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UNITED NATIONS ADMINISTRATIVE COMMITTEE ON COORDINATION −
SUBCOMMITTEE ON NUTRITION (ACC/SCN)

The ACC/SCN is the focal point for harmonizing the policies and activities in nutrition of the United Nations
system. The Administrative Committee on Coordination (ACC), which is comprised of the heads of the UN
Agencies, recommended the establishment of the Sub−Committee on Nutrition in 1977, following the World
Food Conference (with particular reference to Resolution V on food and nutrition). This was approved by the
Economic and Social Council of the UN (ECOSOC). The role of the SCN is to serve as a coordinating
mechanism, for exchange of information and technical guidance, and to act dynamically to help the UN
respond to nutritional problems.

The UN members of the SCN are FAO, IAEA, IFAD, ILO, UN, UNDP, UNEP, UNESCO, UNFPA, UNHCR,
UNICEF, UNRISD, UNU, WFP, WHO and the World Bank. From the outset, representatives of bilateral donor
agencies have participated actively in SCN activities. The SCN is assisted by the Advisory Group on Nutrition
(AGN), with six to eight experienced individuals drawn from relevant disciplines and with wide geographical
representation. The Secretariat is hosted by WHO in Geneva.

The SCN undertakes a range of activities to meet its mandate. Annual meetings have representation from the
concerned UN Agencies, from 10 to 20 donor agencies, the AGN, as well as invitees on specific topics; these
meetings begin with symposia on subjects of current importance for policy. The SCN brings certain such
matters to the attention of the ACC. The SCN sponsors working groups on inter−sectoral and sector−specific
topics.
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The SCN compiles and disseminates information on nutrition, reflecting the shared views of the agencies
concerned. Regular reports on the world nutrition situation are issued, and flows of external resources to
address nutrition problems are assessed. State−of−the−Art papers are produced to summarize current
knowledge on selected topics. SCN News is normally published twice a year. As decided by the
Sub−Committee, initiatives are taken to promote coordinated activities − inter−agency programmes, meetings,
publications − aimed at reducing malnutrition, primarily in developing countries.

FOREWORD

Viewing improved nutrition as an outcome of development processes expands the area of concern for
policy−makers and practitioners who seek to combat malnutrition. These processes operate at different levels
in society, from the individual through to the whole arena of governmental policy and indeed international
relationships. The SCN, in deciding on initiating a series of country−wide reviews of nutrition−relevant actions
in 1990, aimed to provide a rich base of documented experience of why and how such actions were
undertaken and what was their effect on nutrition.

This country−wide approach built on the progress made at the 1989 workshop on "Managing Successful
Nutrition Programmes" held at the 14th IUNS Congress in Seoul. The focus here had been on nutrition
programmes, and the essential factors determining their success, and the synthesis of findings and individual
case studies were later published as ACC/SCN Nutrition Policy Discussion Paper No. 8.

Two other influential documents were the SCN's "Nutrition−Relevant Actions" that emerged from the 1990
workshop on nutrition policy held in London, and UNICEF's 1991 Nutrition Strategy document. Together these
provided both a common analytical framework for organising the reviews and a common language for
discussing the various actions that impinge on nutrition. The value of such a framework has been
demonstrated by the ease with which it lends itself to analyses of both the nutrition problem and its potential
solutions. The food − health − care triad of underlying causes of malnutrition, in particular, proved to be a very
useful framework for orienting the inputs and subsequent discussions of the 1992 International Conference on
Nutrition, co−sponsored by FAO and WHO. Communication and thus advocacy are facilitated when people
share such a conceptual understanding.

UNICEF had originally proposed that a series of country−wide reviews be undertaken and the results
presented at the 15th IUNS Congress in September 1993. At the time of writing, preparations for this
workshop are well underway −− in fact, the richness of documented material has necessitated the
organisation of an additional two−day satellite meeting in Adelaide. We are extremely grateful to UNICEF for
their financial support through this exercise. The series editor for these country reviews was Stuart Gillespie,
and the SCN Advisory Group on Nutrition (AGN) also technically examined the drafts as these emerged. In
addition, I would like to express gratitude to the external technical reviewers, selected for their in−depth
knowledge of particular countries, who provided the authors with comments and suggestions on initial drafts.

The essential value of these country case studies lies in their ability to describe the dynamics involved when a
national government attempts to combat malnutrition. Questions such as the role of the political economy in
determining policy options, obstacles met in implementation, how programmes are modified or expanded, and
how they are targeted, are all addressed. The need for actions to be sustainable to achieve results over the
long−term, and the importance of both measurable objectives and a system of surveillance to monitor
progress, are examples of important conclusions. These reviews thus provide valuable insights into the
questions of "how" as well as "what", in terms of nutrition policy.

The country reviews are intended for a wide audience including those directly concerned with nutrition in
developing countries, development economists, and planners and policy makers. Along with the output of the
Adelaide meeting, they will be valuable for advocacy in underscoring that effective actions will improve
nutrition. It is hoped that these reviews and the proceedings of Adelaide will provide guidance for a
strengthening and expansion of future actions for reducing nutritional deprivation.

Dr A. Horwitz
Chairman, ACC/SCN
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I. INTRODUCTION

Objectives of the Study

The main objective of this report is to review the different policies, as well as programs affecting health and
nutrition status of Egyptians over the period 1970−1990. The study will attempt to outline and examine
Critically the major trends in the health and nutrition status of the Egyptians in the light of:

− the Egyptian socio−economic setting;

− the different programs affecting health and nutrition status of Egyptians;

− the interactions between the different socio−economic variables and their implications on
the health and nutrition indicators.

Background of the Study

Characteristics of nutrition and health problems vary by country, in accordance to the different
socio−economic setting and the various policies adopted. The impact of socio−economic policies and
programs on the nutrition status of the population is a critical and vital aspect in recent years. Nutrition is
recognized in a significant number of studies as an outcome of various inputs. Adequate food and access to
health services are regarded usually as the main determinants for the nutrition status of the population.
However recently most studies agreed upon the importance of the impact of different socio−economic policies
and programs on the nutrition status (Cornia, et al., 1989). Egypt like many other countries witnessed several
changes in the performance of its economic and social policies over the past twenty years.

The question that is raised now is: what are the implications of the changes in the socio−economic policies in
general on health and the nutrition status of Egyptians. Several questions may be also addressed in this
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respect like: does the nutrition status of the population necessarily accompany the changes in the different
socio−economic policies? What is the role of the different interventions in the elimination of some important
nutrition problems? Was malnutrition regarded as a medical problem or rather a socio−economic
responsibility? Are nutritional and health considerations reflected in Egyptian socio−economic programs and
policies?

In this respect, it is noteworthy to mention that it is difficult to determine the impact of the different programs
and policies on health and nutrition.

One of the difficulties is that the determinants of health and nutrition status are mainly the decisions of the
individuals. This fact is because the effects of the socio−economic policies and programs on health and
nutrition depend on the changes in the composition of incomes, the changes in the relative prices and their
implications on the people's attitudes. Many variables have to be taken into consideration, such as (Weil,
1990):

− the preferences of the individuals concerning their current and future consumption;

− the various linkages between the formal and the informal sector;

− the labour absorption capacity in the different sectors;

− the demand elasticity on the health services and nutrient intakes by the different income
categories;

− the substitution possibilities between the different nutrient intakes and other goods;

− the decisions of the individuals concerning their time allocation;

− short and long term effects of some socio−economic policies;

− the discrepancies in policy objectives with respect to efficiency, equity and welfare
considerations, especially supply side policies.

However, to take all the previous facts into consideration, a field study is needed. The nature of this study is
rather analytical. It is an analysis of the impact of some socio−economic policies and programs on the
nutrition status of the Egyptian population at the macro level, rather than an examination of cases at the micro
level. The study is in time series analysis within a theoretical framework.

Theoretical Framework

Economic theory provides different frameworks for analyzing the various links between the economic policies
and health and nutrition status. However, one should note that any theoretical framework should be based on
a typology of policies and trends. This typology must link:

− the socio−economic characteristics of Egypt (political trends, demographic factors,
government expenditure, employment policy and education policies);

− health and nutrition problems;

− specific factors related to demand and supply of food;

− health policies and health services;

− factors related to family health history.

The following chart is an attempt to discuss all previous factors and may provide a framework for our further
analysis as follows:

The study requires firstly to introduce a trend analysis of the nutrition and health status. Secondly, to
determine the basic characteristics of Egypt, the political changes, demographic aspects and the development
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strategy. Thirdly, it is agreed upon that dietary practices, infection and family health history are the three main
determinants of both nutrition and health problems from a medical, economic and social point of view. Dietary
practices in turn are influenced by two main factors, demand on health and nutrition and supply of food. If we
begin with the supply of food, the agricultural policies play a vital role in this respect. Other important factors
are food subsidies and ration system. Food aid also is a crucial factor in Egypt. It is important to note that food
intake and consumption are direct outcome of both aspects supply and demand. However food distribution is
to a large extent related to poverty and income distribution in the society. Consumption and food intake,
regarded as basic determinants of health and nutrition problems, are an outcome of demand and supply
analysis.
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DETERMINANTS OF HEALTH AND NUTRITION STATUS

Concerning now the demand on food and health services, we may state, at first, that the income whether in
monetary or real terms is a major determinant of demand on health services and nutrient intakes. GDP rate of
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growth, investment levels, types of investment and employment opportunities are all vital aspects determining
the rate of growth of the monetary income. The relationship between the formal and informal sector has to be
examined in this respect. Real incomes will be influenced by other economic policies such as pricing policies,
subsidies, cost recovery programs and privatization.

However, since the decisions of the individuals depend on the changes in the relative prices of all goods and
services, prices of substitutes and complementary goods are important to be taken into consideration. In this
respect one may recall some economic policies, such as the trade policies (currency devaluation, import
policies) that will affect the prices of some imported food as well as pharmaceuticals and other imported
goods and inputs. Moreover, as incomes depend on the production possibilities of the individuals and the time
devoted to production, other factors will influence the previous interactions (Behrman J.R., 1988).

Preferences of the individuals concerning their current consumption (income, subsistence needs) and future
consumption (education and health) must affect the health and nutrition indicators. A general notion argues
that, when people become poorer they prefer usually current consumption at the expense of future
consumption, which will finally affect their production possibilities. As known, poor people have just one asset:
labour. Moreover, the time allocated for production will be affected by the time the individual allocates for
leisure and to satisfy other needs. No doubt it will be affected by the decrease in the magnitude of free health
services and subsidized food by increasing the time that people have to spend in queues to obtain such
services and goods. The result will be either a decline in the demand on such services and goods or a
decrease in the time spent in work and consequently a decline in incomes.

If we study now the second determinant of the nutrition and health problems: infection, we note that health
policies and the environment may be regarded as the main determinants of it. Economic and political changes
are affecting the society's welfare policies and in turn the priorities in the health sector. Moreover economic
circumstances, such as government expenditure, budget deficit and government borrowing determine the
physical and monetary inputs in the health sector. Health and nutrition programs and interventions are an
outcome of the health policies and are determined by domestic and external variables (such as foreign aid).

Family health history is the third factor determining problems of nutrition and health. Caring capacity and
family planning are all interrelated issues in family health history. One might distinguish between caring
capacity within the family and in the society. Women's role and education is a critical factor beside family
planning, children's feeding and the environment.

Lastly, but not least it is difficult to argue that the report will include 'an analysis of all previous variables.
However, we will try to highlight the most important policies and programs in order to examine their impact on
the health and nutrition status of Egyptians.

II. MAIN HEALTH AND NUTRITION PROBLEMS: A TREND ANALYSIS OF THE
SITUATION

Neo−Natal, Post−Neonatal, Infant Child Mortality Rates and Maternal Mortality Rates

On average Egypt has done well in safeguarding the nutrition and health status of the Egyptians. This is
indicated in the impressive gains in the profile of mortality rates shown in Figure 1 and Table 1 App. The figure
shows a sharp on−going declining trend since 1970s.

In 1988 neo−natal death rates reached 12.7 per thousand live births and post−neonatal death rate accounted
for 30.6 per thousand live births after a remarkable decline in it in the last 12 years (El Deib, 1991) and
particularly after 1984. In this year the diarrhea project and several immunization campaigns started.
However, the improvement in neo−natal mortality rates are minor due to under−registration of births and
deaths and incomplete reporting in the first months (El Deib, 1991).

In spite of a significant decline in the infant mortality rates from 87 per thousand in 1976 to 43 per thousand in
1988, it is still high when compared with many other developing countries. Still the Egyptian situation is
unusual for a country which has an extensive network of national health services. This might be due to poor
water supplies and a lack of environmental sanitation and a curative oriented health sector. Child mortality in
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Egypt declined from 17.3 per thousand in 1976 to 6.7 per thousand in 1988.

Figure 1. Neo−Natal, Post Neonatal and Infant Mortality. Rates during the Period 1976 − 1988 (El Deeb
1991)

The leading cause of death in infancy according to vital statistics is diarrhea and other intestinal diseases,
which are responsible for more than half of all deaths over the last two decades. (Figure 2A & B) (El−Deeb,
1991). The second most important cause is acute respiratory infections which accounts for one fifth to one
quarter of all infant deaths. Deaths due to pregnancy complications are third. Almost 10% of infant deaths is
due to pregnancy complications.

It is believed that the decline in infant mortality rates reflect the impact of two major programs directed at child
survival; the National Control of Diarrhea Disease Project (NCDDP) and the Child Survival Project (CAPMAS
and UNICEF, 1988). Deaths of diarrhea diseases declined of about 40 percent and 30 percent among infants
and children, respectively over the last five years (Figure 3) and meanwhile acute respiratory infection
diseases revealed an increase in the proportion of death of infants by 8%. Finally, with respect to the high
proportion of infant deaths due to complications of pregnancy and deliveries, it was proved that poor health
conditions of mothers lead to higher levels of infant mortality. Education of mothers and place of residence
were the main socio−economic causes of variations in IMR (Nawar et al., 1988).
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Figure 2A. Proportions of Infant Deaths by Main Cause of Death.

Figure 2B. Proportions of Child Deaths by Main Cause of Death. (El Deeb, 1991)

The variations in IMR and CMR by place of residence, clearly indicates significant geographical variations
(Table 2 App.). Urban governorates, with the highest socio−economic development have the lowest IMR (35
deaths per thousand live births and 2.96 per thousand 1−4 year child). Upper Egypt governorates, the less
privileged governorates, have the highest IMR and CMR (54−10.2) against (36−5.2) in Lower Egypt
governorates for CMR and IMR respectively.
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Figure 3. Infant Deaths per 1000 Live Births, Diarrheal and Non−diarrheal

Source: CAPMAS

Maternal mortality as well showed a progressive decline from 110 deaths per 100000 live births in 1970 to 54
deaths per 100000 live births in 1988. Maternal mortality rates differ by governorates from 40.9 deaths per
100000 live births in urban governorates to 52,5 in Lower Egypt and to 59 in Upper Egypt (CAPMAS, Births
and Deaths Statistics, 1989). This reflects again differences in socio−economic conditions among
governorates. For example, while 49 percent of deliveries occurred in hospitals in urban governorates, this
ratio declined to 12 percent in Lower Egypt and to 9 percent in Upper Egypt (Sayed, H., et al., 1989).
Meanwhile in accordance to the Social Indicators Survey of Egypt (1986) 32.5 percent of pregnant women in
urban areas had a regular checkup during pregnancy, the corresponding figure was 17.6 percent in rural
Egypt (Nassar, H. 1990).

Protein Energy Malnutrition (PEM) and Growth Pattern

Undernutrition Among Infants and Preschool Age Children

Egypt conducted several surveys to investigate the undernutrition status among infants and preschool age
children. Some were at the national level, such as the National Nutrition Survey (AID, 1978), the Health
Examination Survey (HES) of the Health Profile of Egypt (HPE 1984), (Moussa, 1988) and the Demographic
and Health Survey (DHS, 1988, Sayed et. al., 1989) and others were conducted in different areas like the
Nutrition Status Survey II (AID, 1980) the Cairo University and MIT survey (1978) (El−Lozy et al., 1980), the
Collaborative Research Support Program, 1985 (CRSP, 1987) and the Follow up Nutrition Survey, 1986
(Hussein et al., 1989). Table (1) represents the main characteristics of the previous surveys. Before
examining the trends in PEM in the different surveys it is important to note that there are difficulties in this
comparison due to the difference in the season of data collection or due to differences in training.

The data collection of the first National Nutrition Survey look place in winter 1978, a season of minimum
prevalence of infant and childhood diarrhea. However, the Nutrition Status Survey II (AID, 1980) was carried
out in late summer, a season of known high prevalence of diarrhea.

Table (1)

THE DIFFERENT SURVEYS INVESTIGATING THE UNDERNUTRITION STATUS OF THE INFANTS AND
PRESCHOOL AGE CHILDREN
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SURVEY CONDUCTOR SAMPLE
SIZE

AGE DATE
COLLECTION

AREA

National Nutrition
Survey (AID)
1978

Nutrition Institute,
The Centre for
Disease Control,
Atlanta Georgia
USA, UNICEF

9794 6 − 71
Months

Early January mid
April 1978

330 Sample
11 universes by
Using Geopolitical
and Population
Criteria

Cairo University &
MIT Weighting
Exercise, El−Lozy
et al., 1980

Cairo University &
MIT

4327 0 − 5
Years

April 1978 17 Rural Health
Centres in Different
Governorates in
Upper and Lower
Egypt

Nutrition Status
Survey II (AID,
1980)

Nutrition Inst., The
Centre for
Disease Control,
Atlanta Georgia,
USA

1783 6 − 71
Months

August and
September 1980

Two Universes:
Lower Egypt:
Damietta &
Upper Egypt: Giza,
Fayoum Kafr
El−Sheikh. Ben
Sueif, Mineya

The Health
Examination
Survey (HES) of
the Health Profile
of Egypt (HPE,
Moussa. 1988)

Health Profile of
Egypt (HPE)
Ministry of Health
(MOH)

2482 < 6
Years

Health Interview
Survey (HIS) from
Nov. 1979 to March
1984. The HES
was in the last two
Cycles

National

The Collaborative
Research
Support Program
(CRSP, 1985)

Nutrition Institute
& USA

312
Household

18 − 29
Months

Toddlers from
October 1982 till
December 1983

Village of Kalama
Kalyoubia
Governorate

Follow−up
Nutrition Survey
1989 (Hussein et
al 1985)

Nutrition Inst. 1020 6 − 71
Months

Summer 1986 34 sites previously
surveyed in 1978
belonging to 6
governorates: 23
sites from small
Villages: 9 sites from
large Villages

Demographic and
Health Survey
DHS, 1988,
(Sayed et al.
1989)

Egypt National
Population
Council & Institute
Resource
Development
Macro System
Inc.

1907 3−36
Months

November 1988 till
mid January 1989

21 Governorates (all
Governorates
Excluding the Five
Frontier
Governorates)

Meanwhile, it is noteworthy that the data collection of the second Follow up Nutrition Survey in 1986 (Hussein
et al., 1989) was also in summer, the season of high prevalence of diarrhea, showing relatively higher
prevalence of acute malnutrition.

On the other hand, the Cairo University and MIT Weighing Exercise (1980) was not
community based as all other surveys, as the data collection took place in the health centres
and the results show relatively higher incidence of chronic and acute malnutrition than the
AID 1978.

The Collaborative Research Support Program (CRSP) was a research to study the effects of
malnutrition on body functions and the sample was a purposive sample and not a
representative sample of the community.
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Meanwhile, there are significant differences between the results of the HES of the HPE in
1984 and the National Nutrition Survey (1978 & 1980), that can be justified by different
training systems or data collection techniques.

Finally, the analysis of the DHS 1988 data depended on the standard deviation and is to be
compared with all other results. This is why a special comparative analysis was undertaken
for the data of the National Nutrition Survey 1978 and the DHS 1988 (part V) (Garcia M.,
1981).

The main concluding remarks of the national surveys and their follow−up surveys regarding the trends in
undernutrition among infants and preschoolers show the following results:

Weight for Height

This parameter indicates the state of acute nutrition or wasting. The results of the different surveys reveal that
this is not a public health problem in Egypt. Starting with the National Nutrition Survey, 0,6% of the children
were found wasted (Wt/Ht <80% standard or acute undernutrition). 3,1% were overweight and obese (Wt/Ht >
120% standard). However the curves for the total sample of Egyptian children as well as the universes
reexamined in 1980 were closely similar to those of NCHS/CDC reference population (Figure 4A and B).
Prevalence of wasting is highest in the 6−11 and 12−23 months age group. Prevalence of overweight children
is highest in the 36−47 months age group. There is a tendency for higher prevalence of overweight among
girls than boys in all age groups. However in the Nutrition Status Survey II, (AID 1980) preschool children
were thinner than in the 1978 survey. The prevalence of acute undernutrition was greater in Upper Egypt in
almost all ages than in 1978 due to the difference in the season of data collection.

Moreover the results of HES of the HPE (1984) are significantly worse. Preschoolers with severe and
moderate degrees of acute undernutrition constitute 4.6% and 3.0% respectively. The differences between
those rates and the rates prevailing in the earlier ARE Nutritional Status Survey (AID, 1978) (2.3% total: 0.6%
severe and 1.7% moderate) may be due to differences in measuring techniques or due to personal errors of
the many data collectors of the HPE. However the proportion of overweight children is 13%, while that in the
ARE Nutritional Status Survey is 3.1% which shows a trend of overnutrition or excessive intake, another form
of malnutrition. In both surveys proportion of females in malnutrition is more than males.
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Figure 4A. Cumulative Distribution of Survey Children by Weight−for−Height Standard Deviations −
Universe 1, 1978 and 1980, Egypt
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Figure 4B. Cumulative Distribution of Survey Children by Weight−for−Height Standard Deviations −
Universe 5, 1978 and 1980, Egypt

Moreover the 1986 (Follow up Nutrition Survey) revealed a high prevalence of acute undernutrition (7%)
(Table 3 App.). This is usually linked with infection or higher morbidity rate and can be explained by the
differences in the season, in which each survey took place.

Finally, the Demographic and Health Survey (DHS, 1988) (Sayed et al., 1989) indicates that the proportion of
children in the wasted category who are 2 SD or more below the reference median is 1.1%, somewhat less
than the international reference population. While this indicator distinguishes those who are acutely
undernourished it does not identify those who are already stunted and consequently have weight which is
proportional to their stunted height This explains the low rate of wasting as opposed to stunting.

Height for Age

This parameter indicates a state of chronic undernutrition. Results of the different surveys show that chronic
undernutrition indicated by stunting is one of the main nutritional problems in Egypt. Starting with the first
National Nutrition Survey results in 1978. 21.2% of the children were stunted (chronic undernutrition) ranging
from 10.6% to 27.5% among the different areas. The peak prevalence of stunting occurs in the 12−35 months
age groups. The prevalence of stunting is generally higher in rural than in urban areas.

However, the mean height for age percent of median values of surveyed children was greater in the Nutrition
Status Survey II in 1980 in both universes (AID, 1980). (Figure 5A and B). The prevalence of stunting (chronic
undernutrition) for all age groups was lower in 1980 than in 1978. In both surveys stunting was significantly
more common in Upper than in Lower Egypt. The predominant increase in stunting prevalence occurred in the
3 age groups 12−47 months.
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Figure 5A. Cumulative Distribution of Survey Children by Height−for−Age Standard Deviations −
Universe 1, 1978 and 1980, Egypt
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Figure 5B. Cumulative Distribution of Survey Children by Height−for−Age Standard Deviations −
Universe 5, 1978 and 1980, Egypt

In 1984 preschool age children with severe and moderate degrees of chronic undernutrition (< 90) constitute
42.6% of total sample in the HES (HPE 1984). It is hard to believe that chronic undernutrition has doubled
during such a short period, it is rather due to differences in height measuring techniques and the use of many
data collectors. Meanwhile, although there is a tendency to a lower prevalence of chronic undernutrition in the
Follow up Nutrition Survey (1986), (24.1%) as compared with that of the same sites in 1978, (26.5%). Yet both
figures were higher than that of the total representative sample of 1978, (21.2%) (Table 3 App.).

Finally the DHS 1988 showed that among the children surveyed, 31% fall 2 or more SD below reference
NCHS/CDC population median. These are considered moderately or severely stunted. Rural children show
more signs of chronic undernutrition (35%) than urban children (26%). It is more common among children of
rural Upper Egypt than those of rural Lower Egypt indicating socio−economic differences between Lower and
Upper Egypt. Figure (6).

Weight for Age (Gomez Classification)

Using Gomez classification of malnutrition in relation to the NCHS/CDC reference population, the highest
prevalence of combined second and third degree undernutrition in the National Nutrition Survey (1978) were
found in rural areas of Egypt followed by the less advantaged population of Cairo and Giza. This might reflect
the high population density in these governorates and the relatively low environmental conditions among the
urban poor.

Only 0.5% showed second degree undernutrition. The prevalence of third degree malnutrition is highest in the
6−11 months age group. The highest prevalence of combined second and third degree malnutrition is found in
the 12−23 months age group.
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Figure 6. Percent Stunted by Place of Residence

Egypt DHS 1988

However the prevalence of combined second and third degree Gomez classes of undernutrition is greater in
summer 1980 than in winter 1978 for both Upper and Lower Egypt as indicated in the Nutrition Status Survey
II 1980. The prevalence of both Gomez classes is greater in Upper than in Lower Egypt for each year. Within
each universe the greatest increases occurred in the age groups 6−11 and 12−23 months (Table 4 App. and
Figure 7A and B).

The DHS data show that among children surveyed 13% are 2 SD or more below the reference median, nearly
six times the proportion in the reference population. This proportion is greater among children 12−23 months
and those born less than 3 years after an older sibling, twins or triplets and children, who had diarrhea in the 7
days before the interview, than among other children.
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Figure 7A. Cumulative Distribution of Survey Children by Weight−for−Age Standard Deviations −
Universe 1, 1978 and 1980, Egypt

18



Figure 7B. Cumulative Distribution of Survey Children by Weight−for−Age Standard Deviations −
Universe 5, 1978 and 1980, Egypt

The Waterlow Cross Classification of Height for Age and Weight for Height (Waterlow Rutishavser 1974)

Data of ARE/NS 1978 show that only 0.3% of children are in the critical category of combined wasting and
stunting. Low prevalence of wasting indicates that wasting of preschool children in the 6−71 months age
group of Egypt is not a public health problem.

However, 3.1% of Egyptian preschoolers are overweight as defined by weight for height greater than 120% of
reference median. This prevalence is similar to that seen in NCHS/CDC reference population (Table 4 App.).
Overweight in presence of stunting suggests that adequate quantities of food are available at present but may
not have been in the past, or that the nutrient quality of food may have been inadequate. Stunting results from
recurrent qualitative and/or quantitative dietary inadequacy. In Egypt available data suggest that Egyptian
infants are borne with normal birth weights. As they grow the long term effects of inadequate nutrition
becomes cumulative and more prominent. Stunting becomes substantially less among preschool age children
elder than 35 months. This suggests either a capability for considerable catch−up growth in height or the
possibility of higher mortality among stunted children prior to 36 months of age.

Meanwhile, the Nutrition Status Survey II in summer 1980 showed that the prevalence of wasting increased in
both Upper and Lower Egypt with the predominant increase occurring in the age groups 6−11 and 12−23
months. The prevalence of stunting decreased between 1978 and 1980 with statistically significant decreases
in Upper Egypt. However the prevalence of stunting and wasting increased in both universes and occurred
primarily in the younger age groups.

The HES of the HPE data show that the prevalence of wasting and stunting at the same time is maximum
during the first year of life. Chronic undernutrition is highest during the second year of life and decreases
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gradually as the children grow elder. The DHS in 1988 showed that less than 1% of children age 3−36 months
are both stunted and wasted. They fall 2 SD or more below the reference median on both Ht/age and Wt/Ht.
However 31% of all children are stunted but not wasted.

Comparative Analysis of ARE Nutrition Survey (1978) with the DHS (1988)

During the fact that the different surveys were not on a comparable basis, Garcia M. analyzed the row data of
the ARE Nutrition Survey (Aid, 1978) and the (DHS, 1988) using Z−scores and NCHS standards. The
analysis revealed the following results in the Tables 2−9.

There is a general improvement in the weight for age indicator in 1988 in comparison to 1978 especially in
urban Lower and Upper Egypt. Upper rural Egypt is still lagging behind reflecting its deteriorating
socio−economic conditions. The age category 12−23 months witnessed a significant improvement in its
nutritional status. This is the age category that was mainly influenced by the diarrhea project

Mean weight and height in 1988 in comparison to 1978 shows an improvement in the age categories 12−23
months and 24−36 months and a decline in it for the age category 6−11 months. However the mean Z scores
weight for age and height for age is showing a remarkable improvement in 1988 if compared with the results
of 1978 for all age groups.

Changes in stunting conditions in preschoolers indicate an improvement in 1988, if compared with 1978, with
rural Upper Egypt lagging behind. The same observation can be mentioned for the changes in underweight
children by Gender. However the latter indicator has significantly improved for the age group 12−23 months
for both sexes, especially for girls. Thus, the results of the comparison show an improvement in acute and
chronic malnutrition in 1988 if compared with 1978. It is important to note that the results of the Arab Maternal
and Child Health Survey (1990) were different. The survey included 11074 households. The total number of
children whose nutritional status was examined was 3922. Using the NCHS/CDS/WHO international reference
population, percent of children under five years who fall below − 2SDs from the reference population is 30%.
This ratio reached 26.2%, 35.3% and 34.1% for the age groups 6−11, 12−23 and 24−25 months. Moreover
the survey showed that the proportion of the Egyptian children in the wasted category is 3.4%. This ratio
reached 6.9%, 4.1% and 1.6% for the age categories 6−11, 12−23 and 24−35 months (Monem, A., 1992)
(Table 9a). At time of writing this report, the row data of this survey could not be obtained for further
comparative analysis. This is why we will mainly rely on the analysis of the DHS with 1978 Nutrition Survey
(Garcia M.).

Table (2)

Changes in Underweight Children 6−36 Months in Egypt: 1978 VS. 1988

Area Children Below −2 S.D.
Z−Scores Weight for age

1978 1988

N Percent N Percent

Lower Egypt

Urban 537 10.8 199 5.5

Rural 2262 21.6 552 14.9

Upper Egypt

Urban 437 21.5 218 13.7

Rural 1227 25.5 474 21.3

Urban
Governorates

979 17.4 452 7.7

All Egypt
(including urban
Governorates)

5442 20.6 1895 13.7
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SOURCES: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia, DHS Survey
1988, Egypt National Population Council/DHS IRD. Cairo and Columbia, MD

Table (3)

Underweight Children (6−36 Months) by Age Group; Egypt: 1978 VS. 1988

Age Group 1978 1988

N Percent N Percent

6−11 Months 1029 17.0 526 12.6

12−23 Months 2182 27.5 700 16.8

24−36 Months 2231 15.6 669 10.4

All 5442 20.6 1895 13.3

SOURCE: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia. DHS Survey
1988, Egypt national Population Council/DHS IRD. Cairo and Columbia, MD.

Table (4)

Mean Height and Weight; Egypt: 1978 VS. 1988

Age Group Mean Height
(in CM)

Mean Weight
(in Kg)

19782 1988 19782 1988

6−11 months 67.5 (3.7) 65.9 (5.3) 7.8 (1.2) 7.4 (1.5)

12−23 months 74.9 (4.8) 76.1 (5.5) 9.5 (1.5) 9.9 (1.6)

24−36 months 83.9 (5.1) 85.5 (5.7) 12.1 (1.7) 12.3 (1.7)

SOURCES: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia. DHS Survey
1988, Egypt national Population Council/DHS IRD. Cairo and Columbia, MD.

Note:

(1) SD for figures in parentheses.
(2) For 1978, data up to 71 months of age were collected, but not shown
here.

Table (5)

Mean Z Scores Weight for Age by Age Groups; Egypt, 1978 VS. 1988

Age Group Mean Z Scores Weight for
Age

19782 1988

6−11 months −0.94 (1.26) −0.55 (1.37)

12−23 months −1.33 (1.14) −0.94 (1.23)

24−36 months −0.89 (1.09) −0.69 (1.11)

All −1.08 (1.07) −0.74 (1.24)
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SOURCES: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia. DHS Survey
1988, Egypt national Population Council/DHS IRD. Cairo and Columbia, MD.

Note:

(1) SD for figures in parentheses.
(2) For 1978, data up to 71 months of age were collected but not shown here.

Table (6)

Mean Z Scores Height for Age by Age Groups; Egypt, 1978 VS. 1988

Age Group Mean Z Scores Height for
Age

19782 1988

6−11 months −1.25 (1.26) −0.96 (1.60)

12−23 months −1.92 (1.27) −1.50 (1.57)

24−36 months −1.76 (1.27) −1.20 (1.54)

All −1.73 (1.21) −1.24 (1.59)

SOURCES: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia. DHS Survey
1988, Egypt national Population Council/DHS IRD. Cairo and Columbia, MD.

Note:

(1) SD for figures in parentheses.
(2) For 1978, data up to 71 months of age were collected but not shown here.

Table (7)

Changes in Stunting in Children (6−36 months); Egypt, 1978 VS. 1988

Area Children Below −2 S.D.
Z−Scores Height for age

1978 1988

N Percent N Percent

Lower Egypt

Urban 537 21.8 199 17.6

Rural 2242 42.9 540 28.7

Upper Egypt

Urban 434 36.9 217 24.9

Rural 1211 46.9 459 37.0

Urban
Governorates

972 36.4 445 24.7

All Egypt
(including urban
Governorates)

5396 40.0 1860 28.2

SOURCES: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia. DHS Survey
1988, Egypt national Population Council/DHS IRD. Cairo and Columbia, MD.
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Table (8)

Changes in Underweight Children (6−36 Months) by Gender; Egypt 1978 VS. 1988

Area Children Below −2 S.D.
Z−Scores Weight for age

1978 1988

Boys Girls Boys Girls

(percent)

Lower Egypt

Urban 11.5 10.0 3.2 7.5

Rural 19.3 23.9 14.2 15.6

Upper Egypt

Urban 19.1 23.7 17.1 10.5

Rural 24.6 26.6 22.0 20.5

Urban
Governorates

16.4 18.3 8.4 6.9

All Egypt
(including urban
Governorates)

19.2 22.1 14.0 13.3

SOURCES: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia. DHS Survey
1988, Egypt national Population Council/DHS IRD. Cairo and Columbia, MD.

Table (9)

Changes in Underweight Children (6−36 Months) by Age by Gender; Egypt 1978 VS. 1988

Age Group Children Below −2 S.D.
Z−Scores Weight for age

1978 1988

Boys Girls Boys Girls

(percent)

3−11 months 17.6 16.4 13.7 12.1

12−23 months 26.4 28.6 18.0 14.6

24−36 months 13.1 18.3 10.1 12.2

All (3−36) 19.2 22.1 14.0. 13.3

SOURCES: Nutrition Institute/CDC Survey 1978. Egypt and Atlanta, Georgia, DHS Survey
1988, Egypt National Population Council/DHS IRD. Cairo and Columbia, MD

Weights and Heights of School Age (Cairo School Children)

The first study was undertaken in 1962 by Abdou and Mahfouz (1967a and 1968a) on a 2.5% sample
consisting of 8930 school children (4370 boys and 4560 girls) of 252 classes from 64 primary, preparatory and
secondary schools to represent 7−19 years in Cairo. Baldwin Wood standard tables (USP) were used to
compute percent standard weight A follow up study was carried out in 1975 by Aly et al (1980) to evaluate the
nutritional status of Cairo school children 13 years after the survey reported by Abdou and Mahfouz (1967 and
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1968). The sample included 3419 school children of whom 1820 were girls and 1599 boys from primary,
preparatory and secondary school to represent children of the school aged 6−20 years. IOWA standard were
used to interpret the results.

Comparison between the state of growth of Cairo school children in 1962 and 1975 survey (Table 6 App.),
shows that Cairo school children tended to be heavier and taller in 1975. The distribution of the children
according to percent standard weight for height shows that normal boys constitute 59% and normal girls
constitute 51%. Despite the fact that the picture improved during the 13 years between the two surveys,
overweight and obesity became more prominent in the 1975 survey than in the survey 1962, as overweight
and obese girls constitute 32% while boys 25%.

Meanwhile, Moussa (1989) reported on the growth pattern from the data obtained during HES of the HPE
(1984). The sample included 3119 school boys and 2885 school age girls a total of 6004 school age children
aged 6−18 years.

The mean weight of school boys lie just below the WHO reference mean from 6−8 years then deviates down
from 11−18 years to lie almost, midway between the reference mean and 2SD below it. The mean weights of
school girls is close to the reference mean at age 6 years, then deviates till age 11 when it is almost 1SD
below the standard mean, then growth improves and the gap narrows till it reaches its minimum at age 16
years and continues below the reference mean till age 18 years. This shows that weight of girls are better
than those of boys in the 6−18 age period (Figure 8A and B). On the other hand the curve representing mean
height whether for boys or for girls is located below the reference mean and nearer to −2SD. Boys show
somewhat more relaxation in linear growth than girls indicating chronic undernutrition (Figure 9A and B).
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Figure 8A. WEIGHT BY AGE OF GIRLS (6−18 YEARS) IN URBAN AND RURAL AREAS COMPARED
WITH WHO REFERENCE STANDARDS.

Source: HPE−HES (Moussa, 1989)
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Figure 8B. WEIGHT BY AGE OF BOYS (6−18 YEARS) IN URBAN AND RURAL AREAS COMPARED
WITH WHO REFERENCE STANDARDS.

Source: HPE−HES (Moussa, 1989)
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Figure 9A. HEIGHT BY AGE OF GIRLS (6−18 YEARS) IN URBAN AND RURAL AREAS COMPARED
WITH WHO REFERENCE STANDARDS.

Source: HPE−HES (Moussa, 1989)
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Figure 9B. HEIGHT BY AGE OF BOYS (6−18 YEARS) IN URBAN AND RURAL AREAS COMPARED
WITH WHO REFERENCE STANDARDS.

Source: HPE−HES (Moussa, 1989)

Table (10A)

Body Weights of Adults (20−70+Y) Measured During HES by Age, Area and Sex (Means and 2
Standard Deviations)

AGE
(YEARS)

URBAN RURAL TOTAL

MALES FEMALES MALES FEMALES MALES FEMALES

20 − Mean 66.7 62.8 64.3 55.1 65.2 59.8

2SD 23.4 24.1 18.9 19.1 20.8 21.8

30 − Mean 73.3 70.8 66.6 60.6 69.1 64.3

2SD 26.9 28.0 22.1 24.3 24.9 27.5

40 − Mean 73.6 72.3 66.3 63.6 69.0 66.5

2SD 29.5 29.0 24.6 29.0 27.5 30.1

50 − Mean 71.3 71.3 64.9 62.9 67.0 65.3

2SD 30.7 31.8 24.2 30.1 27.2 31.5
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60 − Mean 69.1 65.6 62.5 57.8 64.3 59.6

2SD 28.3 32.6 24.2 26.5 26.1 28.8

70 + Mean 66.8 58.7 62.5 54.7 62.8 55.5

2SD 24.6 26.4 24.2 25.4 22.3 25.8

SOURCE: Moussa (1989)

Table (10B)

Body Heights of Adults (20−70+Y) Measured During HES by Age, Area and Sex (Means and 2 Standard
Deviations)

AGE
(YEARS)

URBAN RURAL TOTAL

MALES FEMALES MALES FEMALES MALES FEMALES

20 − Mean 169.5 155.7 168.3 156.0 168.7 155.9

2SD 13.5 11.7 13.2 11.9 13.2 11.5

30 − Mean 168.1 156.0 167.1 155.5 167.5 155.7

2SD 12.2 11.6 13.1 11.5 12.7 11.3

40 − Mean 166.5 154.3 166.2 154.9 166.3 154.7

2SD 11.0 10.5 12.8 11.3 12.1 10.9

50 − Mean 165.9 153.7 165.4 153.7 165.5 153.7

2SD 11.2 11.5 13.5 11.8 12.8 11.7

60 − Mean 165.5 151.1 163.9 153.0 164.4 152.5

2SD 11.5 12.6 11.8 12.3 11.8 12.5

70 + Mean 162.3 149.8 162.7 151.7 162.6 151.3

2SD 13.7 9.9 12.7 12.3 13.0 11.9

SOURCE: Moussa (1989)

Weights and Heights of Adults (20 Years and Over)

During the HES of the HPE, 7867 adult persons were measured for weights and heights, 3515 males. 435
females, 266 from urban areas and 5211 from rural areas (Moussa, 1989). The mean shows a tendency to
overweight and obesity in urban areas in the age period 30 to less than 60 years for both males and females.

Mean height shows that younger adults are taller than elder ones which may denote improvement of linear
growth of recent generations of males and possibly females in both urban and rural areas (Table 10A and B).

Low Birth Weight Rates: Intrauterine Growth Retardation (LBW)

Table 11 presents the incidence of LBW in Egypt in some studies over the seventies and eighties.

Table (11)

INCIDENCE OF LBW AS REPORTED IN SOME STUDIES

Study No. of Newborns
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%
LBW

(El Abassy et al, 1972) 13

Bolac (Galal et al, 1981) 650 13

Behera (Galal et al, 1988) 253 12.2

Adolescent mothers (El Agroudy 1989) 107 23.8

It is important to determine the reasons for this problem. In 1972, El Abassy stated that maternal nutritional
deficiencies are anticipated to be major contributing factors to the poor growth of the babies in (El Abassy et
al, 1972). Calorie intake of mothers was considerably low (1540 ± 281 Cals/day) compared to that of the
recommended dietary. (RDA) for pregnancy is (2200 Cal/day). Protein intake is also lower (44.3 ± 11.1
gm/day) than RDA (65 gm/day). The protein consumed by the mothers is generally of plant sources. Anemia
is a major problem among these mothers. From 30% to 50% of them showed hemoglobin level below 11
gm/100 ml blood and hematocrit below 33% throughout pregnancy. Food intake was 9.8 ± 2.7 mg/day lower
than that recommended for pregnancy by RDA (18 mg/day). Most of it is from plant sources, mainly bread.

In 1981, Galal, et al., stated that anemia, low caloric and low calcium intakes were major reasons for LBW.
However, El Agroudy (1989) showed that maternal age at conception is a critical factor which determines the
pregnancy outcome. Higher incidence of birth defects was among younger ages. Thus one may conclude that
dietary intakes are not the single determinant for LBW but also a family planning program may play a role.

Anemia (Iron Status)

Anemia Prevalence Among Preschool Age Children

The results of the ARE National Nutrition Survey (AID, 1978) showed that anemia is most prevalent in rural
population especially in Upper Rural Egypt and decreased with increasing urbanization and population size.
Meanwhile, in the lower socio−economic sub−samples of Cairo and Alexandria, anemia is more prevalent
This is because urbanization in Egypt is connected with the expansion of urban poverty (Shorter, 1989).

The distribution of anemia prevalence by age showed that the highest anemia prevalence and lowest mean
blood hemoglobin concentration are seen in the 12−23 month age group. Meanwhile, stunting is nearly twice
as common among anemic than non−anemic children. The prevalence of anemia among stunted children is
higher than among normal children.

It is generally thought that a relative deficiency of absorbable dietary iron is the primary cause of anemia in
preschool age, which is an important problem throughout Egypt. The fact that anemia is most prevalent during
the second year of life, suggests that the iron availability to the child during weaning and the period of
transition to the household diet is particularly inadequate.

During the ARE Nutrition Status Survey II (AID, 1980) the prevalence of anemia has not significantly changed
in each of the two universes between 1978 and 1980 (Table 12).

Table (12)

Mean Hemoglobin (gm/100 ml) Value and Prevalence of Anemia in Preschool Children by Age Group
and Universe: Egypt, 1978 and 1980 (NCHS/CDC Reference)

Universe 1

Age (Months) Mean Hemoglobin
(S.D.)

Percent
Anemic

Total No.
Examined

1978 1980 1978 1980 1978 1980

6−23 10.5 (1.5) 10.7 (1.5) 65% 56% 54 72
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24−71 11.8 (1.4) 11.5 (1.4) 25% 27% 122 104

Total 11.4 (1.5) 11.2 (1.5) 37% 39% 176 176

Universe 5

Age (Months) Mean Hemoglobin
(S.D.)

Percent
Anemic

Total No.
Examined

1978 1980 1978 1980 1978 1980

6−23 10.0 (1.4) 10.1 (1.5) 74% 66% 65 53

24−71 11.1 (1.4) 11.1 (1.5) 43% 41% 144 122

Total 11.7 (1.5) 10.8 (1.5) 54% 49% 179 175

Anemia Prevalence Among Schoolers

Table 13 summarizes the mean hemoglobin values and percent anaemics of boys and girls examined in the
various surveys.

Table (13)

Mean Hemoglobin Concentrations and Percent Anemics in various Surveys by Sex
(School Age Children)

SURVEY Mean Hb
Concentration

% Anemic

Boys Girls Boys Girls

Cairo School Children 1962 (Abdou et. al.
1967c)

12.7 12.5 13 11

Follow−up of Cairo School Children, 1975 (Said
et. al. 1980)

11.6 11.4 39 45

Asyut 1962 (Abdou et. al. 1967b) 11.1 10.9 41 52

Aswan 1962 (Abdou et. al. 1967b) 11.4 11.0 53 56

Aswan 1971 (Said & Abdou, 1978) 12.2 12.6 30 21

Beheira 1965−66 (Abdu et. al. 1968b) 6−12Y 11.2 11.2 52 48

12−18Y 11.6 11.4 40 45

HES − HPE (Moussa, 1988) 6−12Y − − 44.7 45.2

During the follow up study of Cairo school children mean−hemoglobin concentration was estimated as 11.6
gm% for boys and 11.4 gm% for girls. Compared to the corresponding values estimated during the previous
1962 survey of Cairo school children (Abdou et al 1967 and 1968) they are lower. The lowering in blood
hemoglobin concentration of Cairo children during the 1975 survey than that of 1962 was interpreted on the
basis of increased prices of animal food sources of iron (Said et al., 1980).

Moreover, Moussa (1988) reported about the prevalence of anemia among schoolers examined during the
Health Examination Survey (HES) of the Health Profile of Egypt (HPE). She adopted the WHO (1968) cut−off
level that a child 6−12 years of age is considered anemic if the blood hemoglobin concentration is less than
12 gm/100 ml. The results obtained are presented in Table 13. Among the total sample of 3203 schoolers
6−12 years of age 45% were considered anemic in 1984. Anemia is most common among school age
children considered obese, then among those suffering from 3rd degree undernutrition.

Hemoglobin Status of Mothers

Hemoglobin data on mothers of survey children examined during the ARE National Nutrition Survey (AID,
1978) is not representative of Egyptian women since only those with at least one child 6−71 months of age
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were included in the survey.

Anemia among surveyed mothers of different physiological status is given in Table 14. Non pregnant women
have the lowest anemia prevalence compared with pregnant or lactating women. They also have the highest
mean hemoglobin value 13.1gm/100ml. An anemia problem of major proportions exists among lactating
mothers in Egypt.

Table (14)

Mean Hemoglobin Values and Prevalence of Anemia Among Survey Mothers of Differing Physiological
Status: Egypt, 1978

Physiological Status Mean Hemoglobin (±SD)
gms/100ml

Percent Anemic Total No.
Examined

Non−pregnant 13.1 (1.6) 17.0% 402

Lactating 12.8 (1.6) 25.3% 823

Pregnant 11.8 (1.5) 22.1% 253

Total 12.7 (1.7) 22.4% 1478

SOURCE: N.I/CDC, 1978

The distribution of hemoglobin values among mothers of surveyed children during the ARE Nutrition Status
Survey II (AID, 1980) has remained essentially unchanged from that in 1978 survey and relatively high in rural
upper Egypt.

Iron inadequacy of the diet is maximum among mothers, almost two thirds of mothers consume iron not
enough to satisfy 90% of the specified RDA (WHO, 1974 and 1989).

Almost one third of preschoolers get less than 90% of their RDA of iron. Less than 5% of fathers and almost
10% of schoolers get diets inadequate in iron. The discrepancy between proportion of individuals who are
anemic and those who get inadequate iron intake is due to the various factors which influence bioavailability
of iron including proportion of bean iron, vitamin (content of the diet, parasitic infestations and health status of
the individual).

Over Nutrition

Overweight and Obesity in Preschoolers

Overweight and obesity in preschoolers as reported in the different surveys are presented in Table 15. It is
shown how overweight increased almost four times in a five year period. It is important to note that the
anthropometric data of the ARE National Nutrition Survey (AID, 1978) revealed that 3.1% of the sample
preschool age children are overweight with body weights for height 120% and more of reference population
median. Children in the age group 36−47 months showed the maximum prevalence of overweight (6.1%).
After 10 years the DHS (Sayed et al., 1989) indicated that children with 1 to 1.9 standard deviations more than
the median weight for height of the NCHS/CDC/WHO reference population constitute 13.9% of the sample
children. When weight for age is used those with 1 to 1.9 SD or more constitute 4.9% and those with 2 or
more SD constitute 1.1%.

Table (15)

Percent Overweight and Obese Preschool Age Children ad Reported by Various Surveys

Survey Number Examined Weight/height
120 + Reference Population Median

Weight/Age

110% 120%
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% % %

ARE National
Nutrition Survey
(AID, 1978)

Sample 8016 3.1

Special group 1883 4.8

Cairo
University−MIT
78 (El−Logy et.
al., 1980)

2278 13.8

National Food
Consumption
Study (Nutri. Inst.
Aly et. al., 1981)

Sample 624 17.8

Cairo 83 20.5

HES − HPE
(Moussa, 1988)

Sample 3482 13.0 7.6 6.6

Cairo 295 18.0 9.5 8.8

DHS 88 (Sayed,
1989)

1907

1 − 1.99 SD 13.9 4.9

2 + SD 3.1 1.1

Overweight and Obesity in Schoolers and Adults

A summary of overweight and obesity among preschool children is given in Table 16. It is shown how
overweight and obesity prevalence was almost the same in 1975 in comparison to 1962 for girls and slightly
less for boys. However in 1982 obesity increased significantly for boys and girls. In 1987 obesity prevalence
was the same for girls and somehow less for boys.

Moreover, parents were weighted during the National Food Consumption study of Egypt (Nutr. Inst., 1981).
Overweight and obesity (110% + of standard weight) was 14.5% among fathers, while it was 63.1% i.e. four
times as much among mothers (Nutr. Inst., 1981). The highest prevalence of overweight and obesity was
among Cairo mothers 90.7% followed by Alexandria mothers, 77.7% (urban governorates). It was lowest
among Sohag mothers, 39.5% (Upper Egypt).

Other Problems

Prevalence of Iodine Deficiency Disorder IDD (Goiter)

In the early sixties it was reported that I.D.D was prevalent in more than 50% of the population in the
New−Valley (a desert oases). Females suffered more than males, especially in the age group 11−16 years.
The prevalence was lower than 10% below the age of 6 years.

Table (16)

Overweight and Obesity Among School Children in the Different Surveys
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Survey Boys Girls

Overweight

Abdou and Mahfouz
(1967a & 1968a)

(1962 Survey)

% Standard
weight for age

110−119

7% 11%

Obesity

% Standard
weight for age

120% and
more

6% 9%

Overweight
and Obesity

13% 20%

Overweight

Aly et al (1980)
1975 Survey

4.9% 9.2%

Obesity

5.8% 11.4%

Overweight
and Obesity

10.7% 20.6%

Obesity

Sarhan (1982) % Standard for
weight height

more than
120%

14.4% 23.6%

Obesity

Habib (1987) 13.8% 23.2%

In 1991, studying the prevalence rate of I.D.D. among schoolers, it was reported that the overall prevalence
rate was 6.7%. Females suffered more than males (8.6% and 4.6% respectively). The highest prevalence rate
of I.D.D. was observed in the New−Valley (38%) followed by Souhag governorate (14.8%), while the lowest
prevalence rate was noticed in Menoufia, a Lower Egypt governorate (0.3%). No significant difference was
observed between urban and rural schoolers 6.1% and 6.9% respectively.

Iodized salt was distributed in the late sixties in the New−Valley, which showed a remarkable improvement in
the rate of I.D.D. However, this was not continued. Recently, a fertilized pie with iodine salts is distributed to
school children in the New−Valley. Prevalence of Goiter in the different surveys are presented in Table 17.

Vitamin A Deficiency

No clinical deficiency sign of Vitamin A deficiency was observed in surveys conducted in Egypt. Yet the high
prevalence of PEM (22%) in preschool age can point to deficiency of Vitamin A as there is a remarkable
relation between Vitamin A deficiency and growth. So a sub−clinical Vitamin A deficiency may be the rule in
Egypt.
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Table (17)

Table 2.40: Summary Table Shoving the Prevalence of Simple Goitre Given by Various Surveys
According to Sex and Age Groups

Survey Thyroid
Enlargement

Total Examined

Grade 1
%

Grade 2
%

New Valley Oases, 1959 (Abdou, 1965)

0 − 6 Y Males 7 − 29

Females 10 4 28

6 − 16 Y Males 48 16 841

Females 70 20 532

More than 16
Y

Males 35 12 252

Females 55 29 78

Cairo School Children, 1962 (Abdou et. al., 1967a)

Boys 1.4 0.3 1657

Girls 15.9 1.9 1219

Follow−up Survey, 1975 (Said et. al., 1980)

Boys 6.8 0.4 1612

Girls 10.6 2.7 1848

Aswan, 1971 (Said, Abdou, 1978)

Students Males 2.5 0.4 2234

Females 10.9 2.4 1227

Families Males 7.0 0.3 341

Females 11.2 0.7 295

Workers 13.2 0.0 152

Pregnants 47.7 26.2 65

Lactating 65.6 26.8 67

Rickets

Rickets is a metabolic disorder of bone mineralization and is due to vitamin D deficiency in diets of infants and
children, who are kept indoors for protection. However the ARE National Nutrition Survey (AID, 1978)
indicated that the prevalence of Vitamin D deficiency signs is quite low in the preschool age population.
Sample children with no signs of Vitamin D deficiency constitute 93.5% those with any one sign were 0.5%,
with any two signs were 1.2% and those with any three or more signs were 0.2%.

Riboflavin Deficiency

Prevalence of riboflavin deficiency in Egypt is presented in Table 18.

Table (18)
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Table 2.42: Prevalence Rates (%) of Riboflavin Deficiency Signs in Various Age Groups as Reported in
Various Surveys

Survey Number
Examined

Cheilosis Ang.
Stomatitis

Ang.
Scars

Preschool Age:

ARE National Nut. Survey 78 (AID,
1978)

9794 − 2.9 −

ARE Nutrition Status Survey II 80
(AID, 1980)

1783 − 6.8 −

Aswan >1 (Said & Abdou, 1978) Males 185 21.6 32.6 11.2

Females 132 22.9 37.4

School Age:

Cairo School Children, 1962 (Abdou
et. al., 1967a)

Boys 1657 16.3 9.2 −

Girls 1219 15.6 3.8 −

Follow−up Survey, 1975 (Said et. al.,
1980)

Boys 1612 7.7 26.1 8.7

Girls 1848 3.5 9.7 3.6

Aswan, 1971 (Said, Abdou, 1978) Boys 2266 36.4 39.0 24.5

Girls 1266 28.2 34.5 28.6

Adults:

Aswan, 1971 (Said, Abdou, 1978) Males 276 18.5 24.6 15.6

Females 296 36.6 14.3 53.6

Functional Consequences of Malnutrition

The functional consequences of nutritional problems was studied by the CRSP (1984) and the Anemia and
Human Function Survey. It has been shown that infants start life similar to the NCHS/WHO standards, but a
lag in growth occurs by the third or fourth months of life. Stunting is established during the first years.
Although the growth rate is normal after 12 months and fits with shorter segment of American children, adults
were shorter than they should have been.

Numerous associations are between body size and measures human functional capacity and performance.
Bigger children scored better, smaller children were more prone to illness, diarrheal episodes and respiratory
infections were more likely to progress in seventy in children who were small and with low energy intake
(Table 7 App.). Larger children were more socially active and produced more vocalization. Positive
correlations were found between energy and protein intake and some social and behavioural parameters
(Table 8 and 9 App.).

Malnutrition Infection Complex

Diarrhea

Diarrhea is among the leading causes of infant and child deaths in Egypt. About 25% of the deaths in this age
group each year are linked to diarrhea.

The first nationwide survey during which diarrheal disease as well as use and knowledge of the caretakers
about Oral Rehydration Therapy (ORT) was the ARE National Nutrition Survey (AID, 1978) and ARE Nutrition
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Status Survey II (AID, 1980).

In 1978 the prevalence of diarrhea in Upper and Lower Egypt (universes 1 and 5) was essentially the same,
9% and 11%. In the ARE Nutrition Status Survey II, during summer (AID, 1980) diarrhea prevalence
increased substantially in both universes to 16% and 17%. It was greatest in the 2 age groups 6−11, 12−23
months.

In 1980, the prevalence of acute undernutrition was higher in children with diarrhea. This increase was found
predominantly in the 6−35 month age group. Moreover, the mean weight for age values are significantly lower
in both universes for children with diarrhea in both universes of 1980 survey, while they were not different for
children with and without diarrhea in the 1978 survey. It is interesting that history of recent diarrhea was
significantly associated with acute undernutrition in 1980 but not in 1978. The 1980 survey children may have
suffered prolonged or more frequent bouts of diarrhea that could not be verified by available survey data. Also
children surveyed in 1980 were more likely to be acutely undernourished than of 1978 regardless of a history
of diarrhea. In each of the 2 universes surveyed, more children without diarrheal history were acutely
undernourished in the 1980 survey than in 1978.

The field work of the Egyptian Demographic and Health Survey (EDHS) (Sayed et al. 1989) took place during
winter, when diarrhea occurs less frequently and the 24 hours and 7−day prevalence rates are expected to be
low. The recall since Ramadan 5−7 months, to include summer, a peak period for diarrhea is subject to recall
issues by the mother. The results show a decline in the rate of prevalence of diarrhea if compared with 1980
and 1978. Overall, 7% of children under age 5 years were reported to have an episode of diarrhea, during the
24 hours before the interview, 16% during the 7 day period before interview and 40% since Ramadan. For all
3 time periods, children under age 2 are twice as likely to have had an episode of diarrhea than elder children.

Acute Respiratory Infections

After the intensified efforts of the National Control of Diarrheal Disease Program "NCDDP", CAPMAS
statistics show that after 1985, acute respiratory infections "ARI" have been recorded as main cause of
mortality in the less than 5 years aged children.

Data about this type of infection which is more prevalent during the cold winter season were included in the
DHS, 1988 (Sayed et al., 1989).

Overall 43% of children under age 5 years were reported to have a cough during the month before the survey
and in nearly 1/2 the cases mothers reported the child had difficult breathing. Children 6−23 months were
somewhat more likely to have had cough than younger and elder children. Prevalence of cough with difficult
breathing peaks among children 6−11 months. Urban children are more likely to have cough than rural
children. The proportion increases with mother's education.

Diet Related Chronic Non Communicable Diseases

Diabetes Mellitus

One of the long term complications of diabetes is accelerated atherosclerosis or cardiovascular disease.

Other long term complications include hypertension, blindness, kidney problems, peripheral nerve and
peripheral circulation troubles, an increased risk of congenital malformation in infants born to diabetic mothers
and premature death. During the HIS of the HPE (1984), the awareness rate for self−reported diabetes
mellitus is 13.2/1000 persons interviewed. There is more awareness of diabetes in urban areas (22/1000)
than in rural areas (6.5/1000). The male/female ratio is 0.8. The study of Rihan and Lehstein (1971), showed
that success in the control of diabetes depends on the cooperation of the patient in following the prescribed
diet, rather than supplying him with drugs. This emphasizes the need for a special nutrition and health
education program especially for diabetes of low socio−economic standards.

Cardio Vascular Diseases

During the HES of the HPE, the awareness rate for self−reported hypertension and heart disease were 15.8
and 10.7/1000 persons interviewed respectively. The male female ratios were 0.4 and 0.7 respectively.

It was also found that there are about 5.6 million hypertensives among the Egyptian population. A prevalence
rate of 47.4/1000 for diastolic hypertension gives an estimate of 2.4 millions suffering from diastolic
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hypertension. Hypertension prevalence was found to increase by age and it is mainly a problem of late
adulthood and old age. Systolic hypertension is more among urban residents. Growing urbanization in Egypt
and its subsequent stress and changes in environment and food intake and habits as well as smoking are
major risk factors.

Cancer

Descriptive statistics of the National Cancer Institute in Egypt confirm the following:

1. the high frequency of bladder cancer;

2. followed by breast cancer, the most common neoplasm in females;

3. malignancy of lymphatic and hemopoietic system, together with malignancy of digestive
organs, ranks next;

4. low frequency of color affection and relatively high frequency of rectal cancer;

5. cancer of the buccal cavity and pharynx;

6. breast cancer could be related to starchy diet and overweight.

Moreover, Vitamin A deficiency might play a role in the relatively high frequency of squamous cell carcinoma.
Bilharzial patients showed significantly low level of Vitamin A and B carotene compared with normal subjects.
The Egyptian diet can be protective against certain digestive cancer, possibly due to a high fiber content and
rich Vitamin C.

Some more details derived from the CRSP study which was conducted from 1984 to 1985 in a rural
community. Target groups were fathers, mothers, schoolers and preschoolers. Almost 20−30% of the four
targets satisfy their vitamin ARDA. However, overt Vitamin A deficiency is not a public health problem in Egypt
Although proportion of retinol and B carotenes was considered in comparison of vitamin A intake with RDA,
yet other factors may play a role in this relation which needs an in−depth study (Moussa et al., under
publication).

III. BASIC SOCIO−ECONOMIC CHARACTERISTICS OF EGYPT

Main Political Trends in Egypt

The importance of studying the Egyptian political trends in our report is to investigate how political changes
can influence firstly the pattern of development and secondly the role of the state in the economy. Egypt
shifted in its development efforts from adopting an independent model in the central planned era to a
dependent strategy in the open−door era. Meanwhile the role of the state as the main provider of social
services has been significantly affected by changing from socialism to liberalization.

The Central Planned Era (1960−1973) is characterized by a significant wave of nationalization of banks,
insurance companies and industrial enterprises which occurred in June and July 1961. The Egyptian charter
stated that economic development in Egypt must be based on socialism (UAR, The Charter, 1961).

Land reform, rent control legislation and taxation measures would help to prevent the exploitation aspects of
private ownership. In addition, two main elements emerged from the political changes towards socialism, that
are important to our study:

An Extensive System of Cost and Price Controls

Objectives of this system were income distribution. In the industrial public sector, prices were usually
calculated on a cost plus basis. What is important, is the implications of the pricing policy on the agricultural
sector, as will be mentioned in this report.

38



A Welfare Oriented Social Policy − is manifested in the health and education sector, as well as in the
employment policy and social sector policies. The objectives of this policy is again to improve the distribution
of incomes and to increase the health and education levels (El Gretly el al., 1977). The basic rights of the
citizens comprise free medical care and education, employment, minimum wages and insurance benefits in
old age and sickness. Main political goal of this period was to achieve an independent development model
that relies mainly on the mobilization of national resources (Amin, G., 1968).

The Open−door Policy Era

The political objectives in the Sadat era were found responsible for the changes in many socio−economic
policies. Main political changes can be summarized in:

− the improvement in the diplomatic and economic relations with the west and especially with
the USA;

− the restoration of the Egyptian occupied territories since 1967 by negotiations (after the war
of 1973) (Moustafa, N. et al., 1990).

This approach necessitated two major steps, one at the international level and the other at the national level.
At the international level a peaceful settlement with Israel was signed which cost Egypt its diplomatic relations
with the other Arab countries. However American aid had to replace Arab help (Handousa, H., 1982).
American aid in general and American wheat in specific was regarded as the most important weapon for the
maintenance of the peace process. Meanwhile it is one of the most important nutrient ingredients. It was
regarded as the main factor that led to a dependent type of development in Egypt. Meanwhile at the national
level there was the announcement of the October Paper (President Sadat, 1974). The main contention in the
October Paper is the Open Door Policy which aimed to:

− encourage the private sector and foreign investment as well as Arab investment;
− limit the predominant role of the public sector.

However, in spite of the open door policy, Egypt was still keeping its socialist system providing the growing
population with mass programs of health and education. Price subsidies and employment guarantee policies
were also maintained over the seventies in spite of several economic distortions at the macro level.

Mubarak Era

This era was characterized in its first stage with a continuity policy for the peaceful settlement policy. However
Egypt could restore its position in the Arab World and could also normalize its relations with USSR, improve
its economic relations with the East and intensify its political position in Africa. The most important change
during Mubarak's era was the move to liberalization in the management of the economy (Waterbury, J. 1980).
Political analysts argue that the increase in the reliance on external resources since 1981/82 moved the
centre of economic decision in Egypt to the foreign powers. The international institutions (IMF) and some
foreign powers were experiencing a growing role in the allocation of resources in Egypt especially in the
eighties and till present time. All changes in the economic policy since 1985 were initiated by the IMF, World
Bank and the Aid Institution like privatization, subsidies cancellation, emphasizing agriculture sector,
encouraging foreign investment, freeing external trade (Moustafa, N., 1990).

Finally, the role of the state as the main provider of health and educational services was put under question in
recent days. This means that the two main policy elements of cost and price controls and the welfare oriented
policies were directly affected by the changes in the political environment in Egypt.

Demographic Characteristics

Demographic aspects such as population rate of growth, natural increase, population distribution by sex and
by location, as well as population density are all factors that may explain some differences in the health and
nutrition status of the participants in any society. Total population in Egypt reached 50,455 million inhabitants
in the last census (1986) and are estimated by 57 million inhabitants in 1991. With the annual rate of increase
of 2,8% population are projected to reach 74,700 million by the year 2000.
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Figure 10 indicates a declining trend in the population rate of growth for 1960 to reach 1.9% on average over
the period 1966−76. However, since 1976 an upward trend in it is remarkable to reach 2.8% in 1986 (El Deib,
1991). This indicates the importance of health services and food intake for the growing size of population in
the last two decades.

Components of Population Growth

Egyptian mortality rates may be compared with those of other North African countries, however they are
above those of East Asia and most Latin America. The CDR declined from 30 per thousand over the second
world war to reach 8,7 per thousand in 1986 (Figure 11).

Figure 10. The National Rates of Growth of Egypt During the Period 1897 − 1986.
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Figure 11. The Rate of Natural Increase of Egypt during the Period 1952 − 1990.

Birth rates in Egypt fluctuated with a declining trend in the last decades. Crude birth rates declined from over
40 per thousand in the mid 1960s to 34.5 per thousand in 1972, slowly they rose to over 39.8 per thousand in
1985, then they decreased again to 32.2 per thousand in 1990. One of the reasons for this decline is the
increase in the age of marriage (16 for females and 18 for males). Moreover a decline in the number of
marriages occurred as a reflection of increased urbanization, rising education levels (especially among
females), the difficulties in finding lodgings especially in urban areas and the decline in infant mortality rates.
However, the economic factor plays a crucial role in increasing fertility levels in rural areas in Egypt as
children have important jobs on the farm.

Expectation of life at birth rose from 39 years in 1952 to over 60 years in the early 1990s (El Deib, 1991).

Population Distribution in Egypt

The geographical distribution of Egyptian population clearly shows considerable population redistribution
movements between rural and urban regions, resulting in high rates of urbanization and concentration of the
national population in primate cities. Proportionally urban population increased from 17.3% in 1907 to 43.8%
in 1986 and rural population decreased from 82.8% to 56.1% of the total population over the same period.
The urban/rural ratio (R/U) has jumped from 0.208 in 1907 to 0.783 in 1986 (Table 10 App.).

The Egyptian urban population is mainly concentrated in the cites of Cairo and Alexandria as shown in Table
11 App. According to the 1986 census, these governorates absorb 42.3% of the total urban population. The
greatest urban agglomeration is in the Cairo Planning Region (Cairo, Giza and Kalyoubia) which absorbs
43.8% of the total urban population in 1986. The implications of such a concentration is a high population
density in Cairo governorate (928258 vs 14771,6 on average in the 1986 census). Buildings and housings
densities provide solid indicators of population concentration in Cairo and in Cairo Planning Region as a
whole. The concentration of buildings/km2 and housing/km2 is higher in Cairo than the average figure as
shown in Table 11 App. (1909 vs 1733,2 and 8095 or 3661,5 respectively).

Crowding and overall high density is reflected on the health status of the population. Despite the fact that the
socio−economic indicators are relatively better in Cairo governorate, infant mortality rates are higher in Cairo
than the national average (Table 2 App.).
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Development Strategy and Policies

Development from Above Strategy

Based on the World Bank classifications, Egypt is a lower middle income country. Its estimated GNP per
capita in 1989 was US $ 640. In general Egypt followed a pattern of "Development from Above", a strategy
that emphasized growth in few sectors (industry and in few geographical regions − Cairo and Alexandria)
assuming that it will experience a trickle down in the development efforts to the whole economy (Mursa R. et
al., 1981). The implications of the "Development from Above" strategy in Egypt can be summarized as follows:

a) The economic policies involved protection for the urbanized modern sector of the economy
at the expense of urban and rural poor. The adoption of import substitution policies included
protective tariffs and import controls for highly capital intensive sectors, which are potentially
subsidizing the wealthy modern urban sector at the expense of other traditional sectors.
Moreover, "Development from Above" policies in the industrial sector led to increasing capital
intensity. The average share of the industrial worker in fixed assets increased from LE 100 in
1970 to LE 518.8 in 1982 (Nassar, H., 1989). This explains the low labour absorptive capacity
in the Egyptian industrial sector and the limited employment opportunities.

b) The neglect of the agricultural sector was another characteristics of the Egyptian economic
policies in the sixties and seventies. The share of the agricultural sector in investment
declined from 22,5% over the period 1959/60−1965/66 to 16,8% over the period
1966/67−1973 and to 7,3% over the period 1974−1980/82 (El Shura, 1985) (Figure 12). The
decline in the relative contribution of the agriculture sector was accompanied with a relative
deterioration in the incomes of the rural workers in comparison to the urban workers. Per
capita income in the rural areas was 45.2% percent of per capita income in urban areas in
1975 and declined to 32.9% in 1982. These ratios are lower for the peasants category (the
majority of the population in rural areas). Real per capita income for peasants was 37.1% of
per capita income in urban areas in 1975 and declined in 1982 to 22.5%. The growing capital
intensive farming as a characteristic of "Development from Above" affected the labour
absorptive capacity of the agriculture sector, which declined from 52.8% over the period
1959/60−65/66 to 34.4% over the period 1986/87−1991/1992 (Table 12 App.).

c) In addition to the "urban" and "high capital intensity" bias portrayed in the development
strategy in Egypt a marked regional disparity exists. Cairo and Alexandria absorb the majority
of the investment funds in the different development plans. 37.5% of the investment in the
1987/88−91/92 five year plan is allotted to Cairo and Alexandria (ARE, Second Five Year
Plan, 1987/88−1991/92).

Figure 12. STRUCTURE OF GDP − Egypt

in million Pounds

Meanwhile many areas in Lower Egypt and Rural Egypt are still deprived from sufficient investment to induce
socio−economic development.
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The implications of the development strategy adopted in Egypt on health and nutrition can be summarized as
follows:

− Rural/Urban differences as well as inter−governorate differences in socio−economic living
standard are indicated in Table 2 App. PQL1 in urban governorates reached 77.8 on average
and declined to 47.9 in lower Egypt and to 30.1 in upper Egypt. These differences clarify the
regional differences in health and nutrition in Egypt as previously indicated.

− Relative low labour absorption capacity in the modern industrial sector and a declining
labour absorptive capacity in the agricultural sector influencing one of the basic determinants
on health and nutrition: income creation.

Structural Adjustment and Reform

Deterioration in the Economic Situation and Foreign Debt

After eight years of marked improvement in the external resource position in Egypt over the period
1974−1980/81, Egypt entered a critical period since the beginning of the eighties. Foreign receipts from oil,
tourism, Suez Canal and workers' remittances grew significantly since 1974 enabling the economy to grow at
an annual rate of over 9% between 1974 and 1980/81 (Figure 13). However the strong external Egyptian
position weakened sharply since summer 1981, when the oil related sources of foreign exchange started to
decline. The resource gap increased to 11% of GDP in 1985 (Table 13 App.) due to the deterioration in the
terms of trade and exports revenues after the second oil price decline in 1985 (Figure 13). Egypt was faced
with significant difficulties in covering its debt service obligations and a negative net resource transfer. As
seen from Table 14 App., Egyptian foreign external debt stock increased to over US$ 40 billion in 1989 and
according to the latest estimates it reached US$ 46 billion (American Embassy Report, 1991). Egypt was
placed among the most heavily indebted countries in the world in terms of the absolute size of external debt
and amongst the five countries with the highest debt to GDP ratio (World Bank, 1988). Figures 14 A, B, C, D
show the percent change in debt outstanding and disbursed as well as debt ratio, growth of debt and debt
service ratios. Sectoral growth indicates a stagnation in the agriculture output since 1980/81 and a declining
labour absorptive capacity. Production of some important crops, rice, cotton, sugarcane as well as wheat were
below the average level at the beginning of the eighties. Concerning the industrial sector, it witnessed a
declining trend in its growth rate from 7.4% on average in the period 1973−1981/82 on average to 5% in
1984/85. The tight foreign resource situation disaffected the performance of the industrial sector. It affected
mainly the capacity utilization in the public enterprises causing a serious financial constraint. Another reason
for the decline in the industrial value added is the shortage of industrial imports due to the deterioration in the
balance of payment over the eighties. Thus, the Egyptian government prepared in the summer of 1986 a
macro economic reform program, which was the base for the 1987/88−1991/92 second development plan and
the standby agreement with the IMF in May 1987 (Nassar, H. 1990).

Since 1987 major reform changes in the prices and subsidy system occurred, that were strengthened and
accelerated since 1989. Figure 15 reveals the broad areas of the economic policy reform measures aiming to
reduce the budget deficit and balance of payment deficit and to enhance structural adjustment (Nassar, H.,
1991).
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Figure 13. SELECTED REVENUE EARNINGS: EGYPT

Figure 14. PUBLIC LONG−TERM DEBT INDICATORS
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Debt Outstanding

Debt Services
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Debt Ratio and Growth of Debt

Debt Service Ratios

SOURCE: World Debt Tables, 1989
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Figure 15. MAIN AREAS OF THE REFORM PROGRAM IN EGYPT 1989−1992

IV. DETERMINANTS OF HEALTH AND NUTRITION STATUS IN EGYPT

(...)

Section One: Dietary Practices

(...)

Supply of Food: (Household Food Security)

(...)

Government Policies in Egyptian Agriculture

(...)

Agricultural Policy Instruments

(...) consistently taxed. Wheat producers were protected in the early 1970s when wheat prices were
particularly low. Maize and sugarcane production for which no price control was in effect during the period,
has been taxed in most years as result of import policy.

Investment Allocation Pattern in Agriculture

The sectoral development in Table 12 App. and Figure 12 shows that economic growth in Egypt is distributed
in an uneven pace among the different sectors. Since 1952 the agricultural sector was a slow growing sector
with average growth rates of about 2% over the first half of the seventies after 3.5% on average in the period

47



1955/56−60/61. The share of investment allocated to agriculture declined sharply in the second half of the
sixties and in the seventies to reach about 8% in 1973, after a sharp increase in it in the first half of the sixties
(20%), while building the Aswan high Dam. The relatively low investment share allotted to the agriculture
sector in Egypt shown in Table 12 App., reflects the Development from Above Strategy mentioned in Part two
of this report.

Impact of the Agricultural Policy and Investment Allocation Pattern on the Nutrition Status of
Egyptians

To investigate the impact of the agricultural policies over the 1970s and 1980s on the nutrition status firstly we
have to discuss their impact on the production of foodstuffs and secondly their effect on food self sufficiency
and food supply. Production and supply of food are direct determinants of the nutrition status beside other
factors.

Impact of the Agricultural Policy on the Production Trends in the Agricultural Sector

Total cultivated area in Egypt has been increasing slowly during the last two decades from 5.8 million feddan
in 1971/72 to an estimated area of 6.09 million feddan in 1987/88. With the high rate of growth of Egyptian
population, per capita share in crop area declined from 0,36 in 1966 to 0,22 in 1986. The most significant
changes have been the decline in the crop areas of the fixed priced crops such as cotton, maize, rice and
sugarcane in 1988, if compared with the period 1974−80. The drop in output was due to yield and area
decreases and reflected rapid rise in costs of production in relation to permanent prices. Meanwhile an
upsurge in the crop areas of free priced crops like vegetables, fruits and berseem occurred over the same
period. Overall agricultural growth in 1980−86 declined to 1.9% in 1980−86 after 2.5% in 1965−80 and was
lower than the estimated population growth at 2.8 percent (Fletcher, 1989). From being a net exporter of
agricultural products in the early 1970, the country now faces an annual net deficit in its agricultural trade
balance. Agricultural exports, which were the major foreign exchange earnings sector before 1974 was placed
by the oil in 1974 and declined from 40% in 1974−79 to 20% in 1980−86 (Figure 16). Moreover, agricultural
imports, (mainly wheat and flour) at current prices have increased threefold from 1974−79 to 1980−86,
consequently the agricultural trade balance, which showed a surplus until the early seventies, indicated a
deficit of L.E 94.3 million over the period 1974−79 and L.E 355 million during the second and third periods
(Table 19). With growing income per capita, increasing income elasticities and rising population size, growing
imbalances occur between domestic supply and demand for food and agricultural products. The structure of
the Egyptian economy was thus characterized by the large but declining share of agricultural from 18.7% of
GDP in 1967−73 to 14.3% in 1980−86. Moreover the agricultural output has stagnated since 1980/81.

Furthermore, the Egyptian government's exchange rate and trade policies that encouraged imports that is
wheat led to a relative decline in agricultural exports (Figure 16). This decline was also a result of a significant
drop in the country's self sufficiency ratios in food (Dethier, 1987). Moreover taxing agriculture with price and
subsidy instruments created black markets for inputs, diverting subsidized inputs to profitable crops.

Table (19)

AGRICULTURE AND TRADE SECTOR SHARES MILLIONS L.E

PERIOD 1967−73 1974−79 1980−86

AGRICULTURE SHARE OF GDP 18.7 18.4 14.3

TOTAL IMPORTS 377.4 1900.0 6267.7

AGRICULTURE IMPORTS 86.8 388.5 1113.5

AGRICULTURE SHARE OF TOTAL IMPORTS 23.0 20.4 17.7

TOTAL EXPORTS 318.2 729.0 2296.5

AGRICULTURE EXPORTS 211.3 294.2 455.0

AGRICULTURE SHARE OF TOTAL EXPORTS 66.4 40.4 19.8
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TOTAL TRADE DEFICIT −59.2 −117.1 −3971.2

AGRICULTURE TRADE DEFICIT +124.5 −94.3 −355.0

SOURCES: ARAB REPUBLIC OF EGYPT NATIONAL PLANNING INSTITUTE. RESEARCH
PAPER NO. 45, CAIRO: NPI, 1989. P50

Figure 16. STRUCTURE OF EXPORTS − Egypt

in percentages

By protecting certain sectors (livestock and berseem) and taxing others (cotton and rice), government
intervention created in−efficiencies in the allocation of scarce resources. The estimated aggregate gains and
losses of producers in agricultural commodity markets during 1965−80 due to misallocation of scarce
resources ranged between L.E. 500 million and L.E. 1000 million for most of the period (Von Braun and de
June, 1983).

The Impact of the Trends in the Agricultural Production on Food Self Sufficiency and Food Supply

One should distinguish in Egypt between food self sufficiency and supply of food in Egypt.

With respect to food self sufficiency, the end result of the production trends in crop and yields area was a
serious deterioration in the country's ability to feed itself. Self sufficiency ratio for important food items for
1987 in Table 20 shows that production was less than a quarter of consumption for wheat and less than a
third for vegetable oil, lentils and less than two thirds for maize and chicken. 1989/90 figures show some
improvement for wheat, maize and lentils and a deterioration for the rest.

Table (20)

Self−sufficiency Ratios for Key foods, 1987.

Domestic Production Imports
('000 tons)

Consumption
('000 tons)

Production as % of consumption

Wheat 1.929 6.857 8.786 22

Maize 3.900 2.028 5.928 66

Rice 1.330 − 1.330 100

Beans 282 − 282 100

Lentils 14 15 29 48

Sugar

49



Veg Oil 161 474 635 34

Chicken 110 65 175 63

Beef 396 131 527 75

Source: The Economist Intelligence unit, Egypt country profile 1988−89. London, 1988 pp
21−22.

Thus, food imports (food aid) became a major level for securing availability of domestic food supply. As can
be seen from Tables 17 and 18 App., cereal imports as a percentage of total supply have increased at
unprecedented rates between 1970 and 1988 from 44% to 69% for wheat and from 3% to 23% for maize.

Furthermore, food aid's share in total wheat imports has increased from 0% in 1970 to 49% in 1978. But by
1988 this share declined to 21%. The importance of food aid in food self sufficiency is revealed in Table 20.
Imports accounted for more than three fourth of wheat, two thirds of vegetable oil and almost one half of sugar
consumed. The one third of maize that was imported was for animal feed. In addition meat imports (beef and
chicken) were also important.

Moreover as far as food supply is concerned, the food availability in Egypt is comparable to levels of
developed countries and far exceeds the average availability for developing countries (Average percaput food
supply − 6/Day: Developed: 3050, Developing: 2150 and Egypt 3196) (Galal and Amine, 1984). Figure 17
shows calorie supply per capita in Egypt during the period 1961−1988. Food availability in Egypt increased
steadily from 2402 over the period 1969−71 to 3196 in 1986−88.

Figure 17. Calorie Supply Per Capita − Egypt (1961−1988)

Source: FAO Food Production Yearbook, 1989

Table (21)

TREND OF DIETARY PATTERN IN EGYPT OVER 20 YEARS PERIOD

ITEMS
Related to Diseases of Affluence

Available

Per Individual Per Day

1965 1985

Selected Food Items
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Meat (GM) 31.8 49.9

Fish (GM) 12.0 14.8

Milk (GM) 87.1 128.7

Sugar (GM) 46.6 101.4

Selected Nutrients

Energy (KCAL) 2400 3313

Protein (GM) 64.6 81.1

% Derived from Animal Food Sources 14.0 18.0

Animal Fat (GM) 5.5 10.1

Developed from: Egypt food balance sheets (Ministry of Agriculture, 1989)

Trends of dietary pattern in Egypt in the last twenty years in Table 21 are based on the assumption that the
food balance sheets (FBS) are very similar to food intake pattern as shown in Figure 1 App.

Table 21 shows that meat and milk have increased almost by 50% while sugar has increased more than
twice. Animal fat almost doubled. This total energy has almost increased by 50%. There is also an increase in
the animal protein and animal fat. Food availability was indicated quantitatively by dietary energy supply
(DES) and qualitatively by protein and fat at plant and animal origins.

DES presented as percaput total calories per day ranged from 3660 Kcal during 1969 to 3501 Kcal in 1986
(Table 19 App.). There was a rise of 231 Kcal percaput per day from 1969−1970. The level of DES continued
almost at the same level till 1974 when there was a rise of 252 Kcal during 1975 and a further rise in 1981 and
1985 and a drop in 1986. Figures of total protein almost followed DES as a big proportion (> 50%) is supplied
by bread. Percaput protein supply per day ranged from 74.6 gm in 1969 to 106.7 gm in 1981 and slightly
dropped to 90.6 gm in 1986. Supply of animal protein followed a different route. It remained almost steady
from 1969 to 1977 ranging from 10.6 to 12.5 gm/day. There was a slight rise in 1978, a drop in 1979 then a
rise of 25% in 1980 which continued with minimum fluctuations till 1986 to reach 14 gm/caput/day. Animal
protein supply is governed by subsidized meat, poultry, fish and eggs distributed through government
cooperative stores. Total fat remained stable for 5 years from 1969−1973 around 48 gm/caput/day with
increase of 6 gm in 1974 then a sharp rise of 8 gm/day in 1975 to reach 61.3 gm/caput per day. It remained at
that level till 1985 when there was a sharp rise which continued to 1986. Total fat increased from 48.8
gm/caput/day in 1969 to 78.2 gm in 1986 with more than 60% rise. However, animal fat increased from 12.3
gm/caput/day to 18.7 gm in the same period with a rise less than 155 which attributes the rise mainly to
vegetable oil imports. To conclude:

− There is a general increasing trend in the food availability in Egypt in the seventies after
1973, if compared with the eighties. Since 1981 ups and downs fluctuations occurred in the
DES, animal and plant protein as well as animal and plant fat.

− This might be explained by the significant increase in food imports over the seventies as a
result of the increase in foreign exchange over the period. The fluctuations in the food
availability in Egypt over the eighties reflect the deterioration in food self sufficiency and a
tight resource situation that led to a decline in the rate of growth of food imports.

However, in spite of the decline in food self sufficiency in Egypt, food supply increased in 1988 if compared
with 1970. This was at the expense of the foreign exchange situation in Egypt. Meanwhile the home produced
food played also an important role in food supply, especially in rural areas. In an in−depth longitudinal study
for 12 successive months, flow of food in 150 HHs indicated that 4.8% are home produced (Moussa et al,
under publication). Moreover 65.8% for cereal products, 23.3% for dairy products and 19.7% for vegetables
are home processed (Aly et al., 1981 and Moussa, 1987).

51



The Contribution of Selected Food Groups to Dietary Energy Supply "DES"

It is important to examine the impact of the changes in food supply on the DES. Cereals are the main
contributors to DES in Egypt as evident from the series of Food Balance Sheets from 1969−1986 (Table 22).
Cereals supply increased from 61.6% to 79.5% of DES during this period. The highest value was in 1978
(79.5%), the lowest was in 1986 (61.6%). Cereals in Egypt are mainly wheat, which is the main staple, rice
and com. Cereals also are the main contributors to protein supply in Egypt.

Table (22)

Contribution of different food groups to Dietary Energy Supply Trends in 18 years Period "FBS".

Contributing
food groups

THE YEAR

1969 1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 1986

Vegetables products:

Cereals 64.5 72.2 69.9 68.4 69.9 71.8 71 69.2 70 79.5 69.8 70 70.8 68.9 69.2 72.7 70.9 61.6

Legumes 5.4 4.5 4.3 5.3 5 4.1 4.1 4.4 4.1 4 3.7 3.7 3.6 3.7 3.4 3.5 3.4 3.6

Sugar and
Sweets

6.7 6.6 7.5 8.1 7.7 6.7 6.5 7.3 7.2 9.3 7.5 7.6 7.5 7.5 7.8 7.4 6.6 11.6

Vegetables 2.9 2.4 2.7 2.4 2.3 2.2 2.3 2.3 2.3 2.6 2.5 2.7 2.2 2.2 2.4 2.3 2.4 2.8

Fruits 3.2 2.6 3 3.2 3.1 3 2.8 2.9 2.9 2.9 2.9 3.1 2.7 3.0 3.1 3.0 2.7 3.7

Oil 6.7 5.5 6 6.6 6 6.5 8 7.5 7.6 9.3 7.3 5.9 6.7 7.3 7.2 5.2 8.5 10.9

Animal products:

Heat 1.4 1.3 1.4 1.3 1.2 1.1 1.1 1.2 1.2 1.3 1.1 1.2 1.3 1.3 1.4 1.3 1.5 1.4

Poultry 0.4 0.3 0.4 0.4 0.4 0.4 0.3 0.3 0.4 0.4 0.4 0.5 0.5 0.3 0.5 0.4 0.5 0.5

Fish 0.2 0.1 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.3 0.2 0.3 0.3 0.3 0.3 0.6 0.3. 0.3

Eggs 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.2 0.3 0.3 0.3 0.4 0.5

MiIk and milk
products

4.6 4.2 4.3 4.2 4.1 3.8 3.6 4.4 4 5 4.4 4.8 4.4 4.1 4.5 3.3 2.9 3

Fats 4.2 3.4 3.9 3.8 3.7 3.4 3.3 3.8 3.7 4.2 3.7 4.1 3.8 3.8 4.0 3.6 3.3 3.5

%
contribution

of total
animal

products to
"DES"

11.0 9.5 10.4 10.1 9.8 9.1 8.7 10.1 9.7 11.4 10.0 11.1 10.5 10.1 11.0 9.5 8.9 9.2

Developed from: Serial Food Balance Sheets of Egypt (Ministry of Agriculture, 1991).

Legumes, mainly lentils and fava beans, which are popular substitutes of animal protein sources in Egypt do
not supply more than 5.4% of DES (1969). During this period there is a gradual drop to reach 3.6% in 1986.
The drop in supply was accompanied by a rise of prices to the consumers.

Sugar and sweets contribution to DES was in the range of 6−8% during the period 1969−1985 with a sharp
rise in 1986 to reach 11.6%, which means almost 80% increase above the value at 1969. Since DES is
increasing during this period so absolute values of sugar and sweets are also increasing with a jump in 1986.
Vegetables and fruits are minor contributors with a rise in fruit supply in 1986.

52



Vegetable oil supplied around 6−7% of DES during this period with a rise in 1978 and 1986. From the animal
products meat, poultry, fish and eggs manifested almost steady supply during this period. However, milk and
its products together with animal fat had a drop in supply which started 1984 and continued. The percentage
contribution of total animal products to DES ranged from 8.9% to 11.4% with minor fluctuations and a drop
since 1984.

Thus, one may conclude, that imports are highly contributing to the Dietary Energy Supply in Egypt, which is
depending mainly on cereals. This may be interpreted as an indirect impact of the agricultural policy in Egypt.

The rise in fruit supply in DES in 1986 may be associated with the upsurge in the crop areas of free priced
crops like fruits.

Egyptian Rationing and Food Subsidy

Objectives of the Rationing and Food Subsidy Program

It is difficult to discuss food supply in Egypt without examining the trend in the Egyptian ration and food
subsidy. This program is related to the goal of food security and equity in income distribution, which was
emphasized since the sixties. The subsidy and ration system has also a direct nutritional concern. For
example, the stress on animal protein may partly reflect the viewpoint on nutrition.

Other objectives of the Egyptian rationing/subsidy program are:

1. To isolate the domestic economy from international shocks and short−term domestic
shortfalls. Price stability for basic food commodities was of major concern to Egyptian
government policy makers.

2. The subsidy system also is related to the goal of food security. Egypt is facing a widening
food gap between demand and domestic supply due to the increase in the rate of growth of
population and real per capita income. Aggregate food self sufficiency were declining since
1980s for wheat, rice, coarse grains, sugar, cooking oil, and meat, including poultry.

Thus food security aims to reduce or eliminate imports of selected commodities (for example sugar and oil)
and to improve the agricultural balance of trade by using the comparative advantage of cotton to pay for
necessary food imports.

Principal Commodities Subsidized

The food subsidy system in Egypt is one of the most extensive in the world. In 1989 approximately 93% of the
population receives some form of ration card, with the major portion of the people receiving the full ration
(green card: 47,085,001) and 1,416,013 receiving the partial subsidy (red card) (Kennedy, E., 1989). By the
early 1980s, three types of products were subsidized or rationed (Alderman et al., 1982).

Wheat flour and bread were sold at a fixed price, uniform throughout the country in unlimited quantities.
Sugar, tea, cooking oil, rice, beans and lentils were sold at subsidized prices and were rationed in fixed
monthly quotas, which vary according to governorates and to the rural or urban location of household. Monthly
quotas were less assured for beans and lentils. Additional quantities were available at higher prices in
cooperatives and government stores. Finally meat poultry and fish (frozen) were also subsidized, but in limited
quantities. Some subsidized items were used as inputs for the food processing sector flour (to bakeries), oil
(e.g. for margarine), and imported yellow maize (for poultry feed and other industrial processes).

Types of Subsidies

There are many types of subsidies in Egypt; direct and indirect; explicit and implicit; producer and consumer
subsidies et. Direct subsidies refer to those subsidies for which specific allocations are made in the budget.
These subsidies are awarded to certain public sector organizations in order to enable them to sell certain
goods or services to consumers or producers at price usually lower than procurement prices (Carr, D., 1990).

Economic Costs of Food Subsidy
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The overall magnitude of the subsidy burden is presented in Table 23. After rising steeply from L.E. 108
million in 1973 to 621 million in 1975 to a peak of L.E. 2909 million in 1985/86, the explicit budgetary outlays
for subsidies declined. But even in 1988/89, at L.E. 1813 million they still constituted about 11.1% of total
government expenditure. This is due to two factors: The reduction in their absolute magnitude as well as the
expansion in the budgetary outlays.

Food subsidies during the 1970s represented an extremely sizable share of various subsidy types. Food
subsidies relative to government expenditure decreased from about 97% in 1973 to 66% in 1980/81, to almost
47% in 1989 and from 98% to total subsidy in 1973 to 5% in 1988.

Funds allocated for wheat and flour subsidies are the most significant among food subsidies. It was at its
lowest level (LE 79 million) in 1973, and it did attain its maximum exhibiting a downward trend since 1985,
while attaining a level of L.E. 199 million in 1989. Table (20 App.) shows the allotments for major subsidized
commodities in Egypt.

It is clear that funds allocated for sugar and edible oil have increased, and at the same time wheat and flour
subsidies declined.

Example of implicitly subsidized goods include petroleum products, electricity, raw cotton, etc. The importation
of subsidized goods using an exchange rate that is below open market rate is another example of implicit
subsidization.

In 1986/87 the value to Egyptian consumers of all implicit subsidies provided by the government of Egypt by
its not using the market exchange rate for the imports of wheat, flour, vegetable oil, or economic process for
electricity, fuels, cotton, lint, and public sector industrial commodities was about L.E 8.5 billion, or 18 percent
of GDP. The implicit subsidy burden was estimated to have risen to L.E 13.5 billion by FY 1988/89 (Carr, D.,
1990).

Table (23)

Total, Food and Wheat Subsidies for the period 1973−1988/89 (L.E Millions)

Year Govern
Expendit

Total Subsidy Food Subsidy Wheat and Flour subsidy

LE
million

% of
Gov. Ex

LE
million

% of Tot.
sub

LE
million

% of Tot.
sub.

% of Food
sub.

1973 1177 108 9 105 98 79 73 74

1974 1432 419 29 317 75 221 53 69

1975 2297 621 27 320 51 162 26 50

1976 2526 427 17 297 69 178 41 60

1977 2673 464 17 310 66 149 31 48

1980/81 5478 2572 31 1690 66 901 35 53

1981/82 8149 2909 22 1779 61 807 28 45

1982/83 8437 2054 16 1337 65 758 37 57

1983/84 9331 1986 13 1209 61 862 43 71

1984/85 10752 2007 10 1121 56 615 31 55

1985/86 11522 2909 17 1928 66 449 15 23

1986/87 10448 1746 10 1034 59 390 22 38

1987/88 13661 1650 6 837 51 236 14 28

1988/89 16283 1813 5 857 47 199 11 23
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Sources:

1. El−Kholei "Objectives and Implications of Egyptian Food policies" Table (9,
10)
2. IFPRI Report 34 Table (1)

Agricultural Policy Reforms 1986−1988

The reform in the agricultural sector in 1986 is one of the main programs that will indirectly influence the
nutrition status of Egypt.

The long−term goals set for these reforms were:

− remove government farm price controls;

− remove government crop area controls;

− remove government crop procurement quotas;

− remove government constraints on private sector processing and marketing of farm
products and inputs;

− eliminate subsidies in farm inputs.

In June 1988, price controls, area and production quotas, and marketing restrictions on wheat, broad beans,
sesame, onions, lentils, and ground nuts had been eliminated; control of private and public sector farm
product processing and marketing firms were removed; the cotton procurement price increased with a stated
intent to move cotton prices toward world cotton price levels; the price of cottonseed cake increased;
restrictions on importing and marketing of red meat had been eliminated or reduced; restrictions on livestock
feed imports were removed, a schedule established in 1986 for gradually eliminating livestock feed subsidies
was maintained. The 1986 reduction of subsidy levels on farm inputs, including credit, was maintained; public
ownership of newly reclaimed land was prohibited with all such land reclaimed during 1985−87 allotted to
private individuals and companies.

By late 1988, an ambitious program of agricultural policy reform was in process. Only cotton, sugarcane and
rice remained under price, production, and marketing controls and steps were implemented to reduce input
subsidies.

Major Agricultural Policy Reform Objectives in the Period 1990−1993

Agricultural policy reform objectives for the period (1990−1993) are:

1. to raise the procurement price of cotton to two thirds of its export value by 1992;

2. eliminate one half of cotton pest control subsidy by 1992;

3. eliminate compulsory, low−price delivery quotas of rice by 1992;

4. eliminate restrictions on private milling, transport and marketing of rice;

5. eliminate PBDAC exchange rate subsidy;

6. eliminate budget subsidies for all nitrogen and phosphate by (1993);

7. eliminate livestock feed subsidies by 1992;

8. divest PBDAC responsibilities for importing and retail marketing of corn and other animal
feed;
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9. limit farm credit subsidies;

10. encourage privatization in seed marketing system;

11. deregulation for cooperatives (Ministry of Agriculture, ARE, 1991).

By the end of August, 1991, one can see that the Egyptian agricultural sector has made good progress toward
achieving most of the objectives reported above. For example, Egyptian rice producers are no longer required
to deliver any portion of their production to the government Furthermore, the Ministry of Supply has
announced the elimination of restrictions on private milling, transport, and marketing of rice.

Expected Impact of Agricultural Policy Reform on Agricultural Production

Expected impact of agricultural policy reform should be studied on both aspects: production, as well as
incomes and consumption. As long as this part of the study is mainly concerned with the production and
supply side we will discuss the effects on incomes prices and consumption in the following section.

McCarl, Quance, and Khedr (1989) presented a model of the Egyptian Agricultural Sector (EASM) to estimate
the impact of a total decontrol of the Egyptian agricultural sector. The model shows that under free market
conditions cotton begins to regain its dominance in Egyptian agriculture with a 17% increase in long staple
cotton area and a 369% increase in cotton exports to 443,000 metric tons compared to 120,000 metric tons
under the base case scenario.

The long season berseem area decreased to 9% relative to the base case. Rice production increases almost
17% in response to higher prices, while wheat production decreases almost 6% due to lower prices. Both
citrus and vegetable production decline moderately as they become less profitable relative to higher priced
cotton and rice.

With the increase in cotton exports, the agricultural trade balance shifts from a deficit of 727 million LE in 1986
base case to a surplus of 52099 million LE under the free market scenario.

The Egyptian farmers would not produce sugarcane, horse beans and lentils under the free market scenario.

Finally, under the free market the total current value of farm output would be higher. Producers surplus
increases very large (46%) at the expense of consumers surplus compared to the base case. This, indirectly,
will affect the demand on food, as will be indicated in the coming section.

Demand on Food and Health Services

As known in economic literature, the determinants of demand on food and health services are: incomes,
prices of food, preferences of the individuals and the prices of complementary and supplementary goods and
services. In this respect several policies and programs in Egypt were relevant, such as the growth oriented
policies, sectoral development policies, employment policies, wage trends, the pricing policy as well as the
ration and subsidy system. No doubt that the macro economic policy reform is one of the most important
policies affecting directly the trends in incomes, wages and prices and indirectly the demand on food.

Incomes

Incomes are highly significant in explaining observed family calorie and protein deficits. In the study of
Alderman and Braun 1984 high income elasticities for calories in Egypt were indicated (about 0.2 overall and
about 0.4 for the poorest quartile). Moreover, rural urban differences exist. An increase of LE 5 in monthly per
capita income will reduce the probability of a calorie deficit by 0.01 (mean = 0.17) in urban areas, whereas an
increase of LE 1,5 would achieve the same reduction in rural areas. Income elasticity estimates for the
different population groups are estimated in Tables 21 and 22 App. The demand for most food commodities
are expected to increase with income. Income elasticities were found highest for fish, meat, chicken, fish,
eggs, fruit and milk. Income elasticity is negative in urban areas for balady flour and bread and virtually zero in
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rural areas for balady bread, indicating that balady bread and flour are inferior goods (Alderman and Braun,
1984).

Due to data limitations we will discuss only the trends in real wages and the incidence of poverty and income
distribution in Egypt Two main policies were found relevant in this respect, overall growth policies and
employment policies.

Overall Growth Policies

Overall growth policies may influence the health and nutrition status of the population implicitly by
determining: the level of GDP growth rates and GDP per capita growth rates, which will affect directly and
indirectly the trends in wages and income levels: basic determinants of the demand on food. In addition,
income distribution and poverty incidence are relevant subjects.

Meanwhile, it is difficult to study the overall growth rates in Egypt over the 1970s and 1980s, if we do not
divide this period into four periods, as follows: 1970/1973, 1974−1980/81, 1981/82−1984/85 and
1985/86−1991/1992. Each period is characterized by different policies and socio−economic events. The
period 1970−73 is usually included under the inter−war period 1967−1973 (Handousa, H., 1987). Annual
growth rates of GDP were small in the years 1972 and 1973 (Table 24). The economy during the war period
could not sustain the pace of high economic performance during the central planned period 1960−1965 (Table
12 App.). Meanwhile it is important to note that the rate of growth of per capita income dropped to less than
1% over the period 1966−73 with a negative rate in it in 1972. The share of gross investment in GDP declined
sharply after 1965/66 from a ratio of 18.1% in 1965/66 to 13% in 1970/71 and 13.1% in 1973. Sectoral GDP
growth rates witnessed a remarkable decline. Over the period 1974−1980/81. Egypt experienced a period of
unexpected growth. The annual growth rate in Egypt was 9% on average. The reasons of growth was not an
improved domestic productive efficiency but the very rapid growth of external resources from oil, Suez Canal
tourism revenues and remittances (Figure 13). This significant overall growth was reflected on the investment
ratio to GDP which rose from 23% in 1974 to 30% in 1980/81. The period after 1981/82 in general contrasts
sharply with the period 1974−81/82. Egypt's economic situation began to deteriorate in 1980/81 reflecting a
sharp decrease in the growth of external resources. However, a relatively high overall growth rate of 5% to 6%
on average could be achieved through expansionary monetary and financial policies. The period 1986/87 till
present may be distinguished as a separate era in which the Egyptian economy witnessed major changes in
the macro economic policies. The Egyptian government could not maintain the high growth rates through
expansionary economic policies, which resulted in increasing balance of payments deficits and increasing
debt service obligations as a result of foreign borrowing. This was reflected on the declining trend in GDP and
investment growth rates, government consumption and import growth rates. The Egyptian government, since
1986, undertook different measures to reduce the budget deficit and initiated a reform program, which was
discussed in part II of this report (Nassar, H., 1990).

Nevertheless, overall growth rates affected the trends in per capita income in real terms as well as the
incidence of poverty and the trends in real wages.

Per capita income

Per capita income grew by 7% a year in real terms between 1973 and 1982. However the decrease in the rate
of growth of GDP to 2,5% in 1986/87 with a rate of population increase between 2,5% and 2,8% led to a
negative rate of growth in GDP since the mid eighties. As indicated in Figure 18 GNP per capita increased
from $280 in 1976 to $ 720 in 1984 and then it decline to $610 in 1985. After a significant increase in it to
$760 in 1986 and on going declining trends occurred in it in 1987 and 1988.

Meanwhile, in spite of the overall growth over the seventies incidence of poverty in Egypt was not eliminated.
In spite of methodological and data limitations in the estimation of poverty line, Table 25 can be used as an
approximate measure of the overall incidence of poverty. In 1982 poor households represented between 22
and 30 of the total number of households (World Bank, Poverty Alleviation, 1990). Depending on Korayam K's
estimate, proportion of poor households in 1984 has reached 33,7% and 34% in rural and urban areas,
respectively. It is noteworthy to mention that in accordance to this estimate the poverty line refers to that level
of income that is sufficient to ensure a minimum nutritional and basic consumption level of the individual at the
official prices. Thus, the increase in the prices of food was clearly reflected on the rise in the proportion of
poor households. Using market prices for food 51.1% of urban households and 47,3% of rural households
were found under the poverty line (Korayam, K. 1987).

Table (24)
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RATE OF ANNUAL INCREASE AND INDEX NUMBER OF EMPLOYMENT INVESTMENT AND
PRODUCTION (IN FIXED PRICES OF 1960)

ECONOMIC SECTORS
YEAR

TOTAL AGRICULTURE
& IRRIGATION

MANUFACTURING
& MINING

TOTAL
PRODUCTIVE

SECTOR

SERVICE
SECTORS

R(%) X R(%) X R(%) X R(%) X

59/60−65/66 L 126,6 3 119,5 5,8 139,9 3,8 125,3 4 128,8

BASE YEAR I 18,9 249,1 12,6 182,4 20,3 263,4 6,7 137,6

59/60 P 3,7 − 8,5 163,3 7,4 150,3 6,7 148,6

66/67−73 L 114,9 1 106,4 4,8 132,6 1,7 110,6 2,3 121,1

BASE YEAR I (−13,5) 60,1 2,7 110,2 −2,4 83,9 10,9 168,6

66/67 P 1,6 − 4,9 131 4,8 132,5 7,4 144,1

74−80/61 L 122,7 − 99,9 3,4 122,4 1,8 111,6 3,5 141,5

BASE YEAR I 22 319,3 21,9 321,8 24,6 366,3 38,7 354,7

1974 P 3 − 7,9 158,8 7,5 235,9 15,6 218,4

82/83−86/87 L 114,1 2,2 111,1 3,6 118,1

IN FIXED PRICES OF
81/82 & BASE

I 120 16,1 180,6 2,0 107,5 3,6 115 4,5 125

YEAR 82/83 P 137,8 2,5 118,1 8,5 150,4 6,5 136,7 13,9 139,3

87/88−91/99 L

IN FIXED PRICES OF
86/88 & BASE

I

YEAR 87/88 P 123,9 3,7 115,8 7 132,9 5,7 124,8 10,2 122,6

L: Labour, I: Investment, P: GDP

Calculated From:

Shura Council, Investment Policies
Second Five Year Plan for Economic & Social Development, May 1987

R: Rate of Growth (%)
X: Index Number.
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Figure 18. GNP Per Capita (1976−1989)

Source: World Development Reports

Table (25)

Incidence of Poverty in Egypt

Proportion of Poor Households (%) Number of Poor
Households (000)

1958/59

Rural 35 1161

Urban 30 597

1974/75

Rural 44 1833

Urban 34.5 1076

1981/82

Rural 24.2−29.7 1023−1240

Urban 22.5−30.4 756−1196

1984

Rural 33.7−47.2 1476.1−2067.4

Urban 34−51.1 1444.7−2171.2

SOURCE: World Bank, Poverty Alleviation and Adjustment in Egypt, Volume II, June, 6, 1990

KORAYAM, K. The Impact of Economic Adjustment Policies on the Vulnerable Families and
Children in Egypt, A Report Prepared for The Third World Forum, Middle East Office and the
United Nations Children's Fund (UNICEF) Egypt, 1987.

The incidence of poverty decreased slightly between 1975 and 1982 and increased in 1984. However its level
did not decline than that prevailing in the fifties in urban areas, with some improvements in the rural areas.
Meanwhile the international comparisons show that Egypt was ranked among 44 developing countries from
highest to lowest poverty incidence as 7th for urban poverty and 6th for rural poverty.
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Data on income distribution

Data on income distribution show that the degree of inequality declined between 1974 and 1982 after a rise in
it over the period 1964−1974. However it was found that a significant improvement occurred in it in the last
decade, if compared with the fifties. Out of 44 developing countries, inequality was measured by the ratio
between the share of income of the richest quartile over the share of the poorest quartile, Egypt's position was
the 14th (World Bank, Poverty Alleviation, 1990). In addition, the 1981/82 household budget survey shows that
the richest 20% of households in rural and urban areas receive 44% on 40% respectively of total income,
while the poorest 20% have only 6% and 7.5%, respectively.

The implications of poverty incidence distribution of incomes on health and nutrition

The implications of poverty incidence distribution of incomes on health and nutrition is a maldistribution in food
Despite the fact that per capita daily calorie supply increased from 2,400 in 1973 to 3,300 in 1982, data on per
capita consumption reveal that the consumption of the poorest 10% of the urban and rural population,
represents 26% and 23% respectively, of the expenditures for the average urban and rural population while
the richest 10% of urban and rural population consume about 255% and 227%, of the national average
respectively (World Bank, Poverty Alleviation, 1990).

Meanwhile, while per capita calorie was 2843 and protein intake per capita was 96 grams in 1981, which
represents 103% and 117% of energy and protein requirement, approximately 35% of the population
consumes less than 2000 calories per capita. Inadequate consumption is worse in rural areas (38.5%) than in
urban areas (33.1%) (Galal and Amine, 1984).

Wage trends reflect clearly the trends in the overall growth rates and employment policies in Egypt Since
1961 the Egyptian government maintained an administered wage system and a guaranteed employment
scheme to graduates of secondary and post secondary schools as a consequence of the socialist
transformation. The employment policies for military conscripts and the government employment guarantee
policies made the public sector in Egypt the largest employer, accounting for nearly one third of the nation's
total employment. These policies could also depress the rate of unemployment over the sixties and seventies
to 2,7% in 1960, 1,15% in 1966. However with the tightness in the labour absorption capacity in the productive
sector, this rate increased to 7.76% in 1976 and to 14,7% in 1986 (Nassar, H. 1989).

With respect to the trend in real wages, Table 23 App. and Figure 19 reveal differences in the rate of growth of
real wages in the seventies, if compared with the eighties. The strength of the economy in the 1970s was
reflected on the real wages. Real wages rose as the economy expanded, reaching a peak in the mid 1980.
With the deterioration in the macro economic variables at the beginning of the eighties, they drifted downward
afterwards (World Bank, 1990). The period 1973 till 1979 witnessed a construction and a general economic
boom as previously mentioned resulting in an increase in the wages in the private construction and service
sector. Meanwhile mechanization, migration and urbanization contributed to the increase in the real wages in
the agricultural sector. Wages in the public manufacturing sector show a slight increase in 1979 if compared
with 1973.

The deterioration in the macro economic variables after 1980s was reflected on the trends in wages in
general. Since 1981, the economy began to weaken and the government could no longer afford the cost of
over−staffing. A declining trend can be seen in the movement of real wages for the public service sector. Due
to a rising wage bill and the struggle of the government to maintain full employment the wage bill was divided
among a growing labour force. So real wages declined in the government and public manufacturing sector in
the eighties if compared with the seventies. This increased the risk of labour market related poverty for
workers in the government and the public enterprises.

The private sector in the agriculture, construction manufacturing service sector and the public construction
sector showed an increase in the real wage in 1987 if compared with 1973, but a general decline occurred in it
with the tight resource situation at the macro level beginning in the years 1983, 1984 and 1985 as seen from
Table 23 and Figure 19.

Effects of Adjustment Policy on Incomes

From our point of view incomes and wages will be affected by the adjustment policies in Egypt and the reform
at the macro level, which finally will affect the demand on food and health services as well. This may be
investigated by studying the income effects of the agricultural policy reform for rural and urban households
and the effects of the adjustment policies on the employment opportunities and thus the rate of growth in

60



wages.

Figure 19. Real Wages (1973 − 100)

Source: World Bank, Poverty Alleviation and Adjustment in Egypt, Main Report, 1991

Income Effects of the Reform in the Agricultural Policy

In an attempt to estimate the likely impact of agricultural policy reform one can make use of the results of the
extensive study of Dethier (1989). In this study, income effect of price intervention for rural and urban
households are estimated.

In rural areas five household categories were analyzed: (1) landless households; (2) land holding households,
farm size (0 to 1) feddans; (3) land holding households farm size (1−3) feddans; (4) land holding households,
farm size (3−5) feddans; (5) land holding households, greater than 5 feddans.

All the results are presented in terms of the percentage change from the actual level of real incomes as shown
in Table 26.

Data in Table 26 show that real income of landless households was higher than what it would have been if
there had been no direct government price intervention. For landless rural households, exchange rate and
trade have accentuated the welfare gains, or dampened the losses injured through direct price intervention.
The negative impact on farm incomes of price policy was significant because of high world prices for traded
agricultural products. Significant differences in welfare losses may be found among farms of different sizes.
These differences are attributable to differences in cropping pattern as seen in Table 27.

Income Effects for Urban Households

Real incomes of urban households are affected by agricultural price intervention in the short run through a
change in their consumer price index.

Table (26)

Effect of agricultural pricing policies on the real income of landless households.

Period Average Direct Effect Total Effect

1973 − 79 16.4% 27.9%

1980 − 85 13.7% 31.0%
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SOURCE: Dethier (1989) P. 137.

NOTE: A value of say 10% indicates that, with interventions on prices of cotton, rice, wheat,
maize, and sugarcane, real incomes are 10% higher than what they would have been, if
prices had been at their border price equivalent with the exchange rate measured at official
(direct effect) or at equilibrium (total effects).

Table (27)

Effect of Agricultural Pricing Policies on Real Incomes of Farm Households

Farm
Size

Direct Effect Short
Run

Average

Total Effect
Effect on Income

0−1 1−3 3−5 >5 0−1 1−3 3−5 >5 Ave

1973−79 −25.7% −38.3% −45.4% −46.5% −40.4% −50% −59.6% −60.9% −60.9% −53.45%

1980−85 −10.1% −22.7% −29.7% −30.6% −24.7% −28% −41% −50% −52.8% −44.25

SOURCE: Dethier (1989) P. 141

It was indicated that urban households have benefited greatly from price interventions. Real urban incomes
have been higher throughout the period than they would have been if there had been no direct government
intervention on prices (Table 28) (Dethier, 1985).

Low−income urban households have benefitted more from government price policy than have high−income
households. The welfare gains are a function of the share of food items in the consumer budget. The share of
wheat products (flour, and bread) alone is 13 percent for poor households, but only 4 percent for rich
households. This explains to a large extent why low−income groups stand to loose relatively more than high
income groups in case of removing price controls and other forms of government intervention in agriculture.

The results in Table 29 indicate that in the aggregate, consumption levels of cereals would have been lower,
and sugar higher, if direct and indirect price intervention had been removed. Negative numbers imply that
consumption would be lower if total intervention was removed and positive numbers indicate that consumption
would be higher. Adding substitution effects to the computations would also modify the results, but probably
not by much (Dethier, 1985).

It should be noted that the elasticities used for wheat and maize are high. Using the LES estimates of Von
Braun and de Haen (1983) that is, −0.13 for both wheat and maize−would yield much smaller aggregate
consumption effects but still the negative effects hold true. Lastly but not least, the results show that the ration
system has a significant effect on income. This income transfer reduces the relative inequality of income by
giving higher proportion shares to the poor. Thus, elimination or reduction of food subsidies and rationing
system will hurt the poor segment of the population. The IFPRI and the Institute of Planning household survey
conducted in 1981/82 revealed that urban residents obtain an annual transfer of L.E 17 per capita from
subsidized wheat products, while rural residents obtain more than LE 12 directly from government channels
and an additional LE 5 or 6 through the open market channels.

The relation of income and calorie deficiencies reported in Alderman and Braun, as well as the moderately
high income elasticities for calories in Egypt (about 0.2 overall and about 0.4 for the poorest quartile) are
evidence that the calorie deficit population would increase if the current income transfers and price subsidies
were removed.

With Respect to Employment Opportunities as one of the determinants of income levels and its rates of
growth, one may argue that they will be directly affected by the reform policies, especially in the public and
government sector. The effects can be summarized as follows:

− Employment guarantee policies in the public economic enterprises since 1981 created a
tight formal labour market.
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− A net decline in the size of labour force in the industrial public sector, in the years 1982/83
and 1984/85 was noted. This trend is assumed to be prevailing in the late eighties with the
application of reform policies (Nassar, H., 1989).

− A general decline in the rate of growth of employment in the public industrial sector from
3,6% on average for the period 1966/67−1974 to (−0,6%) over the period 1982/83−1984/85
was detected (Nassar, H., 1991).

− A general decline occurred in the rate of growth of employment in the government sector
from 16.8% on average over the period 1982/83−1984/85 to 7,9% on average over the period
1985/86 − 1986/87. This declining trend will not be compensated by the encouragement of
the industrial private industrial sector through the privatization wave, due to the relatively high
capital labour ratio in this sector and its low labour absorptive capacity (545 in 1981/82 base
year 1970/71 in comparison to 224.1 for the whole industry) (Nassar H., 1989). The same
consideration may be applied on the investment and joint ventures in Egypt (Nassar H.,
1991).

− An increase in the unemployment rate in the eighties when compared with the seventies
was found (Figure 20).

− A significant decrease in the rate of growth of the wages for employees in the government
sector was remarkable from 11,7% on average in the period 1982/83−1984/85 to −7,2% in
1985 in −5,3% in 1986/87 (El Shura Council, 1987). This trend associated with the increase in
prices must affect the demand on food and the nutritional status.

− The above mentioned implications are applicable on the employees in the formal sector. Its
implications on the employees in the informal sector depends on the different interrelations
between the formal and informal sector which needs a survey study of both markets. (Nassar
H., 1991).

Prices of Food and the Egyptian Ration System and Subsidies

Prices of food in Egypt is difficult to discuss, if we do not take into consideration the changes in the ration and
food subsidy system, which was presented previously.

Figure 20. % OF UNEMPLOYMENT

Table (28)

Effect of Agricultural Pricing Policies on the Real Income of urban households.

Period Direct effect Total effect
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Average

Low
income

Middle
income

High
income

Low
income

Middle
income

High
income

1973−79 37.9% 32.0% 14.5% 71% 60.2% 32.6%

1980−85 53.2% 45.7% 20.5% 114.6% 99.5% 57%

Source: Dethier (1989).

Table (29)

Effects of Total Price Intervention on Consumption (Period Averages, Percentage Change of Actual
Average Consumption)

Period Rice Wheat Maize Sugar

1973−79 −9.7 −18.99 −7.68 0.11

1980−85 −8.69 −20.7 −12.72 1.23

SOURCE: Dethier 1989

Reform in the Subsidy and Ration System

In an attempt to reduce the cost of the ration/food subsidy program in Egypt the government adopted some
measures. The cost containment measures have involved three components: raising ration/subsidy prices,
reducing the number of items included and reducing the quantities subsidized.

Table 24 App. presents recent data on the changes in the prices of rationed subsidized and open market
commodities. The cost of the 1989/1990 ration program is approximately half that of the 1984/85 program
(Kennedy, 1989).

It is important to note that the balady bread price increased by 150% during 1989. As well, the size of the loaf
was reduced from 160 gm to 130 gm, which means an increase in the effective price per calorie purchased by
the households from 0.003 piasters to 0.00% piasters.

The mix of subsidized foods has also changed, maize, beans and lentils are no longer provided at subsidized
prices and the amount of government budget allocated to other food items has decreased.

The Impact of the Changes in the Ration System and Food Subsidy System on the Expenses of a Balanced
Diet

An estimate of the least expenses of a balanced diet for the average Egyptian family i.e. the cost of the
minimum food basket, was conducted by Egypt Nutrition Institute using the price list of food commodities in
1981 (Korayem, 1987). This was reevaluated using the price list of 1984 and 1989 (Hussein 1989). It was
concluded that the least expenses on food of the Egyptian family was raised to a level between 425% for the
urban and 391% for the rural family from 1981/82 to 1989. This rise in food cost is considered too high as
compared to the increase in wages.

The Potential Effects of the Changes in the Ration/Subsidy and the Increase in the Prices of Food

According to (Alderman and Van Braun, 1984), average subsidies per capita per year amounted to L.E 29.6 in
urban areas, and to L.E 19.7 in rural areas having access to rationed goods has provided households with
significant income transfers not only from ration system but also from other government controlled food
channels. Most households (93 percent) have a ration card and (95 percent) of households have regular
access to the four rationed goods (rice, sugar, tea, and oil).

The price elasticities in Tables 25 and 26 App indicate that consumers of rice and sugar are not particularly
responsive to price changes. Hence, reduction of the subsidies on these items will decrease both government
outlay and consumer real income but will have only a small effect on total demand. On the other hand, the
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larger price elasticities for balady flour indicate that consumers reduce their consumption of it when its price
rises.

Price elasticity estimates discussed above would support the view that recent increases in food prices might
have per capita cut−backs in the quantities of many food items consumed by households, especially in the
lowest income category of households who are already spending 75 percent of their, income on food. Also
some recent evidence (CRS, 1989), suggested that the majority of households have been decreasing their
food consumption in response to these food price increases.

Effects of the Changes in the Consumer Ration/Subsidy System as well as the Government's Agricultural
Policy

It is expected that all consumers both rural and urban will be negatively affected by the elimination or
reduction of subsidies and the increase in prices.

In the rural areas, live small farmers (less than 1 feddan and landless) will be negatively affected, since they
are purchasers of food. Any increases in income due to the new agricultural policy will be out−weighted by
food price increases. Large farmers should not be hurt as some of the proposed changes in agricultural
pricing policies will benefit them. Increases in price paid to producers for cotton, rice, sugarcane during the
next few years with the removal of farm input subsidies will have a positive net effect on large farmers (Table
30). However, it is important to note that large farmers (> 5 feddans) constitute only 6.5% of all households
(Ministry of Agriculture).

Impact of the Increase in Prices on the Nutrition Status of Egyptians

To predict any impact of the increase in prices on the nutrition status of Egyptians one must examine the
contribution of the food security scheme to the nutrition status of Egyptians. This is clearly depicted in the
results of the study of Alderman and Van Braun (1984), Following results are of major importance:

− The ration system contributes with 19% and 15% sources of calories for the lower income
categories in urban and rural areas, respectively.

− Flour and bread (the major subsidized items) represent 49% and 42% of the calorie intake
sources for the lower income categories in urban and rural areas, respectively.

− The lower income categories in urban and rural areas have a calorie intake (2343 and
2798) far below the average for the highest income category (3174 and 3149) in urban and
rural areas respectively.

Table (30)

Food Security Winners and Losers from changes in consumer and Agricultural Producer Policies.

Rural Areas Urban
Areas

Landless laborer −

Small farmer (< 1 feddan) −

Medium farmer (1 − 5 feddan) 0 or weakly (−)

Large farmers (> 5 feddan) +

Lowest Quartile −

Second Quartile weakly
(−)

Third Quartile 0

Fourth Quartile 0
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Source: World Bank Poverty Alleviation And Adjustment In Egypt. Report no. 8515−EGT
Washington D.C: World Bank, 1990 P 107.

Thus one may conclude that the increase in the prices of food will sharply disaffect the nutrition status of the
poor categories by firstly reducing their real incomes and secondly by increasing the prices of the major
sources of calorie intake for the poor (flour and bread).

The result is rather dangerous if we take into consideration that poor families are spending 63% and 48% of
their budget on food.

Behaviour of Families as result of Rising Food Prices; (Current Consumption (Food) vs Future Consumption
(Health))

Households, as experiences in many other countries have shown, are expected to attempt to counter the
effects of the increase in prices. One such coping mechanism is substitution among food items in the diet
towards cheaper calories (Andersen, 1988). One should note that the adaptation is not possible for the lowest
income urban household since they are already spending about 75 percent of their income on food.

In addition a study was conducted by the Nutrition Institute on 100 households from each of Cairo, Assyut and
Beheira governorates to discuss the behaviour of families as result of rising food prices (Hussein, 1989).

The study revealed:

− The rise in income does not cope with the rise in food cost.

− Families resorted to reduction in food and non food items.

− As well as consumption of less expensive foods to substitute more expensive ones took
place without considering the nutritive value, both quantity and quality of the diet was
compromised.

− All members of the family were affected by reductions in quantity and quality of the diet

− The higher the level of education within the HH, the higher was the sum of expenditure on
food.

− Within the group with the least per capita income; 25% of labourers stopped consuming
meat completely while 50% of farmers stopped getting vegetables for cooking. More than
80% of families in this quartile reduced the amount of meat irrespective of the kind of
occupation.

From our point of view the most important implication of all previous changes on the behaviour of the
households is the substitution of current consumption at the expense of future consumption (human
investment such as demand on health services for the children). The increase in the living expenses in Egypt
as indicated through the trend in price indices in Table 27 App. will lead to a rise in the marginal cost curve of
human investment (demand on health services). Meanwhile the decrease in the incomes of the household will
lead to a decrease in the marginal benefit curve of human investment (demand on health services) from Q1 to
Q2 in Figure 21 (Sirageldin et al., 1990).

Food Consumption and Intake

The end result of the different policies and programs influencing demand and supply of food is the pattern of
food consumption and intake.
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Figure 21

Data on food consumption and intake can only be obtained through food consumption surveys. In this respect
3 national surveys will be referred to as well as 2 valuable longitudinal studies (Aly et al., 1981; Moussa, 1987;
Abdou and Moussa, 1975; Galal et al., 1987). Summary information about these 4 studies is presented in
Table 28 App.

Dietary Pattern and Habits

In a national study by the Ministry of Health (MOH), Health Profile of Egypt (HPE), (Health Interview Survey
"HIS", 1978−1984), the following dietary pattern was stated (Moussa, 1987): (Figure 22).

− The group of starchy foods and cereals (mainly bread and rice) is consumed by more than
99 of all categories of population. Both were highly subsidized by the state and are subject to
one or several price increases.

− In rural areas higher percentage of population consume dairy products, fresh vegetables
and tea while all other food groups are consumed by higher percentage of population in urban
areas; particularly meat, poultry or fish group and fruits (fish is least consumed within the
group). Thus urban residents receive a higher proportion of subsidized meat, poultry and fish.

− The difference in quality of diet was minimal by age and sex.

− Change of quality of diet with occupation implies also changes with socio−economic status.
It was shown that starchy food and cereals and drinking tea was highest consumed by
farmers and labourers. With the higher scale of occupations; scientists and professionals
there is higher consumption of better quality or more expensive foods as eggs, meat, poultry
or fish as well as fruits.

− Energy food supply contribute with more than 60% of energy intake of pregnant and
lactating females and reached 80% during spring at the expense of tissue building and
protective foods. However tissue building foods contribute with about a quarter in all seasons
and give lower shares in spring (Moussa, 1988).

− On the other hand, a distinct feature of the toddler diet is the high ratio of vegetable to
animal sources of energy (89.7%). This vegetarian nature of toddlers diet may explain the
poor digestibility and low bioavailability of protein as revealed by a nitrogen balance study.
Apparent protein digestibility was 55 ± 13 and apparent net protein utilization was 24 ± 14
(Moussa et al., 1988).
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Figure 22. PERCENTAGE OF POPULATION CONSUMING DIFFERENT FOOD ITEMS IN A 24−HOUR
PERIOD IN DIFFERENT AREAS

Source: Health Profile of Egypt, Dietary Habits (Moussa, 1987)

Moreover the National Food Consumption study (NFCS) conducted on 6300 HHS during 1981 (Aly et al.,
1981) as well as HPE − HIS (Moussa, 1987) revealed certain dietary habits differences between urban and
rural which can be summarized as follows:

− Type of bread consumed differs in urban and rural areas. In urban areas 93.3% of HHs
consume wheat bread while the corresponding figure in rural areas is 67.1%.

− Type of sweets consumed still differ in urban and rural areas. Urban HHs consume more
jam and rural HHs consume more molasses. Molasses mixed with tehineh (sesame butter) is
a popular dish and of high nutritive value.

− More urban than rural HHs consume frozen meat (25.3% and 3.6%), canned meat (15.8%
and 1.4%) and frozen fish (33.9% and 21.6%), respectively. As previously mentioned the
subsidized items from this food is more available in the urban areas. These differences reflect
rural/urban differences in socio−economic status as well. The question that is raised now is
what is the impact of the previous pattern of consumption on nutrient intake.

− Finally, it was noted that percaput intake of subsidized animal foods per day constitute 10%,
11%, 20% and 2% for meat, poultry, fish and eggs, respectively. The share of urban residents
in the subsidized food was almost seven times for meat (frozen) nine times for poultry
(frozen), five times for fish (frozen) and 5 times for eggs (Table 29 App.) (Aly et al., 1981).
This means that subsidized animal food was inframarginal which is not the case for bread and
flour.

Adequacy of Egyptian Diet

Quantitative adequacy is indicated by the capability of the diet to satisfy energy needs of the individual
presented by percent of the recommended dietary allowances of energy "% RDA". Qualitative adequacy can
be measured by the capability of the diet to satisfy protein and other nutrient RDA of the individual.

From the NFCS (Aly et al., 1981), it is shown that 63.7% of fathers and 67.0% of mothers get 100% or more of
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their RDA of energy, while 78.4% of fathers and 81.8% of mothers get 100% or more of RDA of protein. It was
noted that inadequacy is more in energy than protein which applied also to dependent family members 2−18
years old. A larger proportion of fathers are deficient in energy and protein than mothers with energy
deficiency more prominent. Energy and protein deficiency is more prevalent in urban than rural areas. Those
who got 100% or more of their energy RDA were 57.4% of fathers and 63.0% of mothers in urban areas, while
the respective figures in rural areas were 72.1% and 74.9%. Regarding protein adequacy; 76.2% of fathers
and 81.9% of mothers in urban areas got 100% or more of their RDA while the corresponding figures in rural
areas were 81.4% and 81.7%.

Some more detailed information was derived from the CRSP which was conducted in 1984/1985 in a rural
community (Moussa et al., under publication). Results are means of four seasons. Quantitative adequacy of
the diet, indicated by % RDA of energy > 90; covered almost 40% of the four targets; father, mother, schooler
and preschooler. Severe energy inadequacy of the diet indicated by, < 60% RDA was least among mothers.
Minor and moderate energy inadequacy of the diet (% RDA 60 − < 90) was prevalent among almost 40% of
the targets. Over−intake of energy (> 110% RDA) ranged from 10.4% for schoolers to 16.1% for fathers,
18.7% for mothers and 21.7% for preschoolers.

Protein inadequacy of the diet is much less than energy inadequacy except in preschoolers (18 − 30 months)
of whom 45% have % RDA of protein less than 90. This may be explained by surplus consumption of bread
(protein source) by the other 3 targets. Due to diversified sources of protein and resulting essential amino acid
supplementation, there is no protein quality problem in the Egyptian diet. Iron inadequacy of the diet is
maximum among mothers, almost two thirds of mothers consume iron not enough to satisfy 90% of the
specified RDA (WHO, 1974 and 1989). Almost one third of preschoolers get less than 90% of their RDA of
iron. Less than 5% of fathers and almost 10% of schoolers get diets inadequate in iron. Almost 20−30% of the
four targets satisfy their Vitamin A RDA. However, Vitamin A deficiency is not a public health problem in
Egypt. Meanwhile only 30−35% of the four targets satisfy more than 90% of their RDA of riboflavin.

Contribution of Some Selected Food Groups to Total Percaput Energy and Protein Intake Per Day

Cereals are the main contributors of energy (61.2%) as well as protein (54.9%) intake per day in Egypt.
Cereals together with legumes supplying about 65% of total energy and 62% of total protein intake per day
can provide an ample amount of dietary fibers which is desirable for prevention of diet related non
communicable diseases. However, energy derived from sweets and sugar (empty calories) is almost double
the cut−off point recommended by WHO for prevention of diet related chronic non communicable diseases;
21.4% against 10% (WHO, 1990). All animal products provide 8.2% of total energy intake and 27.7% of total
protein intake. Although contribution of animal protein to total is much higher than 20 years before when it
used to be less than 10%, yet this level is still much lower than developed countries.

Nutrient Intake and Variation with Different Factors

The nutritive value of the average percaput daily diet as computed by different methods in Egypt is shown in
Table 31. Dietary history during a month and 24 hours recall give data of food consumption while Food
Balance Sheet and Ministry of Supplies estimates give figures of food availability.

Energy intake per capita per day is around 3000 Kcal which is comparable with developed countries. Total
protein is around 90 gm per day which more than average requirement. However, the figures for animal
protein intake per day are almost double as computed by consumption studies when compared with
availability figures. The difference is most probably due to home produced poultry and dairy products. Actual
figures for animal protein consumption are much higher than 20 years before. Increased consumption of
animal protein sources refers also to increased consumption of saturated fat with increased risk of
cardiovascular disease "C.V.D".

Variation in Energy and Protein Intake with Geographic Area

Clearly indicates the urban/rural socio−economic differences as represented in the "Strategy of Development
from Above". Energy intake is almost near 3000 Kcal and is slightly higher in rural sector than urban.
However, animal protein is much higher in urban than rural sector; 29.2 and 19.6 gm respectively Table 32.

Food consumption both from the quantitative and qualitative point of view varies in different governorates
representing Upper and Lower Egypt as well as metropolitan areas of different socio−economic status, which
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was previously discussed. Upper Egypt (Sohag) had 23.7% of its HHs at the lowest level of percaput energy
intake per day (less than 1500 Kcal). Alexandria a metropolitan had the least proportion of HHs at this low
level (9.8%). At the highest level of percaput energy intake (more than 3000 Kcal per day), Alexandria got the
highest proportion of HHs (42.6%). Still Sohag has the lowest proportion of HHs (18.7%) at this level. Around
50% −60% of HHs of all governorates in the sample had percaput energy intake within 1500−3000 Kcal per
day.

Regarding the level of animal protein intake, Sohag (Upper Egypt) had the highest proportion of HHs (56.3%)
at the lowest level (less than 10 gm per day). At the other end of the spectrum, Cairo a metropolitan had the
greatest proportion of HHs (54.2%) at the highest level of animal protein intake; 30 gm per day and more.
Almost 20−35% of HHs of all governorates had intermediate level of animal protein intake; 10−30 gm per day.
Animal protein is a sensitive indicator of the quality of diet on which depend bioavailability of iron and other
micronutrients (NFCS, Aly et al., 1981).

Variation With Physiological Status

In the CRSP study pregnant females were followed up monthly from fourth month of pregnancy till delivery
then lactating mothers were followed up for 6 months (Galal et al., 1987, Abdel Ghany, 1986).

Moreover, about 50% of lactating mothers got energy not satisfying the recommended dietary allowances
"RDA". A minority, about 12%, got less than 80% of RDA of protein. All lactating mothers got less than 60% of
their RDA of calcium. Almost 90% got less than 60% of their iron RDA.

Variation with Income

In the National Food Consumption Study (NFCS) (Aly et al., 1981), as in many other surveys, a positive
relation was observed between income and both quantity and quality of the diet as seen from Figure 23 and
24.

Table (31)

NUTRITIVE VALUE OF THE AVERAGE PERCAPUT DAILY DIET AS COMPUTED BY DIFFERENT
METHODS IN EGYPT

Method Energy (KCAL) Protein (GM)

Total Animal

Dietary History During a Month 3306 107.6 26.7

24−Hour Recall and Sample Weighing 2922 86.1 23.3

Food Balance Sheet 3341 91.5 12.5

Ministry of Supplies 3906 102.0 13.6

SOURCE: National food consumption study, N.I., (Aly et. al, 1981)

Table (32)

Nutrient Percaput Intake Perday in Egypt (Household Food consumption in 24 Hours)

Energy KCAL Protein (GM)

Total Animal

Total Urban 2742 87.7 29.2

Total Rural 2985 84.1 19.6

Total Sample 2843 86.2 25.1

SOURCE: National food consumption study (NFCS), Egypt. N.I.. (Aly, et. al., 1981).
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Figure 23. Percentage Distribution of Households by Income and Energy Intake

Developed from: NFCS of Egypt, N.I.. (Aly et. al., 1981).
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Figure 24. Percentage Distribution of Households by Income and Animal Protein Intake

Thus, the high incidence of poverty in Egypt, the tight labour market and the high rate of unemployment clarify
the low level of the quantity and quality of the diet for a significant group of the population.

Variation with Education

With lower levels of education of the family head, there is also lowered quantity and quality of the diet in the
NFCS (Aly et al., 1981). In households with illiterate fathers 22% have percaput energy intake below 1500
Kcal per day and 43.7% have percaput animal protein intake below 11 gm. However with university graduate
fathers these percents are 7.8% and 9.8% respectively. The relation is also valid with mothers education.
This, associated with the level of illiteracy for men (37.8%) and women (61.8%) clarifies the inadequacy of the
Egyptian diet for a significant population size.

Variation with Family Size

With smaller family size the percaput intake of both energy and animal protein is higher than percaput intake
in larger families (Aly et al., 1981). Figures 25 & 26 are developed from the NFCS and clearly illustrate this
fact. The national figure for the average household family size was 5 in 1976 and 4.9 in 1986. This finding
calls for extra efforts in the areas of family planning.

Infection in Egypt

Infection is one of the determinants of nutrition and health status of Egyptians. Diseases affecting the
Egyptian population are:
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Parasitic Diseases

The relation of parasites and malnutrition was studied in the Health Profile of Egypt "HPE" Health Examination
Survey "HES" (Moussa, 1988a). In general there is a positive relationship between parasites and malnutrition.
Urinary bilharziasis was highest among the group of third degree undernutrition. This may point to the effect of
ecology and quality of life on both the prevalence of parasites and nutritional status. Ancylostoma is still of
highest prevalence in the group of third degree undernutrition. Ascariasis was highest among the group
affected by obesity, which points to more exposure to infection with more consumption of food. Amebiasis was
of lowest prevalence among the group of normal weight for age.

However, the general trend in Egypt is that parasite load is getting lower in the last decade, particularly
ancylostomiasis and bilharziasis.

Gastro Intestinal Diseases

Although the incidence of intestinal diseases is on the decline still infection exists all over Egypt. Diarrheal
diseases present one of the most important health problems in Egypt. Lack of potable water, insufficient
refrigeration, lack of sanitary control of slaughter houses, presence of flies and improper disposal of wastes
and refuse keep the incidence of these diseases very high.

However, Figure 3 indicates an on going declining trend in the mortality rates through diarrhea in the eighties,
if compared with the seventies.

Figure 25. Percentage Distribution of Households by Family Size and Energy Intake

Developed from: NFCS, N.I., Egypt (Aly et. al., 1981)
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Figure 26. Percentage Distribution of Households by Family Size and Animal Protein Intake

Developed from: NFCS, N.I., Egypt, (Aly et. al., 1981).

Diseases of Infancy and Childhood

Beside infantile diarrhea, there are other diseases, such as measles, mumps, whooping cough, chicken pox
and german measles, which occur with moderate incidence but frequently in epidemic forms. Official
registration data show a declining trend in all these diseases, though there are some under−reporting. Other
diseases that have declined lately in occurrence and are subject to control campaigns are typhoid, malaria,
trachoma, tuberculosis. In spite of serious effort and better care at the maternal and child health centres and
units, trachoma is still prevailing in relatively high rates in rural areas.

Acute respiratory diseases such as pneumonia and bronchitis were reported to be major causes of death in
Egypt.

Other diseases that are subject to increasing control by Ministry of Health (MOH) is cholera, leprosy, hepatitis
and tetanus. Rate of prevalence of leprosy is estimated by 4.1 per thousand and is relatively high in Upper
Egypt Poor sanitary conditions, overcrowding and inadequate nutrition is responsible for maintaining
tuberculosis still a serious problem especially among the underprivileged groups. Unsafe water supplies
especially in rural areas and urban slums lead to increasing infections by typhoid, paratyphoid and infective
hepatitis. Anemia is widespread among school children. Table 33 reveals a declining trend in the incidence
rate of several diseases.

Table (33)

Incidence Rate of Some Disease in Egypt (per 100,000 inh.)
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Disease 1980 1988 1989

Diphteria 0.8 0.2

Pertussis 0.1 0.01

Tetanus (Ages Unspecified) 10.8 10.1

Neonatal (per 100,000) 315 187.6

Poliomyelitis 0.8 0.3

Measles 2.0 7.8

TB 3.9 2.8

Bilharziasis 19.7 (1983) 15.8

SOURCE: WHO, EMRO and Department of Health Information and Statistics, MOH Egypt,
1991.

Two main categories of diseases are growing in importance in Egypt, although there are no sufficient data
about their rate of prevalence:

Chronic diseases such as rheumatic heart disease, coronary heart disease and cancer are
serious diseases leading to death.

Environmental diseases grew in importance and the government since 1969 initiated new
controls on industrial pollution especially in the control of waste water effluents from municipal
sewers and industrial plants and in the control of solid waste disposal.

As all other variables, infection is influenced by different policies and programs, such as the health policies,
the economic and political policies, government expenditure, government borrowing, cost recovery programs
in the health sector, as well as health and environment interventions.

Health System in Egypt

Health policies in Egypt over the seventies and eighties were influenced by the political and economic
situation. As a constitutional responsibility of the government all citizens in Egypt are assured to have a
comprehensive health care through the national health care system provided to them for a nominal
registration per contact. The Egyptian government attempts to meet her responsibility towards the health of
the people by operating a national health care system which comprises three main sectors, the government
sector, the public sector and the private sector. Figure 27 represents the health services in Egypt. The
Ministry of Health (MOH) is the main provider of health services in Egypt and is the only provider of health
services in rural areas as well as the only institution responsible for the provision of preventive health care in
Egypt. 63.5% of all hospital beds in Egypt in 1989 are MOH hospitals. If we add to this percent the teaching
hospitals' beds, the ratio will increase to 70.01% (MOH, 1989). The MOH system is relevant to the
government structure. Health care in Egypt is provided at three levels the central (national) governorate and
the village level (Figure 28). Throughout the whole system there are no referral requirements, the individual
can request health care at any government facility he chooses.
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Figure 27. Health Services in Egypt
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Figure 28a. M.O.H Services

Figure 28b. Village Hospitals

It is important to note that the spread of free health services in the sixties in Egypt was one of the goals of the
political regime in Egypt, as shown in part two. The changes in the health policies in Egypt over the seventies
and eighties had several implications on the health priorities in Egypt and implicitly affected the health status
of Egyptians.

Health Policies and Priorities in the Seventies and Eighties

In the sixties and seventies high priority was given to the accomplishments of large scale projects. The early
sixties witnessed a large campaign to construct new general hospitals, chest diseases hospitals, the Institute
of Nutrition and other institutes. In the mid seventies a reconstruction effort was initiated to renovate all public
hospitals.
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Thus, the Egyptian health system was mainly considered curative oriented and physician oriented, despite the
fact that the major health problems in Egypt are mainly endemic and amenable to protection rather than to
curative action. This fact was responsible for the relatively low progress in the eradication of many
communicable diseases, such as diarrhea before the mid−eighties.

Moreover, the primary health care approach in Egyptian health plans and policies before the eighties took a
comprehensive approach (mass programs) to establish widespread centers and units all over the country
offering basic health care. Only in the mid eighties the MOH changed its policy and chose a selective
approach towards major health problems by emphasizing selective programs affecting target groups, such as
diarrhea and immunization campaigns. From our point of view the latter change in health policies had a
positive effect on the health status of targeted population, as seen from infant mortality rates.

In addition health planning in Egypt in the sixties and seventies has been based on a rough measure using
projected population growth for estimating the size and number of buildings to be constructed. This kind of
planning does not deal with such possibilities as changes in the organization and delivery of health care. In
addition the population might be changing by the composition of its age structure and sex ratio. Children till
the age of five have a much higher incidence of illness. This is why the change in the health priorities since
the mid−eighties towards targeted programs favouring infants and children had several positive impacts.

Due to the curative oriented system and the relatively high capital intensity, imbalances between resources
and needs emerged, which resulted in an increase in population exceeding the increase in physical
resources, so that neither coverage nor utilization could be achieved. This is manifested in the trends of health
expenditure, bed/population ratios in the eighties if compared with the sixties and seventies.

Another factor which may explain the relatively low health levels in upper Egypt and especially rural upper
Egypt is the geographical inequality in the distribution of health services (Table 33). This is again a result of
relatively limited resources and the expansion of mass programs in the sixties and seventies to achieve a
coverage goal. The public health system in the sixties and seventies in Egypt is a low quality and poorly
targeted program, designed to provide curative medicine for urban areas rather than simple preventive care
for target groups and areas such as Upper rural Egypt.

Since the mid eighties health policies in Egypt witnessed major changes shifting from emphasizing free
services for all the population to support the approach of introducing charges in the governmental curative
health care facilities. This led to the adoption of two main programs.

Social Health Insurance (Badran, A., 1989) was extended to cover all populations and the
number of facilities available for beneficiaries was increased.

The enhancement of a cost recovery program. The goal of this program is to achieve self
sufficiency in fifty MOH profitable operation of 90% of project supported private medical
practices, increase availability of pre paid health financing schemes such as insurance and
health maintenance organizations, improve cost effective services available for 2,5 million
users of the Health Insurance Organization and the Curative Care Organization (USAID,
1988). At this stage, it is important to note that the rationalization of public expenditure
reflects both: the changes in the economic and political environment towards liberalization
and privatization since the mid eighties − as well as the tight resource situation and the
relatively high budget deficits and trade balance deficits, as indicated from Tables 13 and 14.
Thus a sharp decline in the total expenditure as percent of GDP occurred since 1983/84
which was also reflected on the expenditure in the health sector. Moreover the growing
external debt burden and the significant resource gap that was previously discussed
necessitated the attempt to depress public expenditure and the search for cost containment
projects in the public health sector.

Effects of the Changes in the Health Policies Over the Seventies and Eighties on the Health Sector

Imbalances between Declining Fiscal Measures and Growing Health Care Needs and Costs

Due to the limited size of resources health expenditure as a ratio of total public budget declined from 8% in
1970/71 to 2% in 1984/85 as indicated in fig 29. This declining trend is apparent also in the ratio of health
expenditure to GDP which declined from 1.3% in 1970 to 1% in 1988/89 (Figure 30).
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However per capita health expenditure on health services declined in real terms in the period after 1980/86
compared with the increase in this indicator in the seventies. Table 34 reveals a significant difference between
health expenditure per capita in real terms and in monetary terms.

Concerning physical and human inputs there is a general decline in the beds/population ratios in the eighties,
in comparison to the ratio prevailing in the seventies as indicated from Table 35.

However, the distribution of health manpower/population does not show the same trend. The data of health
manpower show the substantial investment in health manpower training programs undertaken by the Egyptian
government during the past three decades. They also reflect the acceleration of graduate students enrollment
in medicine schools. Despite the obvious increase in health manpower/population, Egypt is still deficient in
some areas of health manpower with respect to quantity of personnel as well as quality especially for health
assistants. The distribution of physicians and nurses among various activities of MOH reveals the low number
of doctors and nurses in school health, maternal and child health and preventive services. Doctors and
nurses, in all rural health services, where 56% of the population live, represent 20% of all physicians and 26%
of total number of nurses in MOH. There is a slight increase in the coverage rate of rural population by rural
health units in the eighties, however the targeted ratio was not achieved (1:5000).

Maldistribution of Health Services

Table 36 chronicles the distribution of health units as well as health personnel, beds by governorates.
Disparities among urban lower and upper Egypt is clear as well as between upper and lower Egypt.

This reflects the Strategy of Development from Above and public policy design as indicated by the PQL1 in
Table 3. All the previous indicators may explain the differences in health and nutrition standards by regions.

Figure 29. M.O.H BUDGET TO GDP
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Figure 30. EXPENDITURE AS % OF THE BUDGET

Table (34)

MOH BUDGET AND HEALTH EXPENDITURE PER CAPITA IN FIXED PRICES (000)

YEAR MOH
BUDGET IN
CURRENT

PRICES

MOH
BUDGET
IN FIXED
PRICES

POPULATION PER
CAPITA
HEALTH
EXP. IN

CURRENT
PRICES

PER
CAPITA
HEALTH
EXP. IN
FIXED

PRICES

RATE OF
ANNUAL

INCREASE
OF HEALTH

EXP. IN
FIXED

PRICES

RATE OF
ANNUAL

INCREASE
OF

HEALTH
EXP. PER
CAPITA IN

FIXED
PRICE

1975 67723 157851 37016 1,83 426

1976 87909 174583 38198 2,3 4,57 10,6 7,27

1977 95092 169504 39183 2,43 4,33 −2,9 −5,25

1978 117417 182610 40192 2,92 4,54 −7,7 4,81

1979 131191 173533 41230 3,26 4,21 −4,9 −7,3
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1980 179462 203471 42289 4,24 4,81 17,3 14,3

83/84 331102 278237 45886 7,22 6,06

84/85 374477 290067 47000 7,97 6,17 4,3 1,8

85/86 402576 208384 48575 8,28 5,52 −10,5 −10,5

86/87 427252 237098 49012 8,47 4,84 −11,7 −12,3

87/88 477284 220719 50355 9,47 4,38 −9,5 −9,5

Calculated from MOH, The Golden Book of the MOH, 1936 − 1986

SOURCE: The Index numbers from the Publications of the Central Agency for Public
Mobilization and Statistics.

Table (35)

Human and Material Resources

1970 1980 1986

Beds/1000 inh

MOH 1.57 1.43 1.29

National 2.14 2 2.00

Physician/1000 5.7 11.8 17.3

Nurses/1000 4.9 7.6 14.7

Pharmacist/1000 1.82 4.34

Rural Health
Unit/Per.

10782 10143

SOURCE: MOH, Department for Information

Table (36)

Geographical Distribution of Health Services

Region Bed/10000 inh Health Expenditure Physician/100000 Nurse/100000

Indicator MOH National 1987/88 1985 1985

Urban Gov. 1,9 2,9 17,596 8,108 7,42

Lower Egypt Gov. 1,3 1,6 11,22 5,25 3,29

Upper Egypt Gov. 1,17 1,45 9,11 5,25 2,8

SOURCE: Calculated from MOH, Department for Status Information, 1990

Low Basic Health Levels

Despite the fact of a significant increase in the primary health indicators as indicated in Table 37 basic health
services are still low (Badran. A. 1988).

Table (37)

Primary Health Care Indicators
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Indicator Ratio % (Year) Ratio % (Year)

% Infants Fully Immunized

− DPT (3 doses) 89 (1981) 86,4 (1990)

− Polio (3 doses) 69 (1981) 87 (1990)

− Measles 66 (1981) 86 (1990)

− BCG 78 (1981) 87.8 (1990)

% of Pregnant Women
Given Tetanus Toxoid (2
doses)

10 (1981) 49 (1988)

% of Pop. Receiving Health
Care by Trained Period

− Pregnant Women Total 40 (1982) 52 (1988)

− Urban/Rural 44/37 (1982) 68/42 (1988)

% of Pregnant Women
Delivered by Trained
Personnel

− Total 21 (1978) 35 (1988)

− Urban/Rural 47/5 (1978) 56/19 (1988)

In Institutions:

− Total 11 (1978) 24 (1988)

− Urban/Rural 22/2 (1978) 40/11 (1988)

SOURCE: WHO/EMRO and Department of Statistics and Information, MOH, Egypt, 1991.

Poor quality of care, as measured by inaccurate diagnosis and unfruitful treatment was perceived as a
problem of health facility users. Physicians try to shift patients to their private practice. A recent
comprehensive evaluation of rural health services in 1987 found that 30.7% of all pregnant women received
ante−natal care. 22.4% of all deliveries were performed in the rural units. The stated reasons for community
under utilization of health units (2%) in rural areas was due to drug shortage; physician attitude; inaccurate
diagnosis; unfruitful treatment; inadequate waiting area (Nagaty et. al., 1986). On the contrary tertiary level
hospitals have acquired the public's confidence, while government secondary hospitals operate on a tight
budget.

Low Incentive System

Low pay and incentive system lead to the following results:

− unfilled capacities in training nursing schools, low average quality in some categories of
health assistants, short working lives for nurses and a definite shortage of nurses relative to
physicians;

− low pay in government services, coupled with high rates of earnings available in private
practice affects incentives for high performance in government services;

− Lack of management, supervision and discipline make the public system unable to redress
the low job performance of government health workers stemming from poor training, lack of
complementary supplies and low pay.
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Main Health Interventions

From our point of view health interventions are recently basic components of the national health delivery
system. Main health interventions are stated below:

National Control of Diarrheal Disease Program "NCDDP"

Control of diarrheal diseases has long been a concern of the Egyptian MOH. One major step was taken in
1978 when the MOH began to distribute ORS to its health units. Another step was taken in 1982 with the
establishment of NCDDP which began pilot activities in Alexandria Governorate in 1983 and has began full
national activities in March 1984. The National Diarrheal Disease Control Program officially started in
September 1981, with collaborative funding from Egyptian Government and US−AID. The program continued
for 10 years to be institutionalized from first of October 1991 as one department of Ministry of Health "MOH"
carrying out the same activities as NCDDP.

The Specific Objectives of the Program Were

− to reduce mortality, due to diarrhea, of children less than five years of age by 25% in a five
years period;

− to raise proportion of mothers oriented about oral rehydration therapy "ORT" to 90% and
perception of correct use of oral rehydration solution "ORS" to 75%;

− to ensure treatment of at least 50% of acute diarrhea cases in the MOH units through ORT.

Major Achievements of NCDDP

− Impact on Knowledge, Attitude and Practice "KAP" of Mothers Regarding Diarrhea
Management was evident

− Through targeted field studies it was found that percentage of mothers who used ORS in
treatment of diarrhea was 17% during 1980, 37% during 1983 and reached 79% during 1990.

− Percentage of mothers who stopped breast−feeding during diarrheal episode was 58%
during 1980, 41% during 1983, and reached 5% during 1989. This is expected to be of major
impact on improvement of nutritional status of children less than two years of age.

− Percentage of mothers who can mix ORS correctly was only 12% during 1983, while during
1988 it reached 88% (NCDDP, 1991 and Nagaty, 1988).

Impact on Cases of Severe Dehydration Among Children

In the pediatric hospital of Azhar University in Cairo there was 71% reduction of cases of acute dehydration
from 1984 to 1990. In Al Shatby pediatric hospital of Alexandria University hospital reduction reached 75%
from 1983 to 1990.

Impact on Infant and 1−4 Year Child Mortality Due to Diarrhea

From year 1984 to 1989 there was a tremendous reduction in infant and 1−4 year child mortality in general
and due to diarrhea in particular where reductions reached 65.4% for infants and 72.9% for children Figure 3.
Since 1985 acute respiratory infections "ARI" has become the main health problem. Reductions in mortalities
due to diarrhea are expected to be associated with improvement in nutritional and health status of infants and
preschool age children.

83



Child Survival Project (CSP)

The MOH started the (CSP) in 1986 and is on going for at least 9 years. A national goal of universal child
immunization (UCI) by July 23, 1987, was adopted. This was the first component of the CSP. A national
survey carried out in November 1987 by WHO, UNICEF & MOH showed that Egypt has reached its 80%
target in all antigens except BCG (tuberculoses) and measles. Comparing the coverage rates from 1984
survey, there was a considerable rise in coverage even in BCG & measles.

A tetanus toxoid campaign during November and December 1988 was designed targeting 1 million 3−9 month
pregnant women. Those who received the second dose were 82%. The campaign was successful due to the
ability of television to diffuse such messages. Another successful national campaign for tetanus toxoid was
carried out during November and December 1989, again targeting 1 million pregnant women. Both campaigns
raised awareness as well as coverage.

During 1990 Egypt vaccination coverage survey was conducted. The results showed that the fully immunized
children were 76.4%, partially immunized 21.0% & non−immunized were 2.6%.

The 1990 survey provided for the first time measurement of those children who according to the dates on their
vaccination cards, received the necessary doses of vaccine before their first birthday. Those figures are: BCG
86.1%., OPV3 83.8%., DPT3 83.3%., Measles 78.4%.

Acute Respiratory Infection (ARI) Control and Prevention

This project is the second component of the Child Survival Project.

Its objectives are:

1. To reduce infant and child (under 5 years) mortality due to acute respiratory infections by
20% through early detection and proper management of acute respiratory infections.

2. Prevention of acute respiratory infections among children.

Still, it is difficult to evaluate the results.

Child Spacing: (3rd component of the Child Survival Project)

Objectives:

1. reduction of maternal and child mortality;
2. reduction of maternal morbidity;
3. promotion of MCH services;
4. raising health awareness among women for practicing child spacing.

Nutrition Component

Its objectives is to deliver nutrition services routinely at all PHC units all over the country to the target groups,
by appropriately trained personnel as part of the institutionalized integrated program. By the end of the project
span, prevalence rates of different forms of malnutrition should be reduced at least by 50% e.g. PEM & iron
deficiency anemia.

Human Resources Development and Training

Beside nutrition training of the health team included in many projects of MOH, the Nutrition Institute "N.I", in
collaboration with WHO conducts short training courses on different vital components of nutrition in PHC. The
trainees include different levels of MOH personnel central, governorate and peripheral levels as well as
different qualifications; physicians, dictations and nurses.

Other Health Projects with Nutrition Implication

Family planning activities have been intensified during the 1980s. Educated and working mothers are the
sector who benefitted most. Reducing family size as well as child spacing are expected to have positive effect
on nutritional status of both mothers and children.
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Strengthening Rural Health Services as well as Development of Urban Health Delivery System Projects with
combined funding for Egyptian government and USAID were implemented during the early 1980s. Both
projects included upgrading of PHC units including supply of weighing scales and growth charts for growth
monitoring. In the Development of Urban Health Delivery System Project training kitchens were also
established in model health centres in Cairo and Alexandria. Both projects activities included nutrition training
of the health teams with resulting improvement in the nutrition component of the PHC system.

The Urban Delivery System Development Project established a Centre for Social and Preventive Medicine
"CSPM" which is located in the premises of Pediatric hospital of Cairo University and operated by the
Pediatric Department, Faculty of Medicine. CSPM has started its activities in the late 1980s with a well
established nutrition component. It is a model training centre for the different specialties of the health team.

Finally, there is a public awareness of the importance of nutritional and health problems which was indicated
in the First National Workshop on Food and Nutrition Surveillance that was held in May 1990.

Family Health History (Caring Capacity)

Family health history is considered as one of the basic determinants of health and nutrition status. In this
concept several factors play a role such as: caring capacity, child spacing, women's role, nutrition related
interventions. Different programs and policies are relevant in this category like educational policies, family
planning policies, nutrition intervention programs and health education.

Tradition

In general women in Egypt have equal rights with men in the educational field and employment rights.
Moreover Islamic women (the greatest share of women population) have dependent financial and property
states. As woman in Islam can keep her family name after marriage, she can be a guardian over minors and
can bring legal suit without the approval of her husband. However, all previous factors did not change the
traditional image of women in Egypt, who are in a low subordinate status especially in rural areas, in
comparison to men. This is because of the following factors (Sayed, 1988):

− the husband's power in divorce and in custody over the children;
− the unequal female inheritance and testimony in comparison to men;
− the mistranslation of many of the legal rights of islamic women.

The previous factors may explain the inequality in intra−familial food distribution.

Intra familial food distribution

Intra−familial food distribution was studied in an Egyptian village during the four seasons, Ramadan fast,
feast, and Bayrum (Moussa et al., under publication).

The mean of the seven occasions of the target food intake (n = 1478) showed that the father gets 32.0%, the
mother 28.8%, the schooler 23.6% and preschooler 15.6% of total energy consumed by the four targets.
These ratios are almost matching with ratios of reference recommended dietary allowance "RDA" for energy
(WHO/FAO/UNU, 1985). Protein and other micronutrients were all correlating with energy. However with iron,
the situation was different. The father got 32.9% of total iron intake of the four targets while according to RDA
for iron (WHO, 1974 and WHO, 1989) he should have got only 15.4%. With the mother, the reverse was true.
She got 29.1% of the intake of the four targets while according to her RDA, adapted for local bioavailability of
iron, she should have got 48.8%. This discrepancy may be attributed to the documented fact that the father in
the Egyptian rural setting is privileged with the high quality expensive nutritious food items available in the HH.

Caring Capacity

The concept of caring capacity is an essential element of good nutrition and health. Malnutrition frequently
occurs despite a household having access to appropriate sanitation and health services. While adequate
income, greater food availability and expanded health services are necessary for improved nutrition, these will
not likely to be sufficient to lead to such improvements unless households are able to capitalize on them. In
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addition to an enhanced caring capacity at the household level, nutrition improvements for disadvantaged and
vulnerable groups may also depend on societies capacity and willingness to assist them.

Caring capacity may be reflected at two levels: the quality of the individual and family care within the
household and the degree of national commitment at the community level.

Within the Household

Providing individual care within the household is an important aspect of human behaviour, and the level of
care given is based on household resources and the attitudes of those who control these resources. The
household heads and primary − care providers also require capacity, in terms of time, knowledge, energy and
motivation, to ensure the equitable well being of all and to put their knowledge into practice (FAO/WHO,
1990).

The knowledge attitude and practice of household members particularly of the household head and the
primary care provider, largely determines the nutritional status of the household. This may be explained by the
educational status of women.

Education Policies in Egypt and Female Educational Level

After 1952, the Egyptian government encouraged the education system to make it accessible to all social
classes of the population (Kandil, A., 1989). There is an impressive expansion of the educational system
especially that there is a compulsory education law that requires the children to attend elementary and
preparatory level. Attendance of school, if only for a relatively short period has become the usual experience
of Egyptian children. Number of children in primary education increased by an annual rate of 5.1%. Secondary
education enrollment increased by 9.1% on average and higher education enrollment increased by 7.1% over
the same period. Despite of all efforts, total enrollment ratio is still low. 10% − 20% the primary school age
population remain still out of school. Total enrollment ratio is relatively low for female rather than male.
Moreover there is a high drop and repetition between 10% and 15%. Those who drop out in the primary
education are still illiterate or can hardly read and write. They are coming from the poorest socio−economic
groups. Proportion of girls in primary education increased from 38% in 1972/73 to just 44.1% in 1985/86
(World Bank, 1990). Illiteracy rates of women is still found relatively high. 61.3% of women are illiterate and
about two quarters can just read and write as indicated in the last census (Figure 31).

Female illiteracy was found related to poverty. Incidence of poverty is relatively high in rural upper Egypt,
where female illiteracy is also high (86.7% vs 22.3% in Greater Cairo, 26,7% in Alexandria 31.4% in total
urban and 84.2% in total rural areas) (CAPMAS, 1990).
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Figure 31. Illiteracy In Egypt

Implications of the Educational Status of Women on Infant Mortality and Use of Health Services

Much malnutrition is attributable to inadequate understanding of the body's food needs. This was proven by
the results of Table 38. Though food is available at the household but child did not get his RDA (Moussa et al.,
1988−b, Moussa 1990).

Table (38)

Quantitative and Qualitative of Child Diet in Comparison to Family Diet

No. % of RDA of Child to that of his Family

Both are < 100% Both are > 100% Child < 100%
Family > 100%

Child >
100%

Family <
100%

Energy 214 53.8 8.4 26.6 11.2

Protein 214 31.8 10.3 43.9 14.9

SOURCE: National Food Consumption Study, Nutrition Institute N.I. Ministry of Health MOH.
Egypt, 1981.

Studies have found maternal education level independent of household income, to be positively related to
better nutrition status of children and to lower infant mortality. The DHS 1988 (Sayed et al., 1989) presented
substantial differences in the level of infant and childhood mortality with education. Under five mortality is
highest for mothers with no education (161 deaths per 1000 births) and with a higher level of education of
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mothers it declines to 49 deaths per 1000 births among children of mothers who completed secondary school
(Table 30 App.).

Maternal education usually is connected with greater use of health services, lower fertility and more child
centered care giving behaviours. In the low income sample of mostly uneducated mothers only around one
tenth of mothers gave extra care to the child more than the rest of HH members. With increasing education,
women have more power within the family to allocate resources on food and other expenditure for their
children's health and welfare (Sayed et al., 1989).

Child Care Giving Practices and Educational Level

Child care was studied in a rural community within the comprehensive study on Food Intake and Human
Functions (Noor et al., 1991). The study was based on a longitudinal assessment of child care−giving
practices of 158 mothers over a period of one year. Time sampling and behavioural observation methods
were employed to obtain data on eleven specific child care−giving activities performed by the mother. These
categories of activities were: attending to illness, breast−feeding, clothing care, feeding holding/carrying,
playing/entertainment, practicing personal hygiene, preparing food, serving food, socializing,
supervising/instructing/mediating (Figure 32). The children concerned were toddlers from 18−30 months.
Results revealed mothers spent 23.3% of their time holding or carrying toddlers. 15.5% of their time
supervising/instructing/mediating, and 11.0% in preparing food for toddlers. Mothers who spent more time in
fostering child's safety were from the higher socio−economic status group; their toddlers had better personal
hygiene scores and there were fewer children in the households. These mothers also consumed more food
considered to be of good quality such as animal source food. Time spent by mothers in attending to illness
correlated negatively with household sanitation and the mothers years of formal education. This possibly
reflected the greater morbidity burden of the toddlers of these mothers. Education of mothers was associated
positively with the lime they devoted to child care−giving.

Other Implications of the Educational Status of Women

Moreover the mother's educational attainment is positively related to the immunization coverage rates. The
proportion fully immunized varied from around 25% among children whose mothers have never attended
school to 54% among children whose mothers have a secondary education (DHS 1988. Sayed et al., 1989).

In addition, proportion of children having diarrhea in the last seven days, who were not given any treatment
and did not benefit from medical advice was 36.9% for children of mothers with no education and 26.3% for
children with mothers who have completed secondary and higher education.

Rural/Urban Differences in Caring Capacity

Rural/urban differences in socio−economic development indicators are reflected on the caring capacity. The
behaviour of mothers towards seeking medical advice for treatment of diarrhea and respiration infection
reveals wide differences between urban and rural Egypt In general one third of the sample children who
suffered of diarrhea in the last seven days were not given any treatment and mothers did not ask for medical
advice in spite of available health services. That proportion was highest in rural areas especially of upper
Egypt (40.5%) and lowest with mothers working for cash (28.1%). Moreover urban/rural residence are more
closely associated with the likelihood that a child will be immunized. In rural areas only 20% of children 12−23
months with a birth record have received the complete primary course of immunization compared with more
than 50% in urban areas, whereas it reaches 9% only in rural upper Egypt and 62% in the urban governorates
(DHS, Sayed, et al. 1989) (Figure 33). Moreover, Figure 34 shows rural urban differences in infant mortality.
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Figure 32

Employment Status and Caring Capacity

The sub−model of women in the labour information system project (Za'louk, M. 1990) indicates that the
majority of female workers are in the category of non paid household workers (60%). This category reaches
73.7% of all female workers. 80% of the females in this work status are illiterate. This might be explained by
the conservative behaviour of women in Egypt and the shortage in employment opportunities in the formal
sector. The survey also show a bias against female with respect to the paid work. Only 26.4% of the
employed female population were in this category (66.7% in urban areas vs. 12% in rural areas). It was
interesting in this survey to know that 84.5% of the males and 77.8% of the females believed that women with
younger children should not work. Also 87.6% of the males and 82.7% of the females believed that women
should not work, if her income is not needed by family. This belief, coupled with the increasing tightness in the
formal labour market and the increase in the rate of unemployment in the eighties will affect the creation of
productive employment for women. Agriculture is the economic activity number one for females (67%), next
comes the service sector and the third economic sector is manufacturing.

Differences in the work status of mothers are also reflected on the percent of children 12−23 months reported
as having received full coverage with immunization ranges between 88.5% for children of mothers working for
cash and 74.4% for children of working mothers not paid in cash. The same pattern of differences is prevailing
among the children of 12−23 months, having a birth record seen by the interviewer (60.7% for children of
mothers working for cash and 55.3% for children of working mothers not paid in cash) (DHS, 1988, Sayed et
al., 1989).
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Figure 33. Under Five Mortality by Place of Residence

Egypt DHS 1988

Figure 34. Percent Fully Immunized by Place of Residence

Egypt DHS 1988

Caring Capacity Within the Society

In any community, there will be people who are unable to adequately take care of themselves. These may
include displaced persons, isolated elderly orphans and the disabled. Ensuring the nutritional well being of
these groups requires adequate support and assistance from the local communities, local and national
governorates, civil and religious groups and NGOs. To some extent this is taken care in Egypt through the
Ministry of Health, Ministry of Social Affairs, NGOs and religious groups. Within the law of 79 in 1955 retired
people may have some price exemptions in transportation and are included in the health insurance. Subsidies
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and credits for retired people can be obtained through Nasser Bank and some special aid is occasionally
distributed. Some houses for elderly people have been established in recent years, however still there is
shortage in such services and in special health clinics for the elderly (National Centre for Social and
Criminological Research, 1985).

Direct transfer payments are made by the government in Egypt, through the Ministry of Social Affairs and by
NGOs. Moreover, the Ministry has another scheme called Productive Families Program. This program is an
employment income generating program for poor families. Several assumptions indicated the national
coverage of the poorest groups through government payments assistance schemes is about 1:5 persons
(World Bank, 1990).

It is important to note that the social assistance scheme is small in total funds. The total average payment is
LE 57 per annum in 1988/89, which is less than an adequate subsistence payment. As payments are very
low, there is still a discrepancy in the numbers between those who apply for support and the vulnerable
groups. NGOs in Egypt have a long history. They are philanthropic in nature rather than developmental and
are regulated by the government under law No 32/1964. The financial affairs of NGOs are subject to
government regulation. The government gives approx. LE 6 million per annum on the operational grants given
to the NGOs from the Ministry of Social Affairs. With scarce information it was indicated that total expenditure
of NGO were eight times the subvention from the government It has been estimated that the government and
NGOs are together providing about LE 60 million nationally. This amount should be increased four fold to
provide an income satisfying basic needs for one adult.

Environment

Environmental sanitation and health behaviour of care takers are important contributing factors to the
incidence of infections.

In Egypt percentage of population covered by safe water supply was 100 in urban and 49 in rural areas during
1982. These proportions were changed to 95 and 75 in 1985 then improved to 100 and 90 in 1987
respectively.

Percentage of population covered by adequate sanitary facilities (sewage disposal mainly) was 95 in urban
areas and 42 in rural areas during 1982, deteriorated to 77 and 7 respectively in 1985 and improved to 100
and 65 during 1987 (WHO/EMRO, 1991) (Table 39).

If we know that the morbidity load in Egypt particularly in preschool children is indicated mainly by diarrhea
and respiratory infections the previous environmental indicators are still low in rural areas. This ratio is
misleading if we take into consideration the low percentage of households with purified water in Egypt as
indicated in Table 2 App.

Table (39)

% of Population with Safe Water Supply and Adequate Sanitary Facilities

Year % Population with
Safe Water Supply

% Population with
Adequate Sanitary

Facilities

Urban Rural Total Urban Rural Total

1982 100 49 75 95 42 69

1985 95 75 84 77 7 37

1987 100 90 95 100 65 80

SOURCE: WHO/EMRO, 1991
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Infant and Child Feeding

Status of breast Feeding

There are several studies which have been conducted in Egypt to tackle this subject. However, we will be only
concerned with national studies on representative sample of Egypt. Data are drawn from ARE Nutritional
Status Survey (N.I/CDC/AID, 1978) of which feeding and weaning practices were studied for 4282 children
less than 3 years. Another study on feeding and weaning practices of infants and children less than two years
was conducted by Egypt Nutrition Institute "N.I" in collaboration with WHO during 1981. The study included six
governorates; Cairo and Alexandria as well as two governorates from each of upper and lower Egypt; at least
250 children from each governorate were studied. The DHS, 1988 (Sayed et al.) included breast feeding
information on 5174 child less than 3 years of age.

There are important differences in feeding practices of children under 2 years of age between rural and urban
populations and between general urban population and the less privileged populations of Cairo, Giza and
Alexandria Children in rural areas are exclusively breast fed longer and completely weaned at a later age than
the general population of urban children. The pattern of feeding in early childhood in the less privileged urban
areas is closer to the rural pattern than the general urban pattern. These differences suggest that among rural
and less privileged urban mothers, traditional patterns remain influential or that the availability of weaning
foods, either actual or in terms of cost, is less.

Results of the three studies are rather similar. More than two thirds of infants at one year of age are still breast
fed and 30% approaching their second year of age continue to be breast fed. Breast feeding more than two
years is uncommon, less than 10%.

Trends in breast−feeding show a decreasing awareness of this phenomenon in Egypt. In 1984 (Sayed et al.,
1984) the mean duration of months of breast−feeding was 18.8 and declined to 17.3 in 1988 (Sayed et al.,
1988). Moreover the mean duration of months of breast−fed children for mothers with no education was 22.8.
This figure declined also for those with some primary education from 18.5 to 15.8.

Figures 35 A & B derived from EDHS, 1988 show pattern of breast feeding and weaning among children by
geographic areas and educational level. Duration of breast−feeding was longer for women in rural areas and
those with lower educational attainment This might be explained with the relatively higher engagement of
women of higher education and in urban areas with outgoing work period.

Weaning foods

Under normal circumstances breast milk provides all energy and nutrients needed by the infant for the first
four to six months of life. Afterwards, additional food must be introduced so that the infant gradually and
progressively adapts to the full adult diet. Due to several biologic and environmental factors, the weaning
period is one of the most critical periods in child's life particularly in developing countries.

* Nature:

The prevailing types of weaning foods in Egypt belong predominantly to five main categories; mammalian,
milk and products, consumed by 69.6% of children less than 2 years as well as portion of the family diet and
preparations as biscuits and other processed cereals. Only about one fifth of children in the weaning period
consume a diet specially prepared daily for the child or commercially prepared weaning foods. In the age
period less than six months home prepared cereals mostly wheat and rice as well as starch puddings are
used. Feeding infants with water and sugar is a custom in some rural areas of Egypt. More weaning foods are
gradually introduced and by the age period 18−24 months more varieties are used by a higher percentage of
children to include more food groups; legumes, tubers, fats and oils, eggs, meat or chicken, vegetables and
fruits. Animal products, fruits and commercially prepared weaning foods including "Supramine" are used by a
proportion of children not exceeding 20% (Moussa et al., 1988a, Moussa, 1990).

* Adequacy:

In a study on low socio−economic group of the population; by the N.I. on children less than 2 years of age, the
contribution of the child diet to satisfy his recommended dietary allowances of energy and protein "% RDA",
based on recommendations of WHO/FAO/UNU (1985), was compared with "% RDA" percaput in the same
child family.
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The study revealed that 53.8% and 31.8% of children and their families do not satisfy RDA for energy and
protein respectively. This shows that energy inadequacy is even a more serious problem than protein
inadequacy. This group suffering of poverty will partially benefit from nutrition education stressing how to
prepare balanced recipes from cheap available resources. For 26.6% of cases, energy RDA of family is
satisfied but not the child. For protein this sector reaches 43.9% of the study sample (Table 38). For this
group, nutrition education will have full benefit as food is available at the household but the mother is unaware
of the appropriate child needs. Those families who give more care to the child than to themselves are a
minority not exceeding 14% (Moussa et al., 1988 b; Moussa, 1990).

Moreover, one of the main factors which cause inadequacy of the child diet in the weaning period is that it is
mostly part of the family diet which is mostly vegetarian with high amount of dietary fibres. Also gruels,
specially prepared for the child from cereals or both cereals and legumes, become bulky and of high viscosity
by cooking. The mother resorts to more dilution to keep it semisolid with resulting lowering of energy and
nutrient density. As revealed in some studies the majority of children less than two years of age get diets
which are with less energy density and with less protein energy ratio than their families. The ratio reaches
66.5% for energy density E.D. and 65.4% for protein energy ratio P/E% (Moussa et al., 1988b, Moussa,
1990).

Figure 35A. Duration of Breastfeeding and Postpartum Insusceptibility by Place of Residence

Egypt DHS 1988
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Figure 35B. Duration of Breastfeeding and Postpartum Insusceptibility by Level of Education

Egypt DHS 1988

Family Planning Policies and Child Spacing

Family planning programs and child spacing were found positively correlated with the nutrition status of
children. Egypt in comparison to other countries has relatively reliable data of population size fertility and
mortality levels, has a support for slowing population growth by public commitment and its institutional base is
also relative well built (World Bank, 1985).

Family planning policy in Egypt changed several times since 1965 (USAID, 1986). In 1966 an executive Board
of Family Planning was established with programs launched through the Ministry of Health facilities to
increase the availability of family planning services. Between 1973−80 the emphasis was shifted towards the
socio−economic approach to fertility reduction. In December 1980 the Population and Family Planning Board
issued a comprehensive strategy statement calling for a reduction in the fertility rate to 20% i.e. a 50%
reduction by the year 2000. The impact of family planning programs on fertility levels will not be discussed
here. The impact of family planning programs on family health status can be indicated examining their effects
on the ideal birth intervals. Birth intervals appear to have a significant influence on the health status of
mothers and their children. Nawar et al., (1986) reported that spacing of birth, the avoidance of higher order
births beside other factors are needed as a means of reducing infant and child mortality in Egypt It was
argued that short birth intervals; particularly those less than two years was positively associated with higher
rates of both morbidity and mortality among women and their children. In 1984 it was indicated that 40.5% of
the Egyptian surveyed women generally prefer an interval of between one to two years between births (ECPS,
1984, Sayed et al., 1985). The mean ideal birth interval is somewhat higher among women from urban areas
(37.5%) particularly in the urban governorates (39.2%) than among women in rural areas (31.8%) especially
in upper Egypt (32.6%). All previous information indicate the necessity to increase the efforts to educate
Egyptian women about the importance of birth intervals on child mortality especially in rural areas.

It is difficult to compare the results of 1984 with the results of DHS (1988) as the exact period of the interval
was not stated in the last survey. However Figure 36 shows another indicator the desire for children. All
women expressed a desire for a child and only 11.9% want to delay the birth at least two years. Among
women, who have one child, almost one half of the women would like to wait two years before having another
child. The wish to limit childbearing ranges between 52% among women with two children to over 80% among
women with four or more children. Regional and urban differences in percent of women wanting no more
children is remarkable as seen from Table 31 App.

It is believed that the differences in the nutrition and health status of mothers awareness of birth spacing and
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birth intervals should be raised as one of the determinants for better health and nutrition status of mothers and
children.

Nutritional and Health Interventions Affecting Family Health

Food Aid

For over 30 years assistance was provided to Egypt through International Organizations, mainly the World
Food Program (WFP) and relief agencies such as KARE and the Catholic Relief Services (CRS), as well as
from some countries as Holland, Finland, etc. The nature of the assistance included substantial quantities of
school children particularly in rural areas as well as new settlers on land reclamation projects.

Figure 36. Desire for Children − Currently Married Women

Egypt DHS 1988

The impact of food aid on the nutritional status of beneficiaries in land reclamation projects was studied by Aly
et al. (1981). An anthropometric measurements of preschoolers (Wt/A, Ht/A and wt/Ht) were used as
indicators. The pre−aid group showed slightly more dietary deficiencies and clinical manifestations of such
deficiencies than the post−aid group. The impact on nutritional health showed that the aid reached its target
and covered the difficult and rough times for the new settlers in the newly reclaimed land.

Impact of wheat soya blend "WSB", donated by CRS to MCH centres for supplementary feeding, on nutritional
status of less than 3 years children was evaluated at the Rehabilitation Unit of the Nutrition Institute of Egypt
"RUNI" (Aly et al., 1976). The group fed WSB had better growth velocity than the control group fed the
traditional supplements.

Currently, assistance programs are designed to eradicate dependence and promote self−reliance through
socio−economic development.

Nutrition Education

Mass Media

Dissemination of nutrition and health information through radio and television programs, newspapers,
magazines and books is going on since a long time. Messages are improved and became effective as
evidenced by those broadcasted for control of diarrhea, feeding during diarrheal episodes, immunization
campaigns, family planning, good healthful nutrition and its importance to pregnant and nursing mothers, etc.
Radio and television sets are available now in almost all homes in urban and rural areas. The Nutrition
Institute staff members participate in all mass media campaigns. Specialized university and faculty staff
members have their own educational activities in several programs on mass media.

Nutrition Education at School: The school feeding program in Egypt
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School feeding programs are intended for improvement of health and food habits through nutrition education.
A complete hot cooked meal was offered free in state schools since 1942. This was substituted later on by a
dry (Oslo) meal. Milk products from USA were used to improve the nutritive value of the meal since 1954−55.
About 2 million children benefitted from this program which was stopped after 1 year. Since then it was
maintained in a continuous or satisfactory way for reasons related to war conditions in the Middle East. It was
stopped after 1967 and resumed gradually after 1971−72. Almost 3 millions benefitted from it by 1977−78.
They constitute almost half the school children (Said and Aly, 1986).

Evaluation of the school lunch program in Technical Secondary Schools of ARE (Aly et al., 1976) showed that
the dry meal supplies about one third of the daily nutrient requirements. The meal was beneficial to health and
nutritional status of the children as evidenced by improvement in growth measurements mainly heights,
weights, left mid−arm circumference and left triceps skinfold thickness as well as decline in prevalence of
deficiency signs. The educational and learning capabilities of the children improved significantly. School
attendance increased with better attention and behaviour during classes.

Nutrition Education at Primary Health Care (PHC) Centres and Units for Mothers

The project seeks the development and testing a practical nutrition education program that teaches mothers
how to improve the nutritional status of their family members especially their children.

Phase 1 started in August 1979 by a grant agreement between the Ministry of Health (MOH) of Egypt and the
Catholic Relief Services (CRS). The Nutrition Institute (NI) was assigned the responsibility of project
implementation.

Phase 2 started in July 1983 to extend coverage to more health centres within governorates already served
and to encompass 6 additional governorates not served in Phase 1. Phase 2 incorporated in its design some
significant refinements.

Evaluation of the project showed that the project created awareness both in urban and rural communities as
to the importance of nutrition in the overall health aspects. The effect of nutrition education versus
supplementary feeding on the nutritional status of young children was studied by Demain (1981). The study
was conducted in out patient clinic of N.I. as well as 2 MCH centres in Cairo on 498 under two years children.
The results revealed that nutrition education of mothers to prepare low cost weaning food from available
resources had better effect than giving donated supplements on growth of children. However both nutrition
education and supplementation had better effect on nutritional status of the children than feeding on the
traditional inadequate weaning foods.

Promotion of Appropriate Low Cost Weaning Foods

Lack of suitable weaning foods for low income groups is one of the important causal factors leading to child
malnutrition. Consequently several weaning food mixes were developed and evaluated experimentally.
Popularization of the developed weaning foods: mainly sesamena and arabena is going on through the
national nutrition education program initiated by the Nutrition Institute (NI) staff all over Egypt. During nutrition
education of mothers, stress is made to explain the bases for preparation of an adequate meal for the child.
Quantitative adequacy is based on WHO/FAO/UNU recommended dietary allowances (RDA) of energy.
Qualitative adequacy is based on the intelligent blending of food groups so that the recipe will supply high
quality protein to promote growth with adequate amounts of vitamins and minerals satisfying RDA.

Also mothers are educated about what, when and how to feed their children during weaning and
post−weaning periods. This is delivered within a package of integrated health and nutrition services by PHC
staff in most parts of Egypt and by NI staff at the Rehabilitation Unit of the nutrition Institute (RUNI).

It was the first time in Egypt to evaluate a newly developed weaning food in a comprehensive manner starting
with chemical and biological evaluation and proceeding to nitrogen balance studies with effects on growth of
infants and young children. Some results are:

1. The percent standard weight for age has improved substantially in a period of 6 months.

2. Third degree undernutrition dropped from 11.3% to 0.8%, second degree from 25.2% to
13.8% and obesity disappeared after 6 months of health and nutrition care. Normal, first
degree and overweight cases increased.
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3. Catch−up growth is achieved with the package of health and nutrition care stressing
suitable weaning foods.

Iron Supplementation

A comprehensive research program on the functioning consequences of iron deficiency included 250 families
in a semi−urban area near Cairo (Bortos) by Hussein et al (1988). Anemia defined as hemoglobin
concentration less than 11 gm for preschool age children and less than 12 gm for school age children
occurred in 30.7% of preschool children and in 34.1% of school age children. The mean hemoglobin
concentration was 11.7 ± 1.58% and 12.5 ± 1.6 gm for preschool and school age children, respectively before
the intervention. Hemoglobin concentration increased to 12.9 ± 1.2 gm and 13.7 ± 1.5 gm, respectively after
the provision of iron supplementation.

V. ASSESSMENT OF HEALTH AND NUTRITION STATUS IN EGYPT OVER THE 1970s
AND 1980s

Main Findings of the Study

Major Trends in the Health and Nutrition Status

Positive Aspects

− The report indicates a significant improvement in the infant mortality rates as well as
maternal mortality rates which declined sharply over the eighties.

− Results of the different surveys indicate that acute malnutrition is not a public health
problem in Egypt. The trend analysis is rather difficult due to the differences in the season of
data collection or due to differences in training or differences in data analysis techniques.
However the comparative analysis of the ARE Nutrition Survey 1978 with the DHS 1988
using Z−scores and NCHS standards revealed a general improvement in acute and chronic
malnutrition especially in urban Lower and Upper Egypt. Upper rural Egypt is still lagging
behind reflecting its relatively low socio−economic conditions. The age category 12−23
months witnessed a significant improvement in its nutritional status. The mean Z−scores
weight for age and height for age show a remarkable improvement in 1988 if compared with
the results of 1978 for all age groups. Underweight children by Gender improved significantly
for the age group 12−23 months especially for girls.

− Trends comparison of the state of growth of Cairo. School children shows that Cairo school
children tended to be taller and heavier in 1975 in comparison with the sixties. In 1984 the
growth pattern of school girls and boys showed that the weight off girls are better than boys.

− Concerning weights and heights of adults the results of the HES in 1984 show that younger
adults are taller than elder ones which may denote improvement of linear growth of recent
generations of males and females in both urban and rural areas.

Negative Aspects

− In spite of a significant decline in the infant mortality rates in Egypt over the last two
decades, it is still high if compared with many other developing countries.

− The variation in infant and child mortality rates by place of residence, clearly indicates the
pattern of development strategy. The urban governorates with the highest socio−economic
development indicates have the lowest infant and child mortality rates, while Upper Egypt
governorates, the less privileged governorates have the highest infant and child mortality
rates.
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− Maternal mortality rates as well indicated significant differences between Upper and Lower
Egypt.

− The state of chronic undernutrition indicated by stunting is one of the main nutritional
problems in Egypt.

− Overweight and obesity became more prominent among school children. Moreover there is
a tendency to overweight and obesity in urban areas in the age group 30 to less than 60 for
both sexes.

− Low birth weights seem to be a health problem in Egypt in the seventies as well as in the
eighties. Maternal nutritional deficiencies are anticipated to be under the more contributing
factors to the poor growth of babies. Moreover maternal age at conception was found a
critical factor determining the pregnancy outcome. Higher incidence of birth defects was
among younger ages. Marriage in very young ages for girls is a common situation in rural
areas.

− Results of the different surveys indicate that anemia is a crucial health problem in Egypt.
Anemia among preschoolers is most prevalent in rural population especially in Upper rural
Egypt and decreases with increasing urbanization. The fact that anemia is more prevalent in
the lower socio−economic classes of Cairo and Alexandria is because urbanization in Egypt
was connected with the expansion of urban poverty.

− It is important to note that the lowering in blood hemoglobin concentration for schoolers in
the seventies in comparison to the sixties was justified by the increase in the prices of animal
food sources of iron. In 1984 anemia prevalence among schoolers was still at a very high rate
(45%) and was most common among obese school age children.

− An anemia problem of major proportions exists among lactating mothers in Egypt, while non
pregnant and non lactating women have the lowest prevalence rate of anemia.

− Anemia among mothers was found relatively high in rural Egypt.

− Moreover, the results of the different surveys indicate a growing prevalence of overweight
and obesity in preschoolers in the eighties if compared with the seventies. As for schoolers,
prevalence of obesity and overweight in 1982 increased significantly for boys and girls.
However in 1987 obesity prevalence was the same for girls and somehow less for boys.

− Despite the fact of no clinical deficiency signs of Vitamin A deficiency observed in the
different surveys in Egypt Yet the high prevalence of PEM among preschoolers can point to
deficiency of Vitamin A.

− Moreover the prevalence of Vitamin D deficiency signs is quite low in the preschool age
population.

− The functional consequences of malnutrition indicate positive correlations between energy
and protein intake and some social and behavioural parameters. Diarrhea is among the
leading causes of infant and child death in Egypt. It is believed that the decline in infant
mortality rates reflect decline in the deaths of diarrhea diseases of about 40 percent and 30
percent among infants and children, respectively, over the last five years.

− After the intensified efforts of the national control of diarrhea! diseases program acute
respiratory infections have been recorded as main cause of mortality in the less than 5 years
age children.

− Moreover, the awareness rate for self reported hypertension and heart disease was 15.8
and 10.7/1000 persons interviewed, respectively. In addition statistics of the National Cancer
Institute confirm the high frequency of bladder cancer.
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Socio−Economic Characteristics

Main Political Trends Indicate

− a shift in the development policies from a socialist model in the central planned era
1960−65 and the inter−war period to an open door policy from 1973;

− a wave of liberalization and privatization that occurred since the mid−eighties.

These political changes affected the role of the state as a main provider of social services and the extensive
system of cost and price controls prevailing since the sixties to achieve equity.

Demographic Characteristics indicate

− a growing population size, an increase in the expectation of life at birth and a decline in the
crude death rate.

− Growing urbanization and over−concentration of population in primate cities explain the
relatively higher infant mortality in the overpopulated Cairo city.

The adoption of a "Development from Above Strategy" in Egypt led to rural/urban differences in
socio−economic living standards as well as in health and nutrition status and a neglect of the agricultural
sector.

Due to a deterioration in the macro economic indicators in the eighties in comparison to the significant overall
growth rates in the seventies, Egypt adopted a structural adjustment policy aiming to reduce the budget deficit
and the balance of payment's deficit. Subsidies, food rationing and the expenditure on social services are
affected by this policy.

Trends in the Determinants of Health and Nutrition Status in Egypt

Food supply in Egypt was influenced by the agricultural policy, pattern of investment allocation, food security
schemes and food aid.

With respect to government policy in agriculture it was indicated that the development in the political
environment affected the choice and ranking of the government objectives in agriculture.

The agricultural sector was characterized by high degree of government intervention since the sixties,
subsidization of agricultural inputs and indirect taxation of agricultural main products.

Sectoral development in Egypt shows that the agricultural sector was a slow growing sector with a decrease
in the investment allotted to this sector since the mid−sixties.

The impact of the agricultural policies on the production was a sharp decline in the crop areas of the fixed
priced crops over the eighties in comparison to the seventies. From being a net exporter of agricultural
products in the early seventies, the country now faces an annual net deficit in its agricultural trade deficit

With growing income per capita, increasing income elasticities and rising population size, growing imbalances
occur between domestic supply and demand for food and agricultural products. This led to a decline in the
country's self sufficiency rates in food.

However, in Egypt one should distinguish between food self sufficiency and food supply. In spite of a declining
rate of food self sufficiency, food availability in Egypt is comparable to levels of developed countries and far
exceeds the average availability for developing countries. Total energy, animal protein and animal fat
increased over the last twenty years.

Food import (food aid) became a major level for securing the availability of domestic food supply. Food
imports explain the fluctuations in the food availability in Egypt over the eighties.
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Meanwhile cereals are the main contributors to Dietary Energy Supply in Egypt. Egypt is highly dependent on
the outside world to achieve food self sufficiency in cereals (wheat).

Egyptian Rationing and Food Subsidy system was related to the goal of food security and equity in income
distribution with nutritional concern.

However since 1985 a downward trend was obvious in food subsidies. Agricultural policy reform took place to
free the prices of agricultural output and inputs.

The expected impact of reform on agriculture production and supply side is an increase in producers surplus
and a shift in the agricultural trade balance from a deficit to a surplus.

Demand of Food and Consumption Pattern

Demand on food is influenced by the overall growth rates, employment guarantee policies, pricing, subsidies
and rationing schemes.

In general high income elasticities for calories are prevailing in Egypt. Overall growth rates affected the trends
in incomes as reflected on the trends in per capita income in real terms as well as the incidence of poverty
and the trends in real wages.

The upsurge in the overall growth rates in Egypt was accompanied with an increase in real per capita income
over the seventies, which stagnated since the mid eighties due to a decline in the rate of growth of GDP in the
eighties.

The trend in real wages reflected the strength of the Egyptian economy over the seventies. Real wages rose
as the economy expanded, reaching a peak in the mid 1989 and with the deterioration in the macro economic
variables at the beginning of the eighties they drifted downwards.

Meanwhile in spite of the overall growth over the seventies incidence of poverty in Egypt was not eliminated in
the mid eighties in comparison to the seventies. A decline occurred in it over the seventies till 1981. The
increase in the incidence of poverty was affected by the increase in the prices of food.

Data on income distribution show that the degree of inequality declined between 1974 and 1982 after a rise in
it over the period 1964−1974. The implications of poverty incidence and distribution of incomes on health and
nutrition is a mal−distribution in food between the urban and rural richest category and the poorest urban and
rural category.

Adjustment policies were found to be affecting the real incomes of landless household negatively. The welfare
gains of the programs on farm incomes are related to the differences in crop pattern. In addition adjustment
policies are expected to affect negatively the urban households especially low income urban households
which indicated that the calorie deficit population would increase if the current income transfers and price
subsidies were removed.

Adjustment policies and the elimination of employment guarantee schemes led to an increase in the rate of
unemployment and tight labour market affecting income creation.

The decrease in the subsidized food since mid eighties led to a remarkable increase in the cost of food which
was considered too high as compared to the increase in wages.

Price elasticity estimates show that the increase in food prices might have cut backs in the quantities of many
food items consumed by households especially in the lowest income category of household who are already
spending 75% of their income on food.

Finally, behaviour of families as a result of rising food prices in the eighties was indicated by a reduction in
food and non food items and a preference for current expenditure (living expenses) at the expense of future
consumption (human investment, demand on health services for their children).

The end result of demand and supply of food was reflected on the food consumption pattern, which reveals
that starchy food and cereals are consumed by 99% of all categories of population. A vegetarian nature of
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toddlers diet is prevailing which explains the poor digestibility and low bioavailability of protein.

Data on adequacy of food reveal that there is no protein quality problem in the Egyptian diet, apart from the
weaning period. Energy and protein deficiency is more prevalent in urban than rural areas for low income
categories, which may be explained by urban poverty. Cereals are the main contributors of energy as well as
protein per day in Egypt Iron inadequacy of the diet is maximum among mothers. Although contribution of
animal protein to total per capita energy is much higher than 20 years before when it used to be less than
10% yet this level is still much lower than developed countries.

Variation in energy and protein intake with geographic area indicates the urban/rural socio−economic
differences as represented in the strategy of Development from Above. Energy intake is slightly higher in rural
sectors, while animal protein is much higher in urban than rural sectors.

About 50% of lactating mothers got energy not satisfying the recommended dietary allowances and almost
50% got less than 60% of their iron RDA.

With lower levels of education, income and higher family size the per capita intake of both energy and animal
protein is relatively lower indicating that quite a significant proportion of the population receives inadequate
per capita intake in Egypt as incomes are low, size of families are large and educational level is low on
average.

Infection and Accessibility of Health Services

There is an on going declining trend in the mortality rates through diarrhea in the eighties if compared with the
seventies. Meanwhile there is a declining trend in the incidence rate of several diseases of infancy and
childhood and parasitic diseases over the eighties.

Infection and accessibility to health service as all other variables in Egypt was influenced by different policies
and programs such as the health policies, the economic and political policies, government expenditure,
government borrowing, cost recovery programs in the health sector as well as health and environment
interventions.

In the sixties and seventies high priority was given to large scale projects in the health sector and to mass
programs. In the eighties health policies emphasized health programs targeted to certain groups and
problems.

Since the mid−eighties health policies in Egypt witnessed major changes shifting from free services for all the
population to support the approach of introducing charges in the governmental curative health care facilities.

In spite of the increase in the accessibility rates of health services in the eighties if compared with the
seventies the changes in the health policies over the seventies and eighties resulted in:

− imbalances between declining fiscal measures and growing health care needs and costs;
− mal−distribution of health services among rural and urban governorates;
− low basic health levels and low incentive system.

Health interventions in Egypt are found important components in the delivery of health services in Egypt. The
impact of the National Diarrheal Disease Control Program was a tremendous reduction in infant and child
mortality which is expected to be associated with improvement in nutritional and health status of infants and
preschool age children. Other interventions as child survival project, acute respiratory infection, child spacing,
nutrition component, human resource development and training and other programs are examples for the shift
in the health policy in Egypt over the eighties to affect directly the target population instead of just the
extension of mass curative programs and establishments over the sixties and seventies.

Family Health History and Caring Capacity

Several factors play a role in family health history such as tradition, caring capacity, child spacing, women's
role, nutrition related interventions education policies, family planning policies, nutrition intervention programs
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and health education are all relevant programs in this respect.

Traditional position of women may explain the intra−familial distribution of food in Egypt and the subordinate
position of women.

Educational levels are positively related with caring capacity of mothers and with the use of health services
and negatively related with infant mortality rates.

Rural/urban differences in the socio−economic development indicators are reflected on the caring capacity.

Caring capacity is found positively related with the employment status of women. Most of the Egyptian women
are engaged in non paid work.

Caring capacity within the society shows some efforts in health insurance, and subsidies for elderly Person
with relatively low provision of all other services.

There is an increase in the percent of population with adequate safe water supply and sanitary facilities in the
eighties with significant rural urban differences.

Duration of breast−feeding varies with place of residence and educational level and is longer for women in
rural areas and with no education.

A majority of children less than two years of age get diets which do not satisfy recommended dietary
allowances for energy and protein, respectively.

Birth interval is still low in Egypt as only 11.9% of the women in the last DHS survey wanted to delay the birth
at least two years. Birth interval period is lower in rural areas than urban areas.

Nutritional and health interventions affecting family health such as food aid, nutrition education and promotion
of appropriate low cost weaning food have a positive impact on family health history.

Trend Analysis

Summary of Trends in Nutritional and Health Status Over the 1970s and 1980s (Incidence−Impact
Analysis)

Main Health and Nutritional Indicators (Output Indicators)

Vital Statistics

− infant mortality rate ? a decline/positive

− 1−5 year mortality rate ? a decline/positive

− crude death rate ? a decline/positive

− life expectancy ? an increase/positive

Anthropometric measurement of Preschool Age Children

− percent underweight (below 2SD) ? a decline/positive

− mean weights and heights ? an
increase/positive

− mean Z score weight for age ? a decline/positive

− mean Z score height for age ? a decline/positive
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− percent stunted (below 2SD) ? a decline/positive

− percent overweight and obese ? an increase

Weights and heights of School Children

− mean weights and heights ? an
increase/improvement

− obesity ? an increase

Weights and heights of Adults

− Younger adults are taller than elder ones ? improvement of linear growth of recent generation

Low Birth Weight ? a health problem in Egypt in the seventies as well as in the eighties.

Anemia ? an important health problem in the seventies and eighties especially in rural areas
and among lower socio−economic categories as well as for lactating mothers in
particular/negative

Obesity and
Overweight

? an ongoing positive trend at the beginning of the eighties in comparison to the
seventies and then a stagnation in this indicator at the end of the eighties

Iodine Deficiency Rate a decline/positive
Vitamin D Deficiency quite low in the preschool age population
Vitamin A Deficiency signs of Vitamin A deficiency in preschoolers

Functional Consequences of Malnutrition in Egypt

− Diarrhea a decline in the mortality rates through diarrhea/positive

− Acute respiratory infection main cause of mortality age children after the decline in mortality
rates due to diarrhea

− Hypertension and Cancer growing health problems with urbanization/negative

Basic Socio Economic Characteristics Impact

Political Trends

a shift from a socialist ? Change in the role of the to a liberal society state as a main provider of social
services ? privatization ? changes in the welfare oriented policy

• negative impact on health and nutrition

Demographic Characteristics

Population growth % ? increase • a growing need

Crude birth rate % ? increase to expand

Crude death rate % ? decrease health services & food policy

Overall density (per sq km) ? an increase/congestion problems

Average annual rate of urban populations ? and increase/sanitation problems for
the urban poor

• negative impact on health & nutrition
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3 − Development Strategy

Development from Above ? Urban/Rural differences in socio−economic
indicators and health and nutrition status

A remarkable overall growth rate over the
seventies

? welfare policies in employment, health and
education

? a system of cost and price controls over the
sixties and seventies

• positive impact on health and nutrition

A deterioration in the foreign resources over
the eighties

? An increase in the budget deficit, balance of
payment deficit and a high debt burden

Adjustment policies since 1986 ? a cut in subsidies

? a change in the ration system

? changes in the agricultural policy

? cost recovery programs

? inflation and unemployment

• (negative impact on health and nutrition)

III − Determinants of Nutritional and Health Status:

1 − Dietary Practices: A Supply of Food

− food production ? fluctuations and decline/negative

− food self sufficiency rate ? decline/negative

− food aid ? increase/positive

− percaput energy supply per day (Kcal) ? increase/positive

− Percaput protein supply per day (gm) ? increase/positive

An increase in the prices of agricultural inputs & outputs
(adjustment policies)

? an increase in the producers
surplus/positive

1 − Demand of Food

− Overall growth rates ? decline in the eighties/negative

− Real GDP per capita ? slowing down in the eighties/negative

− Poverty ? an increase in the mid eighties/negative

− Income distribution ? a decline/positive
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− Real wage trends ? slowing down in the eighties and a decline in the public sector/negative

− Employment policies ? Elimination of employment guarantee policies/negative

− Unemployment rate ? an increase/negative

− Food rationing and
subsidy system

? decline/negative

− Consumer prices of ? an increase/negative commodities

− Prices of national food ? an increase/negative basket

− Adjustment policies ? a decrease in the incomes of landless workers and urban
households/negative

− Consumption of food ? variation in consumption by urban/rural residence income/education and
family size indicating maldistribution of consumption

2 − Infection (Accessibility of Health Services)

− Infection incidence rate (decline/positive)

− % allocated to Ministry of Health from public
expenditure

(decline/negative)

− % allocated to Ministry of Health from GDP stagnation & a declining trend/deterioration

− bed/population ratio decline/negative

− physicians/population ratio increase/positive

− nurse/population ratio increase/positive

− distribution of health services by region maldistribution of health services favouring urban
areas (negative)

− health policies reaching population at risk an emphasis/positive
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− Free health services a decline/positive

− Health interventions an expansion/positive

− % of infants fully immunized an increase/positive

− % of pregnant receiving health care by trained
personnel

an increase/positive

− % of pregnant women delivered by trained
personnel institution

an increase/positive

3 − Family Health History and Caring Capacity

− Tradition mal−distribution of food in the family

− caring capacity within the
household

differences by socio−economic status and urban/rural residence still at
a low level

− female educational rates increase/positive

− female illiteracy rate decline/positive

− caring capacity within the
society

? still low

Environment:

− % of population with safe water supply an increase/positive

− rural/urban
differences

− % of population with an adequate sanitary facilities increase/positive

− rural/urban
differences

Infant and Child Feeding:

− Breast−feeding regional and socio−economic differences

− Weaning food still inadequate

Family Planning Programs

− Policies and programs expansion

− Birth interval still low
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Nutritional and health Interventions Affecting Family Health expansion/positive

Assessment of the Main Findings

The assessment of the main findings will be studied along the following considerations:

a. What is the relative importance of household food security, accessibility to health services
and caring capacity as factors underlying the trends in nutrition and health status of
Egyptians?

b. Are nutritional and health aspects reflected in the Egyptian socio−economic programs and
policies or are they regarded as a medical problem?

c. What are the main policy recommendations for the future to improve health and nutritional
status of Egyptians?

Relative Importance of the Different Components: Food Security, Accessibility to Health Services and
Caring Capacity

It is rather difficult to study the main determinants of the changes in the nutrition status of the Egyptians. The
general improvement in vital statistics and some anthropometric measurements hides significant health and
nutrition problems such as rural urban differences in consumption rates, inadequate diet by geographic area,
incomes, education and family size and disparities in health and nutritional status by region as well as
socio−economic status. Thus one must distinguish between the following factors: immediate factors; basic
factors; explanatory factors.

− immediate factors;
− basic factors
− explanatory factors

Immediate Factors

Immediate factors influence the ability of individuals or households directly to acquire consume and utilize
adequate amounts of food (FAA/WHO, 1990). In Egypt, we believe that the household food security since the
sixties is the basic determinant for changes in the health status. The ration/subsidy system in Egypt had a
direct immediate positive impact on the food availability for the Egyptians on average. Meanwhile food
subsidies and the ration system constituted the main source of caloric intake for the lowest income categories.

However the decrease in the food subsidies in Egypt since the mid eighties shows that other immediate
factors were responsible for some improvement in the health status of the Egyptians as indicated in the
improvement in infant and mortality rates. We believe that the health interventions targeted to the population
at high risk is the other immediate factor responsible for the previous improvement in the health status. From
over point of view the changes in the health policies over the eighties towards more targeted programs are
efficient means to eliminate some health problems in Egypt, which are aspects of poverty and need a
preventive oriented approach rather than a curative oriented approach. Caring capacity, as the third direct
cause associated to the changes in the nutritional and health status is relatively weak in Egypt, in spite of a
general improvement in the educational status of women in the last decades, still a significant proportion of
women in Egypt is illiterate (almost two−thirds) and caring capacity within the society is weak.

Basic Factors

Basic factors are aspects that have an indirect impact on the health and nutritional status. Social and
economic policies and programs are under this set of factors. We believe that the existence of several health
and nutritional problems in Egypt is due to the deterioration in the economic indicators and its consequences.
The light economic situation in Egypt and its effects on food subsidies led to several negative effects on the
nutrition status of the Egyptians. A sharp increase in the prices of the main food items in Egypt led to a decline
in the calorie intake for some low income categories. The high rate of prevalence of anemia in the eighties
and chronic malnutrition reflects different socio−economic factors. Both problems are highly associated with
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problems of poverty, poor sanitation, increase in the prices of food, low educational level, high infection rates,
an increase in the unemployment rates and a decline in real wages. Even the increase in the consumption
rates of food on average in the eighties hides significant health and nutritional problems such as rural/urban
differences in consumption rates, inadequate diet by geographic area, incomes, educational level and family
size. It is important here to distinguish between incidence rate of diseases and mortality rates. The immediate
causes, such as food subsidies and health interventions may lead to decline in the mortality rates of the most
important disease (diarrhea). The incidence rate is difficult to be affected only through immediate cases. Basic
causes such as economic and social programs, income trends, wages, sanitation and education are all
important factors contributing to the incidence rate of disease. Thus in Egypt, in spite of a relatively high
accessibility of health services (immediate causes), infection rates are still relatively high. This means that
immediate cause, (food security scheme, targeted health problems) provide short term solutions for the
nutritional and health problems in Egypt while basic causes are playing a crucial role in the long term
dimension of nutritional and health problems in Egypt.

Explanatory Factors

Trends in policies and programs are not providing the single explanation for the nutritional and health
conditions in Egypt. Examples of other explanatory factors in Egypt are firstly, the flow of remittances, which
influenced both income levels and income distribution, especially in the seventies.

Secondly, the role of the private as well as traditional health sector may also explain the trends in health and
nutritional status of Egyptians. It is difficult to obtain data about the private health sector, however the health
profile in Egypt indicated in 1981, that while the per capita health expenditure in the public health (MOH +
Insurance + Curative Organization) account for LE 4,443 the private per capita health expenditure reaches LE
11,864.

In addition, 68.65 of the surveyed population in the Social Indicators Survey in 1986 visit the private physician
and not the public institutions during sickness (Nassar, 1991). Thirdly, tradition and social values prevent the
spread of social and health problems and eliminate further complications through solidarity and hospitality.

Finally, a national awareness and public commitment was initiated since mid 1980s supported by different
national institutions to raise the welfare of Egyptian children. It led to the expansion of special efforts towards
this goal in spite of the decline in the national budget outlays to social services.

All previous factors explain to some extent the reason why health and nutrition status of the population does
not necessarily accompany the different economic and social trends in Egypt.

Nutritional Aspects in the Socio−economic Plans in Egypt

From our point of view, nutritional concern is of minor importance in the socio−economic plans in Egypt.
Economic plans in Egypt aimed to achieve a pattern of imbalanced growth emphasizing material growth,
industrialization and capital intensive technique as well as the Development from Above strategy. Even the
welfare oriented policies and the food subsidy and rationing system were mainly introduced to satisfy the
income distribution aspects rather than nutritional objectives. The failure in the economic policies in Egypt to
give adequate attention to their implications for human welfare and nutritional consideration resulted in
policies having a serious negative impact on nutritional well being, this was clear by the emphasis on
industrialization at the expense of the agricultural sector and the neglect of local food crops. Thus food aid
became of crucial importance in Egypt. With the deterioration in the foreign exchange situation, this policy as
a last result could be also eliminated causing serious mutational problems.

Similarly, adjustment policies adopted in Egypt in the eighties, aiming to correct imbalances between supply
and demand and eliminate budget and balance of payments deficit may also lead to serious nutritional
problems, particularly for the poor (a high proportion in Egypt). Their implications on the health sector through
cost recovery programs must be taken into consideration and eliminated by corrective measures.

Finally, in spite of the progress in some nutritional and health indicators Egypt's rank in human development is
still relatively low (Human Development Report 1990). It stands at the lowest rank of medium human
development level. This position is relatively low in comparison to its institutional base in health services,
family planning services, governmental institutions and interventions in health and nutrition. This is, from our
point of view, a result of the consideration of nutrition and health as a medical problem rather than a basic
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component in all socio−economic development plans.

Policy Recommendations (Futuristic Approach)

We believe that the theme of this study has been broad and complex, as health and nutrition problems in
Egypt are presenting the combination of several inter−sectoral policies. This requires a set of policy
recommendations, as follows:

Selectivity of Nutritional, Health and Socio−economic Policies

The efficiency of any public policy or program lies in its target selectivity. The target efficiency of any policy,
i.e. the amount of the services, that actually reaches the target groups, depends on the discriminatory ability
of the transfer mechanism and the degree of concentration of the target group. The disaggregation of public
policies helps to increase the standard of the underprivileged categories of population and regions in Egypt. In
Egypt awareness should be paid to issues like:

− who the target groups are (the poor and less privileged);
− how they can be reached.

It is known that the more the target groups are dispersed, the more complicated is the policy design and the
greater is the cost of achieving any increase in the health and nutritional status. This is the case in Egypt due
to massive internal migration waves and growing urbanization and the high dependency ratio. Thus any
nutritional and health policy should take into consideration the urban and rural poor population, as well as
infant and child health problems. Elderly people are also deprived from the fruits of socio−economic
development and should be also given special care. Moreover public choice in nutritional and health policies
must distinguish between the different categories of programs, such as:

− the low quality and poorly targeted mass programmes, like the public health system in
Egypt;

− the small size high quality and well targeted programs to reach population at high risk like
the diarrhea project

In this respect following programs are recommended:

− non−formal education;
− agriculture education;
− rural vocational training centres;
− expansion of nutrition and health education;
− expansion of primary education;
− expansion of food aid;
− promotion of small scale agricultural production.

Flexibility in Policy Making

Flexibility in socio−economic policies is required to eliminate any side effects of growth oriented and
adjustment policies. This requires a strengthening in the capacity of identifying and predicting nutritional
impact of the different socio−economic policies and programs. Moreover, it is required to introduce some
compensatory measures to eliminate the mal−distribution of food and consumption and to reduce the risk of
the poor who looses access to food.

Examples of compensatory measures to eliminate the side effects of growth oriented policies and adjustment
policies are:

− income generating projects including non−farm activities and small scale projects for the
urban and rural poor;
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− the initiation of credit programs targeted to the poor and less privileged categories of
population;

− dispersal of socio−economic activities among the different regions and public investment in
infrastructure and small scale industries in the rural areas.

Prioritization of Policies and Interventions in Egypt

Due to the complex of nutritional and health problems in Egypt and the limited resources, prioritization in
nutritional and health policies is recommended. Policies targeted to raise nutritional and health levels in rural
upper Egypt should be given first priority, though still neglected. This may be also applied on the programs
affecting diseases of infancy and parasites in Egypt, which proved to be efficient.

Inter−sectoral Policy Action

As health and nutrition problems in Egypt are presenting the combination of several determinants
inter−sectoral policies, interventions are highly recommended. In this respect, a selective inter−sectoral policy
is required to decide the currently feasible sector to start with and the most effective policy. From our point of
view targeting food subsidies to the poor and increasing public awareness with nutritional problems are
important areas to start with in Egypt. High levels of food self sufficiency in Egypt are not necessarily
associated with household's food security for population at high risk. Food subsidies in Egypt were in favour of
urban population rather than rural population and were not well targeted. Targeted food subsidies and free
distribution of food to selected groups are required as first option to reduce the risk of the poor.

Community Oriented Policies

A nutritional and health policy, which is suitable for Egyptian problems must be designed in such a way, that it
reaches into the homes and communities, in order to leave a significant impact on the nutrition and health
status of the population at high risk. Thus in this respect policy makers should emphasize the extent to which
governmental health and nutritional policy overcome urban/rural inequities.

Specific policies for certain underprivileged groups should be viewed at the community level to investigate
different local mechanism to approach them directly. Community based approaches and community sharing
mechanisms are advisable in Egypt especially in rural areas.

The design of any nutritional and health policy necessitates the study of the market mechanism outside the
modern formal sector. The expansion in the number of jobs in the urban formal sector may increase the
number of urban poor due to internal migration and increase nutritional and health problems of these
categories. Thus elimination of urban/rural disparities is a main policy objective in Egypt to improve the health
and nutritional level.

Finally, socio−economic policies and programs are micro level in statement and intent, but their results have
to be obtained at the micro level. Thus health and nutrition consideration should be an important part of the
development programs in Egypt and not a substitute for development.
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Figure 1. FOOD SUPPLY AND FOOD INTAKE OF SELECTED FOOD GROUPS IN EGYPT

Developed from: National Food Consumption Study, Egypt, Nutrition Institute (Aly et. al.,
1981).

Table (1)

Trends in Infants, Neo Natal, Child and Maternal Mortality Rates in Egypt (1970−1988)

Year IMR Neonatal Child Maternal

1970 116.00 19.80 42.8 110.00

1971 116.00 18.00

1972 116.00 17.70

1973 98.00 16.40

1974 101.00 16.90

1975 89.00 15.90 32.2 73.60

1976 87.00 14.90 17.3 80.90

1977 85.00 14.80 18.0 80.40

1978 74.00 13.80 12.5 82.20

1979 76.00 12.20 16.5 77.90
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1980 76.00 12.40 10.8 93.1

1981 70.00 12.20 10.9 76.90

1982 70.00 14.90 12.00 76.60

1983 64.60 12.40 9.2 74.90

1984 62.10 12.30 10.00 56.90

1985 49.00 15.10 9.2 50.00

1986 47.00 12.40 7.50 65.00

1987 45.00 10.40 7.40 65.00

1988 43.60 10.00 6.7 54.00

SOURCE:

1) IMR and Neonatal Mortality Rates: For the Years 1970−1976, Rashad H.,
Evaluation of Completeness of Mortality Registration in Egypt, The
Population Council, 1981

For the Years 1977−1981 CAPMAS Births and Deaths Statistics, 1977−81
For the Years 1982−1988) Ministry of Health (MOH)

2) CMR: CAPMAS

3) Maternal Mortality rates: MOH & CAPMAS

Table (2)

PHYSICAL QUALITY OF LIFE INDEX 1986 (TOTAL, URBAN, RURAL)

Governorate Infant
Mortality

Illiteracy
Rates

House with
Purified
Water

PQL1 Rank

% Score % Score % Score 76 86 76 86

Urban Governorate

Cairo 74 43 31 100 95 76 65 72 4 3

Alexandria 61 55.2 33 88.5 99 95 77 77 3 2

Portsaid 49 66.6 32 94 100 100 95 69 1 6

Suez 14 100 34 81 99 95 78 93 2 1

Average 264.8 363.5 366 78.8 77.8

Lower Egypt

Damietta T 59 52 44 56 96 94 57 67 5 5

U 39 76.2 36 69 99 95 80 3

R 67 57 47 55 95 100 71 2

Dakahlia T 50 61 49 44 81 71 4.5 59 7 7

U 47 68.6 36 69 98 90 76 5

R 51 84 53.5 41 75 73 66 3
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Sharkia T 65 45 51 39 68 51 36 45 12 10

U 57 59 35 75 95 76 70 9

R 67 57 56 36 59 51 48 7

Kalyoubia T 84 25 46 51 62.5 42 28 39 13 15

U 91 26.7 38 56 89 48 43.5 12

R 80 34 52 79 40 25 46 9

Kafr El−Sheikh T 45 67 60 17 86 78 38 54 10 8

U 53 62.8 45 12.5 97 86 54 10

R 42 100 65 17 82 82 66 4

Gharbia T 72 38 47 49 77 65 38 51 9 9

U 67 49.5 33 88.5 95 76 71 8

R 75 43 55 38 66 60 47 8

Menoufia T 89 19 48 46 63 43 23 36 15 16

U 73 43.8 37 62.5 84 24 43 13

R 92 14 51 47 57.5 49 37 11

Beheira T 64 46 57 24 71 55 30 42 11 13

U 90 24 41 37.5 91 57 39.5 16

R 57 74 62 23 64 57.5 51.5 6

Ismailia T 52 59 26 100 71 55 51 71 6 4

U 52 63.8 32 94 92 62 73 7

R 52 83 26 100 48 36 73 1

Average: Lower Egypt T 45.8 47.3 61.5 38.4 47.9

U 52.7 62.7 68.2 68.4

R 60.7 48.4 59.3 49.5

Upper Egypt

Giza T 82 27 44 56 69 52 40 45 8 11

U 85 32.4 34 81 81 10 41 15

R 79 36 59 30 50 38 35 12

Beni Suef T 81 28 63 10 68 51 18 30 19 17

U 90 27.6 45 12.5 87 38 26 19

R 78 38 70 6 62 55 33 13

Fayoum T 77 32 67 1 89 83 15 39 20 14

U 84 33.3 47 1 99 95 43 14

R 74 45 73 1 86 88 45 16

Menya T 74 35 65 5 47 34 15 25 21 18

U 85 32.4 39 50 86 33 38 17
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R 71 50 72 2 36 19 24 16

Assyuit T 84 25 62 12 56 32 22 23 16 19

U 89 28.6 39 50 83 19 32.5 18

R 82 31 70 6 45 31.5 23 17

Sohaq T 67 43 65 5 42 11 21 20 17 20

U 89 28.6 45 12.5 82 14 18 20

R 61 67 71 4 29 9.5 27 14

Qena T 72 35 63 10 35 1 27 16 14 21

U 105 13.3 44 19 79 1 11 21

R 62 65.5 69 8.5 22 1 25 15

Aswan T 107 1 46 51 85 77 21 43 13 12

U 119 1 27 62.5 94 71 45 11

R 100 1 52 79 78 77 52 5

Average: Upper Egypt T 29.2 18.8 42.6 30.1

U 24.7 35.7 35.1 31.8

R 41.9 17.1 39.9 33

SOURCE: Calculated from

(1) Central Agency for Public Mobilization and Statistics, Preliminary Results
of 1986, Census 1987

(2) Central Agency for Public Mobilization and Statistics Birth and Death
Data, Cairo 1988

Table (3)

Percent prevalence of undernutrition. (Follow−up Nutrition Survey, 1986)

NS 1978 34 Sites

1978 1986

Acute Undernutrition 2.3 2.9 7.0

Chronic Undernutrition 21.2 26.5 24.1

Gomez Classification (1st, 2nd & 3rd degrees) 47.0 52.0 47.0

SOURCE: The State of Egyptian Children, The Central Agency for Public Mobilization and
Statistics (CAPMAS). The State of Egyptian Children, June 1988. 91.

Table (4)

Percentage Distribution of Preschool Children by Gomez Class, Age Group and Universe: Egypt, 1978
and 1980 (NCHS/CDC References)

Universe 1

Gomez Class

114



Age Third
Degree

Second
Degree

First
Degree

Normal Total
Number

Examined

(Months) 1978 1980 1978 1980 1978 1980 1978 1980 1978 1980

6 − 11 1% 2% 8% 13% 43% 41% 48% 45% 73 127

12 − 23 0% 1% 9% 24% 45% 43% 45% 31% 201 201

24 − 35 − − 6% 3% 36% 40% 59% 57% 179 178

36 − 47 − − 5% 7% 35% 36% 60% 57% 164 146

48 − 59 − − 1% 3% 27% 41% 72% 55% 142 147

60 − 71 − − 4% 3% 36% 42% 60% 55% 121 96

Total 0% 1% 6% 10% 37% 41% 57% 49% 880 895

Universe 5

Gomez Class

Age Third
Degree

Second
Degree

First
Degree

Normal Total
Number

Examined

(Months) 1978 1980 1978 1980 1978 1980 1978 1980 1978 1980

6 − 11 2% 11% 14% 31% 46% 31% 38% 26% 90 108

12 − 23 3% 6% 24% 30% 51% 47% 22% 17% 234 201

24 − 35 1% 2% 12% 15% 40% 54% 47% 29% 186 185

36 − 47 − 1% 8% 6% 36% 55% 56% 38% 167 163

48 − 59 − − 10% 5% 39% 54% 51% 41% 114 132

60 − 71 − − 4% 5% 37% 65% 59% 30% 101 99

Total 1% 3% 13% 16% 42% 51% 43% 30% 892 888

Table (5)

Percentage Distribution of Preschool Children by Waterlow, Age Croup and Universe: Egypt. 1978 and
1980 (NCHS/CDC References)

Universe 1

Waterlow Class

Age Normal Wasting
Only

Stunting
Only

Wasting &
Stunting

Total
Number

Examined

(Months) 1978 1980 1978 1980 1978 19801 1978 1980 1978 1980

6 − 11 93% 88% 3% 5% 4% 6% − 1% 73 127

12 − 23 78% 68% 1% 8% 21% 21% 0% 2% 201 201

24 − 35 82% 89% − 2% 18% 8% − − 179 178

36 − 47 77% 79% − 1% 23% 19% − − 164 146

48 − 59 92% 90% − − 8% 10% − − 142 147
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60 − 71 88% 94% 2% 1% 10% 4% − 1% 121 96

Total 83% 83% 1% 3% 16% 13% 0% 1% 880 895

Age Adjusted 83% 83% 1% 3%** 16% 13% 0% 1%**

Universe 5

Waterlow Class

Age Normal Wasting
Only

Stunting
Only

Wasting &
Stunting

Total
Number

Examined

(Months) 1978 1980 1978 1980 1978 1980 1978 1980 1978 1980

6 − 11 83% 59% − 22% 14% 12% 2% 6% 90 108

12 − 23 56% 54% 3% 12% 36% 24% 5% 10% 234 201

24 − 35 61% 70% − 3% 36% 22% 3% 6% 186 185

36 − 47 68% 75% − − 32% 23% − 1% 167 163

48 − 59 68% 75% − 4% 32% 21% − − 114 132

60 − 71 76% 73% − − 24% 27% − − 101 99

Total 66% 67% 1% 7.% 31% 22% 2% 5% 892 888

Age Adjusted 67% 67% 1% 6%** 31% 22%** 2% 5%**

** Significant at P < .05

Table (6)

Comparison of Mean Heights and Heights of School Boys and Girls at Certain Ages in 1962 and 1975

Age

Years

School
Boys

School Girls

Weight
(Kgm)

Height (Cm) Weight
(Kgm)

Height (Cm)

1962 1975 1962 1975 1962 1975 1962 1975

9
−

27.4 27.3 126.9 129.8 26.7 27.3 126.6 128.2

12
−

34.8 35.1 142.3 141.6 36.6 40.9 142.2 146.1

15
−

47.8 52.7 158.6 160.0 52.1 55.0 155.3 155.9

18
−

60.3 63.0 168.0 168.8 53.8 55.5 156.1 155.5

SOURCE: Aly et. al. (1980)
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Table (7)

Characteristics of Children Whose Last Episode of Respiratory or Diarrheal Disease was
Uncomplicated Versus those with Progressively Severe Illness

Status at Preceding 3 Months Diarrheal
Disease

Respiratory
Infection

Uncomp Comp* Uncomp Comp**

Average energy intake "Kcal" 1102 1045 1280 1206

Average length "cm" 79.5 77.5 80.1 80.1

Average Weight "Kg" 11.0 10.1 11.4 11.2

* Developed fever or Dehydration
** Upper respiratory illness progressed to lower respiratory illness

SOURCE: Food Intake and Human Function "CRSP" (Callaway et al, 1988)

Table (8)

Correlation Coefficients Between Mean Energy Intake and Different Child Behaviour Parameters at
Different Intervals

Behaviour Parameter Same Month One Month Two Months Three Months Four
Months

(Males)

Social Involvement 0.03 0.37 0.09 0.45 0.19

Object Involvement 0.05 0.16 0.29 0.36 0.58

Total Involvement 0.28 0.52 0.35 0.52 0.26

Child's Vocalization 0.01 0.70 0.38 0.11 0.30

Alertness 0.30 0.63 0.11 0.32 0.07

(Females)

Social Involvement 0.34 0.13 0.55 0.7911 0.26

Object Involvement 0.10 0.02 0.50 0.69 0.05

Total Involvement 0.37 0.10 0.35 0.70 0.05

Child's Vocalization 0.26 0.08 0.03 0.11 0.39

Alertness 0.28 0.12 0.62 0.51 0.60

SOURCE: A. H. Sobhy; Ph.D. Thesis Helwan University, 1987

Table (9)

Correlation Coefficients Between Mean Total Protein Intake and Different Child Behaviour at Different
Intervals

Behaviour Parameter Same Month One Month Two Months Three Months Four
Months

(Males)
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Social Involvement 0.01 0.53 0.21 0.13 0.37

Object Involvement 0.03 0.54 0.33 0.01 0.34

Total Involvement 0.21 0.66 0.12 0.07 0.14

Child's Vocalization 0.34 0.49 0.42 0.08 0.16

Alertness 0.02 0.27 0.04 0.33 0.08

(Females)

Social Involvement 0.30 0.20 0.36 0.60 0.39

Object Involvement 0.04 0.08 0.31 0.44 0.18

Total Involvement 0.42 0.04 0.16 0.52 0.07

Child's Vocalization 0.40 0.25 0.08 0.23 0.09

Alertness 0.55 0.15 0.56 0.35 0.56

SOURCE: A. H. Sobhy; Ph.D. Thesis Helwan University, 1987

Table (10)

RURAL, URBAN POPULATION IN EGYPT IN THE 20TH CENTURY

1907 1927 1937 1947 1960 1966 1976 1986

Total
Population

11189978 14177864 15920694 18966761 2598411 29724099 36636204 48205049

Urban
Population

1930137 3810428 4491693 6363257 9863703 12032743 16036403 21173436

Rural
Population

9259481 10367436 11429001 12603510 14120398 17691356 20589801 27031613

Urban/Total
%

17.2 26.8 28.2 33.5 37.9 40.5 43.8 43.9

Rural/Total
%

82.8 73.1 71.8 66.5 62 59.5 56.2 56.1

Urban/Rural
(R/U) Ratio

0.208 0.36 0.393 0.505 0.612 0.68 0.789 0.783

Average
Growth
Rates %

Total 2.7 1.2 1.8 2.4 2.4 2.12 3.2

Urban 9.1 1.7 3.6 3.5 3.4 3.1 3.2

Rural 1.2 1.02 1.03 1.91 1.7 1.4 3.1

Source: Calculated from Central Agency Statistics and Public Mobilization, Preliminary
Results of Census, 1986, May 1987.

Table (11)

Population Concentration in the Different Governorates
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GOVERNORATES IN 1986 POPULATION
(1)

AREA
KM2

% TO
TOTAL

SURFACE
AREA

(2)

POPULATION
CONCENTRATION

(1 − 2)

DENSITY

BUILDING/KM2 POPULATION/KM2 HOUSING
UNITS/KM2

URBAN
GOVERNORATES

Cairo 6052836 12.56 214.2 0.61 11.95 1909 28258 8095

Alexandria 2917327 6.05 2679.36 0.89 5.16 1208 1181 4135

Port Said 399793 0.83 72.01 0.2 0.63 1979 5545 4555

Suez 326820 0.68 17840.42 0.87 −0.19 459 18 1156

Lower Egypt

Demetta 741264 1.54 589.2 1.67 −0.13 1527 1258 3146

Dakahlia 3500470 7.26 3471 9.87 −2.61 2247 1008 4904

Sharkia 3420119 7.1 4179.55 11.8 −4.7 1687 818 3138

Kalyubia 2514244 5.22 1001.1 2.84 2.38 1211 2511 3285

Kafr El−Sheikh 1800129 3.73 3437.1 9.77 −6.04 1367 524 2373

Gharbia 2870960 5.96 1942.2 5.53 0.43 1687 1478 3670

Menoufia 2227087 4.62 1532.1 4.35 0.27 1505 1454 2289

Beheira 3257168 6.76 10129.49 13.04 −6.28 1824 322 3407

Ismailia 544427 1.13 1441.6 4.1 −2.97 2717 378 4829

Upper Egypt

Giza 3700054 7.68 1058.2 3.01 4.67 1708 3497 5742

Beni−Suef 1442981 2.99 1321.7 3.76 −0.77 1531 1092 2354

Fayaum 1544047 3.2 1827.2 5.19 −1.99 2544 845 3907

Menya 2648043 5.49 2261.7 6.43 −0.94 2121 1171 3654

Asyut 2223034 4.61 1553 4.41 0.2 1611 1431 2879

Sohag 2455134 5.09 1547.2 4.4 0.69 2892 1587 4841

Qena 2252315 4.67 1850.7 5.26 −0.89 2071 1217 2525

Aswan 801408 1.66 678.2 1.93 −0.27 2001 1812 2006

Frontier
Governorates

565389 1.17 853016

Total 48205049 100 997738.4 1800.3 2733.6 3661.5

Source: Compiled and Computes from CAPMAS, A Preliminary Results of 1986 Census,
1987 Central Agency for Public Mobilization and Statistics, Yearbook, ARE, 1952 − 1987,
June 1988.

Table (12)
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SECTORAL DISTRIBUTION OF LABOUR FORCE, INVESTMENT AND GDP BY MAIN ECONOMIC
SECTORS (%)

ECONOMIC
SECTORS

AGRICULTURE MANUFACTURE
& MINING

PETROLEUM ELECTRICITY CONSTRUCTION TOTAL
COMMODITY

SECTOR

PRODUCTIVE SECTORS PERSONAL & SOCIAL SECTOR

YEAR TRANSPORTATION
+ SUEZ CANAL

FINANCE &
INSURANCE
+ TOURISM

TOTAL HOUSING PUBLIC
UTILITIES

PERSONAL
SERVICES

TOTAL TOTAL

59/60−55/66 L 52,8 10,6 − 0,2 4,0 67,6 3,7 10,2 13,9 0,3 0,4 17,8 18,5 100

I 22,5 26,7 − 8,7 1,0 58,9 18,6 1,0 19,7 11,7 3,4 6,3 21,4 100

P 20,8 42,8 − 0,9 4,8 69,3 5,8 6,5 12,3 2,4 0,4 15,6 18,4 100

66/67−1973 L 48,5 11,7 − 0,3 4,0 64,5 4,3 9,8 14,1 1,5 0,5 19,4 21,4 100

I 16,8 27,7 4,3 10,4 1,2 60,3 20 1,1 21,1 10,3 3,4 4,9 18,6 100

P 20,0 37,7 2,3 1,0 3,3 64,3 4,2 10,4 14,5 2,9 0,4 17,9 21,2 100

74−1980/81 L 4,3 12,3 0,2 0,5 5,0 59,3 4,3 10,6 14,9 1,5 0,6 23,7 25,8 100

I 7,3 26,7 10,7 5,6 3,4 53,7 25,1 1,7 26,8 8,5 4,3 4,7 19,5 100

P 18,8 29,1 8,0 0,7 6,3 62,9 5,1 16,1 28,1 1,8 0,2 14 16 100

81/82−82/83 L 36 12,4 0,2 0,5 5,6 54,7 3,7 11,7 15,4 1,5 0,6 28 29,9 100

I 10,1 23,3 3,2 7,5 2,3 45,4 23,9 3,7 27,6 10,7 7,8 8,5 27 100

P 15,8 25,2 9,4 0,7 6,2 57,5 7,1 17 24,1 1,2 2,0 17 18,4 100

82/83−86/87 L 33,6 12,5 0,2 0,6 5,8 52,7 3,7 9,7 13,4 1,4 0,6 31,9 33,4 100

I 9,2 21,4 3,8 7,3 2,8 44,5 21,8 2,8 24,7 15,2 7,0 5,9 29 100

P 17,4 14,4 14,5 0,7 4,7 51,6 7,6 22,8 30,4 1,9 0,3 15,8 18,04 100

86/87−91/92 L 34,4 15,8 0,25 0,6 4,7 55,7 4,5 11,4 15,9 1,9 0,66 25,6 28,2 100

I 10,8 26,6 2,4 10,4 2,6 52,7 13,8 2,0 15,8 14,8 8,7 7,9 31,4 100

P 18,1 17,9 3,2 1,3 4,6 45,1 8,3 22,8 31,1 2,4 14,4 16,8 100

Calculated from

(1) Shura Council Investment Policies 1985
(2) Second Five Year Plan for Socio−Economic Development 1987
(3) CAPMAS Labour Survey 1984

L = Labour
I = Investment
P = GDP

Table (13)

Macro Economic Indicators

Year 1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989

Total GDP
at Factor
Cost

2663.0 2820.2 3047.5 3464.5 4197 5056 6165 7534 9021 12101 1655 20097 23241 27401 31952 36231 41808 43249* 45603* 47911*
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Total Public
Revenue

750 869 903 1018 1184 1524 2015.3 2755.4 3306.3 3683.8 7372.8 8230.6 9749 10371 11312 12792 13500 19020 21267 26464**

Total Public
Expenditure

941 1063 1236 1455 2073 3015 3280 4169 5559 7096.7 10555.2 12887.1 14497 16804 18477 21637 22207 33460 33400 31768**

Public
Deficit

191 194 333 437 889 1491 1264.7 1413.6 2252.7 3412.9 3182.4 4656.5 4748 6433 7165 8845 8707 14440 12133 5304**

Export 433.8 447.0 452.5 519.2 890 1053 1498 187& 2130 3777 5780 5616 6159 6371 6597 6034 6593 6842 7404 7478

Imports 573.5 612.3 648.6 714.7 1616 2154 2287 2770 3626 6141 8447 8714 8805 10208 10616 9817 11359 10937 11795 11802

Resource
Gap

139.7 165.3 196.1 195.5 726 1101 789 894 1496 2364 2667 3096 2646 3837 4019 3783 4765 4095* 4391* 4324*

Public
Deficit as %
of GDP

7.1 6.8 10.9 12.6 21.2 29.5 29.5 22.9 24.9 28.2 19.2 23.2 20.4 23.5 22.4 24.4 20.8

Resource
Gap as % of
GDP

5.2 5.9 6.4 17.7 17.3 21.7 12.8 11.8 16.6 19.5 16.1 15.4 11.3 14.0 12.5 10.4 11.4 11.3 9.4 9.6

SOURCE:

Central Bank of Egypt, Cairo, ARE.
Ministry of Finance, Cairo, ARE.

NOTE:

* oct. 1986/87 Prices
** Estimated

Table (14) − EGYPTIAN EXTERNAL DEBT 1974−1987 (US million)

Source: World Debt Tables 1983−1988/89
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Table (15)

Government Intervention In Markets For Five Major Agricultural commodities

Crop Supply Demand

Cotton − Main export crop
− Entirely procured (with area planning)
at fixed producer prices

− No rationing
− Selling price by government marketing agency to
cotton mills is heavily subsidized, So that consumer
price of cloth is subsidized.

Wheat − Main importable
− Quota (average < 20%) procured at
gov't price below free market price.

− Wheat flour and bread are subsidized and
available to all consumers without restrictions.

Rice − Export crop
− Paddy procured at gov't price (quota
average 50%) at prices below free
market price.

− Milled rice subsidized and rationed with a two tire
price system: basic ration, additional ration

Maize − Import; animal feed and human
consumption
− No procurement.
− No gov't. intervention
− Price affected by the price of wheat.

− No rationing system
− subsidy for imported (yellow) maize for feed.

Sugarcane − Importable
− Entirely procured (through delivery
contracts to mills) at predetermined
prices

− Processed sugar rationed and subsidized with a
two−tier system:

− basic ration
− additional ration.

Source: Dethier I. (1989). P 48

Table (16)

Procurement prices for Cotton, Rice, Wheat and Sugarcane, 1970−1988 (L.E/Ton)

Year Cotton Rice Wheat Sugarcane

1970 115.28 27.0 33.72 2.89

1971 115.61 27.0 33.06 3.07

1972 125.90 27.0 33.41 3.07

1973 122.69 27.0 33.77 3.72

1974 150.17 34.0 43.41 6.45

1975 161.22 40.0 48.96 6.47

1976 202.40 50.0 47.52 7.52

1977 218.92 50.0 50.06 8.42

1978 212.98 65.0 52.24 9.00

1979 297.97 65.0 65.38 9.26

1980 300.30 75.0 77.56 9.60

1981 369.44 85.0 80.00 14.90

1982 380.12 95.0 80.00 15.50
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1983 413.39 110.0 93.30 18.20

1984 457.20 105.0 120.00 20.20

1985 584.20 125.0 120.00 24.20

1986 615.80 165.0 166.70 30.50

1987 723.96 200.0 200.10 34.00

1988 909.79 200.0 266.70 n.a

Source: A.R.E Ministry of Agriculture unpublished data.

Table (17)

Wheat Supply and distribution, 1970−1988 1,000 M.Ton.

Year Production Aid Imports Total Imports Total Avail. Consumption

Total Per
capita

1970 1,516 0 1,233 2,829 2,257 68

1971 1,729 27 2,409 4,128 3,435 102

1972 1,616 14 2,535 4,171 3,494 101

1973 1,837 378 2,505 4,302 3,567 101

1974 1,884 59 3,399 5,263 4,451 123

1975 2,033 534 3,645 5,658 4,791 130

1976 1,960 1050 3,527 5,477 4,650 123

1977 1,697 1741 4,345 6,002 5,173 133

1978 1,933 2483 5,120 6,993 6,051 152

1979 1,856 1647 4,907 6,813 5,903 144

1980 1,796 1771 5,423 7,149 6,221 148

1981 1,938 1892 5,821 7,699 6,708 155

1982 2,017 2004 5,585 7,672 6,673 150

1983 1,996 1722 6,593 8,499 7,456 163

1984 1,815 1663 7,199 8,789 7,758 164

1985 1,872 1538 7,238 9,035 7,975 164

1986 1,929 1496 6,801 9,030 7,947 159

1987 2,722 1493 7,092 9,314 8,065 157

1988 2,839 1470 7,000 10,124 8,789 166

Source: U.S.A.I.D. 1989. "Agricultural Data Base". Cairo: USAID/AGR/ACE.

Table (18)

Maize Supply and distribution, 1970−1988 1,000 M.Ton.
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Year Production Aid Imports Total Imports Total Avail. Consumption

Total Per
capita

1970 2,393 0 73 2,476 1,555 47.0

1971 2,342 0 41 2,393 1,493 44.2

1972 2,417 0 94 2,516 1,564 45.3

1973 2,507 0 180 2,677 1,664 47.2

1974 2,640 0 465 3,080 1,943 53.8

1975 2,781 0 511 3,272 1,679 45.4

1976 3,047 0 644 3,686 1,947 51.4

1977 2,724 377 591 3,350 1,558 40.2

1978 3,117 489 808 3,900 1,862 46.8

1979 2,938 266 494 3,487 1,632 39.9

1980 3,231 320 988 4,179 1,801 42.7

1981 3,308 476 1,384 4,652 2,036 47.0

1982 3,347 350 1,297 4,654 2,034 45.7

1983 3,509 538 1,680 5,209 1,266 27.7

1984 3,698 345 1,723 5,461 805 17.1

1985 3,686 320 1,912 5,488 601 12.4

1986 2,808 480 2,140 4,948 471 9.4

1987 3,619 450 2,200 5,779 284 5.5

1988 4,088 280 1,240 5,468 252 4.8

Source: U.S.A.I.D. 1989.

Table (19)

Trends of Food Availability In Egypt Within 18 years Period Food Balance Sheets "FBS" 1969−1986

Per
Caput/day

THE YEAR

1969 1970 1971 1972 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 1986

Total
Calories
(Kcal)
Dietary
energy
supply
"DES"

2660 2891 2747 2744 2833 3142 3394 3340 3360 3052 3343 3386 3774 3562 3521 3599 3745 3501

Total
protein
(gm)

74.6 82 76.9 75.7 78.8 87.2 93.4 91.9 91.7 94.9 91.5 95.5 106.7 98.2 98.4 102.3 103 90.6

10.6 10.7 10.6 10.6 10.5 10.8 11 12.5 11.9 13.3 11.5 14.5 15.5 14 15.1 13.6 13.9 14
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−
Animal

− Plant 64 71.3 66.3 65.1 68.3 76.4 82.4 79.4 79.8 81.6 80 81 91.2 84.2 83.3 88.7 89.1 76.6

Total fat
(gm)

48.8 47.1 46.1 48 47.1 53.2 61.3 61 61.5 65.4 59.8 56 64.3 62.5 62.2 54.4 70.3 78.2

−
Animal

12.3 11 11.9 11.7 11.7 11.8 12.3 14.1 13.9 14.1 13.8 15.5 16 15.1 15.7 14.5 13.7 13.7

− Plant 36.5 36.1 34.2 36.3 35.4 41.4 49 46.9 47.6 51.3 46 40.5 48.3 47.4 46.5 39.9 56.6 64.5

Developed from: Serial Food Balance Sheets of Egypt (Ministry of Agriculture, 1991).

Table (20)

Allotment for major subsidized commodities selected years (Million L.E.)

Year Wheat Flour Corn Edible Oil Frozen Meat Sugar

1973 79.0 4.4 16.8 0.0 0.0

1974 221.1 16.4 45.2 0.6 16.2

1975 162.7 29.2 72.1 0.8 19.5

1976 178.1 23.1 41.0 20.4 0.0

1977 149.1 40.6 48.4 0.0 0.0

1978/79 588.2 38.4 133.7 41.4 0.0

1982/83 758.0 199.1 89.8 114.9 133.7

1982/84 861.5 294.1 194.7 145.3 119.4

1984/85 614.7 264.0 229.3 105.8 77.7

1985/86 448.7 310.4 194.1 28.7 160.3

1989/90a 259.0 n.a 245.1 17.1 244.0

Source: for the period 1973−78/79: El−Kholei (1990); for the period 1982/83−85/86: Council
of Shoura Report no (5).; for 1989/90: Kennedy, (1989).

a) 1989/90 Budget.

Table (21)

Commodity expenditure elasticities for urban areas

Commodity 1st Expenditure Quartile Other Expenditure
Quartiles

Sugar 0.136 0.205

Oil 0.076 0.097

Tea 0.105 0.126

Rice 0.364 0.132

Beans 0.089 0.140

Lentils 0.330 0.184
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Fresh meat 1.581 0.665

Fresh chicken 0.680 0.313

Fresh fish 0.891 0.358

Frozen meat 0.072 −0.150

Frozen chicken 0.552 0.407

Frozen fish 0.206 −0.192

Balady bread −0.020 −0.047

Shami bread 0.246 0.205

Balady flour 0.087 −0.065

Fino flour 0.588 0.217

Pasta 0.511 0.242

Eggs 1.368 0.537

Milk 1.574 0.670

White cheese 0.205 −0.042

Cooked beans 0.23 −0.39

Tamiya 0.49 0.30

Fruit 1.71 1.11

Vegetables 0.80 0.51

Source: Data from the household survey by the international Food Policy Research institute
and the Institute of National Planning. Cairo. 1981/82 Alderman and Braun. (1984).

Table (22)

Commodity expenditure elasticities for rural areas

Commodity 1st Expenditure Quartile Other Expenditure Quartile

Sugar 0.144 0.121

Oil 0.136 0.109

Tea 0.247 0.231

Rice 0.564 0.264

Beans 0.188 0.205

Lentils 0.249 0.200

Fresh meat 1.127 0.372

Fresh chicken 0.726 0.231

Fresh fish 0.942 0.432

Frozen fish 1.824 0.631

Balady bread 0.044 0.006

Shami bread 0.178 0.159
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Balady flour 0.241 0.319

Fino flour 0.919 0.596

Open market flour 0.358 0.210

Balady and open market flour 0.323 0.320

Pasta 1.050 0.478

Eggs 1.561 0.582

Milk 0.161 0.116

White cheese 0.634 0.367

Grain wheat 1.321 0.589

Grain maize 0.802 0.558

Cooked beans 0.68 0.48

Tamiya 1.40 0.78

Fruit 1.17 0.85

Vegetables 0.85 0.58

Source: Data the household survey made by the international Food Policy Research institute
and the institute of National Planning. Cairo. 1981/82 Alderman and Braun. (1984).

Table (23)

REAL WAGE TRENDS BY SECTOR (1973 − 100)

Category 1973 1974 1975 1976 1977 1978 1979 1980 1981 1982 1983 1984 1985 1986 1987

Agriculture

Public 100 105 67 84 114 82 79 77 81 85 84 88 116 94 77

Private 100 110 130 155 173 180 200 207 239 268 288 324 328 290 240

Manufacturing

Public 100 97 89 93 98 100 109 108 116 123 117 120 108 101 95

Private 100 111 108 116 116 134 136 136 145 153 161 179 168 149 135

Construction

Public 100 111 100 104 109 118 139 125 120 115 130 150 134 120 110

Private 100 127 148 162 171 168 174 156 151 145 132 132 140 132 116

Services

Public 100 117 99 89 95 118 101 96 99 100 94 96 93 82 74

Private 100 100 96 103 106 140 134 125 126 126 124 130 157 126 107

Blue
Collar (all
sectors)

Public 100 101 94 97 108 104 114 113 121 127 123 128 121 108 99

Private 100 92 90 102 115 114 129 123 127 129 134 147 141 124 115
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White
Collar (all
sectors)

Public 100 104 88 86 91 106 97 91 92 92 88 92 84 74 66

Private 100 92 88 87 94 98 115 108 108 108 108 115 123 103 89

Public
Enterprises

100 103 92 94 102 107 110 107 112 116 111 116 108 98 90

Private
Sector*

100 103 82 89 103 100 117 112 115 117 121 132 134 115 102

Government100 87 83 84 87 83 82 80 86 87 78 77 71 60 55

Source: World Bank, Poverty Alleviation and Structural Adjustment in Egypt, 1999

* 10 workers or more
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Table (24) − Prices and Price Indices for Major Subsidized Food Commodities (1970−1989)

Table (25)

Own−price elasticities of commodities for urban areas

Commodity 1st Expenditure Quartile Other Expenditure
Quartiles

Sugar 0 0

Oil 0 0

Tea −0.173 −0.135

Rice −0.144 −0.128

Beans 0 0

Lentils 0 0

Fresh meat −2.879 −0.820

Fresh chicken −1.583 −0.467

Fresh fish −0.845 −0.211

Balady flour −2.593 −2.593

Fino flour 0 0

Pasta −0.612 −0.297

Eggs −1.028 −0.206

Milk −0.877 −0.431

White cheese −0.842 0

Source: Data from household made by international Food Policy Research Institute and the
Institute of National Planning. Cairo 1981/82, Alderman and Braun (1984)

Table (26)

Own−price elasticities of commodities for rural areas

Commodity 1st Expenditure Quartile Other Expenditure Quartile

Sugar 0 0.093

Oil 0 0.268

Tea −1.337 0.135

Rice 0 0.362

Beans −0.327 0.149

Lentils −0.275 0

Fresh meat −2.158 −0.609

Fresh chicken −1.156 −0.269

Fresh fish 0.473 0
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Balady flour 0.169 0

Fino flour 0 0

Open market flour 1.900 −1.113

Balady and open market flour −0.498 −0.449

Pasta −1.406 −0.220

Eggs 2.720 −0.528

Milk 0.498 −0.201

White cheese 0.922 −0.274

Grain wheat 0 0

Grain maize 0 0

Source: Data from household made by international Food Policy Research institute and the
institute of National Planning. Cairo 1981/82, Alderman and Braun. (1984)

Table (27)

Consumer Price Indices (1966/67 = 100)

Item 1981/82 86/87

Food and Beverage 458,8 1145,1

Meat, Eggs and Fish 572,7 1203,6

Vegetables 493,6 927

Fruits 1101,9 3585,2

Housing 113,7 129,8

Clothing 344,8 650,6

SOURCE: Report of the Central Bank of Egypt, 1990

Table (28)

Main Reference Studies of Food Consumption & Intake Data

Study Sample Type & period of study Reference

1. Dietary Factors
Causing growth retardation of
boys in the Egyptian village.

90 growth retarded
Schoolboys 11−18 y 20
control of normal growth
Rural.

Longitudinal study
1965−1966 in 4 seasons
fasts and fasts.
semi quantitative.

Abdou &
Moussa,
1975

2. National Food consumption
Study "MACS" of Egypt.

6300 HHS
35334 individual
Rural and Urban HHS.

Cross Section, 1981
Semi Quantitative

Final
Report
Aly et al,
1981.

3. Health profile of Egypt "HPE"
Health Interview Survey.
"HIS".
Dietary Habits "National".

203339 individual
Rural and Urban

Cross section 1978 − 1984.
55174 HHs Qualitative.

Final
Report
Moussa,
1987.

4.
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The collaborative Research
and support program on
Food Intake and Hunan
Functions. "CRSP"

312 HH
In each HH, 4 target
individuals; father, mother,
schooler 7−9 y toddler
18−30 months.
Rural

Longitudinal study for 12
consecutive months covering
4 seasons, fasts and feasts
1982 − 1987.
semi Quantitative.

Final
Report
Galal et al,
1987.

Table (29)

Percaput Consumption/Day of Subsidized Animal Foods

Food
Item

Percaput Intake of
Subsidized Foods

GM/DAY

Percaput Available
of Total Foods

GM/DAY

Intake of Subsidized As % of
the Total Available at Home

Ratio of
Urban to

Rural

Meat 3.26 34 10 7.1

Poultry 2.91 26 11 9.0

Fish 6.90 34 20 4.9

Eggs 0.007 0.3 2.0 50.0

Developed from: National food consumption study "NFCS", Nutrition Institute, Egypt (Aly et.
al, 1981)

Table (30)

Infant and Childhood Mortality by Selected Socioeconomic Characteristics of the Mother for the
Period 1978−1988, Egypt DHS, 1988

Socio−economic
Characteristic

Infant Mortality
(1q0)

1978−1988

Childhood Mortality
(4q1)

1978−1988

Under Age 5
Mortality

(5q0)
1978−1988

Education Level

No Education 113.3 54.2 161.3

Less than Primary 88.8 36.8 122.4

Primary through
Secondary

64.4 21.3 84.4

Completed
Secondary/Higher

39.0 10.2 48.8

Urban−Rural Residence

Urban 65.6 24.8 88.8

Rural 114.6 55.5 163.9

Place of Residence

Urban Governorates 61.7 15.2 75.9

Lower Egypt 80.2 43.7 120.4

Urban 63.9 26.6 88.8

Rural 85.5 49.3 130.6

Upper Egypt 124.1 54.8 172.1
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Urban 73.2 38.7 109.1

Rural 146.7 62.9 200.4

Total 94.3 42.1 132.4

Note: Includes events occurring in the period up to but excluding the month of interview

Source: Sayed, et al, 1989, DHS 1988.

Table (31)

Percent of Currently Married Women Who Want No More Children by Number of Living Children,
According to Selected Background Characteristics, Egypt DHS, 1988

Number of Living Children(1)

Background
Characteristic

None 1 2 3 4 or More Total

Urban−Rural Residence

Urban 0.9 10.9 62.0 84.2 84.6 65.2

Rural 1.0 5.2 37.4 63.9 80.9 56.1

Place of Residence

Urban Governorates 1.9 11.5 66.7 83.8 85.1 66.0

Lower Egypt 1.0 10.0 53.4 82.6 92.2 67.8

Urban 0.0 14.6 60.8 92.4 94.9 70.4

Rural 1.3 7.6 49.2 77.2 91.3 66.7

Upper Egypt 0.4 3.7 34.2 58.1 71.2 49.0

Urban 0.0 5.3 51.4 76.2 76.4 59.0

Rural 0.6 3.0 22.1 45.8 68.4 43.5

Education Level

No Education 0.8 6.5 39.8 67.2 79.7 59.7

Less than Primary 0.0 8.0 52.7 75.2 86.0 65.8

Primary through
Secondary

0.0 4.4 57.6 79.4 87.6 63.6

Completed
Secondary/Higher

2.5 11.0 63.2 89.1 90.3 53.9

Work Status

Working for Cash 1.7 14.2 66.3 85.7 92.3 64.6

Working, Hot Paid in
Cash

0.0 3.6 40.0 67.7 86.5 65.4

Not Working 0.9 7.1 48.7 73.7 81.3 59.4

Interested in Work 1.3 8.0 55.7 80.0 85.7 59.4

Not Interested in
Work

0.7 6.6 45.0 71.0 79.8 59.4
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Total 0.9 8.0 51.8 75.2 82.5 60.5

(1) Includes current pregnancy

Source: Sayed et. al., 1989, DHS 1988

REFERENCES

Abbassy, A.S., (1972) Growth and Development of the Egyptian Child: Birth to 5 Years Dar El−Maaref.

Abdou, I.A. (1965a) Nutrition Status in the New Valley (In Arabic) National Documentation Centre, Dokki,
Cairo, Egypt.

Abdou, I.A., Ali, H.E. and Lebshtein, A. K. (1965b) A Study of the Nutritional Status of Mothers, Infants and
Young Children Attending MCH Centres in Cairo: I − The Nutritional Status of Infants and Young Children.
Bull. Nutr. Inst., 1:9−20.

Abdou, I.A., Dakroury, A.M. and Tadros, N.N. (1966) A Comparative Study of Nutritional Anemia in the Oases
of the New Valley and the Villages of the Nile Valley. Bull. Nutr. Inst., 2:153−174.

Abdou, I.A. and Mahfouz, A. (1967a) Heights and Weights of School Children in Cairo as Indications of their
Nutritional Status. J. Egypt. Pub. Hlth. Assoc., 422:114−124.

Abdou, I.A., Shaker, M.S., Bishara, F.F. and El−Mogharbel, M.K. (1967b). A Comparative Study of the
Nutritional Status of Infants and Preschool Children in Different Types of Villages, Urban Sector and MCH
Centres of Beheira Governorate. Bull. Nutr, Inst. 3:5−40.

Abdou, I.A., Ali, H.E., Said. A.K., Mousa, W.A., Demian. H.G., Soliman, A.M. and El−Hawary, I.H. (1967c).
Incidence of Nutritional Deficiencies, Goiter and Dental Caries Among School Children in Cairo J. Egypt. Pub.
Hlth. Assoc., 42:175−184.

Abdou, I.A., Ali, H.E., Bassiouni, A.R., Nafie, A.M., El−Shazli, A.E. and Abdel−Kader, M.S., (1967d) Nutritional
Deficiencies, Gloiter, Dental Caries and Parasitic Infestation among School Children in Rural and Urban Areas
of Asyut and Aswan Governorates. Bull. Nutr. Int., 3:105−125.

Abdou, I.A. and Mahfouz, A. (1968a). Comparative Study of Heights and Weights of School Children in
Different Sectors of Cairo, Other Areas of UAR and Foreign Standards. Bull. Nutr. Inst. 4:53−68.

Abdou, I.A., Farrag, F.M. and Guindi, A.F., (1968b). Prevalence of Nutritional Anemia in the Age Group 6−18
Years of Rural, Urban and Industrial Communities in Beheira Governorate, Bulletin Nutrition Institute,
4:81−106.

Abdou, D.B.D. Gardner, and Green R., 1986. To Violate or not Violate the Law: An Example from Egyptian
Agriculture. American Journal of Agricultural Economics 68:120−126.

Abdou, I.A., Moussa, W.A., (1975) Study of Dietary Factors Causing Growth Retardation of Boys in the
Egyptian Village Egyptian. Journal of Nutrition, 1:143.

Abdou, I.A.; Shukry, A.S.; Labib F.M. and Moussa, W.A., (1975) Nitrogen Balance Studies on Protein − Rich
Food Mixtures for Preschool Children in Egypt. Gaz. Egypt. Ped. Assoc. 23:111−122.

Abdel Ghany, S.A., (1986) Maternal Nutrition and Outcome of Pregnancy. Ph.D. Thesis, Faculty of Home
Economics, Helwan, University.

Adams, R. (1986) Development and Social Change in Rural Egypt. New York: Syracuse University Press,
USA

AID (Agency for International Development), (1978) ARE National Nutrition Survey, Office of Nutrition,
Washington D.C., USA

135



AID (Agency for International Development) (1980) ARE Nutrition Status Survey II, Office of Nutrition,
Washington, D.C., USA

AID (Agency for International Development), (1988). Cost Recovery Program for Health Project, Project
Number 253−0171, Cairo, ARE.

AID (Agency for International Development), (1986) Population Policies, Cairo, ARE.

Akre, J., (1989) Infant Feeding the Physiological Basis. Bulletin of WHO, Supplement to Volume 67, Geneva.

Alderman J., and Van Braun, J., (1984). The Effect of the Egyptian Food Ration and Subsidy System on
Income Distribution and Consumption. Research Report 45, International Food Policy Research Institute,
Washington D.C., USA.

Alderman, H., Van Braun J. and Sahr, S.A., (198???) Egypt Food Subsidy and Rationing System: A
Description. Research Report No 34. International Food Policy Research Institute, Washington D.C., USA.

Aly, H.E. Said, A.K. Shaheen, F.M., Moussa, W.A. and Dongol, I.E. (1976) Evaluation of School Lunch
Program at Technical Secondary Schools of ARE. 1 − Effect on Height, Weight and Clinical Picture Bulletin
Nutrition Institute, 6, Cairo, ARE.

Aly, H.E. Moussa, W.A., Demian, H.G., Hananyn, S.A. and Said, A. K., (1980) Anthropometric Measurements
of Cairo School Children: A Follow−up Study, J. Egypt. Pub. Hlth. Assoc., 55: 143−165. Cairo, ARE.

Aly, H.E., Moussa, W.A., Said, A.K. and Ghoneim, F.M., (1981) Effect of Food AID on Nutritional Status of
Beneficiaries in Land Reclamation Projects. Ain Shams Med. J., 32: 205−214 Cairo ARE

Aly, H. Dakrauny, A.; Said, A.; Moussa, W., Shaheen, F.; Ghoneme, F.; Hussanein, M.; Hathout, M.; Shehata,
M. and Gomaa H., (1981) ARE National Food Consumption Study, Final Report, Nutrition Institute, Ministry of
Health, Cairo, ARE.

Aly, H.E.; Dakroury, A; Said, K.; Hussein, M.A.; Ghoneim, F.; Shaheen, F. and Others, Nutrition Status
Survey, Final Report. Nutrition Institute, MOH, CDC, USAID, (1978). American Embassy Report 1991.
Economic Situation of Egypt, Cairo ARE.

Amin, G. The Egyptian Economy and the Revolution 1968 in Vatikiatis, R.J. (ed) Egypt Since the Revolution,
London, Allen and Unwer.

Bale, M.D., and E. Lutz, (1979). Price Distortions in Agriculture and Their Effects: An International
Comparison. Staff Working Paper 359, World Bank, Washington, D.C.

Badran, A. (1989). Structural Adjustment in the Health Sector to Protect the Vulnerable Groups, The Third
World Forum for UNICEF, Cairo.

Behrman. J.R., (1988). The Impact of Economic Adjustment Programs in Bill, D.E. and Reich, M.R. Health,
Nutrition and Economic Crises, The Harvard School of Public Health, Auburn House Publishing Company
Dovr, Massachusetts, USA

Callaway, D.H., Murphy, S.P. and Beaton, GH. (1988) Food Intake and Human Function, A Cross Project
Perspective of Collaborative. Research Support Program in Egypt. Kenya and Mexico, University of California,
Berkeley, USA.

Carter, J.P., Grivetli, L.E. Davis J.T. Nasiff, S. Mansour, A., Moussa, W.A., Atta, A., Patwardhan, V.N.;
Moneim, M.A. Abdou, J.A. and Darby, W.J., 1969. Growth and Sexual Development of Adolescent Egyptian
Village Boys. Effects of Zinc, Iron and Placebo Supplement. Am. J. Clin. Nutr. 22:59.

CAPMAS, Central Agency for Public Mobilization and Statistics, (1988−1991). Statistical Year Book.. Several
Reports, Cairo. ARE

CAPMAS, Central Agency for Public Mobilization and Statistics, (1986 & 1989). Births and Deaths Statistics,
Cairo, ARE.

136



CAPMAS, Central Agency for Public Mobilization and Statistics, Preliminary Results of Census (1986), Cairo,
ARE. (CAPMAS) Labour Market Information, IDRC, 1980.

CAPMAS & UNICEF, (1988). The State of Egyptian Children.

Central Bank of Egypt, (1986−1991) Several Reports Cairo ARE. CRSP (Collaborative Research Support
Program) on Food Intake and Human Function, Egypt Final report, 1987.

Cuddihy, W. (1980) Agricultural Price Management in Egypt, Staff Working Paper No. 388, World Bank,
Washington D.C. USA.

Dethier, J.J. (1987) Agricultural Prices in Egypt: Issues, Policies and Perspectives, Recommendations for
Price Policy Reform in Agricultural Pricing and Marketing Policies in the Arab Republic of Egypt, Vol. I (Pricing
Policies), ed. F. Beshay, S. Nassar, and A. Cohair, Ministry of Agriculture and: Food and Agriculture
Organization of the United Nations.

Dethier, J.J. (1989). Trade, Exchange Rate and Agricultural Pricing policies in Egypt. Vol. I Washington D.C.:
World Bank.

De Maeyer, E.M; Dollman, P., Gurney, J.M., Hallberg, L. Sood, S.K. and Strikontia S.G., Preventing and
Controlling Iron Deficiency. Anemia Through primary Health care. A Guide for Health Administrators and
Program Managers, WHO, Geneva, 1989.

El Agroudy, A.A., (1989). Fetal Malnutrition Among Pregnant Adolescents. Ph.D. Thesis Submitted to Faculty
of Home Economics, Helwan University.

El Gretly, (1977) 25 Years, An Analytical Study for the Economic Policies in Egypt. 1952−1972 Arabic The
Egyptian Organization for Books, Cairo, ARE.

El−Lozy, M. Field, J.O, Ropes, G. and Burkhart, R., (1980) Childhood Malnutrition in Rural Egypt Results of
the Ministry of Health "Weighing Exercise" Cairo University MIT Technological Planning Program Monograph
4 − TAP Report 90−11.

El−Molla, M.A., (1990). "Glycosuna??? glycosuria? − Stuart to check" in the Final Report of HES, Health
Profile of Egypt Editor: Amal S. Ibrahim, Cairo, ARE.

El−Nockrashy, A.S., Kassem, M.A., Abdel Salam, M.E. October, (1985). Evaluation Report: Nutrition
Education in Health Centres Project. Academy of Scientific Research and Technology and the Nutrition
Institute (Ministry of Health), Cairo, ARE.

Egypt, Arab Republic of (1988). The Five Years (1987/88−1991/92) Social and Economic Development Plan,
the Second Year 1988/89, Vol. I (Principal Components of the Plan). Cairo: Ministry of Planning, ARE.

Egypt, Arab Republic of (1988). Marketing Policies for Some Agricultural Crops and their Economic Impacts.
Working Paper 40. Cairo: Institute of National Planning (In Arabic), ARE.

El−Amir, R., S. Nassar, and A. Moustafa, (1981). Determinants of Agricultural Price Policy in Egypt Economic
Working Paper No 50. Ministry of Agriculture/University of California.

El−Deeb, B. (1991). Age Sex Trends in Egypt, National Workshop Preparation for Country Paper on Nutrition
for the International Conference on Nutrition, Nutrition Institute in Collaboration with WHO, UNICEF.

El−Deeb, B. (1991). Population Growth, Distribution Trends (Urban/Rural) and Migration, National Workshop
Preparation for Country Paper on Nutrition for the International Conference on Nutrition, Nutrition Institute in
Collaboration with WHO, FAO, UNICEF, Dec. 1991.

El Shoura Council, (1985). Report on Investment Policies, Cairo, ARE.

El−Kholei, A., and H. Khedr, (1987). The Role of Agriculture in the National Economy of the Arab republic of
Egypt: Goals, Resources, and Constraints, in Agricultural Pricing and Marketing Policies in the Arab Republic
of Egypt, Vol. I (Pricing Policies), ed., F. Beshay, S. Nassar, and A. A. Zohair, Cairo: Ministry of Agriculture
Organization of the United Nations (in Arabic).

137



El−Kholei, (1990). Objectives and Implications of Egyptian Food Policies in L'Egypte Contemporaine,
Egyptian Association for Economics, Statistics and Legislation, Jan, April, Cairo ARE.

El−Miniawy, A. M. (1989). The Egyptian Rice Market: A Model Analysis of the Effects of Government
Interventions and Subsidies. Working Papers on Food Subsidies No. 5. Washington D.C.: International Food
Policy Research Institute.

FAO, (1985). The Fifth World Food Survey Food and Agriculture Organization of the United Nations.

FAO/UNICEF/WHO, (1976). Methodology of Nutritional Surveillance Technical Report Series 593. World
Health Organization. Geneva.

FAO/WHO/UNI, (1985). Expert Consultation Energy and Protein Requirements, Technical Report Series 724,
World Hlth Org., Geneva.

FAO/WHO, (1990) Meeting the Nutrition Challenge, A Joint FAO/WHO Framework Paper.

Fetal Malnutrition: First Annual Program Report, May (1982), Child Health Laboratory Nutritional Research
Centre, Dokki, Cairo, Egypt.

Fletcher, L.B., and Hassan Khedr, (1989). Reforming Government Policies Affecting Egyptian Agriculture
Cairo USAID and MOLAR (Draft).

Galal, O. Kirksey, A.; Harrison, R., Jerome, N.; Dokrouny, A.; Moussa, W,; Shaheen, F. and Others (1987).
The Collaborative Research Support Programs "CRSP" on Food Intake and Human Function. Final Report
Grant No. Dan−l309−G−SS−1070−00. USAlD.

Galal, O., Said, A., Harrison, G. and Riterbough, C. (1988). Risk Assessment: Identification and Monitoring of
Fetal Malnutrition, Final Report Institute of Nutrition, MOH, Cairo, Egypt.

Girgis, S.M. (1987) Effect of Long Term Lactation on Maternal Health, Ph.D. Thesis Faculty of Home
Economics, Helwan University.

Gomez, F., Rames Galvon R., Frenk S., Cravisto, J.M. Chavey, R., Vasques, J., (1956). Mortality in Second
and Third Degree Malnutrition Journal of Trop. Pediat, 2: 77

Goueli, A. and Elrasoul, R.A., (1987) Agricultural Pricing Policies and the National Economy in the Arab
Republic of Egypt. In Agricultural Pricing and Marketing Policies in the Arab Republic of Egypt, Vol. I (Pricing
Policies) ed. Beshay, A. Nassar, S. And Sohair, A. Cairo Ministry of Agriculture and Rome: Food and
Agriculture Organization of the United Nations (In Arabic).

Grouch, L. and G. Siam. Government Policy, Farmers Responses and Rural Income Distribution in Egypt,
Economic Working Paper No. 43, Agricultural Development Systems Project, Arab Republic of Egypt, Ministry
of Agriculture/University of California.

Habib, N. Teenage Obesity Among Preparatory, (1987). Schools in Ismailia, M.Sc. Thesis, Suez Canal
University.

Handoussa H., (1982) The Impact of Foreign Aid on Egypt's Development 1952−1986, A paper presented to
the Conference on Capital Flows and Development World Bank and the International Centre for Economic
Growth, September.

Hussein, M.A., Hanan, J.A., Abdel Ghaffar, A.A. and Salem S., (1988), Effect of Iron Supplements on
occurrence of Diarrhea Among Children in Rural Egypt. Food and Nutritional Bulletin UNU, 10:35−39.

Hussein, M.A., Hanan, H.A., Noor, E.F. and El Shafie, M. (1985). Nutritional Assessment of Preschool
Children in Egypt. Gaz. Egypt. Ped. Ass. 37: 27−25.

Hussein, M.A., Moussa, W.A. and El Nahry, F.I., (1991). Community Based low Cost Weaning Foods Suitable
for Feeding Infants and Young Children in Egypt Within a Package of PHC Services. Nutrition Institute, Cairo,
Egypt.

138



Hussein, M. A. (1989). The Effect of Increasing Food Prices on the Behaviour of Families towards Feeding
their Members. Final Report Nutrition Institute/Catholic Relief Services, Egypt, Cairo.

International Monetary Fund, (1988), ARE Recent Economic Development.

Kandil A. (1989). Educational Policies in the Nile Valley, Somalia and Djibouti, Forum of Arab Though,
Aman, Jordan.

Kamel, S.M., Shukry, A.S. and El−Gammal, R. 1965. Some Epidemiological Aspects of Rickets. Cairo, Egypt
Pediat. Assoc.. 23: 51−58

Khedr, H., L. Quance, and McCarl, B. (1989) Evaluation of the Egyptian Agricultural Sector: Implications for
Further Decontrol Working Paper no APAC−89− (8) Cairo: USAID and MOLAIR Agricultural Policy Analysis
Component, NARP.

Korayem, K. (1987). The Impact of Economic Adjustment Policies on the Vulnerable Families and Children in
Egypt. A Report Prepared for The Third World Forum, Middle East Office and the United Nations Children's
Fund (UNICEF), Egypt.

MOH (Ministry of Health) Egypt and UNICEF, (1990). Executive Summary, National Cluster Survey for
Vaccination Coverage, Egypt.

MOH (Ministry of Health). Statistical Department, Several Reports.

MOH (Ministry of Health), (1980) Weighing Exercise, Cairo University MIT Technological Planning Program
Monograph 4TAP Report 80−11.

MONEM, A.A. (1992) Nutritional Status of Children, National Conference on Findings of Egyptian Maternal
and Child Health Survey, Central Agency for Public Mobilization and Statistics, League of Arab States, Egypt.

Moussa, W.A. (1973) Development of Protein Rich Food Mixtures Suitable for Feeding Infants and Young
Children. M.D. Thesis, Faculty of Medicine, Cairo University, ARE.

Moussa, W.A. Aly, H.E; Gomaa, H., Mickael, K.G. and Said, A.K. (1983) The Role of Infection in Causation of
Malnutrition in Urban Areas of Egypt with Special Reference to Diarrheal Disease. Urban Health, USA.

Moussa, W.A. (1986) Dietary Assessment Proceedings of the Intercountry Workshop on Nutrition
Assessment, FAO/UN/Nutrition Institute, MOH, Cairo 1−5, November, ARE

Moussa, W.A., (1987) Health Profile of Egypt, The Health Interview Survey, Final Report, Dietary Habits,
Publication No 3615, ARE, Ministry of Health, ARE

Moussa, W.A., (1988). Food Sources of Energy Proceedings of the CRSP Policy Workshop Nutrition Institute,
Cairo Egypt

Moussa, W., Hegazy, M.E.; Weber, C., (1988), Energy and Protein Bioavailability of Toddlers. Diets in Rural
Egyptian Community. Proceeding of Bioavailability 88, Nourwich.

Moussa, W.A.; Mikhael, K.G.; Sobhy, A.H. and Aly, H.E. (1988b) Major Determinants of Adequacy of
Supplement During the Weaning Period Bull. Nutr. Inst. Cairo Egypt. 8: 102−129.

Moussa, W.A., Hegazy, M.E.; Weber, C., (1989) Energy and Protein Bioavailability of Egyptian Rural
Preschooler Diets, Implication and Application. Proceedings of the 14th International Congress of Nutrition P.
384, August 20−25, Seoul, Korea.

Moussa, W.A., (1990) Weaning Foods. Bull. Nutr. Inst. ARE, Special Issue; Proceedings of the International
Conference on Foods for Special Dietary and Medical Uses, Cairo, Egypt, 19−22 March.

Moustafa, N., The Economic and Political Dimension of Egyptian Debt, A Political Review of the Literature,
Part II, Centre for Economic and Financial Research and Studies, Faculty of Economics and Political
Sciences, Cairo.

139



Mursa, R. (1981) Population Redistribution Mechanism as Related Various Forms of Development in
Population Distribution Policies in Development Planning, U.N., New York.

Nagaty, A. (1988), Impact of Control of Diarrheal Disease Activities in Egypt on Infant and Childhood Mortality
Presented at the Panel on: Monitoring Evaluation and Research, the ICORT − III Conference, Washington
DC.

Nagaty, A., Nassar, H., Khorshid M., Rashad B., Engler T., (1986) Community Cost Sharing Feasibility Study,
Strengthening Rural Health Delivery Project, MOH, ARE, October,

NCHS, (1977) Growth Curves for Children, Birth−18 Years, Vital and Health Statistics: Data from the National
Health Survey, Series 11 − Number 165 DHS Publication No (PHS) 78.

Nassar, H. (1990) Return Migration, Labour Force Market Survey, Central Agency for Public Mobilization and
Statistics. (CAPMAS), IDRC, Cairo, ARE.

Nassar, H. (1990) Population Distribution Policies in Egypt, Draft for the UNESCWA, Cairo, ARE.

Nassar, H., (1988) Internal and External Factors Affecting Employment in Egypt, Proceedings of the
International Conference on the Impact of World Crisis on Employment in Developing Countries, Centre for
National Work Centre, Alger.

Nassar, H., (1989) Investment Policies and Unemployment, in "Unemployment in Egypt", First Conference of
the Economic Department, Faculty of Economics and Political Sciences, Cairo University.

Nassar, H., (1990) The Economic and Political Dimension of Egyptian Debt, An Economic Review of
Literature, part I, Centre for Economic and Financial Researches and Studies, Faculty for Economics and
Political Sciences, Cairo.

Nassar, H., (1991) The Health Indicator in the Social Indicators for Development, A Social Survey of the
Egyptian Family, ed. by Saleh, N. Abdel K. M., Khalifa, A., Arab Regional Centre for Research in Social
Services and the Academy for Social Research and Technology, ARE.

Nassar, H., (1991). The Impact of Adjustment Policies on Health in Egypt, Symposium on Liberalization in
Egypt, Centre for Economic and Financial Research, Faculty of Economics and Political Sciences, Cairo
University.

Nassar, S., and Mansour, M. (1987) Pricing Policies and Agricultural Production in Agricultural Pricing and
Marketing Policies in the Arab Republic of Egypt Vol. I. (Pricing policies) ed., Beshay A., Nassar, S. and
Zohair, A.A., Cairo: Ministry of Agriculture and Rome: Food and Agriculture Organization of the United Nations
(in Arabic).

National Centre for Social and Criminological Research (1985) Comprehensive Social Survey for the Egyptian
Society, 1952−1980, Cairo.

Nawar, L. El−Deeb, B. Nizanuddin, M. and Tourkey, F.G. (1986) Infant and Child Mortality in Egypt, Central
Agency for Public Mobilization and Statistics, Population Studies and Research Centre.

Noor E., Kirhsey, A., Wacks, T.; Jerome, N.; McCbe G.; Aly, H., Galal, O. and Harrison G., (1991)
Mother−Toddler Interaction and Care Giving Behaviour in An Egyptian Semi−Rural Village, Federation of
American Societies for Experimental Biology, Atlanta G.A.

Nutrition Institute, (1981) The National Food Consumption Study of Egypt: Report (In Arabic).

Oldham, L., Sholkami, H; Hadidi, H. and Wahba, S. (1990). Socio Cultural factors Influencing the Prevalence
of Diarrheal Disease in Rural Upper Egypt. An Ethnographic Study of Six Villages, UNICEF.

PAN ARAB PROJECT FOR CHILD DEVELOPMENT (1992) Central Agency for Public Mobilization and
Statistics, League of Arab States (1990) − Cairo.

Patwardhan, V.N. and Darly, W.J. (1972) The State of Nutrition in the Arab Middle East. Vanderbilt University
Press, Nashville: 86−91.

140



Population Change and Economic Development, Published for the World Bank, Oxford University, 1985.

President Sadat A. (1974) The October Working Paper, Ministry of Information, ARE.

Rashad, H. (1981) Evaluation of Completeness of Mortality Registration in Egypt, the Population Council,
Cairo, ARE.

Rihan, Z.E., and Lebshtein, A.K. (1971) Control of Diabetes in Different Socio Economic Groups. Egypt Pub.
Hlth. Assoc. 46, 265:272.

Ronaghy, H., Survey Fox, MR., Gam, S.N.; Israel, H.; Harp, A.; Moe, G. and Halsted, J.A., (1969) Controlled
Zinc Supplementation for Malnourished School Boys Am. J. Clin. Nutr. 22:1279.

Said, A.K. and Abdou, I.A., (1978). Aswan Nutrition Survey: I − Heights and Weights of Population. Groups of
Aswan Governorate. J. Egypt. Pub. Hlth. Assoc., 53:17−42.

Said, A.K. and Abdou, I.A. (1978). Aswan Nutrition Survey: 2 − Nutritional Status of Various Population
Groups of Aswan Governorate. J. Egypt. Pub. Hlth. Assoc., 43: 303−326.

Said, A.K., Moussa, W.A. Demain, H.G., Aref, N.M. and Aly, H.E. (1980) Follow−up Study of Nutritional
Deficiencies Among Cairo School Children J. Egypt. Pub. Hlth. Assoc., 45: 225−263.

Said, A.K. And Aly. H.E., 1986. School Feeding in Egypt (Review). Egypt J. Nutr. 3: 72−83.

Said, A.K., (1987) "Personal Habits, Health Status and Medical Care, Final Report, HIS, Health Profile of
Egypt Publication No 36/3.

Sandstead, H.H., Prasad, A.S.; Schulert, A.R.; Farid, Z., Maile Jr. A.; Bassily, S. and Darby, W J., (1967)
Human Zinc Deficiency, Endocrine Manifestations and Response to Treatment. Am. J. Clin. Nutr. 20: 422.

Sarhan, A.A., (1982) Prevalence of Obesity Among Preparatory School Children in Cairo. M.S. Thesis
Submitted to the High Institute of Public Health, University of Alexandria.

Sayed, H.A., Khorazaty, M.N., Way A., (1985) Fertility and Family Planning in Egypt, National Population
Council and Westinghouse Public Applied System, Cairo, ARE.

Sayed, H.A; Osman, M.I., El−Zanaty, F. and Way, A.A. (1989). Egypt Demographic and Health Survey (DHS)
1988. Egypt National Population Council, Cairo, Egypt and Institute for Resource Development/Macro
Systems Inc., Shukry, A.S., Barakat, M.R.; El−Gammal R. and Kamel, L.M., (1972). An Epidemiological Study
of Protein−Calorie Malnutrition Among Rural Population in Egypt. Gaz. Egypt. Ped. Assoc., 20: 151−167.

Shukry, A.S., Nabil, F.M. and Kamel, L.M. (1973). Assessment of the Health and Nutritional Standards of
Infants and Preschool Children in High Density Cairo Community. Gaz. Egypt. Ped. Assoc., 21:47−56.

Sirageldin, I and Diop. F. (1990) Strategies for Analysis of Health Survey Data, League of Arab States, Pan
Arab Project for Child Development, Tunis.

Shorter, F. (1989) Cairo's Leap Forward, People, Households and Dwelling Space, Cairo, Vol. 12 Monograph.

Swaiffy, E.M., (1987) Effect of Nutritional Status on Some Psychosocial Parameters in Primary School
Children, Ph.D. Thesis Submitted to the Faculty of Home Economics, Helwan University.

Symposium on Nutrition and Cancer (1981) Held by the Egyptian Nutrition Society, Nutrition Institute, Cairo.

Tomkins, A. and Wabon F. (1989) Malnutrition and Infection A Review. United Nations ACC/SCN

U.A.R. United Arab Republic (1961). The Charter, Cairo Information Department.

U.S. Department of Agriculture (1976) Egypt Major Constraints to Increasing Agricultural Productivity. Foreign
Agricultural Economic Report 120 Washington.

141



Waterbury, J. (1980) The Egyptian of Nasser and Sadat, The Political Economy of Two Regimes. Princeton
University, Press New Hersey, 1984.

Waterlow, J. C., (1972). Classification and Definition of Protein − Caloric Malnutrition, British Medical Journal
III.

Waterlow, J.C., Burina, R. Keller, W. Lave, J.M., Nichaman, M.Z., Tanner, J.M., (1977) The Presentation and
Use of Height and Weight Data for Comparing the Nutritional Status of Groups of Children Under the Age of
10 Years. Bulletin of World Health Organization 554: 489−498.

Waterlow, J.C. and Rutishavser, J.H.E., (1971) Malnutrition in Man in Early Malnutrition and Mental
Development. Symposium of the Swedish Nutrition Foundation, Uppdala, Sweden Eds. Cracioto, J.
Hambraus, L. Vahlquist, B. Child Health 17:98−104.

Weil, D.E., Cooper, Alicbnison, A.P., Wilson, J.F., Reich, M.R. Bradley D.J., The Impact of Development
Policies on Health. A Review of the Literature, World Health Organization, Geneva.

Waterbury, J. (1979). Hydropolitics of the Nile Valley. New York: Syracuse University Press.

World Bank, Development Reports Series.

World Bank, 1984. Egypt Second Agricultural Development Project Report. Washington, DC. World Bank
(Draft).

World Bank, (1988). Country Economic Memorandum Economic Readjustment with Growth.

World Bank (1986). ARE Current Economic Situation and Economic Reform Program Report No. 6195 EGT.

World Food Council, (1988) Towards Sustainable Food Security: Critical Issues. Report by the WFS Nicosia
Cyprus WFC. World Debt Tables, 1989.

WHO/EMRO., (1989) Guidelines for the Development of A Food and Nutrition Surveillance System for
Countries in the Eastern Mediterranean Region. WHO/EMRO, Technical publication No. 13.

WHO, (1990). Diet, Nutrition and the Prevention of Chronic Diseases. Technical Report Series 797, World
Health. Org. Geneva.

WHO, (1974). Human Nutrition Requirements. Technical Report Series No. 61 (EMRO). World Health. Org.
Geneva.

WHO, (1968) Nutritional Anemia Report of a WHO Scientific Group. World Health Organization Technical
Report Series No. 405.

WHO, (1972) Methodology of Reporting and Analysis of Perinatal and Maternal; Morbidity and Mortality.
Recommendations of WHO Expert Committee, Bristol.

Za'alouk, M. (1990) Women, Labour Information System Project, Central Agency for Public Mobilization and
Statistics, IDRC, Cairo, ARE.

142


	Table of Contents
	Review of Trends, Policies and Programmes affecting Nutrition and Health in Egypt (1970-1990)
	UNITED NATIONS ADMINISTRATIVE COMMITTEE ON COORDINATION - SUBCOMMITTEE ON NUTRITION (ACC/SCN)
	FOREWORD
	ACKNOWLEDGMENT
	I. INTRODUCTION
	Objectives of the Study
	Background of the Study
	Theoretical Framework

	II. MAIN HEALTH AND NUTRITION PROBLEMS: A TREND ANALYSIS OF THE SITUATION
	Neo-Natal, Post-Neonatal, Infant Child Mortality Rates and Maternal Mortality Rates
	Protein Energy Malnutrition (PEM) and Growth Pattern
	Anemia (Iron Status)
	Over Nutrition
	Other Problems
	Functional Consequences of Malnutrition

	III. BASIC SOCIO-ECONOMIC CHARACTERISTICS OF EGYPT
	Main Political Trends in Egypt
	Demographic Characteristics
	Development Strategy and Policies

	IV. DETERMINANTS OF HEALTH AND NUTRITION STATUS IN EGYPT
	Section One: Dietary Practices
	Supply of Food: (Household Food Security)
	Government Policies in Egyptian Agriculture
	Agricultural Policy Instruments
	Investment Allocation Pattern in Agriculture
	Impact of the Agricultural Policy and Investment Allocation Pattern on the Nutrition Status of Egyptians
	The Contribution of Selected Food Groups to Dietary Energy Supply "DES"
	Egyptian Rationing and Food Subsidy
	Agricultural Policy Reforms 1986-1988
	Major Agricultural Policy Reform Objectives in the Period 1990-1993
	Expected Impact of Agricultural Policy Reform on Agricultural Production
	Demand on Food and Health Services
	Incomes
	Income Effects of the Reform in the Agricultural Policy
	Income Effects for Urban Households
	Prices of Food and the Egyptian Ration System and Subsidies
	Food Consumption and Intake
	Nutrient Intake and Variation with Different Factors
	Infection in Egypt
	Health System in Egypt
	Health Policies and Priorities in the Seventies and Eighties
	Effects of the Changes in the Health Policies Over the Seventies and Eighties on the Health Sector
	Main Health Interventions
	Impact on Cases of Severe Dehydration Among Children
	Impact on Infant and 1-4 Year Child Mortality Due to Diarrhea
	Child Survival Project (CSP)
	Family Health History (Caring Capacity)
	Caring Capacity
	Caring Capacity Within the Society
	Environment
	Infant and Child Feeding
	Family Planning Policies and Child Spacing
	Nutritional and Health Interventions Affecting Family Health

	V. ASSESSMENT OF HEALTH AND NUTRITION STATUS IN EGYPT OVER THE 1970s AND 1980s
	Main Findings of the Study
	Major Trends in the Health and Nutrition Status
	Socio-Economic Characteristics
	Trends in the Determinants of Health and Nutrition Status in Egypt
	Demand of Food and Consumption Pattern
	Infection and Accessibility of Health Services
	Family Health History and Caring Capacity
	Trend Analysis
	Summary of Trends in Nutritional and Health Status Over the 1970s and 1980s (Incidence-Impact Analysis)
	Functional Consequences of Malnutrition in Egypt
	Basic Socio Economic Characteristics Impact
	Assessment of the Main Findings
	Relative Importance of the Different Components: Food Security, Accessibility to Health Services and Caring Capacity
	Nutritional Aspects in the Socio-economic Plans in Egypt
	Policy Recommendations (Futuristic Approach)
	Flexibility in Policy Making
	Prioritization of Policies and Interventions in Egypt
	Inter-sectoral Policy Action
	Community Oriented Policies

	REFERENCES


