamental private resource leveraging
opportunities described in Options 3 and 4 below.

12.0. NEW, INNOVATIVE PROJECT DIRECTIONS

Striking out on a new course, public aid agencies could begin
to get involved in project activities directed at leveraging private
resources in the heart of health system problems, i.e., investment
and recurrent finance. Staying within the limits imposed by their
own authorizing legislation or bylaws, public development assistance
agencies could begin to work with local and international financial
institutions to attract greater investment capital to the health
sector. Two examples of such projects or aid roles will illustrate
this financial broker role. A third will illustrate new project
endeavors which would position aid agencies more directly as immed
iate non-equity investors in health industries.

(1) Building on the Barclays Bank case described in Chapter 6,
aid agencies could approach major international or local financial
institutions to join with them in capitalizing a health sector equiva
lent of a Development Bank. This bank could finance two basic kinds
of activity.
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First, it could offer small loans, with a grace period
on payback and long maturity but at near market interest rates,
to private health service providers to assist in the startup of
individual or group private practices (purchase of equipment,
rent, etc.) if those practices were established and remained for
a minimum number of years in underserved rural or small urban
areas. Beyond established national regulations, fee structures
would be left to the economics of supply and demand; overcharging
would result in reduced provider income (and thus inability to
meet loan payments) since families would not be able to meet
excessive fees. Furthermore, competition in the form of greater
number of practices located in given areas could be encouraged
by, for example, a conscious policy of balanced geographic allo
cation of loans.

Second, the bank could also provide financing for
plant expansion and equipment of private health products industries.
If necessary, limits could be placed on the types of drugs and
medical supplies to be produced. As in the Barclays case, these
loans would only be considered in cases where traditional banking
channels were unable to respond to industry needs.

Such a project would not only meet public aid goals of
expanding the availability of health services and materials to
larger portions of a nation's population, it might also attract
new capital to the health sector from other financial institutions
and, particularly, from regional aid agencies. Furthermore, by
focusing on repayable loans, not grants, the approach would begin
to introduce the discipline of market finance into investment de
cisions in the health sector.

(2) Public aid agencies could also begin to actively seek
out private finance alternatives for health sector projects rather
than accepting the more easily investigated public aid option. An
example of how this might be done, in the area of drug quality
control testing, was described in the hypothetical situation 9 in
the previous chapter. In such cases, the public aid agency becomes
a technical and, if necessary, a financial bridge between, on the
one hand, public and private health sector projects and, on the
other, private finance. The aid role is to provide project technical
design assistance and to finance the early feasibility studies re
quired by the private financial institutions.

(3) Public aid agencies could provide direct capital finance
for private and quasi-private plant and equipment in the health
services and products industries. Direct financing of, for example,
health products plant expansion or modernization could be tied to
the production of certain needed medical supplies or pharmaceuticals.
This type of project work would be extremely complex. In most instances,
this aid role would entail complex negotiations between aid agency and
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the national government over such issues as prlclng policies and
industry subsidies. It would also involve the agency directly in
the entire web of production problems from labor availability to
quality control. Despite these problems, at least one publicly
mandated aid agency is currently actively examining its industrial
finance options in just this area.

The advantages of projects such as those illustrating
Option 3 involve both their use of leveraging (using limited public
finance to attract multiples of private finance to health sector
investments) and their direct pursuit of key production and market
bottlenecks that inhibit rapid expansion of private (and public)
production and service provision systems .

. For most public aid agencies, however, the disadvantages
of Option 3 are probably fairly imposing. Not only is the identi
fication and assessment process for such projects unfamiliar to
aid health officers, there are few health sector precedents in the
development assistance community to which they could turn for
guidance and reassurance. Four additional disadvantages also
make Option 3 difficult to implement.

First, these potential projects require staff professional
capabilities (project finance, banking, etc.) which are normally
at least in short supply and often non-existent in health bureaus.

Second, because Option 3 envisages financial leveraging
and co-financing and/or involvement directly in production indus
tries, it would require speeding agency project review and approval
processes. Few financial institutions, for example, will wait out
a two-year project review and approval process before an agency
even decides to become involved as a technical and financial bridge
for a quasi-private health venture. Private banking institutions,
when faced with such (for them) small projects, thi nk in terms of
weeks, not years, to approval.

Furthermore, once a project is established (e.g., the Health
Development Bank), private sector partners will be expecting a mini
mum of bureaucracy and a maximum of financial or product turnover
from the investment. Speedy decision processes, even within aid
projects, are not one of the strengths of development agencies.
The structural changes that would be required in aid agencies to
carry out such projects would be significant, unless those agencies
would be willing to become passive partners in the projects and
forego hands-on management and oversight. Again, for most public
agencies, direct monitoring of and at least some control over pro
ject implementation is built into the project system.

-226-



Finally, Option 3 type projects begin to alter, at least
superficially, the usual mandates of public assistance agencies
(i.e., grant and commodity support to national governments). New,
innovative project directions would require major financial commit
ments on the part of public agencies. Those commitments would
probably reduce the amount of financing available within aid budgets
for traditional project areas. Although that restructured assis
tance budget would ultimately attract greater net resources to the
health sector, the superficial but erroneous impression would be
of an agency turning from its public mandate to private markets.
It thus would be a project shift difficult to defend in some policy
forums. Although the link between private markets in the health
sector and the affordability of public programs for the "poorest
of the poor" is tightly forged, this is normally not the way de
velopment assistance in health is conceptualized.

12.E. DIRECT INVESTMENT

The fourth option available to the health sector of public
development assistance is to begin to take direct investment or
equity positions, perhaps together with relevant multinational
corporations, in local health product or finance industries. The
investment would be focused on those areas or products where devel
opment assistance finance would provide the final lift to a project
being considered in the private sector or would motivate that pri
vate sector interest. This would imply, specifically in the health
sector, a development finance role similar to that of the Inter
national Finance Corporation affiliate of The World Bank, described
in Chapter 10.

For example, when faced with problems of population growth
and its economic and maternal/child health impacts, public aid
agencies and governments normally respond by developing primary
care and maternal/child health programs centered in public clinics
and hospitals, and by emphasizing the use of simple oral contra
ceptives. The products needed to support these programs are imported
via the commodities finance programs of the aid agency. While such
project activities may address the immediate family planning program
needs of the health sector and the economy, they often do not develop
within the recipient country the long-term local capability to support
and supply those public programs, or to extend them to either private
facilities or the general marketplace.

Few local firms in the Middle East produce the very product
that those public and private health programs need -- oral contra
ceptives. So, what has an aid response, focused on near-term needs
accomplished? It has indeed assisted in establishing public programs
for dissemination of knowledge and products regarding family planning
and maternal/child health. That role is essential, especially in
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situations of very rapid population growth. Leaving aside the
recurrent cost financing question regarding those programs, how
ever, it has not placed those programs at the center of consumer
attention, the marketplace. Furthermore, by distributing products
which are imported, it has either tied the country to a higher
medium-term import bill or resigned itself to medium- or long-term
commodities support for the country. This is hardly an advisable
solution, given the data in Chapter 3 on economic environments.

An aid agency and government team, recognizing these factors
and attuned to the market and production capability of the private
sector, has a clear option: invest directly in the expansion of
the product line of local production industries and/or encourage
multinational corporations with relevant products in the industri
alized world to establish operations in the country at issue to
rMnufacture and market the products needed for local family planning
programs. The aid agency then can assist the government by (1) de
termining the likely companies to produce the products (local and
MNC); (2) financing the necessary industrial feasibility studies~

(3) developing with the corporate partners the marketing and dis
tribution approach; (4) providing direct investment for the project,
probably jointly with private financial institutions or the corp
oration itself; and (5) assisting the national government to develop
methods for using the privately produced contraceptives extensively
in the national health system, public and private.

The aid agency and government benefit because the needed
input to solve the population/health problem becomes more readily
available, and is made available in such a way as to minimize
administrative or financial drain on the public management sector.
The private company(ies) benefits because of product or investment
expansion and because public incentives structures minimized their
upstream investment design and evaluation costs. The public bene
fits because a range of contraceptive products are available both
in the health system and as consumer products in the marketplace.
The economy benefits not only because imports are reduced, but
because investment is increased, tax revenues are expanded, em
ployment is created, and a new industry is developed.

It is this type of project thinking which most comprehensively
taps the technical and financial resources of the market sector to
meet both market and public needs. It is also this type of project
thinking which is most difficult to find among health professionals
in public aid agencies. The option entails all of the disadvantages
of Option 3 above. In addition, it may require, in some countries,
alterations in the authorization legislation for the agency itself,
a formidable lobbying job in many circumstances.
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However, it is this type of integrated project development -
combining the individual strengths of public and market forces to
meet public needs -- which best fits the true meaning of "partnershi p"
among the sectors and roost optimally will meet many of the long-term
health needs in the Middle East.
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13. TAKING ADVANTAGE OF THE OPPORTUNITY:

A PROGRAM OF ACTION

"The ILe.1atiOI'L6Jup betwe.e.YL the. .6Oc.~tj ILe.6poYL.6ible.
and iYLYLovative e.YLteJLpJvL6e and the. goveJLYLme.YLt mU6t
be. a C.OOpeJLative. OYLe..... The. ILe.6pol'L6ible. e.YLteJLPJvL6e.
doe.6 YLot ••• ac.c.e.pt the. me.v.itab~ 06 aYL adVeJL6aJLtj
ILe1.a.;tW1'L6 hip betwe.e.YL go Ve.!LYLme.YLt, C.OILpo!Lat.iOYL, aYLd
wOILlUng 60ILc.e..... Nothing m the. age 06 ongaYLizatioYL
-iA a..6 c.eJLta.iYL a..6 that m the. e.YLd theJLe. will have. to
be. YLe.g otJ..a.,ticm , c.oYLc.ili,aticm , and c.ompnom-iA e.. 1
John Kenneth Galbraith.

13.A. INTRODUCTION

The significant level of private sector activity in the health
sectors of the Near East, and the extraordinary potential for devel
opment assistance and government agencies to expand and direct this
activity, create a wide range of opportunities for leadership on the
part of the latter two groups as they seek to create more effective,
sustainable health programs. This range of opportunity need not appear
overwhelming to the already overburdened development or public health
professional. That there are many things that can be done does not
imply that they all need to be done at once. The program options which
public and development professionals face can instead be grouped into
four potential next steps:

No response;

Immediate initiation of the internal project identification/
appraisal process of aid agencies to investigate one or
more specific project areas for subsequent aid/private
sector support;

National seminars or conferences in individual countries
targeted at the specific health issues of greatest concern
and interest to government agencies, indigenous business,
multinational corporations, private health service providers,
and development assistance organizations involved in those
count ries;
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Development of a regional constituency for the more effective
use of public and private resources in meeting the health
needs of the region, and for creating national momentum in
individual countries to facilitate closer private/public
cooperation.

13.B. THE "NO RESPONSE" OPTION

A decision on the part of public or aid agencies to make no
private sector additions or alterations to development assistance
or public health project portfolios, despite the potential described
throughout this Report, is certainly one option. It is also, in the
short-term, the easiest option to pursue for it removes the necessary
mantle of leadership from the shoulders of development professionals.
Such a decision, however, foregoes significant medium- and long-term
opportunities both for more effective/sustainable projects and for
resource leveraging. Ignoring the existence of and/or potential for
private sector health activities effectively reduces the amount of
resources, both financial and technical, which could be applied by
development assistance to improve standards of health in the Middle
East.

13.C. IMMEDIATE DEVELOPMENT OF SPECIFIC PROJECTS

A second option for aid agencies is to move directly to project
identification and design, using their own internal project approval
process and based on their own program priorities. This option cer
tainly would allow agencies to take advantage of immediate opportunities
for private sector linkages in Middle East health systems. However,
it risks leaving in the private sector an impression of not being
equal, valued partners in the project development process.

Development of partnership projects entails the development of
long-term partnership interests in seeing that the project succeeds.
That long-term interest is a function not only of a private economic
market stake in the project, but also of the interest and commitment
of private sector professionals in the technical aspects of the pro
ject1s design and application. In turn, that professional and personal
stake in the success of the project will only occur if representatives
from both public agencies and private business are involved in the pro
ject idea from the beginning. Resources and technical expertise from
both public and private sources must be utilized at the birth of the
project idea, not just at the time of its financing. Certainly, creative
and effective projects can be developed at aid agencies without the
counseling of private business leaders. Yet, if these agencies are
serious about using their funds to catalyze an expanded health role
for the private sector, then the private sector must be given a serious
role in project formulation and must be viewed as a working partner,
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both in style and in substance. To develop such roles and long-term
commitments, a constituency-building effort may be needed to create,
on the part of all actors, an understanding of the responsibility,
need, professional justification, and benefits of cooperation. In
this innovative approach to development assistance, the process of
building a partnership approach may be just as important to the
agency as the end-product project itself.

13.D. CREATING NATIONAL CONSTITUENCIES

As noted in several sections of this Report, lasting cooperation
between public and private actors in the health sector requires that
all actors be party to partnership decisions. The private sector is
not courting development assistance or public agencies; if anything,
the opposite is true. Thus, developing a constituency within the
local private sector (and, at times, within sections of the local
government itself) is an important first step if all sectors are to
work together over the long-term.

The conduct of individual national seminars or conferences is
an option for both identifying the key substantive issues between public
and private actors involved in an individual country's health sector
and catalyzing the various interests of the government, development
assistance, and business into a constituency for a partnership solution
to those, problems.

The goals of such national seminars or conferences would be
fivefold:

(1) To begin the process of establishing a local network of
private and public sector leaders involved in the health problems and
the possible resolution of these problems;

(2) To examine the status of the specific health areas and
issues which provide opportunities in the country for closer publici
private cooperation and the leveraging of public resources;

(3) To specify and assess the major barriers and incentives
to closer cooperation in those areas, from the perspectives of all
sectors represented;

(4) To identify and develop, with some degree of detail,
specific opportunities for forging closer cooperation in those areas,
with particular reference to possible catalyst roles for development
assistance agencies;

(5) To develop follow-up procedures for implementing recom
mendations of the conference.
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Sponsorship of the seminars could be retained within the
development assistance or government agency, or, perhaps more ad
visedly, could be shared by a business and a public third party.
In the latter approach, no individual group or organization would
be in the spotl ight to impl ement the recommendations for action
that would be forthcoming from the meeting. Implementation could
then also be jointly determined.

Participants would include representatives from the local
government, development assistance (regional and international),
local business (manufacturers of pharmaceuticals, manufacturers of
non-health products, banking, and insurance), private providers,
and multinational corporations (including, as relevant, pharmaceu
tical companies, manufacturers of non-health products, construction,
banking, communications, and insurance).

The achievement of the above goals, however, implies a con
ference which focuses not on speeches but on a serious result-oriented
discussion. The agenda, therefore, would need to be highly structured
and would require a mix of plenary meetings to set conference ground
rules and review final recommendations for follow-up action, and
working groups which divide participants into small discussion/
decision groups to grapple pragmatically with various substantive
issue areas and to design specific recommendations for resolution
of the problems.

13.E. CREATING A REGIONAL PROFILE

Despite the value of smaller meetings which focus on the spe
cific needs of and potential partners in individual countries, there
are valid and important justifications for initially moving beyond
individual countries to the creation of a regional partnership
constituency. Much remains to be learned, understood, and absorbed
about the process of forging public-private partnerships to address
health problems in the region. What are the elements of interaction
and project formulation which lead to successful sustainable partner
ships? And, how can these positive experiences be broadened to respond
to other project areas in other countries? There exists a wealth of
experience on these subjects within multinational corporations, indi
genous business, and government agency partners in countries of the
region both covered and not covered in this Report.

Moreover, a history of public-private conflict may inhibit
immediate, pragmatic dialogue within some countries. If placed
within a precedent, region-wide concern with health cooperation,
however, such national meetings might become more viable.
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Creating a regional forum for discussion and analysis of both the
precedents for and the potential of public-private health partnerships
would provide the opportunity for representatives from government,
multinational and indigenous business, private providers, and devel
opment assistance to learn about the track record of prior public
private cooperation; to utilize the expertise of those involved in
the partnerships experience to chart a course for development assis
tance participation in partnership efforts; and to create regional
momentum for cooperative probl em-solving approaches in the heal th
sectors of the Middle East.

Thus, a regional meeting or conference would have six goals:

(1) To begin the process of personal networking for public
and development assistance professionais to identify resources and
expertise among their corporate counterparts;

(2) To provide national governments, indigenous business and
private service providers from countries in the region with the cata
lyst and network necessary to begin to seek their own national or
corporate cooperative strategies;

(3) To expand both corporate, government, and development
assistance knowledge regarding the barriers to and incentives for
partnerships, based on the more sophisticated case studies of coop
eration in the region and surrounding areas;

(4) To apply that partnership experience to new areas of
concern to development assistance professionals working in the
health sector and to assess the incentives for and barriers to
partnerships in each general area (e.g., occupational safety, health
care financing);

(5) To develop, to the extent possible, specific suggestions
for project cooperation, to identify the development assistance
catalyst role in each, and to assess the private sector resources
which might be brought to the partnership;

(6) To publish the proceedings of the conference, including
models of successful working partnerships and summary findings of
the conference, to be utilized in pursuing follow-up meetings or
project recommendations.

To achieve the dual goals of constituency-building and pragmatic
opportunity assessment, the conference could be divided into two sections.
During the first day, a series of case studies of cooperation could be
presented to and examined by the plenary. Presenters would be the
business executives and, where possible, the government officials involved
in forging and implementing a partnership to address health problems of
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concern to both business and public leadership. Each case presen
tation would address, from both business and government perspectives:

(1) The problem faced;

(2) The incentivesjbarriers to action;

(3) The process by which a partnership was forged;

(4) The nature of the resulting project;

(5) Evaluation of its effectiveness and the success/failure
of the partnership strategy;

(6) Potential for duplication in other areas of the region.

The second period of the meeting could then be organized around
working groups which would apply the lessons of partnership-building
to specific regional health concerns, such as occupational safety and
health, the development of cost-recovery financing schemes, or specific
aspects of disease control in remote areas. These groups would develop
the framework of problems, incentives, and barriers to cocperation
which could then be used as the agenda for subsequent national problem
solving meetings.

13.F. CONCLUSION

All that has been written in this Report can be summarized in
three statements:

(1) Maximizing all available resources is crucial in the under
financed health sectors of the Middle East;

(2) Private resources are currently being extensively applied
to health care delivery in the region and have great potential for
being expanded if their utility is recognized by public and development
decision makers;

(3) Designing the incentives for that expansion and the partner
ships for seeing it through will not be easy, but the effort is and will
be essential to the coordinated and expanded delivery of adequate health
care in the region.

Clearly there is much to be learned in this relatively uncharted
area of market-based partnerships in the developing world. It is equally
clear, however, that such self-interested partnerships represent promising
prospects for meeting public needs. To capitalize on this opportunity,
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changes in perspective within all sectors are required. Public
agencies must be more creative in the development of policies for
attracting market resources to address public problems. Business,
local and international, must develop more effective means, in its
own self-interest, for working with and taking advantage of public
incentives and opportunities. Development assistance must make a
determined effort to catalyze private relationships, and accept an
early leadership role in mediating the differences between public
and private actors. The health problems of the Near East are serious;
the human and financial stakes are high; the opportunity for joint
action is real; the payoff can be to the advantage of all.
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NATIONAL ECONOMICS
AND THE

PRIVATE SECTOR

COUNTRY DATA PROFILE

Samples of Private Sector Data for Individual Countries

• Over the last 8 years, economic growth
has averaged between 7% and 8% per year.

• 1981-85 Development Plan projects $10
billion in investment, half to be sought
from the private sector.

• 59% of investment in the 1976-80 Plan
originated in the private sector.

• 51% of Jord~n's $2.4 billion budget is
financed externally, largely via aid
from the U.S. and Arab states.

• Half of Jordan's labor force (60% of
the non-farm employed) is employed
in the government and military sectors.
Private industry employs 25% of the
labor force.

• Much of private sector investment in
Jordan is focused on export-oriented
industries.

• A third of Jordan's GOP is accounted
for by remittances from Jordanians
work ing abroad.

EGYPT

• Average economic growth over the past
five years has been 9% per year,
largely due to petroleum and tourism
sectors.

• Law 43 (1974) initiated Egypt's Open
Door Policy to attract local and
foreign private investment.

• Foreign private investment totaled
$400 million in 1980, compared to
$100 million in 1977, but 64% of all
foreign investment projects have been
in banking/finance. Only about 80
foreign companies have made equity
investments in Egypt, and rarely
in the productive sectors.

• Public sector continues to account for
80% of industrial output and 70% of
investment. In 1982, however, one
third of government-owned industries
ran losses that amounted to one-half
of their total capital.

• Planners project a need for $5.9 billion
in private investment to finance the
current Development Plan.

• 54% of all light industry workers are
employed in private enterprises.

• 68% of private foreign exchange went
to purchase capital goods in 1982.

• External budget support totaled
$2.5 billion last year.

• Tunisia1s 1980-81 economic growth
rate was 6%.

• The Government is the prime source of
investment capital, but 40% of invest
ment in the productive sectors of the
economy is expected to come from private
sources.

• Unemployment is among Tunisia's most
acute economic problems. In 1980,
49% of the men under 25 years of age
were without jobs, compared to 29%
in 1966.

• Tunisian trade unions recently nego
tiated a 30% increase in the minimum
wage, an amount triple the country's
rate of inflation.

• 45% of investment in manufacturing
industries is private capital, compared
to 24% during the 1960 ' s.

• 75% of the employed Tunisian labor
force works in private establishments.

• 40% of foreign investment is in con
struction materials and 20% ;s in
food processing.
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LEBANON

• At the end of 1980, ~stimated losses
to Lebanon's economy from 6 years of
internal strife were $5.1 billion.

• 80% of that loss was in the private
sector.

• In the late 1970's, between 82% and
88% of annual investment was in the
private sector.

• The country's main economic asset is
its well-educated population. The
war has had contradictory effects on
this asset. On the one hand, 300,000
citizens have emigrated, draining the
country of key technical expertise.
On the other, remittances from these
emigres have kept the country finan
cially solvent.

• Approximately $2 billion of external
finance is required to meet current
budget deficits and reconstruction
needs. To date just under $400 mil
lion of that amount has been received.

MOROCCO

• In 1981, Morocco's GOP dec1 ined by 1. 6.%,
largely as a result of a drought which
devastated agricultural output and of a
soft phosphate market.

• 68% of projected investment in the
1981-85 Development Plan is to be
sought in the private sector.

• Most planned private investment is
being targeted at manufacturing and
construction industries. The Plan
projects no private investment in
the country's social development
sector.

• To cover its budget deficit, Morocco
is seeking $1.4 billion in external
aid financing.



INDIGENOUS PRIVATE
BUSINESS

COUNTRY DATA PROFILE

Samples of Private Sector Data for Individual Countries

• There are 5,000 private industrial
establishments in Jordan, but only
10% employ over 100 workers.
However, these account for 95% of
industry's fixed assets and 89% of
the value added by industry.

• Between 1976 and 1980, 670 new private
factories were licensed, 30% in the
chemicals industry.

• The domestic pharmaceutical industry
supplies 24% of the country's $47.2
million pharmaceuticals market.

• 62% of the domestic pharmaceuticals
market is in the private sector.

• Four domestic pharmaceutical companies
serve the Jordanian market, two of
which are privately-held and two of
which are joint government-private
ventures.

• In 1981, the value of domestic pharma
ceutical companies' exports was equal
to that of their domestic sales.

• Occupational health and safety programs
in private domestic manufacturing and
energy industries are often limited due
to the cost of equipment and the lack of
personnel trained in OHS procedures'.

• Revenues in the insurance industry have
risen rapidly in the last 10 years.
The Government is attempting to include
private providers in a new national
health insurance scheme.

• The private banking sector is a major
source of investment financing in the
country. 19 indigenous banks operate
in the country, but 45% of all commercial
banking business is held by the private
Arab Bank of Jordan.

• Egypt's 4,000 private light industry
establishments account for over 50%
of total investment in such industries
as leather, woodworking and engineering.

• 80% of the drugs in the Egyptian pharma
ceuticals market are domestically produced.

• Only 17% of pharmaceutical consumption is
accounted for by direct government purchase;
the remainder of the drug market is in
pri vate hands.

• 70% of local phanmaceuticals production is
accounted for by seven state-owned companies.
The remainder is from multinational joint
ventures located in the country.

• Until recently, all of the drug and medical
supply import market was in the hands of 2
state-owned companies. Recently, several
smaller, privately-owned companies have
emerged to compete and reduce that figure
to 70%.

• Health provision activities of private manu
facturing companies normally include rudimentary
occupational safety programs. Broader health
service provision is limited, but in some cases
large companies offer extensive health programs.

• Although 65 private banks have been created
in Egypt in the last 8 years, their emphasis
has been on financing trade, not on capital
finance for development projects.

• Much of the health insurance market is con
trolled by the quasi-public General Organization
of Health Insurance. GOHI covers 2.5 million
people and operates 20 hospitals.

• There are also 144· private insurance funds in
Egypt, most operated by agencies, syndicates
or companies wishing to increase health benefits
of their employees or members.

• Indigenous pharmaceutical production,
import and distribution, is largely
controlled by the Central Pharmacy
of Tunisia (PCT).

• Total value of PCT production in 1980
was $8.7 million, 17% of PCT's turnover.

• Health insurance for public employees
is provided by the Caisse Nationale
des Retraites et Prevoyance Sociale
(CNRPS), covering 1.5 million persons.

• Private sector employees are covered by
the national health insurance fund,
Caisse Nationale de Securite Sociale
(CNSS).

• In addition, a variety of health in
surance schemes (for government employees)
and group health insurance contracts (for
private employees) are negotiated with
private insurance carriers to provide
additional coverage. The value of this
activity is estimated to be $20 million
per year.
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• Reliable data is not available re
garding the current level of domestic
drug production in Lebanon. Drug
counterfeiting problems, originating
from illegal, unlicensed plants, are
serious.

• Local, private commercial banking
remains the source of most capital
for private industry, including
that in the health sector.
69 private commercial banks
currently operate in the country.

• The National Social Security
Foundation, with approximately
900,000 beneficiaries, operates
the government-controlled health
insurance system. It rel ies on
the country's private health ser
vices sector, however, for the
provision of beneficiary care.

• 80% of the pharmaceuticals in Morocco
are locally formulated/manufactured
by 17 different drug manufacturers.

• Total value of locally-produced drugs
is approximately $120 million per year.

• 90% of the raw materials used by local
drug companies 7 however~ are imported.

• 95% of locally-produced medicines are
manufactured under license from
multinational corporations.

• The major state-owned corporations
provide extensive employee health
services, outside the Government's
public health system. These com
panies operate their own hospitals
and clinics, hire their own private
physicians, or contract with private
service providers for extensive em
ployee medical care programs. .
Annual corporate budgets for these
services can be as high as $4.5
mill ion.



INDIGENOUS PRIVATE
SERVICE DELIVERY

COUNTRY DATA PROFILE

Samples of Private Sector Data for Individual Countries

~

• Between 50% and 60% of the health
care in Jordan is provided through
private channels.

• Public and private investment in
health infrastructure is nearly
equal.

• There are 26 private hospitals in
Jordan, accounting for over 1,000
beds.

• Over 90% of the country's pharmacists
are employed in the private sector.

• 60% of the country's pharmacies are
privately-owned.

• Approximately half of Jordan's
physicians work in private practice.

EGYPT

• There are approximately 12,000 private
physicians in Egypt, 4.000 of whom are
located in rural areas. Many of these
personnel are government employees with
part-time private practices.

• Private health facilities in Egypt
include approximately 280 hospitals
478 licensed poly-clinics, 12,210
outpatient clinics, and 363 private
laboratories.. Appr.oximately two-,
thirds of these facilities are located
in Cairo and Alexandria.

• Of the 16,000 pharmacists registered
in Egypt, 13,000 work in private
pharmacies or in private manufacturing
companies. There are over 5,000 pri
vate pharmacies in Egypt.

• Private health sector investment is
almost double that of the Government
in its public health system.

• Experimentation with for-profit group
practices associated with public teach
ing hospitals is underway.

• Private investment in health facilities
between 1978 and 1982 totaled $18.5
million, approximately equal to Govern
ment investment in public health infra
structure.

• 80% of Tunisia's medical center beds
are in private institutions. However.
most hospitals are publicly-operated.

• Approximately 27% (400) of Tunisia's
physicians are employed in the private
sector. 50% of these private physicians
are located in Tunis.

• Approximately 14% of Tunisia's nursing
personnel work in private facilities.

• 651 of the country's 785 practicing
pharmacists (83%) are employed in the
private sector. 40% of these are
located in Tunis. Although the numbers
of pharmacists in rural areas are small,
rural governorates have the greatest
rate of growth for private pharmacies,
largely due to the saturation of the
Tunis market.

• Private Arab investment has been a key
factor in development of Tunisia's
private clinic system.
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LEBANON

• Current data on private health personnel
and facilities in Lebanon are difficult
to obtain due to the population disloca
tion and facility damage from the war.

• In the 1970 ' s, approximately 80% of ~he
cOuntry's health services were provided
in ~he private sector.

• It is estimated that 2,000 physicians
are in private practice in the Beirut
area ..

• 100 for-profit private hospitals are
licensed in and around Beirut, with a
total of 3,000 beds. Half of these
are located within Beirut.

• Approximately 150 private outpatient
dispensaries are registered, but their
services are few and periodic.

MOROCCO

• Nearly 50% of the physicians registered
in Morocco are in private practice.
35% of this group of 900 physicians
are non-Moroccan.

• 60% of the private medical practices
are in the Casablanca-Rabat-Kenitra
Tanger axis.

• 14% of Morocco's nursing personnel
are in the private sector, as are
nearly all the country's dentists
and pharmacists.

• Most private personnel practice in
small office settings.

• There are only 79 private clinics
in the country, with 2,400 inpatient
beds. That figure is 10% of the
nation's hospital beds.

• 80% of pharmaceutical distribution
in the country takes place via private,
retail pharmacies.



NATIONAL GOVERNMENT
POLICY

COUNTRY DATA PROFILE

Samples of Private Sector Data for Individual Countries

• Government policy is supportive of
private health services provision
and seeks expanded private invest
ment in health products industries.

• Occupational health and safety regu
lations are detailed but difficult
to enforce.

• Private joint venture partners are
being sought by the Government for
several health care products invest
ments. However, capitalization ceilings
on private enterprises limit the
production capabilities of privately
held drug manufacturing companies.

• Recent policy changes are encouraging
public physicians in rural areas to
establish part-time private practices.
As a result, over 50% of public
physicians are remaining in rural
areas, once their public tours of
service are completed.

• Multinational and domestic private
investment in health care products
industries fs encouraged.

• Occupational safety regulations are
detailed, but do not apply to the
small businesses which dominate
the private industrial sector.

• Tunisia has instituted few incentives
for private health service delivery
or for private investment in health
care products industries.

• Indeed, the country·s patent and
license policies discourage foreign
investment in health care products
manufacturing.

• Occupational health and safety regu
lations are detailed and relatively
strictly enforced due to the strong
trade union presence in the country.
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LEBANON

• To date, there has been little
public policy regulation of or
interference with private health
services provision. Indeed,
many government health services
have been delivered in the private
sector and the latter has been
reimbursed from public budgets.

• Because these reimbursement mech
anisms have not been well monitored
and have become a significant drain
on public finance, however, stricter
formal control policies are expected
in the future.

• Public health policy is also moving
in the direction of greater regulation
of private services, and expanded
delive~ of health services by public
institutions.

• Drug .qual ity control, pricing, and
counterfeiting problems have led
to current efforts to change past
laissez-faire polici~s in the
pharmaceuticals sector and to
regulate pnanmaceutical products
and production more close1y

• Private investment in health products
industries is encouraged but product
lines are subject to government approval.

• There are few regulations discouraging
private medical practice, but service
qual ity in private facfl ities must
adhere to publicly-developed standards.
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COUNTRY INDEX

JORDAN

Economics, 11-12, 26-27, 29-30, 35-36, 40-41; Local Health
Companies, 13, 17, 45-48, 104; OHSjLocal, 61-63; MNC Heal th Del ivery,
120; Local Private Health Delivery, 15, 75-80; MNC Health Industry,
17, 103-104; Local Banking, 64; Local Insurance, 15, 71-72; MNC In
surance, 135; OPEC Investment, 148; National Policy re Private Services,
20, 155-156; National Policy re Health Industry, 21, 159-160; re OHS,
165; re Patents, 21, 166; Development Assistance, 169-170, 173, 177
178, 180, 182, 184.

EGYPT

Economics, 12, 27, 30-32, 36-37, 40-41; Local Health Companies,
13-14, 17,48-52, 103; Local Manufacturers/Health Services, 58;
OHSjLocal, 59-61; OHSjMNC, 126-127; MNC Health Delivery, 120, 122;
Local Private Health Delivery, 16, 88-93; MNC Health Industry, 17,
103, 108-109, 112-114; Local Banking, 64, 132; Local Insurance, 14-15,
66-70; MNC Insurance, 135; OPEC Investment, 20; National Policy re
Private Services, 20; 156-157; re Health Industry, 21, 160-161;
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TUNISIA

Economics, 12, 27-28, 32-33, 37-38, 39-41; Local Health Com
panies, 14, 17, 53-54, 106; MNC Health Delivery, 120; Local Private
Health Delivery, 15-16, 81-85, 105; MNC Health Industry, 17, 105-106;
Local Insurance, 15, 70-71; MNC Insurance, 135; OPEC Investment, 147;
National Policy re Private Services, 21, 158-159; re Health Industry,
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LEBANON

Economics, 12, 28-29, 35, 40-41; Local Private Health Delivery,
76, 85-88; MNC Health Industry, 104-105; 109-110; Local Banking, 65;
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Development Assistance, 177, 181.
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MOROCCO

Economics, 12, 28, 33-:-34, 38-39, 40-41; Local Health Companies,
54-55; Local Manufacturers/Health Services, 57, 140; 'OHS/MNC, 120;
MNC Health.Delivery, 120-122; Local Private Health Delivery, 94-96;
Local 'Insurance, 122; MNCInsurance, 135; Development Assistance,
169~170" :173, 180.
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NOTE ON METHODOLOGY

GOALS

The Project upon which this Report is based was initiated
in September of 1982. Its goals were three-fold:

. (1) To collect initial baseline information regarding the
nature and level of activity of various private sector actors
(business and service providers) in health in selected countries
in the Middle East; the policies of national governments regarding
those activities; and the policy and project precedents of the
major development assistance agencies involved in the region as
regards private sector cooperation.

(2) To analyze that information and suggest the broad
parameters of possible areas for private sector collaboration in
health in the region.

(3) To use (1) and (2) above to begin to identify a pri
vate sector constituency for health issues in the Middle East, and
the private foci of resources and expertise to which development
assistance professionals might turn in the future for further de
velopment of private health partnerships; and to create within
that private constituency a greater knowledge and appreciation of,
and enthusiasm for, the policies and priorities of development
assistance as regards private sector linkages.

METHODOLOGY

At the outset, the data collection aspects of the Project
faced a nearly total lack (at least within the development assistance
community) of baseline information on private sector roles in health.
With a few notable exceptions, the resources, expertise, level of
activity, and perceptions of relevant multinational industries,
indigenous businesses, and private service providers were unknown.
Moreover, little computed information was available regarding local
national government policies as they affected, discouraged, or even
encouraged private roles, or regarding the similar policies of the
major development assistance actors.
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Complicating the matter, it soon became clear that an approach
which emphasized data regarding individual private or public sector
actors was insufficient because the numerous actors in the private
sector -- indigenous business, delivery, and multinational corporate -
were highly interrelated. For example, the delivery of health care
in a local private hospital might involve U.S.-syndicated financing
of partial OPEC-based private investment, with U.S. architects, Korean
construction firms, French insurance schemes, British facilities
standards, and cost-recovery methods developed by the U.S. health
rranagement industry. An integrated view of the existing private
sector process was thus necessary if development assistance agencies
are to (a) determine the appropriateness of a private sector partner
ship in existing health delivery systems, and (b) identify their own
specific role in such a partnership.

Thus, the Project faced two methodology problems: first, how
to identify and collect the baseline private sector data; and, second,
how to trace and express, in ways useful to publicly-mandated agencies,
they dynamics of the interrelationships within that private sector.

Regarding the first, the following activities were undertaken:

(1) A full literature search was carried out, with an emphasis
on business documents not normally accessed by development assistance
health professionals;

(2) Field work regarding indigenous business and service de
livery in each of the subject countries was carried out by a senior
consultant with former experience as a medical director of private
extractive industries in Africa;

(3) Local researchers in each country were contracted to
pursue detailed business, service delivery, and government policy
data collection. CPR provided detailed terms of reference; the
senior consultant provided monitoring and quality control;

(4) With assistance from the commercial offices of all the
major developed countries, a complete list of major multinational
corporations (MNC) and investors (U.S., European, and Japanese) in
the subject countries was developed. A letter-survey was then con
ducted to identify those with health product or services activities
in the region;

(5) Personal or telephone interviews were conducted to gather
MNC background and case study information regarding the roles of
various companies and industries in health services in the region;

(6) Letter-survey and follow-up interviews were conducted
with all major development assistance agencies involved in the region
to identify current private sector policies and projects regarding
health services.
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Regarding the process of interaction among private sector
actors on health issues, a four-step methodology was employed:

(I) Based on case study research and interviews, a schematic
was developed arraying the full range of public and private actors
involved in health care products and service provision in the Middle
East.

(2) Hypothetical situations were then developed, based on'
actual cases and general interview materials, illustrating the inter
relationships among these actors. These interrelationships were then
traced on the schematic, with specific indication of (a) the context
of the relationship and (b) the status (actual or potential) of the
relationship.

(3) These hypothetical cases were then submitted to a group
of multinational corporate executives who had previously volunteered
to review and amend the cases and the process analysis on the basis of
their first-hand field experience.

(4) The process analysis was revised accordingly.

-260-



BIBLIOGRAPHY



GENERAL BACKGROUND

Ajami, Fouad. IIIn Amman, 3 Views of Hussein1s Options. 1I New York Times,
February 18,1983, p. A31.

Behrman, Jack N.
Companies.

Tropical Diseases: Responses of Pharmaceutical
Washington: American Enterprise Institute, 1981.

Bolling, Landrum R. IIU.S. Private Philanthropy Plays Ongoing Role
in the Rebuilding of Lebanon. II Foundation News, November/
December 1982, pp. 36-38.

IICongress Is Ready to Beat up the Banks. 1I Business Week, March 14, 1983,
. p. 128 ..

Curtin, Donal; Bamber, Derek; Martin, Sarah; and Nove, Alec. 111990: A
World Banking Essay.1I Euromoney, May 1981, p. 10.

Degremont, Antoine. Man ok Project: Cam ai n A ainst Schistosomiasis
in the Lower-Mangoky Madagascar. 2 volumes. Basle: Swiss
Tropical Institute, 1973.

Dentzer, Susan. liThe Arabs Bank on America. 1I Newsweek, January 10, 1983.

Fairlamb, David. IIHighlights of the Year. II The Banker, June 1981, p. 97.

Farnsworth, Clyde H. IIBanks' Bid for Aid Stirs Old, Deep Resentments. 1I
New York Times, February 9, 1983.

Grant, James P. The State of the World's Children 1982-1983. New York:
United Nations Children's Emergency Fund, 1982.

Graubard, Stephen R. IINothing to Fear, Much to 00. 11 Daedalus 112
(Spring 1983): 231-48.

Gusmao, H. H., M.D. IIInternational Industrial Operations as Seen by
a Host Country.1I In Industry and Tropical Health. Cambridge,
Massachusetts: Harvard University, 1971.

Gwertzman, Bernard. IIS au dis Delaying Aid to Lebanon, Shultz Declares. 1I
New York Times, February 16, 1983, p. AI.

Hughes, James, ed. Health Care in Remote Areas. Oakland, California:
Kaiser Foundation International, 1972.

IIIMF Austerity Prescriptions Could Be Hazardous. 1I Business Week,
February 21, 1983, p. 111

-261-



Ireland, Jenny. liThe Top 100 Arab Banks. 1I The Banker, December 1981,
p. 137.

Jennings, John F. IIArab Marketls Fuel: $I S and ISense l.1I The National
Underwriter, November 20, 1981, p. 1.

Lohr, Steve. IIJapan' s Biotechnology Push. II New York Times, March 17,
1983, p. D1.

Nelson, Harold D., ed. Tunisia: A Country Study. Washington: The
American University, 1979.

Nyrop, Richard, ed. Jordan: A Country Study. Washington: The American
University, 1980.

Orr, Elizabeth. The Use of Protein-Rich Foods for the Relief of
Malnutrition in Developing Countries: An Analysis of Experience.
London: Tropical Products Institute, August 1972.

Sigler, Andrew C. IIBusiness Strains to Meet Social Responsibilities. 1I
Financier 6 (December 1982): 28-34.

Sommer, Joh n G. ,B-'ey"-o.:....,·n.d_,C.....h_ar---;l~·t....y_:---:U".,-S--,._V_ol_u,n,t_a-,ry~A_i_d---;-f..:...o r.,........:.Cle..-.::.C-'Th.,;.:.an:...:.,g",-i;-;n:*g
Third World. Washington: Overseas DevelopmentCouncil J 1977.

Starr, Joyce R. IIAmerica's Interest in Lebanon. II New York Times,
February 10, 1983, Op Ed.

Truell, Peter. liThe Ambitions of the Rich. 1I The Economist, November 21,
1981, p. 60.

Vichas, Robert P. and Constas, Kimon. IIpublic Planners and Business
Investors: Why Canlt They Collaborate?1I Long Range Planning 14
(June 1981): 77-84.

Whelan, John. IISuccess for a Saudi Enigma. 1I The Banker, December 1981,
p. 85.

IIWhere Japan Has a Research Edge. 1I Business Week, March 14, 1983, p. 116.

WNET. liThe MacNei l-Lehrer Report. II December 28, 1982. (Transcri pt
Number 1892; with Aaron Rosenbaum, Foreign Policy Analyst and
Michael Hudson, Georgetown University.)

-262-



ECONOMIC DATA

Abdel-Khalek, Gouda. ~Looking Outside, or Turning Northwest? On the
Meaning and External Dimension of Egypt's Infitah 1971-1980.~

Social Problems 28 (April 1981): 397-409.

Allen, Robin. "Bankers Become 'Arabian Samurai I.~ Middle East Economic
Digest Special Report, December 1981, pp. 15-21.

Amin, Galal A. ~Some Economic and Cultural Aspects of Economic
Liberalizatlon in Egypt." Social Problems 28 (April 1981):
430-41.

liThe Amman Financial Market: Structure; Activities in 1978 and 1979."
. Arab World File 1584 (May 14, 1980): I-J73.

~Background Notes: Egypt. II Washington: U.S. Department of State,
Bureau of Public Affairs, May 1982.

~Background Notes: Jordan. II Washington: U.S. Department of State,
Bureau of Public Affairs, June 1981.

"Backg rou nd Notes: Lebanon. II Wash i ngton: U. S. Department of State,
Bureau of Public Affairs, July 1982.

IIBackground Notes: Morocco'" Washington: U.S. Department of State,
Bureau of Public Affairs, April 1982.

Background Notes: Tunisia." Washington: U.S. Department of States,
Bureau of Publlc Affairs, April 1982.

Bailey, Robert. "Dialling the World--Japan Style." Middle East
Economic Digest Special Report, December 1981, p. 21.

IIBanking Benefits in Two-Way Boom." Middle East Economic Digest,
October 1982, p. 22.

"Bank ing Systems: Monetary Resources and Thei rUses. II Arab Worl d
File 1403 (October 17, 1979): I-L14.

Blackburn, Peter. "Morocco Struggles to Rebuild Confidence. II

Middle East Economic Digest, January 29, 1982, pp. 23-24.

Brown, Gwendolyn. ~Morocco: Commercial Cooperation Leads to Increased
Sales.~ Business America, August 9, 1982, pp. 35-36 .

• "Plans Package: Medical Equipment Technical Seminar Mission
----r(A'lgiers, Algeria; Casablanca and Rabat, Morocco: and Tunis, Tunisia)."

June 1982. (Report prepared by the Commerce Action Group for the
Near East.)

-263-



Burns, Richard. "Marketing in Jordan." Washington: u.s. Department
of Commerce, December 1977. (OBR 77-67.)

"Business Feature: The Netherlands. II Middle East Economic Digest,
September 1982.

"Business Opportunities in the Arab Countries." U.S. Arab Commerce
(Supplement), September-October 1982.

Clement, Claude L. "Marketing in Morocco. II Washington: u.S. Department
of Commerce, December 1979. (OBR 79-46.)

"Un consortium Franco-Egyptien pour le metro du Caire. II Le monde,
30 juin 1981.

"Contracts." Middle East Economic Digest, April 1, 1983, pp. 54-59.

"Contracts Awarded to Japanese Companies, November 1980-0ctober 1981."
Middle East Economic Digest Special Report, December 1981,
pp. 84-88.

Cooper, Roger. "Morocco: The Poor Country That Ought To Be Rich. II

Euromoney, April 1981, pp. 64-71.

Curti s, Carol E. "Rx: Made in Japan. II Forbes, August 17, 1981,
pp. 37-38.

Dajani, Burhan. liThe Ameri can-Arab Partnership: Some Thoughts For
the 1980's." U.S. Arab Commerce, June-July 1980, pp. 1-7.

Dobson, Jack. liB right Prospects for U.S. Business with Morocco. II

U.S. Arab Commerce, September-October 1982, pp. 13-15.

"Dravo Goes for IThe Best Game in Town l
." Middle East Economic Digest,

October 1982, p. 28.

"Economic Indicators (Lebanon)." The Arab Economist, April 1981,
pp. 71-72.

Economic Security of Japan 1982. Tokyo: Ministry of International
Trade and Industry (MITI BI-49), August 1982.

II Economi c Trends Report: Morocco. II May 1982. (Xerox. )

II Egypt. II The Arab Economist, November 1981, p. 7.

"Egypt." Middle East Economic Digest, August 1981, pp. 6-7.

"Egypt." Washington: U.S. Department of Commerce, n.d. (Xerox paper
relating to Egypt as a market for U.S. health care products.)

-264-



"Egypt; Business Outlook Ahead." Business America, May 3, 1982.

"Egypt; Growing Economy Attracts Horde of U.S. Companies." Business'
America, February 8, 1982, p. 31.

"Egypt: 1978-80." Washington: U.S. Department of Corrunerce, March 1982.
(Market Share Reports Country Series, PB82-795068.)

"Egypt Now Second Biggest Market for United States in Arab World."
U.S. Arab Commerce, June-July 1980, pp. 8-13.

"Egypte." Marches tropicaux et mediterraneens, 10 juillet 1981.

"Entrepreneurs at Forefront of Arab Economic Development." U.S. Arab
Commerce, September-October 1982, pp. 8-9.

Farrell, Will "jam E. "As Mubarak Cracks Down on Graft, Baksheesh Loses
a Little of Its Luster." New York Times, April 2, 1983, p. 2.

"The 500 Largest U.S. Industrial Corporations." Fortune, May 4, 1981,
p. 324.

Flint, Jerry and El-Ayouty, Yassin. "Fulcrum." Forbes, October 25,
1982, pp. 44-49.

"Foreign Aid: Amount and Sources." Arab World File 1859 (April 1,1981):
I-J75.

"Foreign Aid: Importance to the Economy." Arab World File 1860
(April 1,1981): I-J76.

"Foreign Trade of the Arab Countries (Estimation 1979)." The Arab
Economi st, January 1981, p. 14·.

"Foreign Trade of Arab Countries with the United Kingdom." The Arab
Economist, May 1981, p. 40.

"Franco-Arab Banking Links Withstand Nationalisation Fury." Middle
East Economic Digest Special Report, May 1982.

"French Trade with Arab Countries." The Arab Economist, November 1981,
p. 13.

Friedman, Thomas L. "Free-Trade Issue Holds Up Israeli-Lebanese Talks."
New York Times, March 13, 1983, p. 20.

"Oil Cuts Affect Jordan, Too." New York Times, April 2, 1983,
pp. 27-28.

"FT990/12/81." Washington: U.S. Department of Commerce, Bureau of
the Census, March 1982.

-265-



Gall, Norman. IIBlack Ships Are Coming?1I Forbes, January 31, 1983,
pp. 67-75.

IIIt's Mighty Cold Out There. 1I Forbes, February 14, 1983,
pp. 38-40.

Gemmell, Norman. liThe Role of the Non-Market Sector in Egypt1s Economic
Growth 1960-76. 11 Oxford Economic Papers, March 1982, pp. 207-23.

Good, Nancy. IIJordan Today.1I New Outlook, May 1981, pp. 12-19.

Goto, S. IIJapanese Sogo Shoshas' Operations. 1I (Speech delivered to
session sponsored by Corporate Planning 100 Business Week,
September 15, 1982.)

Government of Jordan, Department of Statistics. External Trade
Statistics for 1981. Amman, Jordan: Government of Jordan,
1982.

Gregory, Peter. IIAn Assessment of Changes in Employment Condit ions
in Less Developed Countries. 1I Economic Development and Cultural
Change, July 1980, p. 673.

IIGrowth of Drug Exports Dropped Sharply Last Year. 1I PMA Newsletter 25
(March 21, 1983): 1.

Hawley, David and McKee, Juliet Broad. IITunisia Prepares for an Oil
Less Future. 1I Middle East Economic Digest, September 1982,
pp. 12-17.

IIHealth Contracts Test U.S. Responses. 1I Middle East Economic Digest,
October 1982, p. 24.

IIHeavy Dependence on Mideast Oil Forcing Two-Way Investment. 1I
The Journal of Commerce, June 8, 1981, p. 6C.

Hopkins, Nicholas S. IITunisia: An Open and Shut Case. 1I Social
Problems 28 (April 1981): 385-93.

Ikram, Khalid. Economic Management in a Period of Transition.
Baltimore and London: The Johns Hopkins University Press,
1980.

IIInternational Corporate Scoreboard: 1980. II Business Week,
July 20, 1982, p. 87.

International Monetary Fund. Government Finance Statistics Year Book:
Volume VI 1982. Washington: International Monetary Fund, 1982.

-266-



International Financial Statistics Yearbook (1979-80).
Washington: International Monetary Fund, 1980.

IIInterview with Albert J. Planagan, Director of CAGNE. II Business
America, March 9, 1981, p. 4.

IIIntroducing C. Itoh: The Company and Its Ideals. 1I Tokyo:
C. Itoh &Co., Ltd., July 1, 1980.

IIIslamic Development Bank. 1I Middle East Economic Digest, September
1982, p. 9.

IIItaly: Trade with the Middle East, 1977-80. 11 Middle East Economic
Digest Special Report, November 1981, p. 56.

IIC. Itoh & Co. (America) Inc. 1I New York: C. Itoh & Co. (America)
Inc., n. d.

IIJapan. 1I Middle East Economic Digest, September 1982, p. 36.

IIJapan and the Arab Markets. 1I The Arab Economist, May 1981, pp. 13-14.

IIJapanese Drug Exports Up 8.7% While Imports Rise 4.1%.11
IMS Pharmaceutical Marketletter, August 16, 1982, p. 2.

IIJapanese Multinationals: Covering the Worl d wi th Investment. II
Business Week, June 16, 1980, p. 92.

"Jordan. II Mi ddl e East Economic Digest, March 4, 1983, pp. 24-27.

IIJordan. II Middle East Economic Digest, March 11, 1983, pp. 23-25.

IIJordan. II Middle East Economic Digest, March 18, 1983, p. 24.

IIJordan. 1I Middle East Economic Digest, April 1, 1983, p. 18.

IIJordan. 1I Washington: U.S. Department of Commerce, n.d. (Xerox paper
relating to Jordan as a market for U.S. health care products.)

IIJordan: A New Record Budget. 1I The Arab Economist, April 1982,
pp. 24-27.

Keirn, Kathleen. IIDevelopment Plans and Priorities in Near East and
North Africa Regions. 1I Business America, September 21,1981,
p. 9.

liNear EastjNorth African Business Costs. 1I Washington: U.S.
Department of Commerce, December 1980. (OBR 80-41.)

-267-



. "U.S. Sales Continue Expanding in Near East and North
---..

Africa." Business America. February 8, 1982, p. 30.

Lad; k, Nabi 1. "The Aggregate Development of Industry (Lebanon). II
The Arab Economist, April 1982, pp. 16-18.

"Lebanon: New Budget Stresses State's Priorities." The Arab
Economist, May 1982, pp. 18-21.

Lee, William. "A Bright Spot in the U.S. Export Market." Middle
East Economic Digest. March 18, 1983, pp. 45-46.

Levine, Steven P. "Tunisia: Import Market Is Growing But U.S. Share
Is Not." Business America, July 27,1981, p. 45.

Mackie, Alan. "Abdel-Megid and Egypt's Private Sector." Eurornoney
July 1981, p. 101.

McDermott, Anthony. "Changing Relationships in Egypt." The Banker,
December 1981, p. 107.

McDona1d, Cynthi a Burns. "Morocco: Business Opportuniti es Exi st
Despite Economic Difficulties." Business America. July 27,
1981, p. 45 .

. "Tunisia: Small Market Merits Increased U.S. Attention."
---....Business America, August 9, 1982, p.36.

McQueen, Cheryl. IIEgypt: Implementation of Projects Requires High
Import Level." Business America, July 28,1980, pp. 26-27.

"The Egyptian Investment Climate." Business America,
March 9, 1981, pp. 12-15.

"Investing in Egypt." Washington: U.S. Department of
Commerce, May 1981. (OBR 81-08.)

"Marketing in Egypt." Washington: U.S. Department of
Commerce, December 1981. (OBR 81-31.)

McVoy, Edgar C. and Clarke, Joan. "Country Labor Profile: Egypt."
Washington: U.S. Department of Labor, 1979.

"A Man of Vision Leads a Nation at Peace with Itself." New York Times,
January 27, 1983.

May, Celia. "Gulf States Yield Business." Middle East Economic Digest
Special Report, December 1981, p. 67.

-268-



"Medicinal and Pharmaceutical Products." Washington: U.S. Department
of Commerce, November 1980. (Market Share Reports Commodity
Series, PB81-791186, SITC No. 541.)

Mohsen, Assem Abdul. "Arab Boycott Far from Fatal to Egypt. II The
Middle East, December 1979, pp. 73-75. ---

. "Egypt Public Sector Struggles with Open Door." The Middle
----;=-East, January 1980, pp. 62-63.

"Morocco." Middle East Economic Digest, August 1981, p. 23.

"New Incentives for U.S. Investment in Egypt. II Cairo: Egyptian
General Authority for Investment and Free Zones, n.d.

liThe 1978-1982 Five-Year Pl an: Investments. II Arab Worl d Fil e 1771
(December 17, 1980): I-EI63.

Nolan, Ria" W. "Tunisia 1 s Time of Transition." Current History,
December 1981, pp. 405-35.

North Africa Business Opportunities in the 1980's. London: Meta
Consulting, 1981.

"Pharmaceuticals Star in Sumitomo Chemical Performance."
IMS Pharmaceutical Marketletter, August 16, 1982, p. 2.

"Population and GNP of the Arab Countries (Estimation 1979)."
The Arab Economist, January 1981, p. 12.

Quarterly Economic Review of Egypt: Annual Supplement 1981. London:
The Economist Intelligence Unit, Ltd., 1981.

Quarterly Economic Review of Lebanon, Cyprus: Annual Supplement 1981.
London: The Economist Intelligence Unit, Ltd., 1981.

Quarterly Economic Review of Libya, Tunisia, Malta: Annual Supplement 1981.
London: The Economist Intelligence Unit, Ltd., 1981.

Quarterly Economic Review of Morocco: Annual Supplement 1982. London:
The Economist Intelligence Unit, Ltd., 1982.

Quarterly Economic Review of Syria, Jordan: Annual Supplement 1982.
London: The Economist Intelligence Unit, Ltd., 1982.

"Reconstruction Continues Despite Difficulties." The Arab Economist,
June 1982, pp. 14-15.

Reiner, Karl S. "Jordan: Stable, Expanding Economy Offers Business
Opportunities. II Business America, July 28, 1980, p. 31.

-269-



"Rise in Domestic Product Over Last Five-Year Plan (Jordan)."
The Arab Economist, November 1981, pp. 20-23.

Ross, Steven. "Filipinos Seek Reassurance on Iraqi Labour Market."
Middle East Economic Digest, March 11, 1983, p. 24.

Roth, Martin. "Egypt Gets Boost from Yen Credits." Middle East
Economic Digest Special Report, December 1981, pp. 65-67.

___=. "Jordan: Development Pl an Fosters Broad Market Expansion."
Business America, August 9, 1982, pp. 33-34.

. "Penta-Ocean Digs for Victory: •The Egypti ans Were Surpri sed----at How Hard We Worked'." Middle East Economic Digest Special
Report, December 1981, pp. 57-58.

"Process Engineers Score in Algeria." Middle East Economic
Digest Special Report, December 1981, p. 65.

Sandeman, Hugh. "Where Growth Still Works." The Economist, July 18, 1981.

Savastuk, Davi d J. "Morocco:
Economic Difficulties."
pp. 33-34.

Trade Opportunities Exist Despite
Business America, July 28, 1980,

Savastuk, David and Clement, Claude. "Marketing in Tunisia." Washington:
U.S. Department of Commerce, March 1981. (OBR 81-01.)

Schaumann, Leif. "Japan in the 1980 I s." Pharmaceutical Executive,
June 1980, pp. 25-61.

"Pharmaceuti cal Industry Perspectives: Is the Sun Ri sing
or Setting on the Pharmaceutical Enterprise?" (Address prepared
for delivery on the occasion of the 60th Anniversary of Yakugyo
Jiho Company Ltd., Tokyo, November 1, 1982.) Menlo Park, California:
Stanford Research Institute, n.d.

. "Pharmaceutical Industry Perspectives and the Restructuring
----of Japan1s Pharmaceutical Business." (Paper prepared for delivery

to seminar by European Society for Opinion and Marketing Research
held in Zurich, September 9-11, 1981.) Menlo Park, California:
Stanford Research Institute, n.d.

Severiens, Jacobus T. "Foreign Investment in Egypt: What Are the
Dividends of Peace?" Middle East Review, Winter 1979/80, pp. 45-55.

"Special Report: France." Middle East Economic Digest, May 1982.

"Stati sti cs: Japanese Exports to and Imports from the Mi ddl e East."
Middle East Economic Digest Special Report, December 1981.

-270-



el Tohamy, Olfat M. "Egypt Offering Investment Carrot to Cut Trade
Deficit. II Christian Science Monitor, February 10, 1983, p. 9

"Top 100 Contractors. II ~liddle East Economic Digest Special Report,
April 1983, pp. 76-80.

Townsend, John. Middle East Business Facts for the 80's. Paris:
Arab Publishers, 1981.

"Trade Flourishes Despite Political Hostilities." Middle East Economic
Digest, October 1982, pp. 4-7.

The Unique World of the Soga Shosha. Tokyo: Marubeni Corporation, 1978.

"U.S. Construction Companies in the Arab World." Middle East Economic
Digest, October 1982, pp. 7-8.

U.S. Department of Commerce, Advisory Committee on Industrial Innovation,
Advi sory Subcommi ttee on Economi c and Trade Pol icy. "Draft
Report on Economic and Trade Policy." Springfield, Virginia:
National Technical Information Service, December 20, 1978.

U.S. Department of Commerce, International Trade Administration.
Market Share Reports: Lebanon, 1978-80. Springfield, Virginia:
U.S. Department of Commerce, March 1982.

Market Share Reports: Tunisia, 1976-80. Springfield, Virginia:
U.S. Department of Commerce, January 1982.

U.S. Embassy, Amman. "Briefing Book." April 1982.

"Foreign Economic Trends and Their Implications for the
United States: Jordan. II Washington: U.S. Department of
Commerce, August 1981. (FET 81-082.)

IIForeign Economic Trends and Their Implications for the
United States: Jordan. II Washington: U.S. Department of
Commerce, November 1982. (FET 82-104.)

___-;-. IIJordan: Heavy Development Outl ays Enhance Sal es Oppor
tunities. 1I Business America, September 8,1980, pp. 24-25.

U.S. Embassy, Amman, Commercial Office. IIAmerican Companies in Jordan. 1I

May 1982. .

IIBusinessman l s Guide to Jordan. 1I May 1981.

U.S. Embassy, Beirut. IIBusiness Services in Lebanon. 1I November 2, 1982.

___-;-. IIForeign Economic Trends and Their Implications for the U.S.:
Lebanon. 1I Washington: U.S. Department of Commerce, August 1982.
(FET 82-081.)

-271-



· "Lebanon: Economy, As Usual Reflecting the Political
---=Situation, Is Gradually Recoveri ng From Hosti 1iti es of Last

Spring." Business America, May 17, 1982, pp. 29-30.

U.s. Embassy, Cairo. IIForeign Economic Trends and Their Implications
for the United States: Egypt. II Washington: U.S. Department
of Commerce, May 1982. (FET 82-029.)

IIInvestrnent Climate Statement: Egypt. II August 17,1982.

IIU.S. Companies in Egypt. 1I March 1982.

U.S. Embassy, Cairo, Economic Section. IIEconomic Trends Report: Egypt'"
September 6, 1982.

U. S. 'Embassy, Rabat. IIAmerican Business Companies in Morocco. 1I
January 1981.

IIForeign Economic Trends and Their Impl ications for the
United States: Morocco. II Washington: U.S. Department of
Commerce, October 1982. (FET 82-098.)

"Update of Investment Climate Statement: Morocco. II
August 23, 1982.

U.S. Embassy, Tunis. IIAmerican Companies or Subsidiaries Established
in Tuni si a. II February 1981.

· IIForeign Economic Trends and Their Implications for the---7:-
United States: Tunisia. 1I Washington: U.S. Department of
Commerce, June 1982. (FET 82-147.)

· "Further Progress Is Charted in New Economic Plan: U.S.---.",.
Firms Can Do Better in This Prosperous Market." Business America,
July 26, 1982, pp. 33-34.

IIU.S. Trade with Selected Middle East Countries'" Middle East Economic
Digest, October 1982, p. 36.

IIWarner Lambert and •.. " Business America, March 9, 1981, p. 13.

"West Germany: Trade with the Middle East." Middle East Economic Digest
Special Report, February 1982.

IIWestinghouse: Developing with the Middle East. 1I Middle East Economic
Digest, October 1982, p. 27.

IIWhat After Sadat?1I The Arab Economist, November 1982, pp. 27-28.

-272-



Whelan, John. "Introduction: Middle East Welcomes Japan Trade Shoguns."
Middle East Economic Digest Special Report, December 1981, pp. 3-4.

White Paper on International Trade 1982. Tokyo: Ministry of International
Trade and Industry (MITI BI-50), September 1982.

"Whittaker: Hel ping to Correct the Medical Imbalance. II Middle East
Economic Digest, October 1982, pp. 30-31.

Yamada, Alitsukiko. "Japan's Direct Overseas Investment and Its Impact
on Domestic Industry." Journal of Japanese Trade and Industry,
September 1982, pp. 18-23.

MULTINATIONALS

Anders, George. "Europe's Drug Firms Stress ~1arketing in Absence of
Research Breakthrough. II Wall Street Journal, February 15, 1983,
p. 37.

Armstrong, Willis C. "Thoughts on Reciprocity." Focus on Issues, no. 2
(February 1982).

Ashok, Kapoor, ed. International Business in the Middle East. Boulder,
Colorado: Westview Press, 1979.

Bader, Michael B. "Breast-Feeding: The Role of Multinational Corporations
in Latin America. II In Imperialism, Health and Medicine, pp. 235-251.
Edited by Vincente Navarro. New York: Baywood Publishing Company,
1980.

Ballard, John W. liThe Multinational Corporation, Joint Ventures, and
Local Private Capital Formation: Key Private Sector Roles in
Sustainable Societies." Arlington, Virginia: The Woodlands
Conference, November 25, 1981. (An abstract.)

Ballast Nedam Groep NV. International Review, no. 5. Amstelveen,
The Netherlands: Ballast Nedam Groep NV., 1981/82.

Barclay·s Development Fund to Help Fill the Gap Between Aid and
Commercial Investment. London: Well Hall Press, 1982.

"Bechtel Unit Receives Job on Red Sea Oil Field." Wall Street Journal,
March 18, 1983, p. 3.

Behrman, Jack N. and Wallender, Harvey W. "Pfizer-Nigeria." In
Transfers of Manufacturing Technology Within Multinational
Enterprises. Cambridge, Massachusetts: Ballinger Publishing
Company, 1976.

-273-



Binkley, H. L. "Comparing Prices Internationally: A PMA Memorandum."
October 1976. (A draft.)

Business International's Country Impact/Needs Audit (CINA). New York:
Business International Corporation, 1979.

Clausen, A. W. "Third World Debt and Global Recovery," The 1983
Jodidi Lecture at The Center for International Affairs,
Harvard University, February 24, 1983.

"Contractors in Egypt, Lebanon." Topics II (October/November 1982): 4.

"Corporate Policies for Third World Countries." Basle: Ciba-Geigy
Lirnited. (Xerox, n. d. )

Crown Agents. London: The Crown Agents for Overseas Governments, n.d.

Cuatrecasas, Pedro, M.D. "Opportunities for Research: American
Industry." Paper presented at Symposium on "Pharmaceuticals
for Development Countries," Institute of Medicine, National
Academy of Sci ence, Washington, January 29-31, 1979.

The DEVELOP Data Base. Minneapolis, Minnesota: Control Data Corporation,
February 1982.

Dible, David. "Competitive Developments in the European Pharmaceutical
Industry." EFTA Bulletin, June-August 1981, pp. 7-9.

Dodosh, Mark N. "Foreign Earnings of U.S. Multinationals Are Down
and Shoul d Stay There Awhil e." Wall Street Journal,
February 13, 1981, p. 38.

Dunlop, Sir Derrick, M.D.
Control of Drugs.

Good Practices in the Manufacture ana Quality
Basle: Pharma Information, November 1971.

"Egypt Mission Successful." Topics II (October/November 1982): 7.

Ell ing, Ray H. "Industrial ization and Occupational Health in Under
developed Countries." In Imperialism, Health and Medic:ine,
pp. 207-223. Edited by Vincente Navarro. New York: Baywood
Publishing Company, 1980.

____• "MNC's: Not Devils, Not Angels." International Journal
of Health Services II (1981): pp. 21-51.

Erbacher, Felix. "Switzerland: The Research Oriented Triumvirate
in Basle." EFTA Bulletin, June-August 1981, p. 10.

"Expatriate Orientation Guide: Saudi Arabia." Los Angeles: Whittaker
International Services Company, n.d.

-274-



"Ford Denies Abandoning Truck Scheme." Middle East Economic Digest,
June 6, 1980, p. 26.

"French Drug Firms Shape up for World Role." Chemical Week,
June 25, 1980, pp. 48-49.

Charles E. Frosst Company. "Pharmaceutical Product Line: Beirut."
(Xerox, n.d.)

"A Gentle Awakening." Unilever Magazine, no. 48 (First Quarter 1983),
pp. 31-34.

Gerlach, Luther P. "Milk, Movements, and Multinationals: Complex
Interactions and Social Responsibilities." In Responsibilities
of Multinational Corporations to Society, vol. III. New York:
Council of Better Business Bureaus, 1978.

Greer, Joanne G. and Greer, Thomas V. "Responsible Cooperation between
Public Health, Philanthropy, and the Multinational Food
Corporation: Is It Possible?" (Unpublished paper, n.d.)

"Growing Markets in Middle East for Pharmaceuticals." IMS Pharmaceutical
Marketletter, September 20, 1982, p. 6.

Haendel, Dan. Corporate Strategic Planning: The Political Dimension.
Washington: The Center for Strategic and International Studies,
Georgetown University, 1981. (A SAGE Pol icy Paper.)

"The Health and Personal Care Industry in the Middl e East." New York:
The Chase Manhattan Bank, N.A., n.d.

Holl ie, Pamela G. "Union Oil Successes Scarcer in Indonesia."
New York Times, January 19, 1981.

Hull, Jennifer Bingham. "Hospital Firms Are Expanding Foreign Work."
Wall Street Journal, July 9, 1982, p. 19.

An Industr Like No Other: The Pharmaceutical Industr as Seen b OECD.
Basle: Pharma Information, February 1982. A summary of the
report entitled "Multinational Enterprises, Governments and
Technology: Pharmaceutical Industry," by M. L. Burstall,
J. H. Dunning and A. Lake. Paris: OECD, 1981.)

"International Hospital Group"l Slough, Berks, United Kingdom:
International Hospital Group, n.d.

"Invisibles: Insurance. The Promotion of Life Insurance in Developing
Countries." A study by the UNCTAD Secretariat, Geneva,
September 7, 1982. (GE. 82-52396.)

-275-



"IMF Austerity Prescriptions Could Be Hazardous." Busine,ss Week,
February 21, 1983, pp. 111-12.

Jaffe, Thomas. "Drugs." Forbes, January 3,1983, pp. 192-93.

"Japan Could Pose Threat to European and U.S. Pharmaceutical Markets."
European Chemical News, August 10, 1981, p. 12.

"Japan Drug Move Outwards Is Doubted." Chemical Marketing Reporter,
November 10, 1980, p. 4.

"Japanese Joint Ventures: Soft Pill to Swallow." The Economist,
November 25, 1981, p. 78.

Kenen, Peter B. "The Costly Blunders of Central Bankers."
New York Times, February 27, 1983, p. F3.

Koechlin, H. P. "A continuing Engagement with the South."
Ciba-Geigy Journal, March 1978.

Lall, Sanjaya, M.D. "Major Issues in Transfer of Technology to
Developing Countries: A Case Study of the Pharmaceutical
Industry." Geneva: United Nations Conference on Trade and
Development, October 8, 1975. (GE. 75-50281.)

Lall, Sanjaya, M.D. and Bibile, Senaka. "The Political Economy of
Controlling Transnationals: The Pharmaceutical Industry in
Sri Lanka." In Imperialism, Health and Medicine, pp. 253-282.
Edited by Vincente Navarro. New York: Baywood Publishing
Company, 1980.

Langenfelder, Dieter and Gareis, Hans-Georg, M.D. "Hoechst Aims to
Boost Its Share of the World Pharmaceuticals Market."
European Chemical News, March 23, 1981, pp. 24-28.

Lahner, Urban C.; Marcom, John, Jr.; and Haldholz, Michael. "Japan's
Drug Makers Try World Market, Challenging U.S. and Europe
Producers." Wall Street Journal, August 7,1981, p. 36.

"Lessons From the Past and Challenges of the Future." An Outline of
Speeches Delivered at the Second Seminar of the American Council
of Life Insurance on International Life Insurance Business,
Washington, D.C., May 20,1982.

Lorenzo, Paul. "The Bristol-Myers Approach to Overseas Investment."
Industrial Development, July/August 1982, pp. 27-30.

McCormack, Arthur. Multinational Investment: Boon or Burden for
the Developing Countries. New York and London: W. R. Grace
and Company, 1980.

-276-



McIntyre, Kathryn J. "Third World To Need Other Services:, Nigerian."
Business Insurance, May 10, 1982, p. 18.

Medawar, Charles and Freese, Barbara. "Drug Multinationals in the
Third World." Business and Society Review, no. 38 (Surruner 1981):
pp. 22-24.

Melick, Edwin F. "Japanese Life Insurance Market: A New International
Challenge for Prudential." Newark~ New Jersey: The Prudential
Insurance Company of America, n.d.

Melrose, Dianna. The Great Health Robbery: Baby Milk and Medicines
in Yemen. Oxford: OXFAM, 1981. .

Nichols, Roger L.; Bell, Samuel D., Jr.; Haddad, Nadim A.; and
'Bobb, Arthur A. "Microbiological Observations in a Field Trial
in Saudi Arabia of Bivalent Trachoma Vaccine at Three Dosage
Levels. 1I The American Journal of Tropical Medicine and Hygiene
18 (5): 723-30.

Nichols, Roger L.; Bobb, Arthur A., M.D.; Haddad, Nadim A., M.D.; and
McComb, Dorothy E., S.B. "Immunofluorescent Studies of the
Microbiologic Epidemiology of Trachoma in Saudi Arabia."
American Journal of Ophthalmology, May 1967, pp. 1372/345
1408/382.

Nickel, Herman. liThe Corporate Haters. 1I Fortune, June 16, 1980,
pp. 126-36.

Nigguille, P. F. "Developing Nationals: Building and Balancing."
The National Underwriter, August 27, 1982, p. 2.

1981 Annual Report. Los Angeles: Whittaker Corporation, 1981.

1982 LHe Insurance Factbook. Washington: American Council of
Life Insurance, 1982.

Nowotny, O. H. International Drug Prices, Reasonable or Exorbitant?
Basle: Roche, 1971.

Olsson, Roland. "Six Rapidly Growing Groups.1I EFTA Bulletin,
June-August 1981, pp. 13-14.

Oman, Charles. IINew North-South Investment Strategies." OECD Observer,
September 1981, p. 13.

"0perating Under Difficult Conditions. II Unilever Magazine, no. 43
(Fourth Quarter 1981), p. 5.

-277-



"0PIC and the Private Insurance Industry." Topics II (October/November
1982): 8. .

LaPalombara, Joseph and Blank, Stephen. Multinational Corporations
and Developing Countries. New York: The Conference Board, Inc.,
1979. (Report No. 767.)

Parker, Daniel. North-South: A Business Viewpoint. New York:
U.S. Council of the International Chambers of Commerce, 1982.

The Pharmacueutical Industry: Prices, Profits, Patents and Promotion.
Washington: Pharmaceutical Manufacturers Association, April 1978.

"Poor Communication Will Undermine WHO Scheme, BA Meeting Told."
IMS Pharmaceutical Market1etter, September 20, 1981, p. 8.

Prudential Annual Report 1981. Newark, New Jersey: The Prudential
Life Insurance Company of America, 1982.

Report and Accounts 1981. London: United Medical Enterprises Limited,
1981.

Rigoni, Raymond. Development of the Pharmaceutical Industry and
Its Soci.al Implications. Basle: Pharma Ihformation.
(Paper read at an international meeting organized by
the French Syndicat National de 1 1 Industrie Pharrnaceutique
and held in Paris, October 14, 1971.)

Rudnitsky, Howard. "Health Care." Forbes, January 3, 1982, pp. 190-91.

Sarett, Lewis H. liThe United States Pharmaceutical Industry. II

In Pharmaceuticals for Developing Countries Conference
Proceedings. Washington: National Academy of Science,
Institute of Medicine, 1979.

"Saudi Medical Budget of $10,500 Million." Clinica 42 (May 28,1981): 10.

Schaumann, Lief. Pharmaceuti cal Industry Dynami cs and Outlook to 1985.
Menlo Park, California: Stanford Research Institute, n.d.

Schering Plough. "Product Sales Summary: Morocco, Egypt, Jordan,
Tunisia, and Lebanon." (Xerox, n.d.)

Scholl, Russell B. liThe International Investment Position of the
United States: Developments in 1981." Survey of Current
Business, August 1982.

Schwartz, Harry. "A War on Drugs, 'New Order' Style." Wall Street
Journal, March 24, 1983, Editorial Page.

-278-



Snoddy, Raymond. IIU.K. Expansion in International Business. 1I

Financial Times, January 12, 1983.

Sterling International in an Interdependent World. New York:
Sterling Products International, Inc., mid-1970 ' s.

IISwitzerland Regains Number One Spot in the World Pharmaceutical
Trade. II IMS Pharmaceutical Marketletter, August 9, 1982,
p. 7.

liThe Third World Emerges'" The National Underwriter, June 27,1980,
p. 4.

IIThird World Insurers Seeking Technical Competence. 1I The National
Underwriter, July 4, 1980, p. 48.

IIU.K. Pharmaceutical Industry Enters Era of Slowdown. II European
Chemical News, August 4, 1980, pp. 20-21.

IIU.K. Pharmaceutical Industry Increases Exports by 16 Percent. II
European Chemical News, July 20, 1981.

IIU.K. Plant Contracting Industry Will Remain in the Doldrums. 1I

European Chemical News, September 15, 1980, p. 33.

IIUnited Medical Enterprises Ltd. 1I London: United Medical Enterprises
Limited, n.d.

United Nations Economic and Social Council, Council on Transnational
Corporations. IITransnational Corporations in the Pharmaceutical
Industry of Developing Countri es: Report of the Secretariat. 11

June 16, 1981.

United Nations Conference on Trade and Development. Insurance Education
for Developing Countries. Bryn Mawr, Pennsylvania: McCahan
Foundation, 1976.

U. S. Department of Corrmerce, Office of International Services,
International Trade Administration. IIInternational Trade
Issues in Insurance. 1I Washington: U.S. Department of Commerce,
October 5, 1981.

Vi scher, Ernst and Oberhol zer, Rudi. liThe European Pharmaceuti cal
Industry. II In Pharmaceuti cal s for Devel opi ng Countri es
Conference Proceedings. Washington: National Academy of
Science, Institute of Medicine, 1979.

Warner-Lambert Company. IIProduct Range Registered in Jordan,
Lebanon and Egypt. 1I n.d.

-279-



Westinghouse Health Systems. Columbia, Maryland: Westinghouse
Electric Corporation~ n.d.

Whittaker Business 7 (Third Quarter 1982).

Whittaker ... Dedicated to a World of Health. Los Angeles: Whittaker
Corporation, n.d.

The Whittaker World: An International Experience. Los Angeles:
Whittaker International Services Company, n.d.

Williams, Richard C., with Johnson, G. G.; Dillon, K. Burke; and
Mathieson, Donald J. "International Capital Markets:

. Developments and Prospects, 1983." Washington: International
Monetary Fund, June/July 1982. (Occasional Paper 14.)

Wilson, Mark. "A Problem of Ideology and Social Relations: Bottle
Babies and Managed Mothers. II Reprint from Science for the
People 13 (1): 17-24.

"World Insurance Forum, Buenos Aires." Best1s Review, October 1980,
p. 59.

"Worldwide Pharmaceutical Market to Show Little Growth." European
Chemical News, January 18, 1982, p. 13.

Wright, Peter; Townsend, David; Kinard, Jerry; and Iverstine, Joe.
liThe Developing World to 1990: Trends and Implications for
Multinational Business." Long Range Planning 15 (August 1982):
116-25.

OPEC FINANCIAL ROLES

"Arab Oil Producers Are Advised to Invest in Land and Industry."
Wall Street Journal, February 10, 1981, p. 30.

"Arabs l Favored Investments." The Arab Economist, August 1981,
pp. 27-28.

"Bankers Ponder Impact of OPEC Investment. II Oil and Gas Journal,
July 21, 1980, pp. 30-31.

Blanden, Michael. "Where the New Weal th Is Going. II The Bal1ker~

December 1981, p. 133.

-280-



Bluff, Susan. "0PEC l s $350 Billion Balance Sheet." Eurom~ney,

September 1980, p. 109.

Dabdoub, Ibrahim. "Hel ping OPEC Carry the Burden of Surpl uses. II

Euromoney, October 1980, p. 147.

Del ama ide, Darrell. liThe Shri nki ng Petrodoll ar. II Instituti ona1
Investor, June 1982, p. 243.

"Gift from the Sul tan's Heart. II Al Urdun (A Jordan Newsl etter) VII I
(March-April 1983): 3.

House, Karen Elliott. "Arab 'Friends' r~ore Critical of Saudis."
Wall Street Journal, March 15, 1983, p. 31.

Ignatius, David. "Sau di Central Bank Is Secretive, Conservative
and Enormously Rich. II Wall Street Journal, March 13, 1981, p. 1.

Lewis, Vivian. "Private Investors Spread Their Wealth." The'Banker,
December 1981, p. 127.

"0PEC Cuts Oil Price For the First Time; Key Grade Down $5."
Wall Street Journal, March 15, 1983, p. 3.

"0PEC Investments End 1980." The Banker, September 1981, p. 121.

"0PEC: Petrodollar Loans Are Starting to Dry Up." Business Week,
August 16, 1982, p. 37.

"0PEC's Helping Hand for the Third World." OPEC Bulletin~ November 1980,
pp. 25-34.

"Projected OPEC Investments End 1982." The Banker, September 1981, p. 121.

"Rainy Day Billions." The Economist. February 13,1982, p. 20.

"Sau di Arabia: Spending the Surpluses." The Banker, June 1980, p. 91.

"Sau di Hospital Supply Market Worth $588 Mill ion. II Cl i ni ca 22
(August 21, 1981): 2.

Silk, Leonard. "Poor OPEC ... Lucky World. II New York Times,
March 16, 1983, p. 02.

Singer, S. Fred. "What Do the Saudis Do Now?" Wall Street JOlJrnal~

March 18, 1983, p. 26.

Strachan, James. "Arab Investors Roam Far and Wide." Euromoney,
April 1980, pp. 113-15.

-281-



u.s. Congress, Senate. Oversight of International Economic Issues.
Hearings before the Subcommittee on International Economic
Policy, 96th Congress, First Session, May 1979.

Volcker, Paul. liThe Recycling Problem Revisited." Challenge,
July-August 1980, pp. 3-14.

"Why the Free-Spending Saudis Must Keep Their Oil Flowing."
Business Week, July 27, 1981, pp. 40-42.

INDIGENOUS PRIVATE BUSINESS

"ACDIMA Committing $300 Million in New Projects." Clinica 17
(June 12, 1981): 15.

Al Ahmad, Ahmad S. "Medical Services of the Kuwait Oil Company
(K.S.C.)." Ahmadi, Kuwait, December 1982.

Allen, Robin. "Decennial Liabil ity Changes Help U.S. Firms."
Middle East Economic Digest, April 23, 1982, p. 19.

. "Spinney's Has To Bear Its Beirut Losses." Middle East
---~Economic Digest, November 9, 1979, p. 9.

Annual Report. Arrman: The Arab Pharmaceutical Manufacturing Company
Limited, 1981. (In Arabi c.)

"Arab Bank Names Head of New Offi ce. II New York Times, Apri 1 5, 1983,
p. D2.

"Arab Banking." The Middle East, December 1982.

"Arab Companies Dominate Insurance." Middle East Economic Digest
Special Report, May 1981, p. 23.

"Arab Insurance Group Launched." The Arab Economist, November 1981,
p. 7.

"Arab Insurance Sector Developing." The Arab Economist, May 1981, p. 9.

"Arab Insurance Takes Off." The Middle East, December 1982.

El-Ayouty, Yassin. "Doing Business in Arabia. II The Corporate Director,
JanuaryjFeb'ruary 1982, pp. 13-17.

Bailey, Robert. "A Costly Liability." Middle East Economic Diges-t,
March 21, 1980, p. 14.

-282-



"Banking System: Central Bank-Balance Sheet as at 31 March 1979. 11

Arab World File 1745 (November 19, 1980): I-E158.

"Banki ng System: Central Bank-Statutes and Monetary Pol icy. II

Arab World File 1739 (November 2, 1980): I-E157.

IIBanking System: Commercial Banks-Balance Sheet as at 31 March 1979. 11

Arab World File 1751 (November 6, 1980): I-E159.

liThe Banking System: Commercial Banks-Development to the End of 1978. 11

Arab World File 1287 (June 6, 1979): I-J18.

"Banking System: Legal Framework and List of Banks. 1I Arab World
File 1733 (November 5, 1980): I-E156.

liThe Banking System: Non-Commercial Banks." Arab World File 1295
(June 13, 1979): I-J19.

Bouldoukian, M. "Commercial Banking Performance in Lebanon. II

The Arab Economist, April 1982, pp. 47-49.

Bureau of Lebanese and Arab Documentation. Economic Review of the
Arab World. Monthly business summaries for Egypt, Jordan,
Lebanon, Morocco, and Tunisia, January-November 1982.

Chidiac, J. S. "Insurance: A Sector Over-Populated." The Arab
Economist, April 1981, pp. 21-22.

Ci eply, Mi chael. "Somethi ng Under the Mattress. II Forbes, December 6,
1982, pp. 41-42.

Circul ar AIE/1/8l." Arrman: The Jordan Association for International
Economic Affairs, October 31, 1981.

Clarke, James O. "Saudi Banking Comes of Age. II The Middle East,
March 1982, pp. 63-64.

"Consumption Data Show Divergences in Europe. II IMS Monitor Report,
July 1982, pp. 5-6.

Cooper, Roger. "A Calculator in One Hand and the Koran in the Other. II

Euromoney, November 1981, pp. 44-64.

Cooper, Roger; Field, Peter; Khouri, Rami; and Montagu, Caroline.
liThe Arab Style in Banking." Euromoney, July 1981, p. 12l.

Dajani, Ali T. Jordan, A Base for Regional Enterprises. Ar~an:

United Trading Group, 1981.

-283-



Dar Al Dawa. "An Arab Pioneer in Parenta1 Antibiotics. II Arrrnan:
Dar Al Dawa, n.d.

liThe Gesic Group." Amman: Dar Al Dawa, n.d.

ilL ist of Products. II AlTman: Dar Al Dawa, n.d.

1I0ur High Quality Is a Whole Concept. 1I AlI1llan: Dar Al Dawa,
n.d.

Dizard, John. "The Domestic Arab Banks Look Outward." Institutional
Investor, August 1981, pp. 211-28.

IIDrawing Out New Breed of Bankers. 1I The Middle East, June 1981, pp. 68-70.

"Egypti an Drug Consumpti on. " SCRIP 614 (August 5, 1981): 13.

liThe Egyptian Pharmaceutical Industry." SCRIP 570 (March 4, 1981): 12.

"The Era of Passive Investment Is Dying." The Middle East, August 1981.

"Gaudet: 'Lebanon Plays an Important Role in Franco-Arab Insurance'."
The Arab Economist, April 1981, pp. 23-24.

"Growth in Industrial Exports." The Arab Economist, April 1981,
pp. 16-17.

Hansson, Gote. Social Clauses and International Trade. New York:
St. Martinis Press, 1983.

"High Drug Demand Poses Problems for Egypt." IMS Monitor Repo--rt,
July 1982, pp. 53-54.

Ignatius, David. "Egypt Acts on Banks and Bureaucrats." Wall Street
Journal, September 25, 1981, p. 37.

"The Impact of Drugs on Health Costs: National and International
Problems. 1I July 26,1978. Provisional Agenda Item 24,
Technical Discussions, Pan American Health Association,
St. George's Grenada, September-October 1978.

IIImports/Exports: Medical, Dental, Surgical and Veterinary Instruments
and Appl iances, 1979, 1980, 1982." List compiled by the Chamber
of Industry, Amman, Jordan.

"Imports/Exports: Medicine for Human Use 1979, 1980, 1981." List
compiled by the Chamber of Industry, Amman, Jordan.

III I Industrie et la logistique pharmaceutiques. 1I Rabat: Ministry of
Health, n. d.

-284-



liThe Insurance Market." Arab World File 693 (March 16, 19~7): I-E48.

"Investment in Egypt." The Middl e East, August 1982.

"Joint Banks Revitalize Industrial Investment. II Middle East Economic
Digest, January 1, 1982, p. 33.

"Jordan: Partial Breakthrough." The Banker, December 1980, pp. 144-47.

Kassem, Omar. "Arab Aid Funds Represent the Spirit of Islam."
Euromoney, December 1981, p. 140 .

. liThe Gulf Needs Creative Financial Engineering."
---=Euromoney, July 1981, p. 104.

Khouri·, Rami G. "Banking and Finance." Jordan 7 (Summer/Fall 1982):
6-10.

Kia, Bahman. "Internati onal Financi ng of Water Supply and Sanitation
in Developing Countries. II New York: United Nations Development
Programme, Division of Information, December 1981.

"Kuwait Finances at Work down Lambeth Way. II Financial Times,
January 12, 1983.

Law, John. Arab Investors. Vol. II: Investment within the Arab World.
New York: Chase Trade Information Corporation, 1981.

"Lebanon: Counterfeit Drug Problem. 1I SCRIP 754 (December 15,1982):
13.

"Lebanese Industrial Exports by Products and Destinations in 1980."
The Arab Economist, April 1981, p. 17.

"List of Products." Amman: Al-Hikma Pharmaceuticals Company, n.d.

"List of Products. II Amman: The Arab Pharmaceutical Manufacturing
Company Limited, May 1982.

McDermott, Anthony. "Changing Relationships in Egypt." The Banker,
December 1981, pp. 104-114.

Mackie, Alan. IIA Bank To Foster Small-Scale Industry.1I Middle East
Economic Digest, April 18, 1980, p. 11 .

. "Kuwaitis Pull Out of Real Estate Joint Venture." Middle
------~East Economic Digest, November 2, 1979, p. 5.

liThe Market for Pharmaceutical sin Egypt. II Zug, Switzerl and: RCI
Research Consultants AG., n.d.

-285-



Mayer, El"izabeth. IIMiddle East Banking: Islamic Practice.,11
The Corporate Director, January/February 1981, p. 15.

Ministry of Health, Directorate of Planning. The Annual Statistical
Report for 1981. Amman: Government of Jordan, 1981.

IIMohamed Is Its Profit. II The Economist, November 14, 1981, p. 108

IINabulsi on the West Bank. 1I Middle East Economic Digest Special· Report,
May 1981, p. 23. (Interview in London with Said Mohammad Nabulsi,
Governor of the Central Bank of Jordan.)

IINew 300-bed Cairo Hospital (Nasr City Hospital).11 Clinica 47
(August 6, 1981): 11.

IINew 266-bed Cairo Centre (Agouza Medical Centre).11 Clinica 50
(September 17, 1982): 10.

North/South Technology Transfer: The Adjustments Ahead. Paris:
Organization for Economic Co-operation and Development, 1981.

O'Neil, Sara. IIDrug Producers Join Forces. 1I The Middle East,
August 1981, pp. 63-64.

O'Neil, Sara; Graham-Brown, Sarah; and Kinross, Vyvyan. IIA Warning
to Western Drug Firms. 1I The Middle East, February 1982,
pp. 54-55.

Pharmaceuticals and Health Care Products in Egypt. Cairo: Arab
Republ ic of Egypt, Investment and Free Zones Authority, 1982.

Phoon, W.O., A.M., M.B., D.I.H. 1I0ccupational Health in the Tropics. 1I
Journal of Occupational Medicine 19 (July 1977): 458-463.

IIProducers of Pharmaceuticals and Medicines in Jordan}' List compiled
by the Chamber of Industry, Amman, Jordan, n.d.

Reiner, Karl S. IIpol itical Probl ems in Lebanon Thwart Reconstruction
Efforts. II Business America, March 9, 1981, pp. 17-19.

IIRene Kl at: I Bei rut Can Become Once More the Center for Head Offi ces. II
The Arab Economist, April 1981, pp. 21-22.

IIRise in Domestic Product Over Last Five-Year Plan. 1I The Arab
Economist, April 1981, pp. 31-32.

IIRules of Incorporation. 1I Amman: The Jordan Association for
International Economic Affairs, May 18, 1981.

Showker, Kay. IIJordan: Growi ng Bus iness Center. II Jordan 7
(Spring 1982): 15-21.

-286-



"Some Facts about A.P.M." Amman: The Arab Pharmaceutical 'Manufacturing
Company Limited, July 1977.

"Spec ial Report on Economy and Finance in Lebanon'" The Arab Economist,
June 1980, p. 20

"Statuts reglement interieur contrat type." Casablanca: Caisse
Interprofessionnelle marocaine de retraites (CIMR), 1981.

"Tunisia: Private Sector Team Report." Washington:
for International Development, April 14, 1982.

United Nations Conference on Trade and Development.
Problems in Developing Countries. New York:
1973.

u.S. Agency

Reinsurance
United Nations,

U.S. Embassy, Cairo. "Health Care Trade Mission, May 1983: Market
Survey. II Janua ry 6, 1983.

Vassiliou, G. "Marketing in the Middle East." London: Graham and
Trotman Limited, 1980.

Weadon, Donald. "Funds Seek Ways Round Egypt's 10-Year Law. II

Middle East Economic Digest, March 2I~ 1980, pp. 14-15.

Yemma, John. "Egypt's Banks, Despite a Letup, Still Spawning Capital."
Christian Science Monitor, January 25, 1982, p. 11.

INDIGENOUS SERVICE PROVIDERS

Belaiba, Mokhtar. "L ' industrie et la legislation." Le pharmacien
du maghreb, no. 1 (fevrier 1982), pp. 4-5.

Boukhris, Dr. Mohamed. liLa collaboration pharmaciens-medecins."
Le pharmacien du maghreb, special no. 1 (juin 1982), pp. 45-58 .

. "Demographie medicale en Tunisie." Tunis: Maghreb
------~Medicales, n.d.

Chawki, Abderrahirn. "80% des rn~dicarnents sont fabriques au Maroc. II

Le pharmacien du maghreb, special no. 1 (juin 1982), pp. 18-19.

Choukair, M. Amin. ilL 'avenir des professions pharmaceutiques dans
les pays arabes'" Le pharmacien du maghreb, no. 1 (fevrier 1982),
p. 46.

-287-



Cole, Henry E.; King, Rosalyn; and Sukkary, Sohair. Pharmacists,
Pharmacies, and the Pharmaceutical Sector in Jordan: Impli
cations for Basic Health Care. January 1983. (Draft.)

Cole, Henry E.; Smith, Robert H.; and Sukkary, Sohair. An Overiew
of Pharmacies, Pharmacists and the Pharmaceutical Distribution
System in Egypt. Washington, DC: The Futures Group, May 5, 1982.

"Emergency Health Surveillance and Monitoring Project." (Interim
report on findings.) Beirut: American University of Beirut,
Faculty of Health Sciences, November 2, 1982.

Essamar, Rachid. "Le controle des medicaments au Maroc." Le pharrnacien
du maghreb, special no. 1 (juin 1982), pp. 26-27.

El Fekih, Dr. Mohamed. "Controle de qualite en Tunisie." Le pharmacien
du maghreb, special no. 1 (juin 1982), pp. 28-30.

Foster, Dr. Stanley O. and Weisfeld, Dr. Jason S. "Health Assessment
of Palestinian Refugees in Beirut and Southern Lebanon."
Centers for Disease Control for U.S. Department of State,
September 27-0ctober 8, 1982.

Fourati, Mongi. "La legislation en Tunisie." Le pharmacien du maghreb,
special no. 1 (juin 1982), pp. 58-60.

"Hospitals in Jordan." AlTIllan: Chamber of Industry, n.d.

"Hospitals in Jordan: Government and Private." New York: Jordan
Information Bureau, n.d.

"Jordan Outlines Health Spending in Five-Year Plan." IMS Pharmaceutical
Marketletter, July 12, 1982, p. 12.

Kronfol, Nabil M., M.D., Dr. P.H. "Long-Term Assistance to the Health
Services of Lebanon: A Look into the Future." An outline of
a presentation to the National Council for International Health
Workshop on Lebanon, December 1-3, 1982.

"Medical and Paramedical Personnel in the Public Health Service by
Province as of December 31, 1975." Morocco: Ministry of
Health.

"Medical Rates of Compensation as of January 10, 1982." Amman:
The Hashemite Kingdom of Jordan. (Xerox, n.d.).

Mekouar, Mohamed Azzedine. "Peut-on remettre en cause 1 I institution
medico-pharmaceutique actuell e?" Morocco, October 1981.
(Memoire pour le dip.lome d'etudes superieurs en sciences
economiques presente et soutenu publiquement en october 1981.)

-288-



"Middle East Region Vital Statistics." In World Health Org'anizational
Annual. Geneva: World Health Organization, 1980.

Mroueh, HE Dr. Adnan. liThe Health Care System of Lebanon: A Past,
A Present and a Future." Address at the workshop on liThe
Health Needs of Lebanon," organized by the National Council
for Internat ional Health, Washington, DC, December 1-3, 1982.

"National Health Planning in Jordan Phase II: Health Policy Strategy"l
Maryland: Westinghouse Health Systems, 1977.

"Le nouveau regime de retraite pour les pharmaciens en Tunisie."
Le pharmacien du maghreb, no. 2 (decembre 1982), pp. 46-47.

Ouahchi, Mme. Ben Cherifa Aziza. "Editorial." Le pharmacien du
. maghreb, no. 1 (fevrier 1982), pp. 4-5.

Ouakrim, M'hamed. "Distribution of Doctors by Sector and National ity
in Morocco: 1970 and 1973." In Bases de rational isation des
Rrogrammes sanitaires au Maroc. Morocco: Ministry of Health,
1976.

"Le plan de developpement economique et social 1981-1985 au Maroc'"
Marches tropicaux et mediterraneens, 2 fevrier 1982, pp. 297-304.

"Private Hospitals in EgypL" Cairo: Government of Egypt, n.d.
(In Arabic.)

II Pri va te Laboratori es in Egypt. II Ca i ro: Government of Egypt, n. d.
(In Arabic.)

"Sant~ Publique." Morocco: Ministry of Public Health, 1979.
(Statistics in Arabic and French.)

Social securitf Corporation.
1978. In Arabic.)

Amman: The Hashemite Kingdom of Jordan,

The Social Security Law: Provisional Law No. 30 of 1978. Arrunan:
The Hashemite Kingdom of Jordan, 1978.

Stambouli, Or. Ali. "L ' industrie pharmaceutique en Tunisie: son
passe, son present et son avenir." Le pharmacien du maghreb,
special no. 1 (juin 1982), pp. 12-17.

Stevens, Carl M. "Notes on Health Sector Budget i ng in Egypt. II

Report to AID, November 1980,

-289-



"Summary of Medical Personnel Employed in Public Health Hospi'ta1s."
Morocco: Ministry of Public Health, January 1976.

IISummary of Ministry of Public Health Medical Personnel Employed
in Other Public Health Facilities. 1I Morocco: Ministry
of Public Health, January 1975.

Tazi, Mokhtar. liLa responsabilite au niveau de 1a pharmacie. 1I
Le pharmacien du maghreb, special no. 1 (juin 1982),
pp. 54-57.

IITunisia: staff Appraisal of a Health and Population Project. 1I
Washington, DC: The World Bank, May 6, 1981.

U.S. Department of Health, Education and Welfare, Office of Inter-
. national Health. IIRegiona1 Heal th and Nutrition Cooperation

in The Middle East. /I November 13, 1978. (A draft.)

U.S. Embassy, Tunis. "Market Survey Prepared by Embassy.1I
September 1981. (Xerox.)

Zahar, T. IIEntretien avec 1e Dr. Ali Stambouli, P.D.G. de 1a
Pharmacie Centrale de Tlmisie. 1I Le pharmacien du maghreb,
no. 1 (fevrier 1982), pp. 29-31.

ilLes ,generiques en Tunisie. 1I Le pharmacien du maghreb,
no. 2 (decembre 1982), p. 48 .

. IIRencontre avec 1e Docteur Radhi Jazi, President de----:;-1 1 Union des Pharmaci ens Arabes." Le pharmaci en du maghreb,
no. 2 (decembre 1982), pp. 26-28.

IMPACT OF DEVELOPED COUNTRY POLICIES

Brada, Josef C. IIGovernment Policy and the Transfer of Pharmaceutical
Technology Among Developed Countries." Washington: American
Enterprise Institute, September 15, 1978.

"Economics of Pharmaceutical Industry Need to Be Understood. 1I
European Chemical News, February 15, 1982, p. 16.

-290-



Feinschreiber, Robert. "Tax Incentives for Drug/Cosmetic Exports. II
Drug and Cosmetic Industry, May 1982, p. 43.

Goedde, Alan G. IIInternational Diversification and U.S. Regulatory
Control in the Pharmaceutical Industry. II Quarterly Review
of Economics and Business 22 {Spring 1982): 101-110.

Hell awel 1 , Robert, ed. United States Taxation and Developing Countries.
New York: Columbia University Press, 1980.

"Hou se Approves Bill on Damage Recovery by Forei gn Governments. II
PMA Newsletter 24 (December 20, 1982): 5.

Mutti, John. IITax Incentives and the Repatriation Decisions of
U.S. Multinational Corporations." National Tax Journal XXXIV
(June 1981): 241-48.

1I0rphan Drug Act Only the Beginning of Congressional Interest. II
PMA Newsletter 25 (June 6, 1983): 2-4.

Santucci, Louis G. liThe Legal ity of Exporting Chemical Substances
for Human Drug Use Abroad. II Washington: Pharmaceutical
Manufacturers Association, n.d.

IITesting Time for Drugs." The Economist, August 7, 1982, pp. 69-70.

NATIONAL GOVERNMENT POLICY

"Agrement. 1I (Arrete du Ministre de la Sante Publ ique du 19 avril 1974
fixant les conditions des locaux destin~s aux pharmacies de
detail.) Tunis: Journal Officiel de la Republique Tunisienne,
23 avril 1974.

IIAndersen Study Finds R&D Going Abroad, Where the Incentives Are. II

PMA Newsletter 25 (February 7, 1983): 6.

Annexe statistigue au rapport sur le Budget Economigue 1983. Tunis:
Republique Tunisienne, Janvier 1983.

IIArrete du 28 aout 1936 reglementant les Maisons de Sante. 1I Tunis:
Journal Officiel de la Republique Tunisienne, 25 septembre 1936.

Ashford, Nicholas; Heaton, George I.; Katz, Judith I.; and Owen, Sally T.
liThe Foreign Experience and Its Relevance to the United States. 1I

In Protecting People At Work: A Reader in Occupational Safety
and Heal th, pp. 324-61. Edited by Judson MacLaury. Washington:
U.S. Department of Labor, 1980.

-291-



Clarity, James F. "Morocco Emerging as Closest Arab Ally. II,

New York Times, February 1, 1983.

"Code de Deontologie Pharrnaceutique." (Decret No. 75-835 du
14 novembre 1975.) Tunis: Journal Officiel de la Republique
Tunisienne, 25 novembre 1975.

"Decret sur la creation de maisons de sante dans la Regence,
30 juillet 1936." Tunis: Journal Officiel de la Republique
Tunisienne, 7 aout 1936.

"DEkret No. 80-1264 du 30 septembre 1980, portant statut des
pharmaciens hospitalo-universitaires." Tunis: Journal
Officiel de la Republique Tunisienne, 19-22 aout 1980.

"Decret No. 81-1128 du 1er septembre 1981, portant modifi cation du
decret no. 74-872 du 20 septembre 1974, portant statut des
corps des Inspecteurs Medicaux et Juxtamedicaux." Tunis:
Journal Officiel de la Republique Tunisienne, 3-11 septembre 1981.

"DEkret-Loi No. 80-4 du 15 aout 1980, rel atif a 1 1 organi sati on des
carrieres pharrnaceutiques en Tunisie." Tunis: Journal Officiel
de la Republique Tunisienne, 19-22 aoQt 1980.

Donald Dr. Gordon, ed. Development Digest. Washington: The National
Planning Association, January 1982.

"Drug Registration Form." Amman: Government of Jordan, n.d.

"Egypt: New Government Policies Mark Shift in Economic Priorities;
Prospects Remain Favorable For Sale of U.S. Merchandise."
Business America, October 6, 1980, pp. 31-32.

"Egyptian Economy: Now for the Seven Lean Years. II The Economist,
February 27, 1982, p. 67.

"Egyptian Government Tightens Controls on Drug Sales." SCRIP 601
(June 22, 1981): 16.

"Egypt's Health Spending Rises." IMS Pharmaceutical Marketletter,
August 9, 1982, p. 8.

"Excerpts from Current Laws and Regulations Governing the Registration,
Importation and Pricing of Drugs and Baby Food in Jordan. II

Amman: Government of Jordan, April 1973.

Five-Year Plan for Economic and Social Development 1981-85. Amman:
Hashemite Kingdom of Jordan, National Planning Council, n.d.

Gansser, Georges. Legal Protection for Drugs. Basle: Pharma Information,
April 1975.

-292-



Supervision and Control of Insurance Industry.
Mining and Quarry.

Employment Chapter (5): Occupational Health

Gavrilescu, N. Organisation of Family Planning in Occupational
Health Services. Geneva: International Labour Office, 1976.
(ISBN 92-2-101412-6.)

Government of Egypt Laws, translated and summarized by Social Planning,
Analysis, and Administration Consultants (SPAAC), Cairo:

Law 127/1955: Regulating Working Conditions of Pharmacists.
Law 75/1964: Health Insurance.
Ministry of Health Decree 295J1966: Health Insurance.
Ministerial Decree 105j1971: Medical Restrictions for Workers

in Pharmaceutical Companies.
Ministerial Decree 398/1972: Charter of Pharmaceutical Products.
Law 32/1975: Health Insurance.
Law 97/1975, modified by Law 25/1977: Social Insurance .

. Ministerial Decree 8511976: Regulations Governing Import of
Pharmaceutical Products.

Law 108/1976: Social Insurance.
Ministerial Decree 301/1976: Psychotropic Drugs.
Ministerial Decree 213/1977: Registration of Local and Imported

Drugs.
Law 10/1981:
Law 27/1981:
Law 137/1981:

and Safety.
Ministerial Decree Regulating Law 137/1981.
Ministerial Decree 505j1982: Import Charter for Pharmaceutical

Products.

"A Guide for Submitting Appl ications for Approval of an Industrial
Project." Tunis: Tunisian Investment Promotion Agency,
June 1980.

Ignatius, David. "Egyptian Bureaucracy Galls Both the Publ ic and
Foreign Investors." Wall Street Journal, March 24, 1983, p. 1.

II Industry: State Control (l952-1970). II Arab Worl d Fil e 1608
(June 11, 1980): 1-£147.

"Infirmeries Privees." (Arrete du Ministre de la Sante Publique
du 25 avril 1975.) Tunis: Journal Officiel de la Republ ique
Tunisienne, 2 et 6 mai 1975.

International Directory of Occupational Safety and Health Services
and Institutions, Third Edition. Geneva: International
Labour Office, 1977.

"Labor Law No.2 of 1961, Amending Laws No.2 (1965) and 25 (1972)."
Government of Jordan laws, summarized and translated.

-293-



"Law No. 81-56 of June 23, 1981, Setting Forth Incentives for
Investment in the Manufacuring Industries and for Industrial
Decentralization." Tunis: Investment Promotion Agency of
Tunisia, 1981.

"Lebanon Stresses Individual Initiative at Investors Conference."
The Arab Economist, April 1982, pp. 28-30.

"Lebanon: Who Pays the Piper?" The Economist, November 6-12, 1982,
p. 40.

Lee, William. "U.S. and Egypt Agree on Investment Flexibility."
Middle East Economic Digest~ February 12, 1982, p. 12.

"Legislation du Travail et de la Securite Sociale." Tunis: Republique
Tunisienne, 1979.

"Loi No. 58-38 du 15 mars 1958." Tunis: Journal Officiel de la
Republique Tunisienne, n.d.

"Loi No. 66-53 du 3 juin 1966, relative a la reglementation de la
profession d1infirmier ou dlinfirrniE~re (1)." Tunis: Journal
Officiel de la Republique Tunisienne, 3 juin 1966.

"Loi No. 69-54 du 26 jui 11 et 1969, portant r~gl ementation des substances
venemeuses." Tunis: Journal Officiel de la Republique
Tunisienne, 5 aout 1969.

"Loi No. 74-44 du 22 mail 1974, portant reglementation de la profession
d1opticien-lunetier." Tunis: Journal Officiel de la Republique
Tunisienne, No. 36 du 24 mai 1974.

"Loi No. 82-57 du 4 juin 1982, portant organisation des laboratoires
prives d'analyses de biologie medicale." Tunis: Journal
Officiel de la Republique TUnisienne, 11 juin 1982.

Loustaunau, Cherie A. and Cohen, Jesse B. An Introduction to Contract
Procedures in the Near East and North Africa~ second edition.
Washington: u.S. Department of Commerce, International Trade
Association, October 1980.

Mackie, Alan. "All Change, But Only Very Slowly, on the Nile."
Euromoney, July 1981, p. 93.

. "U.S. Urges Firms to invest in Egypt." Middle East Economic
----=Digest, November 9, 1979, p. 26.

Major Provisions of Trademark Legislation in Selected Countries.
Geneva: World Intellectual Property Organization, International
Bureau, 1977.

-294-



9 mai 1979,
Tunis:
1979.

"Morocco Encourages Foreign Investment." The Arab Economist,
March 1982, pp. 27-28.

liThe New Plan Stresses Importance of Investments." The Arab Economist,
May 1982, pp. 24-26.

"Le nouveau Code des investissernents adopte par la Chambre des
representants elimine toute condition relatives a la nationalite
du capital." Marches tropicaux et rnediterraneens, 8 juillet
1982, p. 1964.

"0fficial Tries to Cut Red Tape for Those Investing in Egypt. II

Wall Street Journal, March 24, 1983, p. 27.

"Officines." (Arrete du Ministre de la Sante Publique du 15 aout
. 1980, portant fixation des horaires dlouverture et de fermeture

des officines de d~tail.) Tunis' Journal Officiel de la
Republique Tunisienne, 19-22 aout 1980.

"0rgan isation des professions pharmaceutiques." (Loi No. 73-55
du 3 aoQt 1973.) Tunis: Journal Officiel de la R~publique
Tunisienne, 10 et 14 aout 1973.

Or anization of Occu ational Health Services in Develo in countries.
Geneva: International La our Office, 1967. ISBN 92-2-100911-4.)

Parnall, Theodore. "Report on: (1) Non-Commercial Constraints to
Private Sector Growth in Tunisia and (2) Potential Projects
to Increase USAID-GOT Development Efforts with Foreign and
Domestic Private Sector Cooperation." January 7,1983. (Xerox.)

"Patent War. II Wall Street Journal, August 23, 1982, p. 14.

"Pharmaci ens. II (Arrete du Ministre de 1a Sante Publ ique du
fixant les conditions des pharmaciens d1officines.)
Journal Officiel de la R~publique Tunisienne, 22 mai

"Pharmaciens des hopitaux. 1I (Arrete No. 77-360 du 16 avril 1977,
portant statut du corps des pharmaciens des hopitaux.)
Tunis: Journal Officiel de la Republique Tunisienne,
22 avri 1 1977.

Plan To Stimulate the Economy: 1981-1985. Rabat: Kindgom of Morocco,
Ministry of Planning Senior Grades and Vocational Training, n.d.

liThe Premiere Telemission: A Live Satellite Program Bringing Together
U.S. Investors with Egyptian Officials and Businessmen To
Explore Investment Opportunities in Egypt." New York, April 15,
1982.

-295-



,
The Principal Provisions of Patent Legislation in Eighty-Five Countries.

Geneva: World Intellectual Property Organization, International
Bureau, 1974.

"Prix des produits pharmaceutiques." (Arrete des Ministres de
1 I Economie Nationale et de la Sante Publique du 21 mai 1982,
relatif aux prix des produits pharmaceutiques.) Tunis:
Journal Officiel de la Republique Tunisienne, 28 mai 1982.

"Produ its pharrnaceuti ques: exemption de droits de douane pour 1es
matieres premieres." Marches tropicaux et mediterraneens,
19 mars 1982, p. 784.

"Repartition des officines." (Arrete du ~Iinistre de la Sante Publ ique
du 20 juin 1974, relatif a la repartition des officines.)
Tunis: Journal Officiel de la R~publique Tunisienne, 25-27
juin 1974.

Schaumann, Leif; Rosner, Martin M.; and Morson, John M.
Supply System Planning: Guidelines for Analysis

Pharmaceutical
of Pharmaceutical
Rockville,

Situation of Industrial Property in the Arab States. Geneva: World
Intellectual Property Organization, International Bureau, 1978.

"Social Legislation for Workers and Labor Costs in Tunisia." Tunis:
Investment Promotion Agency, November 1980.

"Special System Applicable to Exporting Industries. 1I (Law No. 72-38
dated April 27, 1972.) Tunis: Investment Promotion Agency,
1972.

Stoever, William A. "LDC Governments: Takeovers and Renegotiations
of Foreign Investments." Cal Hornia Management Review XXII
(Winter 1979): 5-14.

Tait, Alan A. and Heller, Peter S. "International Comparisons of
Government Expenditure. 1I Washington: International Monetary
Fund, April 1982. (Occasional Paper No. 10.)

Tanner, Henry. "Jordan and the Search for Peace: Hussei n Is Eager
But Hemmed In." New York Times, November 5, 1982.

United Nations Conference on Trade and Development. The Role of
Trademarks in Developing Countries. New York: United Nations,
1979.

-296-



United Nations Department of Economic and Social Affairs, The UNCTAD
Secretariat and the International Bureau of the World Intellectual
Property Organization. The Role of the Patent System in the
Transfer of Technology to Developing Countries. New York:
United Nations, 1975.

"U.S. Manufacturing Perspectives on the Middle East: A Cornerstone
for Cooperation." Washington: National Association of Manu
facturers, n.d. (NAM Industrial Mission to the Middle East
Report. )

The VIth Plan Development Scheme. Tunis: Republic of Tunisia,
Ministry of Plan and Finance, August 1982.

deVries, Barend A. "Public Policy and the Private Sector."
Finance and Development, September 1981, pp. 1-5.

DEVELOPMENT ASSISTANCE

Activities of OECD in 1981: Report by the Secretary General.
Paris: Organization for Economic Co-operation and Development,
1982.

Adams, Michael; Kauffman, Richard; Oppenheimer, Mikchael; and
Pothier, John. Developed Country Strategies for Promoting
Science and Technology Exchanges with Developing Countries.
Glastonbury, Connecticut: The Futures Group, October 1980.

Annual Report of the Executive Director: 1981. Vienna: United
Nations Industrial Development Organization, May 1982.

Annual Report for Fiscal 1981 Year Ended March 31, 1982. Tokyo:
The Export-Import Bank of Japan, July 1, 1982.

Annual Report VI: May 1979 through May 1980. Riyadh: The Saudi
Fund for Development, 1980.

"Arab Loans During First Quarter 181." The Arab Economist,
August 1981, p. 32.

"Arab/OPEC Aid." OAPEC Bulletin, June 1980, pp. 12-13.

"Arab and OPEC Special Fund Aid." The Arab Economi.st, May 1981, p. 32.

Assessment Activities, Current Projects, Publications in Press, Recent
Publications, Selected Publications of Interest. Washington:
Office of Technology Assessment, May 1982. (OTA-PC-I05.)

-297-



Atlas of U.S. Foreign Relations-Development Assistance. Wasnington:
U.S. Department of State, March 1982.

"Authorizations by Product or Purpose for the Period 10/01/81 thru
09/30/82: 962 Medi ca l-Dental and Opti cal Equi pment. II

Washington: The Export-Import Bank of the United States.

Back round Information Economic Coo eration of Ja an 1980. Tokyo:
Ministry of International Trade and Industry MITI-BI-45),
June 1981.

"Banker of the Year?" Wall Street Journal, March 16, 1983, p. 30.

Barovick, Richard L. "0PIC Builds Bigger Role in Third World
.Investment. II Business America, June 14, 1982, pp. 13-15.

Bell, Carl. "promoting Private Investment: The Rol e of the Inter
national Finance Corporation." Finance and Development,
September 1981, pp. 6-9.

"Canadian International Development Agency International NGO Program,
International NGO Program Strategies." Hull, Quebec:
Canadian International Development Agency, n.d.

Caplin, David A. "First UNIDO Consultation Meeting on the Pharma
ceutical Industry, Portugal, December 1-5, 1980." A World
Bank Memorandum dated February 11, 1981.

liLa CEE accorde un pret de 135 millions d' ecus." Marches tropicaux
et mediterraneens, 19 mars 1982, pp. 783-84.

Clausen, A. W. "Address to the Board of Governors, September 6, 1982,
Toronto. II Washington: The World Bank, September 1982.

Clement, Claude. "Algeria: Trade Opportunities Increase with New
Development Plan." Business America., February 9,1981,
pp. 36-37.

"A Conversation with Mr. Clausen (President of The World Bank)."
Finance and Development 19 (December 1982): 5-9.

La cooperation suisse au developpement tour d'horizon. Berne: Service
de 1 I information de la Direction de la Cooperation au Developpernent
et de 1[Aide Humanitaire (DDA), 1981.

The CTC Reporter 11 (Spring 1982). New York: United Nations.

The CTC Reporter 12 (Summer 1982). New York: United Nations.

The CTC Reporter 13 (Fall 1982). New York: United Nations.

-298-



1977/1.

Commission of

DDA Rapport Annuel 1981. Berne: Service de 1 'information de la
Cooperation au Developpement et de 1(Aide Humanitaire t 1981.

"Deux prets du Fonds seoudien de developpement pour 1'alimentation
en eau. 1I Marches tropicaux et mediterraneens, 25 juin 1982 t
p. 1695.

IIEurope-Third World Rural Development. 1I Brussels:
The European Communities t July 1979.

The European communit) and the Developing Countries.
{A Periodical.

The Export-Import Bank of Japan: Role and Function. Tokyo: The
. Export-Import Bank of Japan t July It 1982.

Fi sca1 1979 Annual Report. Washington: The Export-Import Bank
of the United States, 1980.

Fi sca1 1980 Annual Report. Washi ngton: The Export-Import Bank
of the United States, 1981.

Fi scal 1981 Annual Report. Washington: The Export-Import Bank
of the United States, 1982.

For Your Information. July, August and November 1982. (A Periodical
published by the Export-Import Bank of the United States.)

Francis, David R. IIProgress and Skepticism Mark Private Sector Role
in Aid. 1I Financier 6 (December 1982): 17-21.

German Appropriate Technology Exchange. May and August 1980.
(A Periodical.)

IIGuide for Project Submissions. 1I Hull, Quebec: Canadian International
Development Agency, 1981.

IIHealth Co-operation Agreement Signed in Cairo. 1I Clinica 24
(September 18, 1981): 4.

Howard, Lee M., M.D. tOr. P.H. A New Look at Development Cooperation
for Health. Geneva: World Health Organization, 1981.

How To Work with PEFCO: A Guide for ... Bankers, Exporters, DISC's.
Fifth edition. New York: Private Export Funding Corporation,
January 1982.

IIIDRC Program Directions, Heal th Sciences Division. 1I Ottawa: Inter
national Development Research Centre, October 1980.

-299-



IDRC Projects 1970-1981. Ottawa: International Development'Research
Centre, 1982.

IFC Annual Report. Washington: International Finance Corporation,
1982.

"IMF Grants Morocco $580 Mill ion of Loans. II Wall Street Journal,
April 27, 1982, p. 34.

"Investment Insurance Handbook. 1I Washington: Overseas Private
Investment Corporation, August 1980.

Janssen, Martin. "A Swiss View of Development Policy." Wall Street
Journal, September 23, 1981, p. 33.

Janssen, Richard F. "Reagan Team Hopes To Cut Foreign-Aid Burden By
Encouraging Private Projects in Third World. 1I Wall Street
Journal, April 14, 1981, p. 56.

The Kuwait Fund for Arab Economic Development: Basic Information.
Safat, Kuwait: The Kuwait Fund for Arab Economic Development,
June 1981.

Law, John. Arab Aid: Who Gets It, For What, and How? New York:
Chase World Information Corporation, 1978.

"Lebanon. 1I The Arab Economist, June 1982, p. 3.

Lubar, Robert. "Reaganizing the Third World. II Fortune, November 16,
1981, p. 80.

Mcqueen, Cheryl. "Egypt: Long-Term Growth Strategy Based on Domestic
Output. II Business America, February 9, 1981, pp. 27-28.

~1erat, Christian, coordinating author. "Morocco Economic and Social
Development Report." Washington: The International Bank for
Reconstruction and Development/The World Bank, 1981.

Meyer, Anthony J.; Block, Clifford H; and Ferguson, Donald C.E.
"Teaching Mothers Oral Rehydration." Horizons 2 (April 1983):
14-20 .

. Meyer, Michael N. "Tunisia, A Petrodollar Haven, Getting Heavy Arab
Aid.". Christian Science Monitor, February 16,1983, p. II.

Molander, Cecilia, ed. SAREC Funded Research in Sweden 1979/80.
Stockholm, Sweden: Swedish Agency for Research Co-operation
with Developing Countries~ 1979.

-300-



Mosley, Paul. "Aid for the Poorest: Some Early Lessons of UK
Experience. II Journal of Development Studies, January 1981,
pp. 214-25.

"New Directions in Foreign Aid Policy." Business America~ April 6,
1981, PP• 2-5.

"A New Joint-Venture Pharmaceuticals Plant. II SCRIP 591 (May 18, 1981):
17.

"1981 Report by the Executive Director of the United Nations Fund
for Population Activities." New York: United Nations, 1981.

"Non-Governmental Organizations. 11 Section 2.90 in Policies and
Procedures Manual. New York: United Nations, n.d.

OPIC 1981 Annual Report. Washington: Overseas Private Investment
Corporation, 1981.

"OPIC Country and Area List." Washington: Overseas Private
Investment Corporation, January 1982.

"OPIC Program for Insurance of Contractors I and Exporters' Bid,
Performance and Advance Payment Guarantees." Washington:
Overseas Private Investment Corporation, August 1981.

"OPIC Programs for International Leasing." Washington: Overseas
Private Investment Corporation, n.d.

"OTA Project on Technology Transfer to the Middle EasL" Washington:
Office of Technology Assessment, May 11, 1982.

Poats, Rutherford M. Development Cooperation: Efforts and Po1icies
of the Members of the Development Assistance Committee.
Paris: Organization for Economic Co-operation and Development,
November 1982.

"Prograrrme of the Commission for 1980." Brussels: European Coal
and Steel Community, European Economic Community, European
Atomic Energy Community, February 1980.

Programme des Nations Unies pour le developpement, Representant Residant
a Tunis. "Rapport annuel sur l'assistance au developpement 1979."
April 1980. (Xerox.)

. "Rapport annuel sur 1 'assistance au developpement 1980."
---.-rMay 1981. (Xerox.)

I

"Rapport annuel sur l'assistance au developpement 1981."
Jul y 1982. (Xerox. )

-301-



"Promises To Keep." New York: United Nations Development Programme,
n.d.

"Proposed Programme Budget for the Financial Period 1980-1981."
Geneva: World Health Organization, 1978. (Official Records
of the WHO No. 250.)

Reed, Ambassador Joseph Verner. "Address to International Chamber
of Commerce, Casablanca, Morocco, November 23, 1982."
Rabat: Embassy of the United States of America, n.d.

"Review of British Health Aid to Developing Coutnries 1974-76."
London: Ministry of Overseas Development, April 1978.
(Overseas Development Paper No. 10.)

RomanO, Magda ellSange. "Mammoth $1 Billion U.S. Aid Program for
Egypt Fails to Satisfy Either Nation." Wall Street Journal,
January 28, 1983.

Rout, Lawrence. "Shootout Between Congress, Banks Develops Over
Bad Foreign Loans. II Wall Street Journal, February 2, 1983.

SAREC Annual Report 197~/79. Stockholm: Swedish Agency for Research
Cooperation with Developing Countries, January 1980.

IISaudi Arabia Supports IFC Equity Program with $100 Million. 1I

World Bank News II (January 20, 1983).

Schmidt, Will iam E. IIRole of the U.S. in Egypt Is Corning Under Attack. II

New York Times, October 21, 1982.

"SIDA's Organization." Faktablad 1A (February 1981).

Simmons, Andre. Arab Foreign Aid. Rutherford, New Jersey: Fairleigh
Dickinson University Press, 1981.

IISweden ls Policy for International Development Co-operation: Extracts
from the Budget and Finance Bill for Fiscal Year 1980/81. II

Stockholm: Office for International Development Co-operation,
1980.

"Sweden 1 s Policy for International Development Co-operation: Extracts
from the Budget and Finance Bill for Fiscal Year 1981/82."
Stockholm: Office for International Development Co-operation,
1981.

"Sweden's Policy for International Development Co-operation Fiscal Year
1982/83." Faktablad 5A (January 1982).

Symonds, Edward. "U-Turn at the UN." Petroleum Economist, March 1981,
p. 98.

-302-



Technology and Soviet Energy Availability. Washington: Office
of Technology Assessment, November 1981. (OTA-ISC-154.)

Timewell, Stephen. "Arab Aid Funds Favor Agriculture and Industry."
Middle East Economic Digest, April 15, 1983, p. 18.

IIUK-Egypt Health Co-operation Agreement. 1I SCRIP 624 (September 9,
1981): 11.

"UNDP: Surrma ry of Reported Investment Commitments Rel ated to UNDP
Projects in 1980 and 1981. II New York: United Nations
Development Programme, n.d.

liThe UNDP in 1979 Report and Review." New York: United Nations
Development Programme, n.d.

United Nations Economic and Social Council. "Activities of the United
Nations Centre on Transnational Corporations." July 6,1982.
(Commission on Transnational Corporations, Eighth Session,
Manila, August 30-September 10, 1982, Item 5(a) of the pro
visional agenda.)

· "Recent Developments Related to Transnational Corporations
----and International Economic Relations'" July 16, 1982. (Report

of the Secretariat in response to the request of the Corrmission
on Transnational Corporations, Eighth Session, Manila, August 30
September 10, 1982, Item 4 of the provisional agenda.)

United Nations Industrial Development Organization. Documents List:
Cumulative List for the Period 1 January 1967 to 31 December 1979.
New York: United Nations, 1980.

· Documents Li st: Su ppl ement Coveri ng the Peri od 1 Janua ry
------~31 December 1980. New York: United Nations, 1981.

_______=. Documents List: Supplement Covering the Period 1 January
31 December 1981. New York: United Nations, 1982.

Facts About UNIDO. Austria: United Nations Industrial
Development Organization, April 1982.

Functions and Activities of UNIDO. Austria: United Nations
Industrial Development Organization, May 1971.

· The Industrial Investment Promotion Service North American----of the United Nations Industrial Development Organization.
Austria: United Nations Industrial Development Organization,
March 1979.

----T. Industry and the Developing Countries. Austria: United Nations
Industrial Development Organization, June 1980.

-303-



UNIDO: What It Is; What It Does; How It Works. Austria:
United Nations Industrial Development Organization, June 1981.

UNIDO Newsletter, no. 172 (August 1982).

U.S. Agency for International Development, Bureau for Near East.
liNear East: Portfol io of Project/Program Loans and Grants. II

August 1, 1982.

"Summary of Activities." September 9, 1982.

"What Is PRE?" (Xerox, n.d.)

U.S. Agency for International Development, Bureau for Policy and Program
Coordination. A.LD. Policy Paper: Health Assistance .

. Washington: U. S. Agency for International Development,
December 1982.

"AID Private Enterprise Development Pol icy. II March 10, 1983.

U.S. Congress, U.S. Senate~ and U.S. House of Representatives.
Legislation on Foreign Relations Through 1982. Washington:
U.S. Government Printing Office, February 1983.

U.S. Embassy, Beirut. "Health Sector Program." December 29, 1982.

20 ans c'est un commencement: Cooperation technique suisse 1961-1981.
Berne: Service de 1 'information de la Coop~ration au Developpement
et de 1 'Aide Humanitaire, 1981.

Wahba, Dr. Mahmoud Ahmed. liThe Truth of What Is Called American
Assistance. II Economy, April 30, 1981. (Translated by R. Meer,
USAID. )

What OTA Is, What OTA Does, How OTA Works.
Technology Assessment, April 1982.

Washington: Office of
(OTA-PC-104 Revised.)

The World Bank. Washington: The World Bank, September 1981.

The World Bank Annual Report 1982. Washington: The World Bank, 1982.

"World Bank Cofinancing with the Private Sector."
and the Private Sector, p. 30. Washington:
1981.

In Economic Development
The Worl d Bank, --

"World Bank and IDA Grant $126.4 Mill ion of Loans to 6 Nations.
Wall Street Journal, March 18, 1983, p. 26

-304-



"World Trends in Economic Cooperation." In Economic Cooperation of
Japan 1980: Background Information, pp. 31-37. Tokyo:
Ministry of International· Trade and Industry (MITI-45),
1980

Your Competitive Edge. New York: Foreign Credit Insurance
Association, Revised November 1981.

-305-




