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- PART T Summary and Recommendations

B. Recommendations

1. Summary of Proposed Funding (all 5 years)
- AID GOARE (1
Source USS LE LE Total
Technical assistance
Contract Resident (5 yrs) 300 - 300
Contract Consultants 1200 1200
Equipment
Vehicles, spare parts, main-
tenance facilities 2200 2200
Commurnications equipment 400 400
Immunization & cold chain ) 250 250
MCH, nutrition & family planning 650 650 .
Educational & instructional A
materials & equipment 400 400
Office equipment 330 330
Environmental Sanitation test egpt|. 300 300
Local currency budget 600 800
»Training 709 700
Vehicle operation & maintenance 1900 1900
Miscellaneous supplies 400 400
Project staff 800 800
Inflation factor 400 400
.Contingency 740 740
TOTAL 7870 600 3100 11570
(1) Dollar equivalents o




2. Total new AID obligations requested:

Grant funds for Year 1 operations - $2,002.

Technicians (contract) $ 410
and Consultants )

US Participant training 125

3rd Country participant training 25

Commodities 1,092

(vehicles, spare parts, and
maintenance supplies)

Inflation factor . 250
Sub total $1,902
AID owned local currency - 100
TOTAL AID $2,002

NOTE: A waiver of US procurement for communications equipment supplied
to the rural health service test program may be required. Esti-

mated cost: $400,000 in FY 78. Purpose is to assure compatibility

of new items with present system.



C. Description of the Project

This project will assist the Egyptian Ministry of Health to conduct a
number of field tests in 8 selected districts. These tests are designed
to identify the principal constraints limiting the productivity and out-
‘reach of the rural health system and devise replicable strategies to
reduce or eliminate these factors as problems.

The Ministry of Health feels that there are three principal factors
limiting the productivity of their extensive and well-staffed Rural Health
System. These are:

~ the absence of a means of communication between the elements in the

system,

-~ shortcomings in training and supervision, and

~ inadequate incentives and rewards to motivate staff to High levels

of performance.

Through a series of structured tests, the project intends to measure
the impact of improved transport and communication on services delivery and
outreach, the impact of various patterns of rewards and incentives (avail-
able within the GOARE personnel system) on job performance, and the impact
of better supervision and training on the range, quality and quantity of
services being delivered under the system. These services include family
planning, and it is anticipated that the project will identify more effi-
cient approaches to the delivery of family planning, as well as other forms
of preventive health care.

At the completion of the project, it is anticipated that we will be

able to measure the impact of transport and communications, training/
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supervision and motivation as elements impeding the productivity of the
rural health system, and devise replicable strategies that the GOARE can
apply nationwide to overcome these three factors as limitations. Speci-
fically, this project will providg the means through which the Egyptians
can systemicélly examine and test - under controlled conditions - the
principal, replicable remedies that are available under their adminis-
trative system to improve the productivity and outreach of their system
and thereby enable the government to weigh tested cost-effective alter-
natives prior to nationwide application.

D. Summary Findings

This is a complex and difficult project. It is also difficult to
predict the likelihood for success until the project is in fact underway.
It will be technically comple# to structure the field tests in such a way
that externally valid conclusions can be reached and made ready for appli-
cation within the project's life span. It will also be difficult to locate
a US contractor wiﬁh the range of skills required to undertake this project.
We also have little recent experience dealing with the Egyptian health pro-
fessionals in g techmical assistance relationship. While concerted efforts
have been made to assure that this project enjoys full support, both at the
MOPH policy level and at the levels that will be responsible for actual
project operations, it cannot be cqnfirmed in advance that this interest
will be sustained throughout the life of the project. There is also é large
equipment component in tbe project which poses potential utilization problems.
We have attempted to compensate for the project's possible implementation
difficulties through formation of an gxpert advisory committee to clear and

periodically review the technical aspects of the work, and by agreement with the
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Egyptians on an implementation plan that will establish time-phased targets

that will clearly link the commodities being supplied to the field test pro-

gram through close, onfsi;g”pFoject monitoring from the AID Mission.

While recognizing the presence of some potential difficulties, a number
of factors argue for moving ahead. The Egyptian rural health system is
among the largest and best staffed in the developing world, with an infra-
structure to which many developing countries aspire. The system represents
an enormous human and financiai resource investment by the GbARE. The
structure closely follows the ideal for basic health services advocated by
W.H.O. It is important for the Egyptians to find out the degree to which
additional resources, training, better management and improvements in the
reward structure that are available in the Egyptian system can influence
the outreach and productivity of this system. Because of the similarity
betwgen the Egyptian system and many others being developed, it is very
possible that the findings of this project can have some international sig-
nificance. The project also provides a vehicle for the Egyptians to try ;
number of different strategies, and rate their feasibility and cost effec-
tiveness prior to nationwide application.

The project meets criteria for health programming under the new legis-
lation.

E. Project Issues:

1) 1Is the project technically feasible?

We have submitted the PRP design to an outside expert consultant who
has confirmed that the basic approach and methodology is sound and that
plans as deve;dped in the PRP appear sensible. The consultant has sug-
gested that a small technical advisory committee, composed of individuals

with strong health services research experience, be formed at the outset



to guide the design and selection of tests, review the operational plans,
and evaluate progress to insure the test programs being formulated and
executed will have the best chance of yielding a useful result. We agree
this is a good idea and have incorporated this suggestion in the project
design.

2) 1Is the GOARE commitment sufficient to assure adequate in-country
support?

Extensive efforts have been made to seek the involvement and agreement
of all levels of the Ministry of Health in project discussions. The pro-
ject has been formaliy approved by the Minister of Health. It has also been
approved and offered the highest priority as a collaborative activity by
the Egyptians in the Joint Working Group on US-Egyptian cooperation. We
consider this provides a fully adequate formal commitment. At the opera-
tional level, it is hoped that the substance of the activities being carried
out will be of sufficient interest to generate on thier own a measure of
professional support and commitment.

3) Can we locate a qualified contractor?

There are a number of potentially qualified contractors who have ex-
pressed an interest in this project. Very few, however, have the full
range of skills (from health services to research design to vehicle main-
tenance) to implement this activity in-house. We anticipate the success-

ful bidder will be a combination; a research institute or university with

a management firm,



4) 1Is it possible for one contract consultant in the field to manage
this project?

We do not yet know whether one consultant in the field can manage the
AID contribution to this project. While the Egyptians are not anxious to
have a large US presence, we have not been precluded from considering
additional staff if this becomes necessary.

5) What measures should AID take to assure that we remiin in close
touch with project operations? There are a significant number of questions
that cannot be resolved dntil implementation is underway. Given these
circumstances, what are the measures AID should take to assure we remain
in close touch with the project design, operational and funding issues as
they arise?

We propose the following:

Funding: We propose to fund only for the first year - and evaluate

prior to approving additional resources.

Operational Issues: As a first task, we propose a work plan for the

first 18 months of project'operation be devéloped byitheicontfactorér This
plan will be developed with the GOARE for approval by the Mission and AID/W
prior to final release of the project commodity component. Such a document
will include a technical plan describing and scheduling the test activities,
a commodity utilization plan, and a scheduling of training and consultation
to be provided under the contract.
Test Design: We propose to form a technical advisory committee to

periodically review the design and scheduling and results of the project

test program,



PROJECT BACKGROUND AND DETAILED DESCRIPTION

In 1976, the Arab Republic of Egypt is proceeding on a two-pronged
strategy for development. The first is the consolidation and extension:
of the major reforms and programs undertaken since the revolution in
1952; the second is the liberalization of the economy and attraction
of foreign aid and investment. In the first, it is important te
realize that coherent plans and programs have been developed' and
adapted through 24 years of implementation experience. This is an
experience base that is quite different from that in other, lesser
developed countries, and contains sﬁbstantial implications for a
project that is intended to aid Egyptians in their development effort.

Egypt is an extraordinary country., It has a large group of
technical and proféssionally trained people, many natural assets such
as favorable soil, water, and climatic conditions, and a socialist
set of equity ideals which are being translated into government action
programs., |

These latter appear both in form and substance throughout the
society. Egypt's Permanent Constitution asserts that each citizen
has a constituent right to basic social advantages. As a result,
despite burdens imposed by maintaining a war economy, Egypt has
established a series of social service and welfare policies which
are unique among developing countries confronting similar national
income and budgeting situations. They are unique because of magni-
tude and conception as well as almost total reliance upon govern- |

mental operation of all necessary systems.
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These systems include: a comprehensive social insurance plan
(so far largely confined to industries); free health and education
services for all; subsidization of basic consumer goods; and wage
and price controls aimed at promoting equity in the distribution of
income.

Egypt is 96.5 percent desert; areas which are barely habitable.
As a result, the population - 40 million people in 1976 - is squeezed
into a narrow strip of land along the Nile, the Nile Delta, and the
Suez Canal Zone. The population density in these areas is 2,700 per
square mile, higher than in any comparable country. Over 40 percent
of the population lives in the five major urban areas: Cairo,
Alexandria, Suez, Ismailia and Port Said. .

The population is substantially homogeneous, almost all being
Egyptian Arabs, with a few Egyptian Nubians and Sudanese. Over 92
percent are Sunni Muslims; seven percent are Coptic Christiams.
Arabic, the official ARE laﬁguage, is spoken by 98 percent of the
population. (Those forms in use: (i) classical, used essentially
by religious scholars only; (ii) modern, the official language used
in government documents, broadcasting, etc; (iii) colloquial ‘Arabic,
which occurs in many different dialects.

Egypt has a republican form of government in which strong central
control is exercised by the executive., The country is divided adminis-
tratively into 25 governorates (provinces), further subdivided into

about five districts each. At the governorate level, the structure of
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the central govermment is mirrored, but all government employees
are under direct control of the Governor. He is appointed by the
President.

Considerable operational autonomy is given the Governorates.
The present intention is to push some of this decentralization
down to the districts, and ultimately to the 4,100 villages.

These are run by village councils, whose members are electedl
Through such measures, a greater degree of participation in affairs
that directly concern them (such as health care delivery) will be
afforded the fellahin.

The fellahin are the traditional rural population. They are
largely landless farmers for whom the fami;y continues to be the
basic social unit. They constitute about 52 percent of the
country's work force, producing cotton and other cash crops in
addition to subsistence crops. The production of cotton occupies
about 35 percent of total farm acreage. For purposes of both
production and marketing, the fellahin have quite successfully been
organized into céoperatives.

This project derives from deliberations of the US-Egyptian
Joint Working CGroup on Medical Cooperation and the Agreement on
Health Cooperation pursuant thereto, between the ARE énd the USA.

The first Joint Working Group session, October 28--November 1,
1974, identified five '"priority areas, for cooperation", including
a health sector analysis and subsequent pilot project for strengthen-

ing rural health services.
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The second Joint Working Group session, July 7-10, 1975, noted
that a planning study proposal for rural health services (inter alia)
had been approved during the interim by the Egyptian Govermment, and
that an AID study team would shortly commence outlining an appropriate
rural health project.

On October 28, 1975, the Egyptian Foreign Minister, Mr. Ismail
Fahmi, and the United States Secretary of State, Dr. Henry Kissinger,
signed an Agreement on Health Cooperation and directed the Joint
Working Group to oversee its implementation. Article X of this agree-
ment provides for improvement of resource utilization in several
areas, including rural health services. Meanwhile, in September,
1975, the U.S. Department of Health, Education and Welfare published
a "Syncrisis" report by Dr. Arthur Furnia, analyzing health problems
and GOARE health strategy and identifying major issues and policies
affecting delivery of health services.

This project accommodates one major concern among several that
are reflected in the GOARE national health plan and the priorities
delineated in the Joint Working Group deliberations. Taken together,
they comprise a package f;r health sector development concomitant
‘with and mutually beneficial té development in other social sectors
such as education, housing, sanitation and traunsport, thereby epi-
tomizing the GOARE pursuit of synergistic developmental impact
through coordinated progress throughout the economy. In this sense,
E the project may be regarded as an essential constituent of a deli-
berate long-term plan for broad-scale socio-economic development at

all income levels.
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The current health status of the Egyptian rural population is
a crucial national problem, and under present circumstances, it
represents a significant barrier to economic progress. Poor health,
physical impairment and premature death debilitate the Egyptian work
force; and although an unskilled labor surplus will exist for some
time into the future, there are recent estimates of increasing defi-
cits in all levels of skilled manpower to emerge in the neag future,
Poor health and early death also thrust an unbearable social wel-
fare burden onto the State, resulting in suboptional resource
allocation and dampened progress in other productive sectors of the

economy.
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The GOARE has made an impressive attempt to cope with the rural
health problems by constructing and maintaining a fairly large govern-
ment-operated health delivery system. The system employes more than
150,000 professional, paraprofessional and administrative personnel;
operates more than 4,000 health care, research and training facilities;
and generates 10,000 newly trained physicians and auxiliary health
workers annually., It delivers health care free or at nominal charge
to rural areas through more than 2,000 village health units; each
served by a physician and reaching, on the average, about 8,000 inhabi-
tants - very close to the WHO ideal design for rural health delivery.
Current operating and capital investment costs for the health sector
absorb eight percent of the total national budget, considerably above
health sector allocations of most developing countries. Significant
starts have also been made in environmental health. Sanitary workers
are assigned to all rural health units; 80 percent of all rural vil-
lages are tapped into govermment pumping and water treatment stations;
and campaigns are underway to control major environmental diseases.

Nevertheless, it is clear that Egypt faces formidable and complex
impediments to improving the health status of its poor majority; and
that its infrastructure suffers deficiencies in several areas - corres-
ponding to deficiencies burdening general social and economic develop—-
ment - which impair effective deployment and utilization of the skills
and resources that the health system does possess. As noted in the
PRP, further improvement in health status of the rural population is

heavily dependent upon substantial qualitative improvement in health
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manpower training at all levels, intensive and innovative health
education, marked improvement in supervision, significant advances in
waste disposal and sanitation, better health planning, including tar-
geting and monitoring of health sector investment and relaLed improve-
ments; all of which, in turn, depend in varying degrees upon greatly
reinforced capacity in logistical support, supervisory mobility,
communication, motivation, incentive and availability of low cost
methods of health delivery.

Detailed Description

The overall health sector goal that this project supports is to

improve the commitment and capacity of the MOH to provide broad access
to preventive and curativé health services at acceptable levels of
quality. Underlying this sector goal are certain basic assumptions.
These are that the Government of Egypt will maintain present socialist,
public service policies concerning delivery of rural health care and
that the MOH can orgaﬁize and staff internally to support new opera-
tions., These assumptions are well founded in the Egyptian situation.
The GOARE has begun several rural development efforts. The MOH has
taken steps to improve rural health delivery prior to the date of this
project. It plans to expand the entire system so that by 1981, 3 out
of every 4 villages will be adjacent to health facilities.
Measurements of goal achievement include strong MOH management
capacity for support of rural health. This measurement will focus on

the adoption of new methods of approach in management and adoption of



16
new technologies for delivery of services. Information on these topics
will be provided by several tests conducted over the lifetime of the
project in eight rural districts.

The purpose of this project is to identify and validate through
field testing replicable methods to reduce‘or eliminate some of the
major identified constraints to the system. These constraints are in
the areas of communication, management, supervision, motivation and
incentives. A further project purpose is to mobilize greater support
and commitment of resources to the rural health program within the
MOH.

The following are critical to determining the future success of

the system:

1. Rural health work, with emphasis on preventive measures, is
not highly regarded by the Egyptian medical profession. Prestige and
chances for improved income are possible in urban-based, curative,
health care work; but not in the rural health care system.

2. Notwithstanding the government's innovative approach to
development of a rural health delivery system, the existing medical
and auxiliary health personnel training remains strongly biased towards
gservice for urban populations with emphasis on curative care.

3. Govermment allocation of resources for use in health care
remains strongly biased toward the urban sector. Approximately U.S. ;
'$2.02 per capita is expended annually on rural health care, while U.S.

$10.25 per capita supports urban health care.

P
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4, Targeting specific rural health status objectives, organizing
to meet those targets, and managing/supervising sustained attacks on
those targets are not yet developed as generalized modes of operation
within the rural health delivery system.

5. While physical facilites are being completed that will pro-
vide nationwide coverage for the rural health delivery system; shortages
per;ist in numbers of staff and equipment - and there are no adequate
procedures for improving management/supervision and evaluation/pianning
throughout the structure.

6. Though, as mentioned earlier, the system's size is impressive,
its ratios of professional staff to total size of rural population will
still leave much to be desired - even when it is fully extended. Thus,
at present projected strengths, by 1980 there will still be only one
physician posted in rural areas per 7,000 inhabitants.

By contrast, the auxiliary health staff ratios in some categories
will be much more favorable. Thus, Nurse/Midwives will be at a 1l to
3,500 ratio. However, in other cases where much specialized work by
the rural health delivery system remains to be done, the ratios will be
less favorable, e.g., sanitarians, laboratory assistants, and records

clerks, 1 to 7,000.

The MOH has a strong commitment to the provision of rural health
services. The MOH leaders have further recognized that there are
serious constraints to the provision of these services. With the fur-

ther identification of specific alternatives in the four major areas
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mentioned above, the tests will then be conducted. Working from a
baseline productivity survey, the project will include such items as
different work patterns and tasks for rural health personnel, various
means of involving village residents, varying incentives to health
personnel to attract and maintain a qualified staff. The project also
will introduce transport communications and incentive packages into -
the system in a way that changes in productivity resulting from these
interventions can be measured.

Other subject areas for particular tests will probably include
the use of PL 480 Title II foods in nutrition programs. This is an
ongoing program that can be integrated into this project. Additionally,
heavy emphasis will be placed on testing several educational, motiva-
tional and technological approaches to family planning that will appeal
to the rural population and result in greater acéeptability.

The impact on the coverage utilization of rural health facilities
and the efficiency of provision of services will be measured. This
information can then be used to make policy decisions. An illustrative
list of potential tests is at Annex C,

Upon completion of the project, thgre will be information available
to the GOARE and MOH policy makers on a) the impact of transportation
and communication as limiting factors; b) the efficacy of motivationél
incentives for imprgving job performance; c) realistic job descriptions
and standards for rural center personnel; d) special low cost mass

application technologies directed at major health problems, e) the



19
consequences of varying patterns of local participation in health
service management and the relationship to performance; f) cost-
effective outreach of rural health units. These tests will be

conducted in the following governates and districts selected by

the GOARE.
Number of Rural
Governate District Health Centers Units
Beheira Etay-el Barud 9 14
Kom~Hamada 7 20
Dakahleya Simbillawin 9 22
Dekernis 9 24
Fayum Fayum 5 17
Abshwi 6 19
Minia Mallawy 9 18
Samalut 8 21

In addition to the tests carried out in the field, several sections of the
' MOH will be strengthened and expanded to provide logistic, design and anaé_
lytical support to this project and to the entire process of policy changes
and adjustments for the rural health service. These areas of support will
include statistics for baseline information, planning, evaluation, analysis
and management. The management aspects will include logistics, transporta-
tion, communication, personnel policies and manpower training. Specific
departments are:

~ Planning Projects & Programs:

Staff expanded and trained to assist project personnel in designing

tests, annual follow-up budgeting systems, redesigning and in general

acting as an important repository of skills for application when replica-

tion stage begins.
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- Statistics and Evaluation:

Staff expanded, trained, and equipped to install cost-effective,
simple, statistical reporting and analysis systems within the
project; and to develop evaluation methods, in conjunction with
Egyptian academic consultants and resources, which can be continu-
ously applied to test areas and later replicated.

-~ Manpower Planning:

Staff expanded and trained so that detailed manpower requirements
of the project are constantly under analysis, norm~formulation
becomes a part of manpower planning, and statistical analysis is
tied into manpower projection and skills delineation work.

- Research:
Staff expanded, trained, and equipped to design and operate surveys,
develop baseline data, special research studies, to engage and bene-
fit from the social science analysis skills of Egyptian research
specialists and institutions, and to relate all results to evalua-
tion/planning needs of the project.

- Nursing Services:

Staff expanded and equipped to provide greater supervisory support
for MOH, Family Planning and other like project operations; and to
effect the training of future staff at Unit/Center levels concérned
with such functions.

- Communicable Diseases Control:

Staff expanded, trained and equipped to assist the project in
special immunization and other forms of communicable disease con-

trol, identification, etc.
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_M_C_H_:-

Staff expanded, trained, and equipped to handle improved packages

of MCH services, relate these to other services like Family Plan-

ning, and Nutrition, and to effectively supervise these matters.

The project is obviously one of considerable complexity, and one
which will affect all aspects of the rural health service. Commodities
will be used in support of the test activities; ;t times the avail-
ability of commodities, particularly vehicles, will be tbe test variable.
Management and service of these commodities will also be an important
part of the project outputs.,

In order to achieve project ougputs and purpose, the inputs will
necessarily be varied. AID will provide a contractor who will in turn
provide technical assistance in test design, implementation and evalua-
tion. The contractor will also provide short-term consultants as needed
in the areas of health planning, health economics, logistics, transporta-
tion maintenance, systems,analysis, management and management informa-—
tion, health training and health edu;ation, communications, personnel
administration, epidimiology, anthropology, environmmental sanitation,
family planning, nutrition education, maternal and child health, com-
municable diseases, and other areas of expertise. Many of these short-
term consultants will be Egyptian Nationals. The involvement of techni-
cally competent and experienced Egyptians outside the MOH is an important
part in the strengthening and expansion of MOH expertise. The GOARE will
provide salaries for 52 additional staff members to strengthen depart-
ments in the MOH relating to this project. These departments include

statistics, planning, research, nursing services, communicable disease

control, MCH, and Schistosomiasis.
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The GOARE will also provide funds for vehicle operation and main-
tenance and other supplies in support of the project.

AID will provide commodities including vehicles, spare parts,
communications equipment, immunization and cold chain supplies and
equipment, educational and instructional materials, office equipment,
and environmental sanitation testing equipment.

While the bulk of the technical assistance will be provided by
the contractor, with US and Egyptian.Nationals, the Mission will also
play a major role. This role and its importance is described in

Section 1IV.
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(A) TECHNICAL ANALYSIS

For the purposes of the technical analysis the project can be divided
into four components: technical assistance, transportation, communica-
tions equipment and other equipment.

In the area of technical assistance in general, no specific techno-
logy or system is proposed. Rather, US/Egyptian expertise will identify
alternatives which will then be tested. There are no definite technologi-
cal implications per se, although some may result from the testing of
alternative, presumably low-cost, technologies.

In the problem area of vehicle management and maintenance, expert
consultants addressed five objectives during the PP development stage:

-— What are the vehicle requirements at each level of the rural

health delivery system; i

- What'supporp would be needed to facilitate that operation;

~— What fleet management procedures are needed;

—— How should the vehicle delivery be phased; and.

-— What- will the replication éosts be for the system as a whole, - -

The approach followed by the team was ﬁo collect detailed data at
each level of the present health delivery system for subsequent analysis.-
T6 facilitate this data collection effort, a checklist was prepared to -
obtain data concerning:

-—- present health delivery organizations;

-— the functions of each staff member;

-— the existing vehicle fleet;

~— levels-of activity;
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-— existing records maintained and submitted;

-— maintenance facilities/capabilities;

-— spare part supply operations;

-- personnel requifements/avaiiability; and

—-— training requirements.

Annex E describes the team's findings and recommendations in detail.
In summary the team recommended a two-stage delivery system, with the
second stage depending on evaluation of the first; an upg;ading of ex-
isting facilities and staff; central spare parts; and the procurement of

‘only one type of vehicle, None of the recommendations appear to be either
technologically or managerially beyond“currént Egyptian capacity aﬁd -
given the analysis of current prcblems and the restraints that transport
has placed on the delivery system -~ the recommendations are not only
appropriate at this time, but should produce beneficial results. We haye
modified the teams' recommendations to stage deliveries to the project
areas to facilitate measuring changes in productivity resulting from the
addition of vehicle transport.

The area-of communications has also been identified as a comnstraint
on effective functioning of thé system. . A communications expert has
reviewed the situation and a detailed report- appears in Annex G: The —
expert recommended against the use of a two-way transceiver wireless tele-
communications system as inappropriate under the current system of radio
frequency assignments and unnecessary when the same needs can be met by
the use of four telexs, within the existing system, directly tying the
MOH and the four pilot ﬁroject governorates; and the expansion of regular
phone communications between governorate and district levels. All equip-

ment required for implementation of the recommendations will be additions
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to the existing working systems and, therefore, compatibility will be a
requirement. A source waiver may therefore be required.

Other equipment envisioned for the project will comnsist of low-cost
communicable disease and endemic disease control service packages.,
Technological feasibility will be determined as part of the "pilot"
orientation of this project.

(B) FINANCIAL ANALYSIS AND PLAN

This project is non-revenue producing with expected social benefits
that cannot be easily measured in financial terms. Section D below dis-
- cusses the financial implications of replication of the pilot project.
This section will be limited to elementary budget analysis and summary
financial tables.

Egypt 1s currently spending $23 million in yearly operating costs
for the rural health system. This amount is expected to increase to $30
million by 1981. The ‘Egyptian component of this project, which should be
fairly evenly spread out over the five-year life of the project, will be
about $620,000 or 3% of the current budget and declining to 27 of the
future budget. Even presuming that the $4.5 million worth of commodi-
ties being provided by the U.S. under this project does not displacg any

planned Egyptian expenses, (and thus balance out the Egyptians' pound-con-—

tribution) the percentage of the operating budget is
that the Egyptians should not have difficulty fulfilling their financial

commitments to this project.



III- (B) Financial Analysis

SUMMARY COST ESTIMATE AND FINANCIAL PLAN
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(us $ 000)
AID GOARE - -
Source Uss LE LE Total
Technical assistance
Contract Resident (5 yrs) 300 300
Contract Consultants 1200 1200
Equipment
Vehicles, spare parts, main-
tenance facilities 2200 2200
Communications equipment L 400 400
Immunization & cold chain 250 250
MCH, nutrition & family planning | 650 650
Educational & instructional )
materials & equipment 400 400
Office equipment 330 330
Environmental sanitation test egpt. 300 300
Local currency budget 600 600
Training 700 700
Vehicle operation & maintenance 1900 1900
Miscellaneous supplies 400 400
Project staff 800 800
Inflation factor 400 400
Contingency 740 740
TOTAL 7870 600 3100 11570




COSTING OF PROJECT OUTPUTS/INPUTS

(us ¢ 000).
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Froject , Outputs

Project Inputs MGH | Govt | Dist RIC Total
nID
lechnical assistance 1500 150¢C
vehicles & spare parts 110 125. 805 1050 2090
Maintenance facilities ) 90 20 ) 110
Communications eguipment 15 25 60 300 400
Immunization & cold chain : 50 200 250
MCH, nutrition, family plan., (40" 60 -+ 150 400 650
Educational & Instructional 200 100 100 400
~ Office eguipment 180 40 40 70 330
_Environmental test egpt. T 30 70 200 300
. Local currency budget 600 6C0
- T&aihiﬁg ‘© 700 700
GOARE
Operating & maintenance 75 95 680 1050 1900
Miscellaneous supplies 150 . 100 SO 100 400
Project staff - 800 800
Inflation 50 150 200 400
Contingency 250 50 140 300 740
TOTAL 4670 615 | 2315.| 3970 | 11570
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(C) SOCIAL ANALYSIS

I. Sociocultural Fessibility

The currént goals of the Egyptians to provide health services to
the entire population and the basic system through which they are working j
to achieve this goal are described in detail in the background section of
this paper and in the PRP, This project accepts the Egyptian system as a
given and presumes this systém is suitable to the socio-cultural context.

The project will not attempt to change the system from withbut, but will
provide the tools for the Egyptians to experiment with alternative methods
of supporting and managing the levels and delivery of services. The choice
of widespread replication of successful experiments wili be left to the
Egyptians and - presumably by having shown demonstrated merit in the
Egyptian setting - will be culturally feasible.

Two areas of special significance in a socio—eulfuggl sense deserve
special identification, however. The first revolves around the problems
which the Egyptians'have identified which could be classed as personnel
problems ~ lack of incentives, low motivation, limited communication be-
tween management and health centers, and supervisory problems.— To the.
degree that this project will try to improve[tﬂese personnel problems; i.e.,. .
the organizational. dynamics of the.system, socia=cultural changes within.
an established bureaucracy may result. If successful, there may be posi-
tive carryover to other areas of the- ¢ivil service system, - particularly
those with similar rural/urban service problems.

The second area of special significance is the experimental area of ;
increasing village participation and possibly even village supervision of i

the health units and centers which serve them.—Thils area-of- experimentation
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will directly support Egyptian Public Law 52, promulgated in 1975, which
provides for locally elected bodies at prvincial, district and village
levels. (For a full discussion of the law and its chances of serious

impact, see Bringing Development Change to Rural Egypt: A Study of the

Organization for the Reconstruction and Development of the Egyptian Vil-

lage; Development Alternatives, Inc., Washington, D.C. 1976.)

II. Spread Effects

This project is designed to test replicable alte;native methods
to improve the delivery of health services., The goal is to improve what
is already in existence, rather than to expand the existing system. For
this reason, it should be possible to replicate successful methods by
replacing current, less successful ones, without adding to the already
immense expenditures on the health system, and thus without facing what
is often the principal barrier to widespread implementation.

ITI. Social Comsequences and Benefit Incidence

Theré are fdur classes of immediate. beneficiaries associated —
with this project and two classes-of potential benefit.

One is the bureaucracy of the Ministry of Health and all the
pertinent professional and auxiliary health pe;sonnel related directly or
somewhat indirectly to rural health services delivery. This comprises
members of the Rural Health Services Department, the Endemic Diseases
Sector, and various other Departments and Sectors assisted either at the
Ministry, Governorate, District, Center, or Unit levels. In the inftial test
states, it is probagle that no more than 2,000 personnel of varying degrees
of responsibility and training would benefit from participation in this

project.
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A sccond beneficiary class consists of those individuals within
the rural villages served by the rural health delivery system who make
use of the facilities and care providéd by that system. This is a particular
cless because 1t consists of those living within the eight experimental
Districts cﬂosen for this project. An estimate of the number who might
benefit in this class ranges from 178,000 as a worst case assumption (no
improvement at all in coverage by the existing system) and 594,000 as a
best estimate (a quickening and improvement of services to the population
already reached, and an expansion to an additional 157 of the population).

A third igmediate beneficiary class would be those professional
and auxiliary personnel aésociated with other cooperating Ministries once
those Ministries were engaged in support of this project. Most likely
these would be comprised of personnel in the Ministries of Local Govern-
mént, Social Affairs, and Higher Education. In the initial test stages it
is probable that no more than 1,000 of this class of beneficiary wodid be
affectea by operation of this project. Women form a large percentage of
both the second and third beneficiary classes. MOH will form a major.
drive in health services. Nearly all auxiliary peisonnel, as well.as at
least 207% of the physicians, are female, \ o

A fourth immediate beneficiary class would emerge as soon as
other Ministries are engaged in support of this p;oject. These would com-
prise the clients or audience served by thoée Ministries. In many cases
they may be the same class of beneficiaries served by the rural health
delivery systeﬁ; that is;AvilLagers eligible for assistancé by that s&stem

and participating in it. But those same villagers may be obtaining services
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from the Ministry of Social Affairs, Ministry of Local Government, etc. In
other cases, they may be a new class of beneficiary. That is, villagers
not now touched or affected by the rural health delivery system but in
contact with Ministry of Social Affairs rural units, etc. What the total

dimensions of this class might be in the eight test Districts is difficult

to calculate,

“ A fifth, less immediate and more indirect, class coansists of all
the rural villagers of Egypt. These will be affected when any of the
replicable results of the experiment conducted under this project will be

extended to the-entire rural health delivery system.

Finally, a sixth potential class of beneficiary is comprised of all
those other rural Egyptians served or affected by Ministries who may support
the results of this project when they are extended to the country as a whole.

In any case, there is a great need for additional information about the;
various immediate and prospective classes of béneficiaries. This includes data?
about their needs; their response-to existing facilities, what .
classes of the rural population are aware of and make use of the health facili—;
ties their traditional healtﬁ care, their willingness and .capacity to ﬁay for
some -part -of their health care, their social organizatiom, and-their inhibition?
or customs which affect the capacity of the health delivery system to perform,
health care status, and preventive medicine activities.

But the other deliverers of performance, that is, the managers, pro-
fessionals, and auxiliary personnel in the rural health system or those work-
ing for cooperating Ministries, rquire careful.study also. What are the real

attitudes among rural health delivery personnel concerning their obligations



to the public, satisfaction derived from employment in rural areas, job
performance, and aspirations for the future? Is it possible that an im-
proved capacity to provide better health services to rural areas is not
regarded as desirable or important by health system personnel? In which
case, the so-called beneficiaries in this class would not regard them-
selves as assisted by a project of this type.

Carefully collected and analyzed evidence about these various matters
is lacking. This project should bea structured so that it-assists in accumu-
lating necessary data about the rural population ané the rural health deli-
very bureaucracy including professionai and auxiliary health staff,

One point of policy is clear. ?f the quality of care is high, access
is ready and cost is negligibié'fheldelivery of.rurai health servicés will
ultimately become the near exclusive responsibility of government; Private
activities related to providing such services iq rural areas will continue
to alter in character and, overall, decline in importance. This is parti-
cularly frue for the traditioqal midwife, who is still a perveyor of some
forms of health care in the rural villages. - It is true, also, -for barbers -
who may perform some services now such as extraction of teeth, circumci=

A

sions, and injectioms. .

There may be a future private medical practice role recognized by -

government for governmé;t—employed rural healtﬁ éare physicians. Some kind
of a fee practice for Nurse/Midwives, basically employed by government in

the rural health delivery system, may also evolve. Various supervisory and
regulatory means will be utilized in order to limit these practices. These
will likely seek to assure that soﬁe free services will always be available
to those elements in the rural population who cannot afford fees or are un-

willing to pay for services which they regard as their right.
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It is conceivable also that the location of the physician may ulti-
mately change. He may be shifted to district hospitals or enlarged rural
health centers (cottage hospitals) and carry on rural health care from such
locations, rather than units or centers near villages. This wmay gake place in
a limited fee-charging ﬁode.

Emergence of such roles (or the development of a kind of quasi-
private sector) will be tolerated andperhaps, in some deg;ee, encouraged.
The justifying rationale is that this may be an effective means of inducing
increased professional and auxiliary health persoﬁﬁel,interest in working among%
the rural population. What the beneficiary effects of this possible trend may j
be should be a matter for continued study and analysis during the life of this ;

project.

(D) ECONOMIC ANALYSIS

The economic return to Egypt (in terms of lives saved, births averted,

etc,) coming from the operations of the present rural health delivery sys-— -
I 4

tem has never been calculated. Since this project -focuses on the delivery

system itself, the economic analysis is limited to the-economic feasibility

of replication.l

lAs has been demonstrated by Rand Corporation studies performed under con-
tract to the Department of Health, Education, and Welfare (HEW) in(the United
States, it is very difficulf - if not impossible, within capitalist countries -
to define those health status conditions that are measurable in economic

terms. There are too many uncontrollable factors which are operative. On

the other hand, studies of health status conditions and associated economic

implications are continuing objects of attention in Western socialist
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In this connection, the Egyptian rural health delivery system somewhat
resembles that of Yugoslavia. This raises the interestiﬁg question of
whether American specialists on health economics, coming from capitalist
orientation, can significantly assist Egyptians in measuring and evalua-
ting the economic impact of a better-performing rural health delivery
system,
The project assumes that some kinds of methodologies in research and
analysis are universal as well as neutral to underlying ﬁolitico—economic
conditions. Obviously, special efforts will be required to keep American
and Egyptian spgcialists focused on identifying and improving those metho-

dologies specifically adjusted to Egyptian socio-economic conditions and

policies.
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In this paper, (for purposes of illustration) we use a nurber
of assumptions:

* Assumption ONE:

A fully effective Egyptian rural health
delivery system based upon the present
model, with free provision of services,
will maximally cover 66% of the rural

population.

The remainder of that population will
either obtain services by purchasing
same, not make use of the services
provided in any case, or will not
require services and preventive measures.

* Assumption TWO: -

This experimental project cannot do more =
within a five-year period than both
a quickening and improvement of services
to the 15% or 35% range of rural
population already affected by the rural
health system and possibly affecting
another 15% of the maximally coverable

- rural populatian.

* Assurption THREE:

In cost temms of a recurrent or annual
operating budget nature Assurptions -
ONE and TWO mean that provision of
benefits will require the following---
range of expenditures per rural in-
- habitant served versus present
expenditures:

Present: at 15%_ Cost/capita _
Served: ~U.5.$13.50 =

at 35% Cost/capita
Served: U.S.$5.70
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(Present costs oY operation for eight

Districts amount to U.S.$2,400,000 annually.

If the system is serving 15% of the maximally
coverable population this amounts to

178,000 individuals. _ If the system is

serving 35% of the maximally coverable .
population this amounts to 416,000 individuals.)

Future: 15% plues
- - 15% under improved
operation caused by
successful tests: Cost/capita
: served: U.S5.$9.55

35% plus

15% under improved

operation caused by

successful tests: Cost/capita
served: U.S.$5.72

(Cost of operations for eight Districts under
test would amount to U.S.$3,400,000 annually.
If the system is serving only 15% of the
population now but improves in efficiency by - -
15% as a result of same or all of these tests,
the population served in eight Districts will
be 356,000. If the system is serving 35%

of the population now but improves in efficiency
by 15% as a result of some or all these tests,
the population served in eight Districts will .
be 594,000.)

Thus, the nurber of those who might be benefitted under this
project in the eight test Districts would range between 178,000
on the very lowest side (no improvement at all in coverage by the
existing system at a cost of U.S.$3,400,000 annually or per capita
served: U.S.$19.15.) and 594,000 on the highest side (full planned
improvement in the existing system at a cost of U.S.$3,400,000
annually or per capita served: U.S.$5.72.)
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Overall present and potential costs can be cal-
culated. These seem to indicate that if results from
this project were replicated on a national scale the
costs could be sustained by the government.

Operating costs for the rural health deliwgry system.
when fully extended by 1981 (at 1976 prices), without
additional staffing or equipment replication as a Aresult-
of this project) will be about U.S.$30,000,000 annually. -
Presently, the annual operating cost is U.S.$23,000,000.

By the end of this project, in 1981, it is estimated that
at current birth rate and urban migration trends Egypt's rural
population will be about 23,000,000. The existing system of
rural health Gelivery, at that time, if aimsd at a 66% coverage
of the rural population would have a maximal tdrget of 15,180,000
individuals. . If operating at 15% coverage, as now alleced in .
sone quarters, it would be caring for 2,280,000 individuals at an
overall cost of U.S.$30,000,000 annually. This would m=an a
cost per individual served of about U.5.$13.50 a year.

On the other hand, if the coverage is about 35% of the maximal
target rural population in 1981 the total nurber served would be
5,320,000. Cost would be U.S. $30,000,000 or about U.S.$5.70
per person served.

If the successful results of the tests begin to be replicated
after the first five years of the project it is possible that by
1991 between approximately 5,600,000 to 7,500,000 rural dwellers. .
would be covered by the system depending upon levels of delivery
efficiencies achieved. The overall operating cost annually .
would be U.S5.$42,500,000 or an increase of about-28% annually over
present Egyptian government expenditures for operation of the ‘
rural health system since the-increased sum would probably not
be fully-required until the 1990's when replication was - -
in full swing, the increased Egyptian annual operating
budget of those days should be able to sustain-this-level -
of expenditure.

Ways of estimating benefits arising from such alterations are .
numerous.  Even a slight dimmition in migration towards urban
areas, influenced by improved rural living conditions, would be
of much value. Similarly, any significant effeciencies in the
delivery system which may affect and lower the rural birth rate
will ultimately redound to benefit the scale of demand for
educational and other social services.
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Section IV
A. Analysis of the Recipients and of AID's Administrative Arrangemenis
1. Récigient

The principal implementing agent for this project will be the
Rural Health Service of the Ministry of Health. The Rural Health Service
is a major portion of the Ministry under the Undersecretary for Endemic
Diseases (see Organization Chart). The Undersecretary has been greatly
involved in the design of this project. His office will' coordinate the
field activities taking place in the eight test dis£ricts.

The Undefsécretary's office will 4lso provide the locus for
activities carried on in the departments of Pianning, Statistics, Health
Education, Sanitation, Research, and Manpower Development (including
recruitment and training necessary for support of this activity). There
exists a competent cadre of MOH officials to “support this project, and we havé;
assurance that necessary,édditions_yill be made from an adequate national man—;
power pool. f

At the field level, daily operations will be managed by the {
Governate -and districf health chiefs.  The local-level activities will
also call for the participation of villgge organizations. These activities

will be related to the rural health unit of that wvillage.

While a U.S. contractor will be selected to provide a resident
health administrator and several short-term consultants, many of'the con-
sultants and advisors will be Egyptians from universities or other appropriateg
institutions.

At the present time much of the planning and operations work
of tﬁe'MOH is highly compartmentalized. The upgrading of several departments,?
the formation of a coordinating unit at the Undersecretary's level, and the ‘

involvement of consultants outside of the MOH will all serve to improve this

situation.



2. AID

This is most obviously a very complex project that 1s to be con-
ducted in a very complex environment. The success or failure of this
project will be determined in part by the Mission support in its imple-
mentation.

While the tests will be designed and conducted by the Ministry of
Health and the AID contractor, the responsibility for monitoring the
testing efforts, the commodity flow, training needs and'technical advi-

sory requirements will be the Mission's.

AID disbursement will follow normal regulations for commodity
procurement, contractual arrangements and letters of implementation, as
specified in the GOARE/U.S. agreement.

Evaluation Plan

- Each test will have, as part of the design, a method of evaluation
for those variables being tested.

An overall evaluation, to be conducted. 24 months after'project,start,_i
will be designed by the contractor in collaboration with MOH and USAID |
officials. This evalpation will be based on the.production indicators. -
selected in the working plan stage and the relationship of the tested
variables and results of those indicators. ; ]

The resu1t§.of the evaluation will be used for MCH policy consideratio%
and for project redesign. Some baseline data 1s presently available, other |
information is being gathered in the eight districts by the MOH in anticipatio%
of this'project. Baseline data not available at préject start will be gathereé
in the first 12 months of the procject. The type of data needed will depend |

on the test variables selected.
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Imnlgﬁentation Plan .

Because of the complexities of the project and the need for the
involvement of the contractor in design of the implementation plan, the
detailed pian will be developed in the first months of the project (by
3 months after the contractor is on site). This detailed plan will in-
clude the selection and phasing of several types of tests, the vari-
ables to be tested, and the relationship and requirements of various
-types-of commodities (including vehicles) to those tests: It will also

include such items as:

- Determination of the exact amount of Ministry of Health personnel
required as the "core gtaff" to operate this project, definition
of their skills, and agreement to provide same at the beginning
of the Egyptian fiscal year which starts 1 January 1977. (The.
MOH is already prepared to recruit such individuals ahead of that
date, and assién them for special preliminary traiming at the
Higher Institute of Public Health, Alexandria. In this connection
special technical assistance consultancy advice may be required
early - in order to heip plan tﬁe content of this preliminary

training.)
- Determination of the approoriate amounts of staff, and their T
equipment and training requirements, needed to enable suppdfting
departments and institutions within the MOH FO'effectively
participate in the test work concerning Rural Healtﬁ Services.
- Determination of the wvarious kinds of technical assistance and

training reguirements, (and accompanying tentative schedules)

needed to get the project well started and building up momentum.
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- Determination of the levels of funding required to operate the
project. This includes regular funds budgeted by the MOH as
well as funds scheduled to be drawn from an Egyptian Pound budget
to support: increments for key "core staff" linked to maximum
increments provided under regular Egyptian administrative prac-
tices, awards, consultancies, and studies, "It also includes
some funds needed to assure additiona£ support for MOH rural
health operations‘from other departments and special iﬂstitutions
in the Ministry.
= Determination of the foreign training requirements to be met at
early stages in the project; and preliminary selection of possible
trainingAprograms.
The operational plaq - particularly the test portion - will be reviewed
and cleared by the technical advisory committee before the project gets
underway and the commodities are released.
In the‘first four months. following signing of the agreement, an RFP --.

notice will be prepared, bids received, and a contractor selected. See

list of critical events and network.

Conditions-and Covenants .

The MOH approved the direction and purpose of project as described _
in the PRP.- In the preparation of the technical reports on vehiclesvand
communication -approaches, local officials were closely involved.

There are no conditions to be filled prior to project agreement
signing. However, the detailed implementation plan must be completed and
approved as a condition of commodity disbursement.

Continuation of project and alterations of project will be
dependent on the results of the evaluation held after the first 24 months

of the project.



42

Month Events
1 -~ Sign Project Agreement; order vehicles and spare parts.

-~ Establish technical advisory group; first task to assist in
design of guidelines for contractor scope of work.

2 -~ Obtain info and write PIQ/T.

-— GOARE initiates baseline productivity surveys, allots budget
additional staff.

2-4 -- TIssue RFP.
5 -~ Read bids.
-~ Select contréctor.

-~ MOH adds additional staff, starts in-house training.

7 -— Contractor on site.

7-8 -- Contractor, MOH, Mission, AID/W complete detailed work plan

' for first 18 months, including tests, training, commodity
utilization.

-~ Participants selected for U.S. and 3rd country training.
9 -— Technical advisory committee reviews work plan.

-= Agreement between MOH and M of Communications obtained.
10 -~ Communications consultant in country.

-—~ Possible order of additional commodities for communications
network.

9-11 —— Vehicle maintenance shops established and staffed.

11-13 -- Courses selected; training begun.

12-14 -~ In-country training started. 5
-~ All central office staff in place.

13 ~~ First short-term consultants starting.

-~ Egyptian consultants outside MOH identified and embarking
on defined studies.



_ Month

14-16

17-19
18
19-21

20

24

24-25
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Events

Test started in some areas on low cost technologies and
motivational incentives.

Equipment other than vehicles received and distributed.
Vehicles received and allotted.

Further tests designed and implemented.

Tests involving village councils started.
Communications network in place.

First test results obtained and evaluated.

All events to date evaluated against work plan.
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LOG FRAME

ANNEX J

NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE IND1CATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

Sector Goal:

To improve the conmitment and capa-
city of the MOH to provide broad
access to preveuntive and curative
health services at acceptable
levels of qualicy.

Measurey of Goal Achilevement;:

1.

2.

Strong MOH managewent capacity for
support of rural health.

Adoption of new methods of approach
in supporting rural health services
in areas outside project.

3. Adoption of mnew technologies for

health services 1n areas outside
project.

. Number of MOH staff and job des-

criptions in planning, statistics
and rural health delivery offices
of MOH.

MOH and health dlstrict reports.

MOH and health district reports.

The A.R.E, will maintain present
aocialist, public service
policies concerning delivery of
rural health care.

The Ministry of Health can
organize and staff 1nternally

at all levels so that it will be
able to effectively mount and
sustain design/test/evaluation/
training operations.
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NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMPT1ONS

Project Purpose:

1. $o identify Bné validate. through
fleld testing repllicable methods
to reduce or eliminate communi-
cation, management/supervision,
motivational and incentive
issues as factors limitlng pro-
duction of the rural health ser-

‘vlices — particularly as these
issues impact on prevention and
outreach.

2. %Fo mobilize greater support and
commitment of resourcea to the
rural health program within the
MO H.

End of Project Status:

Available for Application:

1.

. Validated information on the

formance.

“the major health problems deslgned,

. Validated information on how vary-

. Expanded cost/effective outreach of

Valldated information on the impact
of transport and commupnlcations as
factors limiting the productivity
of the rural healch systen.

efficacy of the mwotivational in-
centives now avajlable within the
MOl system in {mproving job per-

Realistic unit and individual job
performance standards designed,
tested and validated.

Speclal low cost mass application
technologles for combattlng some of

costed and tested.
ing patterns of local participation

in the health services management /
influences performance. ~ T

the rural health units demonstrably
proven in the project area.

1.

Data on technologiea avallable to

Test reports, analysls of data
couparison of areas.

Job descrlptions written and applledw

to MOl.

Data on 1lnvolvement of village
people in management of health unit
avallable to MON.

Cost/effectiveness data on various
alternatives avallable to MOH.

1.

There is a close causal coanec
tion between improved
Incentlives/Motivation, communi
cations, and management/super-
vision and more services pro-
duction by rural health units
and centers.

Field tests can readily isolat:
the variables and identify
replicable techulques related
to some services packages, in-
centives/motivation, comwunl- -
catians, and supervision/
management .

The management of wvarious desig
test, and trainlng operations
can be programmed at a pace
which both ylelds useful resuls
but does not overwhelm the

the system with too maay
demands.

The ultimate results will be
of such value that they will
affect the efficiencies and
costs of the entire A.R.E.
rural health delivery system.
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NARRAT{VE SUMMARY

OBJECTIVELY VERLFIABLE INDICATORS

IMPORTANT ASSUMPTIONS

Qutputs:

1. Valldated tests measuring impact
of dmproved communication, trans-
pori on rural health fleld ser-
vices,

2. Significant motivatlional factors
in rural health deIlvery fidentI-
fied @nd validated tests meéasur-
ing the lmpact of a range of motif
vational incentives on field ser-
vices.

3. Low-cost communicable and endemic
dlsease control service packages
for unlts and centers designed,
tested, equlpped, and staff
trained in thelr application.

4. Analysis and tralning establisheq
withip the Min. of Health con-
,Cérniug job descriptions, job
agsesswments, setting of work
norms, design of related super-
. ¥lsory tagks.

/ Analysis and training established
" within the Min. of Health con-
cerning statistics gathering,
assessment, collation and swmmar-
1zation for policy makers.

v
N

6. Evaluatlon systems design analysld
and operations established within
Min. of Health.

Magnlitude of Qutputs:

1.

o M/fonths of project start date.

. At least 3 Egyptlan professionals

. At least 4 Egyptlan speclalists on

. At least 2 Egyptlan speclallsts

. Design of configurations, scheduling

Cotucie

7.

At least 2 1nceative and prestige-
building systems designed and under
test within the first 26 months of
the project.

speclallzed 1in these subjects, traineq
and‘produclng applled systems wlthin
first 36 months of project.

At least 2 Egyptian statlsticauns
recrulted, trained, and installing
improved systems within test districts
during first 36 months of project.

evaluation recruited, tralned, and
developing evaluation systems within
test districts durlng filrst 24 wonths
of project.

selected and trained, and producing
alternative systems for test, within
first 12 months of project.

of procurement, training of staffs,
design and developwent of controls
and malntenance, so that first incre-
ments of vehicles are arciviug within

Packages designed and tested in at
least two districts within first 24
wmonths of project.

3. bgyptians recruited for project

4. Domestic

5. Deflnition of equlpment needs; pro-

6. Mauuals and enforcement orders

7. Varylng equipment tests defined;

MEANS OF VERIFICATION

Studlies completed, tests defined,
implemented, and results analyzed.

Forelgn and Egyptian-provided tech-
nical assistance needs deflned, per-
sonnel recrulted, assiguments
scheduled, and necessary trainlng/
advisory systems operatlonal.

(staff records), standards, norms,
and analysis studies completed;
systems designed, and tests started.

and forelign tralnlng needs
trainipg instltutlons
and tralning systems oper-
tralnees selected and

defined,
selected
ational,
assigned,

curement and placement of equipment;
training in use of equipument; devel-
opment and enforcement of operational
criteria.

1ssued.

tests conducted and evaluated; con-
clusions drawn for future use/control
procurement.

. Contracts negotiated with Egyptian
academlcs and research institutions;
scopes of work defined.

!

. The identification of test are

and design of universal and pa
ticular test activities can be
successfully synchronlzed with
necessary technlcal asslstance
training, equipment, and suppl)
inputs.

. The levels and types of 1lnputs

applied will be of a size and
quality sufficlent to produce
significant test results.

Taputs of equipment and supplie
can be '"phased” 1n such a way
that compliance with norms and
standards 1s achileved.

. Appropriate forelgn training

sltuatlons can be found for
Egyptian staff employed in this
project.

The necessary soclal science
studles of varying complexity
required at all tlmes in this
project caun be performed by
Egyptlan scholars and research
institutlons with minlmal tech-
nlcal advice or guldance requir
from American speclalists In th
social sclences.

. Perilodic evaluatlons will assis

in monitorlog performance and
affect further delivery of inpu

at defined critical functures
during the 1ife of the project.



LOG FRAME

NARRATIVE SUMMARY

OBJECTEVELY VERIFIABLE INDICATORS

MEANS OF VERIFLCATION

IMPORTANT ASSUMPTIONS

Outputs: (Contlnued)

7. Training established within the
Min. of Health concerning analy-
sils of family health recoxds,
malntenance of same, and use of
same for strengthening rural
health care outreach.

8. Vehicle use and waintenance plan
developed and accepted by MOIl.

9.[;1Vel|1 cle majntenance Sweestab-
</ lished, stocked, staffled and

operational in test area.

10. Telex and teleplione systews oper-
ating belween MUIl, governorates,
health centers and rural health
units.

11. Vehicles delivered and utilized
accordlng to approved velilcle use
plan.

12. Persnasive strategles generated
fur strengthening professional
rural health career opportunities
and enbancing the 1lmportance,
prestige, rewards and professional
mobility of rural health workers
as percelved by Egyptian health
professlonals, managers and policy
makers.

13. Essential add-on equipment in-
stallations for health units
centers, districts, governorates

and supporting elements of the
Ministry designed and in use by

tralued persoanel.

Magnitude of OQutputs:

8.

. More than 50 partlcipant tvaining pro-

Inltlal- surveys of possible equipment
add-ons completed 1n first 12 months;
and procurement in process, with

some lnstallation/trainlng occurrlug
within second 12 months of projecct.

Epyptian academlc and Mlnistry per~
sonnel eugaged on defined studles

within first 6 months of project, with
results affectlng designs of tests
within 12 wonths; and at least 20
health economists, planuers, statisti-
clans, evaluators trained and located
at yarious levels within the Ministry
and rural health delivery system dur-
ing the first 48 months of the project

grams initiated and completed within
first 36 months of project; and, at
least 40 carefully chosen and pro-
grawned 3-country observatlon tours
completed durlng that same time,

Possible inputs desigued, training
started, and tests run 1n cooperation
wlth selected village counclls, and
Minlstry personuel within first 24
months.

g

11.

12,

. Norms and conditions for vehlcle use
defined; equipment Installed;
analysis of performance.

10. Content of some health services

packages deflned; trainiug schedules
issued; tralning completed; new
norms set; wodes of reporting and
supervislon defined; operational
orders 1ssued.

Tralning protocols for village

council members set; trailning occurs;

tests designed for involvement of
village councils and/or other wmin-
istries; 1inputs scheduled; orders
issued; results analyzed.

Incentives of varying kinds defined;
Lests designed; tests applied;
analysis of results; gencralization
of results to a training mode.

2.

‘sl The Min. of Health can secure
the cooperation and assistance
of the Min. of Communications
establishing that element of ti
test program.




LOG FRAME

NARRATIVE SUMMARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

Outputsg: (Continued)

14.

15.

16.

llealth services delivery pro-
{1les and studies designed,
executed, and evaluated.

Participant trainiag and 3rd
couutry observation travel
designed and operational so as
to provide fincentives, correct
training in methods, and
widened perspectives to all
project elements.

Village councils, and other
Ministry programs, effectively
eungaged Iin supporting healch
services dellvery tests under

guldance of the MIn. of Health.

Magnitude of Outputs:




LOG FRAME

NARRATIVE SUMMARY

OBJUCTIVELY VERIFIABLE ENDICATORS

MEANS OF YERIFICATION

IMPORTANT ASSUMPTIONS

5}q§p4
Inputs: (US $000)
us

Technical assistance
Resident administrator/
planner (5 yrs) 300
Contract consultants 1200
Equipment
Vehicles, spare parts,
majintenance eqpt,

(c.i.f. Cairo) 2200
Communications Equip.

(¢.1.f. Cairo) 400
Linmunization & cold chaim
supplies & equip. 250
MO, nutrition & family
pianning 650

Educational & instruct-
ional materials 400
Office equipment 330
Eonvironment sanitatlon
test equipment 400
lLocal currency budget 600
. Training 700
< Inflation factor 400
« Contingency 740
8470

GUARE

Vehicle operation &

maintenance 1900
Project staff 800
Supplies and surveys 400

3100

Iwplementat jon Target (US$000)

us
Min. of Health 3645
Governates (4) 420
Districts (8) ’ 1585
Rural health centers (50) 2820
8470

GOARE

1025
195
730

1150

3100




_ANNEX D Ei “9

Department of State TELEG 7
_ il .. g

UNCLASSIFIED B472

, . PAGE @1 CAIRQ 08574 2314512
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_ACTION AID=31
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LA FM AMEMBASSY CAIRQ
~"T0 SECSTATE WASHOC IMMEDIATE 4662

“ UNCLAS CAIRO 8374
S TYY.

TR0 11652t Na
_+7SUBJECT; RURAL TEALTH PP

_REF1 (A) STATE 150182, (B) CAIRO 2696, (C) STATE 64688, ?
pe (D) CAIRQ 3758 , -

i Ya AS AID/W AWARE, DRAFT PP WAS PREPARED BY NORMAN HOLLY
"I AN TDY FROM WASHINSTON, DURING DISCUSSION OF WORK IN PROGRESS,
.. AOLLY AGREED 7O OUR GUIDELINES (BOLSTERED BY PARA 2,I OF
REF, C) TO RETAIN MAJQR DESIGN LAID QUT IN PRP, AID/CAIRD
, A8 WANDED COPY OF DRAFT PP ON EVE OF HOLLY DEPARTURE WITH
<1 ASSURANCES BY HOLLY THAT SUBSTANTIVE DIFFERENCES WERE
M{NIMAL, IN SURSEQUENT REVIEW, WE WERE SURPRISED 7O NOQTE
MAIQR REWRITING OF PROJECT OQESCRIPTION IN PP BUT WE TRUST
.. -THAT "APPARENT SUBSTANTIVE CHANGES WERE NOT INTENTIONAL AND
77 TWAY QDIFFERENCES BETWEEN DRAFT PP AND PRP CAN BE RECONCILED
IN DISEUISTIONS WITH HOLLY,

2, CUR BASIC VIEWS ON PROJECT REMAIN AS SET OUT IN REFS,»
A AND O,

3. FOR PURPQSES OF FURTHER COMMENT, WE HAVE OIVIDED
PP INTO FQUR BASIC PARTS!:

A, SUMMARY AND BACKGRQUND

B, PROJECT DESCRIPTION

. IMPLEMENTATION PLAN

Ds SUPPORTING ANALYSES AND ANNEXES,

UNCLASSIFIED

2.

:::::
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4, WITH RESPECT TO THE SUMMARY AND BACKGROUND STATEMENTS v//
OF THE PP, WE BELIEVE NARRATIVE CQULD HAVE MUCH BETTER

FOCUS,; EXTRACTING-FROM PRP THOSE ELEMENTS WHICH DEAL WAITH

THF SASIC PROBLEM THAT THE PROJECT HAS BEEN DESIGNED TO
ATTANCK, E,E,, THE BASIC INACTIVITY OF THE RURAL HEALTH
RELIVERY SYSTEM IN MOUNTING QUTREACH, PREVENTIVE HEALTH
-PROGRAMS, HWOWEVER, THESE SECTIONS DQ NOT IN QUR MIND

RAYTSE SUBSTANTIVE ISSUES AND W#E BELIEVE COMBINATION OF

PRP AND PP GYIVES ADEQUATE BRACKGROUND INFORMATION,

8. WITH RESPECT TO THE PROQJECLT DESCRIPTION, WE DISAGREE
WITH IMPLICIT MQDIFICATION OF PROJECT PURPOSE REFLECTED
TN SECTION {4(B) OF DRAFT PP, AS WE MWAVE EMPHASIZED 1IN
PAST, PROJECT PURPOSE IS NOT REPEAT NOT DEMONSTRATION OF
EXPANDED QUTREACH SERVICES BUT RATHER PROGRESSIVE EXPERIw
MENTATION WIT CHANGES IN STAFFING, STAFF TRAINING,
NRGANIZATION, MANAGEMENT, COMMUNICATIONS, ETC, AIMED AT
RETTER UNDERSTANDING AND ALLEVIATION OF THE VARIOUS
APARENT CONSTRAINTS WHICH MAKE RPRESENT RURAL HEALTH
SYSTEM UNDULY PASSIVE IN PREVENTIVE HEALTH DELIVERY )
{INCLUDING FAMILY PLANNING QUTREACH), WHILE WE AGREE v
WITHW NEED FQR SURVEYS AND SPECIAL STUDIES, REINFORCEMENT
4ND EXTENSION OF FAMILY PLANNING EDUCATION, REINFORCEMENT
AND EXTENSION OF LINKAGES BETWEEN THE MQOH AND RURAL
POPULATION AND CAREER DEVELOPMENT FOR RURAL HEALTH
PERSONNEL,; WE DO NOT WANT TO EMPHASIZE THESE QUQTE
FEATURES UNQUOTE AT EXPENSE OF BASIC PROJECT PURPQOSE
REFINED IN REF B AS GUOTENTO IDENTIFY AND ASSESS POSSIBLE
KZ¥YS TN UNLOCK THE PASSIVE EBYPTIAN RURAL HEALTH SYSTME
IND TO GALVANIZE IT INTO GREATER ACTION ON THE PREVENTIVE
HKEALTH FRONT UNQUOTE, ' _

f. AITH RESPECT TO IMPLEMENTATION PLAN, WE DO NQT SEE

ANY BASIC INCONSISTENCIES BETWEEN SECTION IV(A) AND (B) @,
NF DRAFT PP AND SECTIONS 2HW (PHASING) AND 8 (IMPLEMENTATION
PLAN) OF PRP, MAJOR NIFFERENCE 3 THAT DRAFT PP

PRNYIDES FNR PROGRFSIIVE UPGRADING OF ALL EIGHT DJSTRICTS
WHILE PRP PROVIDES FOR FULL UPGRADING OF FOUR DISTRICTS

FIRST AND FOUR ADDITIONAL DISTRICTS LATER, WE CONCUR

WITH DRAFT PP RECOMMENDATION ABOVE AND THAT ONE AALF

\ | UNELASSIFIED

AR
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b, e L

=

OF THE VEWICLES SPECIFIED IN ANNEX C BE. QRDERE&
IMMEDIATELY UPON SIGNING OF GRANT AGREEMENT AND BE
DISTRIBUTED THROUGWQUT ENTIRE PROJECY AREAAT ALF
STRENGTH RATER THAN AT FULL STRENGTH THRAOUGHOUT HALF
nE PROJECT AREA

7. AID/CAIRD HAS NO ROBLEM WITH PP ANNEXES, ANNE!'F
M0 URGANTZATIONAL CHART AND FUNCTIONAL STATEMENTY WILL
ARE POUCHED THIS N:EK NE ALSO CQNCUR IN DROPPING THE

SEcHS To Us P?cHA*URE To SET“ﬁtszo SE; QF TESTS AT THIS
TIME, TESTING 1S, OF COURS?, BASIC APPROACH COF PROJECT

AN FQR THIS VERY REASON SHGQULMT NQOT RBE SET QUT IN ADVANCE,
PRP ANNEX % CQULD SERVE AS AN ILLUSTRATIVE PATTERN, BUT
NO™ AS A BINDING ONE, ’ .

3, CAOMMENTS ON aPECIFIC PORTIONS OF PRP AND DRAFT PP
FOLLLCwW?

RRP PAGE (3¢ DELETE FROM PARAGRAPH WHICH

REFERS TO UNIVERSAL AND PARTICULAR TESTS REFERENCE 7O
ANNEX 5 AND REPLACE QUOTE ENDEMIC DISEASE SECTOR, RURAL
MEALTH SERVICES WILL BE FURNISHED WITH RESOURCES TO
HNRUOTE WITH QUOTE PROJECT WILL UNQUOTE,

9RP PAGES 14 AND 181 DELETE PARAGRAPHS WHICH REFER
YU MINISTRIES OF LOCAL GEQVERNMENT AND SOCIAL AFFAIRS,

P=x3 PAGL 51 AND PP SECTION 443 THe IMPLEMENTING

L3SNMT SHOULD BE THE MOW AND NOT THE RURAL HEALTH SERVICE,

ZY7N THOUGH THE MINISTER HAS OESIGNATED DR, ALMOTAZ MOBAREK . . -
{UNUERSECRETARY FOR ENDEMIC DISEASES AND RURAL HEALTHY ©

18 THE P?DJ;CT COCRDINATOR, ?
PP SECTION 48 SHOULD FOCUS PRINCIPALLY ON THE L
FIRST SIX MONTHS, THE PIRM SCHEDULE FOR REMAINDER 0F O
FRAJECT DURATION SHOULD BE DEVELOPED BY CONTRACTOR,

PP SECTION 4€ SHOULD PROVINE FOR FIRM EVALUATION PLAN o
*0 HE PREPARED BY CONTRACTOR. [

UNCLASSIFIED
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9, WE TRUST PRP, PP PLUS ABOVE PROVIDE SUFFICIENT BASIS
FOR AUTHORIZATION OF PRQJECT IN FY 1978,
MATTHENS

-
-
e — L b e et e -
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ANNEX H

. PROPOSED TRAINING SCHEDULE

Training
: in
Department Staff Country by
1) Planning 12 U.S. Systems
& Analyst
Project
2). Statistics 14 U.S. Statistician
& & U.S. Evluation
Evaluation Specialist
3) Manpower 2
Training
4) Health 4 Health Economist &
Economics Budget Analyst
5) Research 10 Med. Anthro. &
' Eplidemiologist
6) Nursing Services 4 Nursing Supervisor
7) Communicable 4 Immunologist
Disease Control
8) MCH 8 ‘'Systems Analyst
9) School Health Health Education
10) Nutrition Nutrit. Ed. Spec.
Institute Nutrit. Research
Specialist
11) Combatting
Schistosomiasis
12) Combatting
Malaria & Insecrs
13) Health Educa- ‘8 Health Education
tion

&

Training
Abroad’

3
4 (3rd
country Obs.)

6

4
6 (3rd
country obs.)

2

2
4 (3rd
country obs.)

5
4

2 (3rd
country obs.)

4
2 (3rd
country obs.)



Training

- Local Govt.

- Social‘Affairs

: in
Department Staff Country by
14) Institute of -
Tropical Medicine
15) Field and Med. Anthro. &
applied Research Epidemiologist
Center
16) Manpower Health Train.
Training Methods.
17) Family 14 Demographer,
Planning F.P. Methods,
F.P. Messages
18) Financial Systems Analyst,
Administration ‘Budget Spec.,
Health Economist
19) Adm. Affairs Personnel 2d.,
Records & Mgt.
Info. Spec.
/20) High Institute Health Adm. Spec.
Public Health Health Ed. Spec.
21) Technical Health Ed.,
Institutes Health Trg. Spec.
- Records Spec..,
Lab. Spec.
-Environ. Spec.
22} Rural Health 52 All Consult.
Services Personnel plus
Comm. Specialist;
Trainsport Spec.:
Environ. Spec.
23) Other Ministries System Anal.

Training

Abroad

2

4
16 (3rd
country obs.)

2

5
3 (3rd
country obs.)

10
11 (3rd
country obs.)

25
20 (3rd
country obs.)

4 .
20 (3rd
country obs.)

4 ,
8 (3rd
country obs.)



¢ .( N i . .
. Training

in Training
Department Staff Country by Abroad

24) studies/increments: stretched across all operaticns-

where essential.

TOTALS:
25 140 20 Consl. 92 5/T & L/T
96 (3rd country

Obs.)
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POPULATION

-y

Population Estimate (in Miltions) :

Year . 1952
Population 214

Year 1952
Male 10.7
Femaie 10.7

Population by Age ( in Millions ):

Age Groups’

0—4

o 5_9 _
10 —14
15 —19
20 +

URBAN and RURAL Distribution:

Urban ( 138 Cities ) 42.6%
Rural ( 4100 villages ) $7.4% -
- — villages less than  2.000
— villages  2.000 — 5.000 -
— villages  5.000 —10.000

—vitlages more than 10.000

1960

25.8

- 1960

13.0

- 12.8

No.
5.6.

49
4.0
4.1

175 -

1974 |
3617

1974
18.3
17.8

15.4
13.6
11.0
11.3
48.7

15.4 Millions [
20.7 Millions |
29.0%

43.7%

. 22.5%
4.8%

(1)




. VITAL RATES ( Per thousand ):

: 1952
‘' Bithrate 452
Death rate 17.8
Nawral Increase rate 27.4

Infant Mortality rate 1270
Neonat Mortality rate .- 20.6— .

Marriage rate . 108 1

Divorce rate _ 32

. [ LIFE EXPECTANCY AT BIRTH:

_ . 1947
Male ( in yearz ) 41.4
Female ( in years ) 47.0

TOTAL AREA.ARE. (1974) :

POPULATION DENSITY (1974) :

~Maternal Mortailty. rate~ - 1.4 -

Density [/ Inhabited area ( Person /[Km 2

1960 1972
43.1 Ll
169 145
26.2 19.9
_1o§.o 116.0
193 210
11_.:- - = 09
10.9 103
25 22
1960 1970
516 535
538 T 556

1,002,000 Km 2

Density [ Towal area  ( Person/Km 2 ) 36/Km ?

) - 1001/Km 2




MORBIDITY and MORTALITY

1
L PERCE\ITAGE DISTP:IBUTION OF \‘IAJOR CAUSES OF
‘ ILLNESS in General Hospitals (1972) : ‘
. A MALES |
i - 1 — Accidents, Poisoning and Violeace . C29.5% |
2 — Diseases of Digestive System L 2L1% 1
: 3 — Diseases of Circulatocy System 10.6%
: 4 — Diseases of Gznito - Urmary Systerm 8.7%
: 5 — Others ) 30.1%
1 : . L e———— .
X TOTAL ©100.0% :
\  B. FEMALES _. - - e
, 1 — Deliveries and Complications of Pregnancy,- .=, i
Childbirth and Peuperium.. — ' 31.2% -
: 2 — Accidents, Poisoning and Violence . 14.4%
3 — Diseases of Genito - Urinary System 14.2%
i 4 — Discases of Digestive Sysiem 11.7%
. 5 — Others ' .28.5%
)
TOTAL 100.0%
II. PERCENTAGE DISTRIBUTION OF MAJOR CAUSES

- OF DEATH in Total Population (1970) :

"1 — Diseases of Digestive Systerm

: 30.05% /

: 2 — Senility and ill dzfined 20.60%%
; 3 — Diseases of Respiratory Systiern S 18.67%
4 — Diseases of Circulatory System ) 12.37%
i 5 — Other Causes } 1831%
i TOTAL ©100.00%
v
(3) §
!

Bt ol




BUDGET OF HEALTH SECTOR

[ 1 — MINISTRY OF HEALTH ( in Millions ) :

year 52/53 ’ 60/61
_ 6.8 11.8
" 2 — PUBLIC HEALTH SECTOR :

Health Insurance Organization \

Curative Organization Cairo & Alex. *
Pharmaceutical and Chemical Organization

_WEgyptian Organization for Biological and

: ' Vaccine Production

‘Nasser Institute )
Supreme Council for Family Planning

TOTAL

62.6

| 3 — TOTAL BUDGET OF HEALTH SECTOR :

‘ Ministry of Health
-. Public Health Sector

TOTAL
University Hospilals Budget
GRAND TOTAL-

j4 — BUDGET OF Health Sector relaled to THE

© 51.447.300

8.039.000

888,500 |
_ 39,810,000

1,392,500

200.000 |

1,117,800

62,635,000 !
51,447.800
114,082,300
11,000.000
125,082,500

GENERAL -
BUDGET OF THE STATE. :
General Budget of the State ' 4187.1 iOO%
Adminstrative Sector - 9392 22.4%
, Budget of Health ' - 125.1 3.0% f

(4)




MANPOWER

]

| MINISTRY OF HEALTH (1974) :

N

High Administration
Physicians .

Dentists

Pharmacists .
Other Specialization .
Techaicians |

Nurses

‘ Administration & Clerks
Otbers e

TOTAL -

s

Number
- 63
13103
1966
2882

23.91

£586
23107
35600
46687
134603

,Ph);sicians. Dentists, and Pharmacists. Medical Registers(1/1/1974):

Physicians 23501
- Dentists ) 2991
Phamacists 6665
; .

¥ Physicians, Deatists and Pharmacists. Ministcy of Health: - -
- 1952 - 1960 1974
Physicians _ 2002 3750 13103
Dentists ' 42 254 1966
" Pharmacists 247 317 2882

(5)




UNITS, BEDS and PATIENTS

M.ooPoane7ay “}
. Units Beds lnpnu.nls Oul|).mcnls|

Gcncml.& District hospitals 184 ‘21633 462050 . 14.]53‘8024
Polyctlinics 24‘ ‘ | o H
Chest discase hospitals 42 1 BRI
Chest dispensaries 1ty 61 ( 8753 15,747 © 971473
Mobile units | 25 Y .
Mental & Psychatry 35 6288 10.251 169,614
Eyc discase hospitals 18 20m 370 4562318
Infectious discase hospitals 73 6630 175, '101 2,004,870
‘Endemic discase hospitals 162 1283 17,03; 5.066.335 1"
School health hospitals ' 3 g o,
School health polyclinics 47} 424 14328 4,058,740
School health units 170 R oo
Leprosy hospitals 77 .1815 ‘ 1.263 ) l126 995
Skin disease hospitals @ 8 77 1219729
Maternity&child health centres 214 426 3,307 :?.121 710
, Rabies units 123 52 - 389 426, 752
| Combined units 587 8280 33302 8713(31
Rural health centres 1522 — — 5513618,

| Dental units . 948 — -]—II 2069 003
!Mcdical institutes 8 486 TI—J— | | ' :—r—
‘Ouar:lnlinc centres 40 285 - ’ ——
| Health burcaux 306 —_ - -
 Health education centres 57 — — —
Food control units 1 —_ :

iz

~

CURATIVE SERVICE

i

BEDS (1974 )

-

Mo
Fo
S

Miu{islry of Health
Other Ministries
Universitics
Public Séclor )
Private Sector -

',  Total |

TE S T

“. Number

57138

2111 -

9545
5452
1596

77842 .

Main Parameters of Health Service®

| — Population Per Physician
Populalion Per Dentist
Populauon Per Pharmacist
Populnuon Per Nurse (M.P.H))

2 — Physncmns Per 10000 Population
Dentists "4+ Per 10000 Population
. lelrmucims: Per 10000 Population

1536

. 12070

6660
1562

6.51
0-83
1.85

Nurses ;° Per 10000 Population (M.P-H.)6.40

3 — Bcd.s: Per 10000 Population .

Urban
" Rural
Total'
4 — Bed Turn Over/Yean
Bed Occupancy .
. Average Duration of Stay/Palient

*  For Registored Man Power.

445
0.4
2.1

- 211

77.3 ‘%
10.4

734,
27
123
7.0

4.6 |

" 1000

Beds
Beds
Beds

Palients

Days




TRAINING

Internat Scolurships

DRI\ LT )

“Manpower /M 1 2N 7‘3/74 -74/75;
. Physicians 180 94 425 435 551
' Dentisty 50 a6 43 -8 53 I
Pharmacists k) 25 299 24 55
Chemists 1 2 24 , 25 B
/\gric‘ullurc Engineers 2 4 3 . 9 15
| ucial Workers 2 K] I . t f
Dictians : 1 ‘ 4' — 4 3
| Psychiatrist — — — — 2
‘ Univcr-sily Nurses . 4 - 7 1 —
Nurses 217 165 294 . 39é - 282
Velerinarians — — 2 .._ —
“ Administration 2 | -9 10 2 M |
Tatal 3 e 88 868 999
e —
r9y o

 PREVENTIVE Survices

? I' — Production ‘of Sera and Vaceines .o . [
i Typhoid and Paratyphoid 2,047,400 MI, i
; Cholera 3.011,430 ML, A
: Smadl fox (liquid ) 27.475,000 Unie |
S Smalt pox (dricd) 2,700,000 Units ;
g ' - Anatoxin Diphtheria ©533.000 ML :
i B, C G. 7.998,700  Units
E "Tubereulin, S 1,300 Unity
i _Ami Rabics Viccine 4103900 Mi,
' : Human Plasma (dricd) 16,783 Bottley
0 Hood (250---500 ML) ‘ 62,204 Boults
!2 — Vaccination and Immunization Activities :
i Small Pox (Primary, Quarterly & Others) 17,955,667:
i - Diphtheria (Primary und Booster) 1,046,831
X Poliomyelitis (Primary and, Booster) - 1,020,963 .
\ Typhoid , 1931729 |
{ ' Tuberculin Testing 1,652.944 |
i B. C. G. Vuccination . 1.035.532{
. 3 — Important Lab. Activities : Principsl  Govarsarate |
\ Libs. Labs. ‘
i Bacteriological Samples ) 120202 948116,
’ T. B. Detection Samples 19298 - 32989 |
| Water Samples - 5428 67917 |
; Food Siamples 58177 195317,
' Rabies Samples 28931 38231 |
' _Chemical Samples 6922 253044i
; Puthological Sumpley - : 1326 2300 '
i Clinical Pathology . 3657 183167 |
(8)




|
[
A |
" |
| Yn\muu.s No. Students  Graduates
! Facultics of Medicine 9T 3227 ] !
I I Yiar
‘ Facultics of Dentistry - 3 |> 33555 406 ‘> 7172
‘ Faculties of Pharmacy 5} 784 |
. High Nuesing Institutes 2 676 158
l\ Health Iastitutes 4 2557 621
1 i .
i'luhnu..ul Nursing Secondary 131 - 16940 6000 (Expected)
! Schools ‘ : 1975
’ {
iAssismnl Midwives Schools 18 240 312
! : )

' ;chllh Visitors Schools 9 1344 446 r
i‘ ]
| ' .

! a

I

e _ )
(1)

-

FAMILY PLANNING ACTIVITIES -

Units (Urban & Rural) and Users
by Type of Contraceptive Method

1966 — 1973

e e ==
[ [}
| Unils Usc:s i
! Year Urban R'urull Total LU.D./yeur  Pills/Month -
! . '
. 1966 624 1493 2135 19077 . 157622 |

L 1967 856 1693 2549 41138 181829
{1968 . 883 1768 2651 31796 21509 - |
I 1969 893 1807 2700 34595 279059 i
| 1970 957 1843 2800 44175 17753
P 1971 1004 1924 2928 56224 319372,
L1972 1066 2001 3067 66963 415632
| 1973 . 100 - 2078 3178 71752 436615
| | | |
! Units and Users by Type of Unit (1973) ‘

l , .

i . Users .
i Unit _Number LU.D./year Pills/Month *
| L]
* Materaity & child l\cﬂ\h centres - 202 29045 94074 |
| Mealth bureaux 276 — 104680 |
l " : [}
,Rurul health centres 586 v]768 * 41075 |
! Rural health units 139 1084 52100 ]
 Hospitals 223 1512 33167 |
"Others 562 28343 sy |
Total 3178 70752 . 436615 |
|

" e T L S —

(10)




‘

LABOUR (1966/67 - 70/71) (Thousands) - ” T R

Scctor | 66161 67/68 6869 69770 70,71 ' NATIONAL PRODUCTION IN MILLIONS (1966/67 - 70/71)
~ ariculture | 38646 38924 10649 40483 40569 | ' Sector 66/67 67/68 68/69 69/70 170/71
dustry P Agriculture - 9289 9500 9777 1075.1 1101.L
Blectricity and Coustruction 3259 2783 3583 4107 3962 Industry - 18359 1935.4 20719 2252.4 2464.0
ablio Utiltes and Services 25966 27896 24370 26996 29653 Fuicity and Construction 2316 2219 2463 3260 (5.5
Cotal 26138 8276 K0sLa $2747 w3650 | © | Public Wiitities and Scrvices  1378.5 14108 1520.7 1653.1 1768.5

]

Total 43749 4518.1 4856.6 SIV6.6 56489
WAGES (1966/67 - 70/ 71) (millions) -

NATIONAL INCCME IN MILLIONS (1966/67 - 70/71)

Scctor - 66/67 67/68 68/69 69/70 70/71 _ , | |
Agriculture 2019 2013 2107 2184 2254 ©Sector 66161 61/68 68/69 69/70 70/71
‘ndustry 1552 1600 1662 1757 1872 iAg”c“"”“‘ 3 6123  644.4 6883 7719 74|
Zectricity and Construction 60.5 519 : 61.6 719 716 | Tndustry 74 4603 . 303.9 542‘.0 6119
sublic Utilivies and Services 5816 6190 6611 7077 7572 | Eeawiclly and Construction  119.5 1168 . 1460 1655 161.4 |
Total 10022 10322 11056 11797 1247.4 ' Public Utitities and Scrvi‘ccs. 985.6 666.3 1001.2 1073.4 11443
) ' L . Toul 21948 2187.8 2339.4 (25528 2691.7

Pl e T T e U —

(12)
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v 1/ TFi<eal yeaf rame as calendar year.

?I Prelindnary lipures baned oa actuals for the first 1l sonths and cstirates by

stalf for the coneluding nonth,

3/ Mandatery tracsfers under the lcgal H-qulrcﬁen: lhn: 65 per cent of net profits afcer n. and

d(pn-iuiun bhe trun-ferred to the Treasury.

Yinistry of

tan riailons ot tgyprjan pouncs) P » ¥
. ~ g : " "; b
. - . 1975
y A " v 1973 1974 Prrlintnnsy 1976 .
Fiseal periodss Actual { Actual Budget Aeguats Budpec
\ .
Recrdps ' 1,018 1,100 1,343 1,379 1754,17
Central governaent revenue, 694 " 780 l 060 o Ul 1071.2
of vhich :
Taacs on income a2nd profits (161) (176) - (187) 227 (264.8)
Taxes on goods snd sarvices v (191) (196) (217 213 €2_53./.3
Taxes on international trade R ot (205) (234) - {491) 3 o) 375}
local governacnts' revenue . . : 60 65 88. Z’) 63.1
Public econoaic sacto SRR . 264 335 - 395", 299 600.4
Trezsferied profics® SEICTEASEL N ¢ % 2 ) RN ¢ 8§ (278) (208 (426.9)
Xn\'eu:.tnt'!ir.ancinga s 127 e (120 (117) (91 (173.5) .
. ¥ et [ T '.. . ’ . r. ;
Curnnt expenditure . . 953 1,269 11 1:6 M 1797
Cciltral gove rn’cw\ current expenditure ¢ st 114 779 ) 839 850 }55 3
Local goveranents' current c\_?e-\dxture 51 . 61 7 88 b 80 {Z?g
Publfc authorities' deficits 6 iy T 165 LT e02 o 86 8 .
Pudlic¢ Organizations' deficits— o ?3 : 1_7/ . 88/ - g -
Subsidies RN bo. - 12= 642="" 640 . 553.7
‘ ol . ) .
Correng account surplus or defieis (- 65 T8 2170 L 2292 -36.5
_l_qy('&_tnqqg_qgg:_n_i}i_r_u_r(:g/ ' w451 ' 565 . 157 622 1252.2
b (R Y - .-:_ — > ———
Overall deficit (-) L v =386 -654 . =927 =972 -1288.7
Totsl finsnctng ST g 8e L ese - ezt 971 1288.7
o " .

CExterna) yorreving (ner), - 51 n 316.8 205  _668.2
Norestie barrow!ag (net) é}é 63 ! ﬁlo-?l' 866 ~62Q.5
Sacinl dntatancy and peasion funds 224 208 . Z75.9 25 32} .2
Saviavs ecortifiantes a8 Ry 30.0 A % 62,0
Pustal savings 10 . 10 18- 13.7 }b- 1
Public wvcrnmmic sector - =120 23 166,0 T a) 5 115.6
Banklog systenm . . 183 314 125.0 715 125.0

. : ‘.. Y . ' ' . '.
Memnreadum frems T y ] . s .. . .
L] o= v \ K [} .
Emeriency 7und . 3 ! . ) A
T nwifyyce : 399 507 775 k13
Craats 12/ ' 251 1389 -
Jinad bonds—"J v, . 13 2 oo 10
Scurce: Hlnistry of Tiaguce - *

Flaanc

4/ Resources gonerated internally Sy Mub’ 1: Authoritics and Publie Economic Organfzaticns to firan\
part of thedr investient.  The assocfaird exponditure §s inciuded dn the frem "Tavese-unt evpaaditure,
An altdtnative presentation would exclade thl' peovision from both receipts and expenditure, =tich vo
affect the curren acccunt but not the overall deficic, "

53/ Deficits in curttenl operations of Public Authorities met by Loverh-*en: subventions,

6/ Deficits In curreat cperations of Publiec Feoncsic Orpanizaticns =et by goveranent subvenllor's.
DS fcsunt :ns!ilnl\on\l arranguments ' ave been introduced (or 1976,

3/ Subridies for o--ennal corrcdit s ~uid directly hy the Treasury and noc through the Ceneral

Su,ply futhorsty (alvsst eatirely for mv.---n*e texiiles).

&7 In e 1975 m;,_;l the provisior for ~ubsidies has to a large cxtent Sevn ccnso)fdarcd under
one h «Zing, =

9/ Tneldes welf fivanced Jnvest=es: of the public rcoacale sector but evcludes curtain recenstruge

Hun exponditure (L2 223 nillion) to L f ~onced frox the foergency Tund In 1975,

30/ Calculated as a teridual; fncluces act lending and borrewing froa vnfts within the public ceonnr
sectol faetudfag thae afliliated co=panses +9d presumably also the disposal of the surplus orf finencia,
the deffeft of the © e uney Yuad.

“har Srad countries and crod(tcd to the I‘:cr;c:\cy Tund {as reco;

A BEAEY BITA1RNA (B {H; FhRergrieg Hade

11/ Crants rt-c.-lw-d 'lrS

oh PR B

‘rily froa -

at
Vr‘

e .x.'.;HHE varh Bt
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Total
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R B s, S e R '
. 4/21/76
v - -
Table C5. Public fector Investrent Experniiture
(In mi1lions o[_l".‘_p_,yj_t:}_ﬂ_q__go_u_n_'_'_g)
YT TS O 21 197> 1975 13 /ucz_/
*oal periods e fcnued ' Actual  Budget  Preliminary Actual  Bulge
lera) public services ’ ! s.c 152 1L.0 21.6 H.3
wera) wi~inistration . , 3.3 1.3 2.6 . 2.6 10.4 -
»Xc créer and sefely *.9 3.6 4.6 1.9 6.7
"ol addnistraticn ! 5.3 4.8 13.86 17.1 . 172.2.
| 2ztion - | U T 20.5 230  32.2 37.0 s 59.5
sxn LT [ e 1.3 133 UL 1L 29.0
‘1 I dng ) - 232 43.2 375 k3.3 168.6
. Junity end soclal services . o it L )0 2.1 2.4 4.9 .. 20 SR
| Tonte senvices 35,8 L461.9 | 602.7 552:1 9. b
Lieulture . ' T A 5.0 54.5 T 90.1 1.9 127.5
“ifiy, petroleua and ranufacturing  ~:°- . UY 2£8.6  248.8 255.8 3 307.6 s 371.9
“suricity S R 2.5 v 331 21.5 50.4 1€6.0
Casiert &nd cormunications A 95.3 108.8 197.8 136.6 321.7
. 74k and supply o : 6.7 11.7 ~  22.0 8.4 41.0
Txfin b1 50. 9.5 . b.2 6.3
= 1/ ' I coe b 25 196 25.2 6.5 6.2

- — - e ] ” > - - —_——— " . -
Surce: Minfetry of Finance and Ministry of Flanning. ' *
. . . !
- - - = SN L e 45— e O e Ve “ the Ty rsary 4




Table D1, Outstanding External Debt, as of Decesber 31, 1975 )/

(In millicus of Egyptian pounds) . !

B | |

) varnrts Schadule (Di..eur°ef‘ Aro:n’s) -After. f

Undisbursed , Disbursed  Arrears  19/6 1977 1973 1979 16:0 1550 t
artible currencles . z,322,2 13, 767.1 3057 156.7 84,2 . 5.8 741.7
€ficial loans . - -0 579.7 15.8 39,5 37.3 - 38.3 3.6 22,0 392.5
“Bscheduling egreecents . N . 124 .2 - 2.1 22,1 19,1 - 19.8 11,6 9.8 39.7
Zyplicrs’ credits . S 5 & 2 58.7 82.7 43,5 14.9 9.1 14,3 10.4
%_currenc:’l loa_ns - . '_ i ; 130,3 - 16.1 15-"’ 18.6 . 17.2 l?.o 46.0
Terk credlt facilitfes 2/ 07 - ot 4733 12,8 363.6 81.2 3 - — 154

.xrricial cerosita . TR wee e L0 78005 56.6 263.2 109.2  67.0 11.7 35.1  237.7 o

2 ~irx currencien ~ e ‘ - i 375.5 2.8 3.0 448 34.5 23.5 24,8 178, = '

AT cisl loana ' . o . 3330 .9 0. - 38,6 32,3 29.2  Z3.3 1753 :

Sppliers' credits | - oo T 37.5 .. 1.9 ) 12,6 8.2 - 6,2 4.3 1.5 2.8 : j

.~ Total ST R 2,697.7 0 1481 U 8401 350.5 1954 119.7  123.6  919.8 | |

- Mezorendun {tens: oo . : - e v - RS l !

» Fund mesters3/ L - - T

. Other countriesh/ o T T ’ T . Tl

" . . , . v - ‘
“hurces: Ministry of Ecunory and Economle Cooperation end Centrsl Bank of Egypt. . B

L_[ Includes intercst on disbursed amounts except where noted. Does not include bilateral payments egrezxent lia- )
i3fties, forelgn Ccposits with Egyotlen benke, 1fadilities under corpcnsation ag‘ec::e'xts, or mllitary dca*a. T

‘El }".xclx.’!es sizht credita; datla on interest not avellable,

5 Ioclutes Interratioral organizations, EEEE :
Official loens 803 evppliers’ credits from }'ul aria, China P ze 5 14 Serzsay .
S=ocratic Fe'-'ubdc,, }mnut_ry, Pola.nd Switzeflmnj znd the U.8. S(RC’OPM.? ® R-”PUbli.C), C, Cbo tove! ..13' vers ,'-"- . > « ':-

: ) ) . : : L A

. . AT

14 .‘ .,
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Table D2, Outstanding lLoans from Foreign Governments and Intemational
Organizations (Ccavertible Cwrencies) as of Lecerter 31, 1975

(In_»111ion3 of Fuyptian pounds)

' ~
k4
A4
- vo e e - o - L
.

Including

Urdisbursed.

Disbursed

Onlg

Arrcars

on Dec, 31, Payaents Schedule LDisbursed A~OJnt3)

1975

1976 1977 1576

1979

1980

After
1580

Meacrandua Iten '
fayments in 1975

o
.

jwincipml) 1,03
rats 12
rk '
e

ny, Fed . Repo

h‘k‘hl
c &ro-v ml
C)hJONO\JU\ODth>O\Node

OO N
A0 =)W o
-

JE
W =i
| b

\n
)

= R

OO &\

1
2
8
9
3

€.5

- -

26.2

13.6- 2.5_
1 e

11.1

5 —
05 —
39.2 - 3.0
78.3 : bk

9,0

9.8
27.6

5.7 .

-
4
!‘_
—_
- 1y
o1
«

t . 60, 1 ) s
“Ya-an | . : :¢ : _ -E: X ?LF >

; L, 23.5 . L — -~ - .3 o2 .3 22,7 . —_ T
,.mbia 145, . —'.— i -:. -- ‘ ~' - — N :?-:q.. ,:. '

- 1.7 0,27 wr Al -- - W7 o LA T L LA TILA L 3090 St e IR
1 K‘irg]m 12°3 . L" . WL T LA ; 03 ’ P L - .‘l'.“:-.__.- .' - 01‘ II' 309 T __- ' -3 h . : ,.. :' ; ?
1 States 160.9 . 25 R e T 1.2 = 1.3 1,2 1 3 ©19.3 .7 8T T e
n RVE1ome{‘t ) »V . K R B -,‘ s " ‘ ’ ’ . . - t . "_~ ’:' f'.
< . 2.3 K 2 : ’ .- . . PO, o -~ ) "1 ‘_.2 .2A .' 1.8 o —_— :-.. R
Nund for Economic - IRyt Mo en Y At s o - e S e - )
Social Develop~ - T e . .
t ... _. o 8.8 ) :L .1‘..::"_ ‘ T .' _— ...‘ L = .;..-"-. ' ..f“ N .1 - _4.-‘.;'?':- .l_ —_—
tnd 1A 157.57. o 3867 (T Tee D e b et s T T 32,8 0T e
Interest) .. :-. S 1311 M it 90 i 15,2 11.1 - 10.% ' 9.8 8.4 6717 - 2.4
S ; - ‘ *"\ W i -, ’ ~
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(Conciuded) Table D2, . Outctanding Loans frox Foraign Geversrents and International
Organizations {Convertible Currencies) az of Decerber 31, 1975

(In millions of Fgyptian rounds)

Arrears .
Payments Schedule (Disbursed Amounis) After

vecorandum liema

Including Disbursed on D=c, 31,
! Undisbursed Only *- 1375 1976 1977 1978 1979 1530 1950 raynerts in 1975 -

duling agrcemcntéy 124.,2 2.1 22,1 1¢.1 19.8 E_.é_ 2.8 . 39.7 22.4 o
53 ) ol hadead .1 .2 .
any, red, Rep. 60.5 — 6.6 6.6 6.5 6.5 6.3 26.0 8.3 <:
y . 23-8 2.1 2:1 2-1 2.0 2.3 2.1 11.1 - =
o1 5.3 haind 1.2 142 1.4 1.5 -6
>0 . 6."" hated 1.2 1.1 1.2 1.1 1.2 .6 1.2 .
2d Kir‘.édoﬂ ¢5 - 05 - lol _' ’
:d States 27.6 -~ 104 - 8.1 8.7 .2 .2 11.0
S ) 3.0 17.7 61,5 6.b .0 50.2° 35.7 M54 35.2 R
:e: Hinistry of Econoay and Economic Cooperation, =~ : . .- =% , ;:;; .
‘ncludes interest, . R = - Lo T - N .
l ) L] | b . ]
. . T ; o .- .'L":.."::
. : T ' ) . . .
| - e TS




L]
*

e

b I 5,

¥ .
Table D3. Egypt: OQutstandicg lcans from Foreizn Governzants Con
(Cleardrg Cuxr ncles)—? as of Decezber 31, 1975 ) E
(In zillicns of Egyptian pounds)
Contracted Faynents Schedule (Disbursci Amounts) A
Frame (inciuding After Mezorandua Itex
Agreements undisbursed) Disbursed Arrcars 1976 1977 1978 1979 1980 1980 Traysents in 197
Jaria 37.3 b j0.9 - 1.1 1,0 .9 .7 .1 7.1 6
W {ieorle's : '
=p. ) 55.5 12,0 - - - -~ - -— 12,0 .5
trarfcsloveria 46.3 27.4 .7 41 3.3 2,8 2.1 1.8 12,6 4,1
L:ony (Dea. - e -
' :3;;\2 ’ .3 28.6 - 2.4 2.3 - 243 2,3 2.2 17.1 1.3
e 23,1 4,6, ¢ - 1.3 1.0 .7 .6 .3 7 1.6
'h"l—- - 33.0 60‘2 - o? 7 -? 05 .4 3.2 * .8
Poetmn 9.7 - A 03 i o1 --. 8.8 ' .1
- sxa. 2/ 530.0 - 231.9 © -,z 2904 27,1 23.9. 22 1 17.7  111.5 28,8
oA A 21,5 6.7 - 1.0 +9 .9 B8 .8 2,3 2.4
“Total 38.0 .9 hok 36,6 32,3 ° 29.2  23.3 175.3 4o,k
urces ¥inistry of Economy and Economic Cooperation, ) N
141 Incluies interest. ' |
3 Though the bilateral payments agreements with Hungary, Poland and Yugoslavia nave been termlnated, previously --- -
wtacted loans are repmid in goods and services through special accounts, . - . &

P LTI ey ;
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Table D6, Foypt: (utstanding External Bauk Credits, 1970—761/ ; ]
(Ju uilliaas of Lpyetian pounds) L 3
: Incluiing Disbursed X i
] Undisb irsed Only Utilized .k
« 4 (End of period) During Period
i _ . 3
j 1970 . - ' 104.8 50.0 C 12207 -
.- o ' f
4o C %6, 44.1 93.6 |
' ' ) }
| 1972 ! 135.5 55.3 96.5 2
| 1973 446.3 - 194.5 430.7 ]
| 1974 o | i
7 January-llarch .512.8 241,3 135.4 :
i July-Sceptember 754.7 319.0 224.,3 X
] October-lecember . L,0585.2 422.9 .337.9 &
,; 1975 - ' %
" January=-March 1,004.1 466.7 183.3 :
April-Junc 997.6 533,4 - 130.2 !
July-September - 989.1, 531.4 153 g
October-December - 1,023.2 473.3 232 1 |
i 1976 . ! 5 Q ?
i January 917.6 5214 . 75.0 b
February 855.3 550.6 . 33.9 ;
‘f : . Position at March 31, 1976 (outstanding amounts) . E Q

1 Maturitics of-lecas than 180 days 4.0 ‘

814.3 . “ ?

% Maturities of 180 dJays or more
it . M . LR 4
{ Total . B 855+3 - . i
g . . 0 . ‘ yi
i :
| ..  Source: Central Bank of Egypt. , _ !
' 1/ Correspondent bank credits for financing trade. Excludes Euro-currency loans, 1
— . L
& ' y T T - h ‘ !}
i . . | ’ ’ . [ . . ' -
) [
. .“ ] ' f’
N - |
} R ~ ‘
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- ANNEX 2
MINISTRY OF HEALTH Table of Organization (March 23, 1975)

Ministers General Foreign Planning & Curative Preventive Endenmic Central Finance &
Office Organization Health Research Services Services Diseases Services Administra-
Relations ' tion
Sect'yGen'l Office of Intn'l - Chief Chief Chief Chief - Chief Chief
Sector Chiefs Orgs.
Adm.Office Planning Curative Commmicable Combatting Manpower Finanl.
Technical Bi-lateral Projects Medicine Diseases Schistoso- Training Affairs
Tech.Office Office Agencies & Oontrol miasis
Programs Emergency & : Central
Private Fin. & Adm. Ambulance Combatting Labs Adm.
Secretariat Office Investment Statistics Services Environment- Malaria & Affairs
of Arab & & al Health Filaria
Org. & Adm Foreign Evaluation Dental
Capital Services M.C.H. Rural HealthMedical Fin. &
Security Engineering Services Councils Adm.
Secand- & Equipment Nursing School Health Inspect.
ments & of Health Services Conbatting Pharmaceut-
Special Services e Preventive Insects ical Affairs
leaves Curative Research - Iegal
Manpower Research Institutes Health Medical Affairs
Adm. Planning Institutes Education Licenses
—Nutrition Medical
Health — Poliomylitis Institute Endemic Disease Supplies
Economics Institute Research Family
- Environ- Planning
Permanent - Ophthalmic mental - Tropical
Conmittee Institute Health Medicine Adm. of Health
for Research Directorates in
Research - Rheumatology Center - Entomology Governorates.
. Institute
- Field &
- Hearing & Applied
; Speech Research
y Center

s

\ Institute




PROJECT-EMPLOYED: 352 TENTATIVF SCHFEMA BOR STAFF-

(In Black Lines) * ANNEX 3 = ING & ORGANIZATION OF RURAL
HEALTH DELIVERY SYSTEMS
PRO JECT-TEST- PROJECT (Feb. 11,1976)
EMPLOYED: 88

(Numbers indi-
ca*2 quantities Und tv.Endemi
required) 7 PROJECT DIRECTOR | --Under Secty Fndemic

<Nz E

MR ZENLOQ

HOomm- =D

PROJECT DEPUTY DIRECTOR | -- Diﬁégigé.Rural
TECHNICAL § PLANNING, 1 ,CONSULTANTST ADMINISTRATIO
STAFF EVALUATION :
STATISTICS ; . : - |
Nurs.Ser. *RTRAINING | fiocial Seci. Final. Aff. =
MCH * Planning Adm, Aff. *
Fam.Pl, -2 Stat. - 2 Supply * Systm. Anal, ,
Sch.Hel * Man- Mainmt, = Transp.
Hel .Ed * power Commun,
Com,Dis * Plan.- 2 Survey
Nut.Ins. * Health Me thods
Schist.C = Econ.- 2 etc,
Mala, C * Resec.- 2
Inst . Tr .M *
Fd.Res.C =
H.I.Pu.H. *
Tec.Ins. =*
-=- Dir, Genl ,Health
PROJECT ASSOCIATE DIRECTOR Services
-- Depty. Dir.Genl
Prevent.Sec.
TECHNICAL ADMINISTRATION
STAFF
| STATISTICS
Nurs.Se . .-4J TRAINING Finl . Aff. - 4
MCH = Adm Aff. - 4
Fam.Pl. -4 Plan. -4
Sch.Hel, = Stat.&
Hel.Fd. * Eval.- 4
Com.Dis. -4 Hel.Eco-4
Nut.Ins. =
Schist.C =«
Mala.C. »
Inst.Tc.M *
Feld,Re.C *
H.I.Pu.H =
Tec.Ins, *
|~-~ Director,Dist.
PROJECT ASSISTANT DIRECTOR Health Servs.
TECHNICAL FTHANS PO 1ADHINISTRAT10N}
STAFF
Ch.Sanit. * Sup 1 * Finl. Aff., *
MCH - 8 Maigt}.' = Adm, Aff. *
Fam,Pl. ~ R
Hel.Ed. -~ 8
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NOTE:

ANNEX 4

Prospective Technical Assistance Inputs

As indicated in the Project Description and Financial Plan
sections, some of the Technical Assistance may be obtained
from Egyptians employed cn contract.

In this presentation, the various skills required are listed
together with tentative estimates about the total length of
time required for each skill. It is probable, in some in-
stances, that a oconsultant specialised in a skill ‘may visit
Egypt several times during the life of the project.

As perceived in this paper, there will be need for only one
long-term, resident, American consultant for technical
assistance. He will probably play the role of manager for
contract inputs working in collaboration with the Egyptian
project manager. Since it is probable that some of the
omsultants will be present in Egypt for rather long pericds
of time, it may be expected that the single resident con-
sultant will seldom be alone in the country.

It may be noted, finally, that this Annex does not address

the question of how the AID/Cairo Mission is to be staffed
professionally in order to adequately support and monitor this
project. It is assumed that the necessary Mission project
back-up personnel will be: highly familiar with systems analy-
sis, management of health systems, social science research as
applied to management and supervision, and transportation/
commnication organization and menagement.

Contract Persamnel - Resident

1 Senior Public Health Administrator/Health

Planner 5 Years
Contract Personnel - Consultants Months
1 Transportation Vehicle Maintenance Specialist 30
liSystems Analyst 24
1 Health Economist 24
1 Health Management Analyst 18
1 Health Training/Methodologist 18
1 Transport Vehicle System Specialist 18
1 Commmications Specialist (Hardware) 12
1 Communicaticns Specialist (software) 12

1 Iogistics Specialist 12



Contract Perscrmnel - Consultants {(Cont'd.) = Months

1 Personnel Administration Specialist
1 Statistician/Demographer (Surveys).
1 Medical anthropologist/behavioral scientist
1 Epidemiologist (surveys)

1 Envirommental Sanitation Specialist
1 Family Planning specialist

1 Management Information specialist

1 Nutrition Education Specialist

1 Communicable Disease Specialist

1 Health Education Specialist

1 MCH Specialist

Miscellaneous Skills

WWWWwWwoaHh Ao oW WOWw

20 ) 240



ANNEX 5

Prospective Test Configuration Data

Explanateory Note:

All tests devised will be concermned with Inputs and Actions
related to:

- Motivation/Incentives
~ Commumications
~ Supervision/Management

Three tests will be applied to all test areas. (224 entities),
either simultaneously or on a phased basis with the ultimate ob-
jective of application to all test areas. These are called Uni-
versal Tests. Four tests will be applied to selected pairs of
Districts and/or all pairs of test Districts depending upon what
is being tested and the target population required. These are
called Particular Tests.

The Universal Tests are justified as separate and treated on
a 224-entity basis because:

a. The nature of the prcblem treated stretches across the
entire universe of test areas.

b. It is assumed that without major improvement in the problem
treated no other tests will produce significant results.

c. The magnitudes of the data collected under a sufficiently
realistic "spread" of practical operating conditions will pro-
vide reliable perspectives on probabilities of success if
replication is started.

The Particular Tests are justified as separate and treated aon a
paired or multiple-pair basis because:

a. The approaches to problem solution can be varied, effectively
managed, and measured.

b. The paired or multiple-pair tests can be easily campared to
comparable "control" areas where the existing system is in
place.

c. The number of factors under test can be limited very pre-
cisely and obserwved.

d. Where successful, the tests can quickly be converted into
training modules and used as the basis for instructing staff
drawn from surrounding areas.



I. Universal Tests:
1. Direct incentives or motivation-inducing policies.
a. Area of Test:

All facilities or 224 installations (Governorates,
Districts, Centers, Units)

b. Tests:

- Types of commendations,

- Awards,

- Scholarships,

3rd Countxy Tours,

- Promotion ladders and criteria,

- Training ladders and awards,

- Bonuses against performance,

-~ Transportation equirment subsidies for outstanding performance,
-~ Special recognition, etc.

- Local commumnity participation and recognition, etc.

c. Amounts and Types of Inputs:

Will require careful design and planning of tests. Sufficient
inputs in project to pemmit range of variation. These include:
Egyptian Pounds; Scholarships; 3rd Country Cbservations; Trans-
port; Training; Technical Assistance in Management/Supervision,
etc.

2. Supervision/Management systems and supporting technologies.
a. Area of Test:
All facilities or 224 installatiocns.
b. Tests:

© — Management-information systems,
- Job description and personnel monitoring systems,
- Target setting and monitoring systems,
-~ Vehicle support for operations, and monitoring,
- maintenance of such support,
* = Point-to~point commmnication systems, and monitoring,
maintenance of such systems.
- Supervision norms and systems for monitoring such nomms.

c. Amounts and types of Inputs:'

Will require careful design and planning of tests.
Sufficient Inputs in project to permit range of varia-
tion. These include: 281 wehicles, funds for commmi-~
cations equipment variations (transceivers, phones, etc.),
maintenance facilities, methods; office and records
equipment, etc.



3. Commmication as a means of spurring Incentives/Motivation
and Management/Supervision.

a. Area of Test:
M1 facilities or 224 installations.
b. Tests:

- Involvement of all Unit and Center personnel in de-
livering Family Planning, MCH, environmental sanitation,
nutrition, etc., messages to villagers.

- Development of most effective messages and forms of
message delivery to villagers concerning Family Planning,

~ M, environmental sanitation, nutrition, etc., by rural
health system staff.

- Variations in types of message delivered, methods of
delivery, frequency of delivery, delivery role of various
rural health system personnel, relationship to health
education and school health roles, etc.

c. Amounts and types of Inputs:

Sufficient Inputs in project to permit range of variation.
These included possible assistance to Nutrition Institute,
Institute of Public Health in Alexandria, Health Education
activities, etc.

II. Particular Tests: (illustrative only)

1. Health education linked to infant nutrition checks, mobili-
zation of recent mothers, Family Planning and immunization/
nutrition work.

a. Purpose:

Test various ways to improve capacity of Health Units/
Centers to speedily carry out infant nutrition status
checks, record same, discuss Family Planning with mothers
and fathers, and combine with immmization/nutrition follow—
up work. '

b. Area:
-8 Districts
-212 Field Facilities

-36,000 Population of infants (Babies age 1-2 in 8
Districts) and mothers and fathers.

c. Possible Outputs:

*Methods developed for quickly locating and recording
infant population.



*Methods developed for mobilizing mothers and fathers of
infants on a scheduled basis using Village Council and
other local leader systems as means combined with vigorous
integrated actions by staff of Health Units/Centers.

*Methods developed to schedule nutrition-status assessment
of infants with immmnization activities. (Measles might

be the immumnization vehicle used since it is not compulsory,
is difficult to apply through the existing system, and shows
signs of becoming an increasing factor in the weakening or
death of infants.

*Methods coupling infant immnization/nutrition status
assessment follow-up with nutrition education and Family
Planning Home Visiting by integrated Rural Health Unit/
Center staffs.

*Improved procedures for speeding immmization work by
Units/Centers.

*Development of effective cold chain live-vaccine delivery
methods.

*Development of realistic and cambined work norms for infant
nutrition status checks and immumnization activities.

*Effective incentives for mother's with perfect‘ immmization
records for their infants and high-status nutrition records
for those same infants.

*A reward system in which high performance by all members
of the Unit/Center is linked to recognition/training/pro-
motion/transfer incentives. .

*Development of system for monitoring and evaluating con-
tinued high family and Unit/Center performance in these
matters.

Possible Procedure:

*Health education/nutrition/Family Planning special team
at District level works with selected Units and Centers in
mobilizing and scheduling target population participants.

*Develop District capacity to work with Units/Centers in
linking mobilization work with scheduling of immumization
activities.

*] Immmization Team at Governorate level with 3 Jet In-
jectors (of which one is for stand-by).

*Team ocomprised of 2 operators, 1 Driver, 1 Clerk, 1 wehicle,
portable insulated containers to keep vaccines deep—frozen.



*Team scheduled by Districts.

. Variations on Center Nurse/Midwife Supervision with emphasis
on delivery of MCH/Family Planning/Nutrition services in
villages. . ‘

a. Purpose:

Test various "mixes" of staff with the Nurse/Midwife Super-
visor against standard or newly devised work norms concern-
ing delivery of M(H/Family Planning/Nutrition services to
villages by Unit/Center personnel.

b. Area:
4 Districts with variation:

1 District - Nurse/MW Supervisor alone
1 District - Nurse/MW Supervisor with Record Technician
1 District - Nurse/MW Supervisor with Endemic Disease
, Integration :
1 District ~ With all abowve interventions and some other
variable.

c. Population Target:
Per Nurse/MW Supervisor:

*20,000 of which 750 pregnant women
4,000 fertile women
5,000 pre-school children
4,000 primary school children

d. Supervision Target:
Per Nurse/MW Supercisor:

*10 Nurse/Midwives & Asst. MW's
4 School Health Visitors
Dayas (for further study?)
Pioneers (Social Affairs) (for further study?)

e. Workloads, annual, of supervisors:
Per Nurse/MW Supervisor:

*500 deliveries by MOH personnel

4,000 pre-natal clinic visits

1,000 pre-natal home visits

7,000 post-natal home visits

8,000 clinic visits by pre-school children for
immumization, health appraisal, and nutrition
advice.



f. Possible Outputs:

* Development and demonstration of most effective workload
and work norms for Nurse/MN Supervisors.

* Development and demonstration of most effective Unit
auxillary staffing and work assignments coupled to
Nurse/MW Supervisory work.

*Transport requirements, availability, use and effectiveness
tested.

*Verbal and written communication/reporting systems tested
in relation to effects upon relative effectiveness of
Nurse/MW Supervisor.

*Standard Operating Procedures dewveloped including
commmication time, records, reports, etc.

*Associated MOH personnel job descriptions altered.
*Training programs developed including: selection pro-
cedures and instruments for choice of Nurse/MA Super-
visors, training objectives for such staff, curriculum
design for their training, evaluation, etc.

*Incentives developed and tested in order to examine
effects upon Nurse/MV Supervisor performance.

*Tests of measures developed concerning rating the
effectiveness of introducing Nurse/ MV Supervisors in
the system including:

- Home Visits to high-risk mothers and children.

- Efficiency by Units/Centers in selection of high-
risk families.

- Nutritional and immmizational status of high-risk
families; and of other families. .

- Rate of Family Planning acceptance and retention.

- Expectations concerning Health Unit/Center services
by village ‘leaders.

-~ Attitudes of Supervisors and Supervisees towards each
cther, etc.



g. Possible Procedure:

*Determine Base-lime indicators fram records and by
survey carried out in early stages of project.

*Establish field work on a scale, initially of two
Health Centers and satellite Units. Then proceed to
a District-wide basis.

' *Establish procedures for a Nurse/MW Supervisor including:

-Estimated one to two visits per week (6 to 7 per month)
by Nurse/MW Supervisor to each Rural Health Unit.

—Review of Work Plan prepared by each supervisee and
accompanies her on Hame Visits and/or deliwveries on
a rotating basis.

-Reviews School Health and Health Education schedules
aimed at mothers including Family Planning, Nutrition,
and pre- and post-natal care.

-Reviews and applies work norms and service targets.
-Reporting and feedback on l\'ﬁ{/FP/Nutrition programming.

*Tnitially review and revise service package supervised.
Perform job analysis and dewvelop job description. Deve-
lop work-norms, service targets, etc.

Fndemic Disease Identification and Health Education:

(Have not developed Purpose, Area, Target, Possible Outputs
and Procedures for this activity. It should or could in-
clude greater emphasis upon disease identification accompanied
by special efforts at control in Schistosomiasis, and Malaria
and special test/work on Environmental Sanitation measures as
well as experiments in low-cost, capital-extensive technolo-
gies and all accompanied by special Health Education efforts.)

Health Records and Job Performance Measures:

(Have not developed Purpcse, Area, Target, Possible Outputs
and Procedures for this activity. It could or should include
exploitation and improvement of the existing village health
record system linked in to the health status survey work,
Family Planning records, etc.).

Other tests could be dewveloped in substitution for all or
several of those suggested above. It is probable,considering
the management and evaluation problems, etc., that the total
nunber of Particular Tests should be limited to about 4
stretched over the 5-year life-of-the-project.



Goal

ANNEX 7

Draft Logical Framework

By 1990 contribute to limiting the social dependency burdens
upon the Government of the Arab Republic of Egypt and freeing
same resources for eccnamic development through lives' saved,
births averted, and health care costs reduced per capita
because of the operation of a well-targetted, cost/effective
and efficiently managed national public rural health delivery

system.

Objectively Verifiable Indicators (by 1990)

1. Sixty out of Egypt's rural Districts, at that time,
served by a rural health delivery system which is:

. a.

Fully staffed with professionals and auxiliary
health care personnel.

Operating against defined targets and work norms
with adequate back-up equipment and technologies.

Adequately housed and distributed against
realistic ratios of population to services.

Efficiently managed with necessary trained staff,
information and budget systems, work norms, and
supporting transport, commumnication, evaluat:.orn,
training systems.

Effectively supported by all essential elements
of the Ministry of Health and other rural-serv:.ng
Ministries.

2. At least 40% of the Egyptian rural population within
the sixty Districts having access to and using effective
health '!services concermning MCH, Famlly Planning, Nutrition,
and Environmental Sanitation.

3. Rising importance, prestige, and rewards of rural public
health service as perceived by Egyptian health profess-
ional, managerial, and general policy-making circles.,



Principle of employing specialised non-medical
management, evaluation, and other related skills
in order to improwve the efficiency of the rural
health delivery system well understood and applied
by the Ministry of Health.

Improved low-cost technologies in Environmental
Sanitation, immmization, etc. designed, tested, and
applied on scale.

Reliable econamic measures of social dependency
trends developed and applied in rural areas.

Government policies, conceming the allocation
of resources to the health care of rural popu-
lations, are based on social and economic cost/
savings criteria.

The management/supervision of public rural health
care programs are based on tested cost/effective
models. :

Means of Verification:

1.

2.

Services to population ratios established and
facilities in place.

Work norms and systems of supervision/evaluation
for each service established and functioning.

Tables of Organization fully manned and appropriate
promotional, training, budgeting operations taking
place.

Incentives, transport, commmication, systems of
managerent, and service technologies tested and
successful results being applied on scale.

Curricula in Higher Institutes, Medical Schools,
auxiliary health training institutions, etc. placing
mich greater stress cn public health instruction,
methods, and applied field research.

Public rural health care facilities in the sixty
Districts maintaining up-to-date health records on
all reproductive-age females and infants/children
ages 0-10 in each village.



10.

Research studies completed concerning the effect of
Egyptian rural family size differences on savings.

A.R.E. planning systems for rural health care based,
at least partially, on economic criteria.

Published results of tested cost/effective rural health
care activities.

Reliable, well analysed, statistical data on rural jnfant/
child mortality and fertility trends in the sixty rural
Districts.

-

Important Assumptions:

1.

Egypt's international situation will stabilize so that
human and financial resources can be devoted steadily to
domestic development.

The principles emmnciated in the Permanent Constitution
of 1962 will continue to guide the course of Egypt's
damestic development,

It will be possible to engage and hold sustained serious
Egqyptian intellectual interest in rural health.

Reduced rural infant/child mortality and fertility rates
become matters for priority A.R.E. attention.

Improvement and rationalization in Egyptian planning pro-
cesses will continue to receive priority A.R.E. attention.

Expanded damestic savings and improved foreign exchange
balances will permit somewhat increased A.R.E. attention
to social development activities including rural health
services.

Foreign donor and loan support for improved efficiencies
in rural health delivery services can be effectively
coupled to A.R.E. initiatiwves concerning this subject.

The prestige and career attractiveness of rural preventive
health and health services can be substantially enhanced
among trained Egyptians.



FURPOSE

To simultaneously institutionalize means of co-optation and
support within the Ministry of Health (and ultimately amcng
other related Ministries) for the Rural Health Services and

to test replicable productivity-raising techniques that will
reduce or eliminate incentive, motivational, commmication,

" and management/supervision issues as factors limiting production
of services by the system; particularly in relation to all
these matters as they impact on preventive care.

END-OF—-PROJECT~STATUS

1. A series of moptivational studies campleted, concerning
health delivery system personnel; and, a number of
norms/incentives developed and available for application
within the system.

2.. Individual management factors linked to improved com-
mmications and supervision selectively designed, tested,
and evaluated for use in high performance service pro-
duction rural health delivery systems with emphasis on:

a. Research, planning, and evaluation;
b. Incentives;

¢. Training;

d. Targetting;

e. Staffing;

f. Logistics;

g. Reocords;

h. Service Packages; and

i. Local participation.

3. Expanded cost/effective outreach of Rural Health Units
and Centers demonstrably proven.

4, Ministry of Health research, evaluation, and management
systems designed and professionally staffed in order to
effectively support extension of proven systems, and
equipment to additional areas on a planned basis.

5. Special low-cost, mass-application, technologies for
Environmental Sanitation, Immmnization, etc. designed,
tested, costed, and ready for widespread use.



Internal Ministry of Health and Inter-Ministerial systems
of co-optation, participation, and support organised and
effectively assisting rural health services delivery.

Test area activities have taken place on a sufficient
scale to provide reliable date concerning necessary
Egyptian investments which are generalizable according
to reasonably projected future A.R.E. revenues.

MEANS OF VERIFICATICN

At least 4 reliable health service production indicators
identified, tested, and in use in selected Districts
by 1981.

At least 3 field tests on cost/effectiveness measures
canpleted and evaluated and 1 of these undergoing
further test (at the end of the first 3 years of the
project) on an extensive application basis.

Subject to exceptions made at a Joint Evaluation at

the close of the first thirty-six months of the project,

all selected test Districts have transport and cammmication
systems in place by the end of 1981.

Rural health care facilities in the test Districts are
handling approximately 50% of the rural reésidents with
particular reference to M(H, Nutrition, Family Planning,
and Environmental Sanitation special targets.

All selected test Districts are fully staffed according to
the regular Ministry norms by the end of the first
year after each is designated as a test District.

All selected test Districts with revised staffing norms
are fully staffed to the new nomms within six months
after the norms are adopted for that District.

The Planning/Research Sector of the Ministry of Health is
staffed with professionally trained personnel and equipped
adequately to support all research, planning, and evaluation
operations in test Districts with the cooperation of Quali-
fied University and special Institute personnel.

By 1981 new management systems have been introduced in a
majority of the test Districts, and training is taking
place in those Districts concerning the subjects of MCH,
Family Planning, Nutrition, and Environmental Planning as

affected by: new technologies, incentives, commmications,

transportation, logistics, reocords, and local participation.



Special participatory and training arrangements have
been dewveloped with Ministries like Local Government and
Social Affairs under the guidance of the Ministry of
Health concerning their support for delivery of extended
preventive medicine and health care services in selected
test areas.

IMPORTANT ASSUMPTICNS

The Ministry of Health can organize and staff internally
at all levels so that it will be able to effectiwvely
mount and sustain design/test/evaluation/training
operations.

Existing A.R.E. budgetary, persannel, logistic and other
management requlations are sufficiently flexible to allow
the successful design, test, and application of new
approaches to Incentives/Motivaticn.

The technological package now available for delivery
through the rural health care system is, essentially
sound and needs only marginzl further development.

The A.R.E. will maintain present socialist, public service,

policies concerning delivery of rural health care.

There is a close causal connecton between improved
Incentives/Motivation, commmications, and management/
supervision and more services production by Rural Health
Units and Centers.

Field tests can readily identify replicable techniques
related to some services packages, incentives/motivation,
cammunications, and supervision/management.

The management of various design, test, and training
operations can be programmed at a pace which both yields
useful results but does not overwhelm the system with too
many demands. _

The ultimate results will be of such value that they will

affect the efficiencies and costs of the entire A.R.E. rural

health delivery system.

The University and special Institute commmities of Eqypt,
together with other Ministries, can be co-opted to engage
in various parts of the design, test, evaluation, and
replication activities.



10.

Foreign danor inputs of technical assistance, training,
supplies, and equipment for such a PURPCSE can be suffic-
iently flexible in content, scale, and timeliness of
application to facilitate the accumulaticn of generallzable

experience.

OUTPUTS

(I1lustrative List Only ~ will need further

develogrent during Project Design stage)

1) Outputs:

Significant motivational
factors affecting Egyptian
rural health delivery system
performance IDENTIFIED.

Analysis and training estab- b.

lished within the Ministry of
Health concerning Job Descrip—

tions, Job Assessments, setting

of work norms, design of re-

lated supervisory tasks as these

all concern Universal and
Particular tests.

Analysis and training esfab— c.

lished within the Ministry of
Health concerning statistics

gathering, assessment, collation

and summarization for policy
makers.,

Evaluation systems design d.

analysis and operations
established within Ministry
of Health.

Training established within e.

the Ministry of Health con-
ceming analysis of family
health records, maintenance
of same, and use of same
for strengthening rural
health care outreach.

a.

Output Indicators:

At least 2 Incentive and
Prestige-building systems
designed and under test
within the first 24
months of the project.

At least 3 Egyptian systems
analysts specialised in these
subjects, trained, and pro-
ducing applied systems within
first 36 months of project.

At least 2 Egyptian statis-
ticians recruited, trained,
and installing improved
systems within test Districts
during first 36 months of
project.

At least 4 Egyptian
specialists on evaluation
recruited, trained, and
developing evaluation systems
within test Districts during
first 24 months of project.

At least 2 Egyptian
specialists selected and
trained, and producing
alternative systems for
test, within first 12
months of project.



At least two different point~ £.
to-point modes of communication
between all levels tested,
costed, and checked for
management efficiency as well

as ease of maintenance.

Training and equipment in the gq.
analysis and delivery of effect-
ive message content with ref-
erence to: MCH, Family Planning -
Nutrition, and Envircnmental
Sanitation as addressed to
villagers; means of combined
and separate delivery by Health
Unit and Center staffs develop-
ed; and cammmication modes

of supervision developed.

Low-cost commmicable and “h.
endemic disease control ser-
vice packages for Units and
Centers designed, tested,
equipped, and staff trained in
their application.

Development of Universal test 1i.
designs for use of varying
types/capacities of American
and foreign transport in the
rural health delivery system:
i.e. jeeps, carry-alls, l/fon,
heavy-duty Land Fovers;
German Unimogs; light

French Citroens, and possibly
experimental electric short-
range vehicles.

Installation of major vehicle Jj.
inputs per test District and at
other crucial points in the
system under appropriate norms’
and conditions, with careful
reference to management/cantrol
maintenance, and analysis of
effects upon operation of the
rural health delivery services.

Design of such systems
within first 12 months of
project; procurement and
installation of tests
within first 18 months;
and completion of analysis
within first 36 months.

At least 2 Egyptian com-
mmication specialists
trained and in place within
the Ministry of Health in

36 months; the Institute of
Nutrition and other special
agencies equipped and involved
in comumnication message
programming within 18 months;
and at least four specific
commmication and related
survey studies completed
within the first 3o months.

Packages designed and tested
in at least two Districts
within first 24 months of
project.

Designs for different types
and capacities dewveloped
within first 6 months of
project; and arrangements
campleted for procurement
through use of ‘'special
waivers'.

Design of configqurations,
scheduling of procurement,
training of staffs, design
and developmrent of controls
and maintenance, so that
first increments of wehicles
are arriving WITHIN 12 months
of project start date.



k. Essential add-on equipment k. Initial surveys of possible
installations for Health Units, equipment add-ons completed
Centers, Districts, Governorates, in first 12 months; and
and supporting elements of the procurement in process, with
Ministry designed and in use by some installation/training
trained perscnnel. occurring within second 12

months of project.

1. Health econamics, health 1. Egyptian academic and Ministry

status, health services
delivery profiles and studies
designed, executed, and
evaluated. '

perscnnel engaged on defined
studiés within first 6

months of project, with
results affecting designs of
tests within 12 months; and
at least 20 health econcmists,
planners, statisticians,
evaluators trained and located
at various lewvels within the
Ministry and rural health
delivery system during the
first 48 months of the
project.

More than 50 participant
training programs initiated
and completed within first
36 months of project; and,
at least 40 carefully chosen
and programmed 3-country cb-
servation tours completed
during that same tine.

m. Participant training and 3rd m.
country cbservation travel
designed and operational
so as to provide Incentives,
correct training in metxds,
and widened perspectives to
all project elements.

Possible Inputs designed,
training started, and tests
run in ccoperation with se-
lected Village Councils,

and Ministry perscnnel, for

at least two kinds of activity
related to Universal or
Particular tests during the
first 36 months of the project.

n. Village Councils, and other n.
Ministry programs, effectively
engaged in supporting health
services delivery tests under
guidance of the Ministry of
Health.

3) Means of Verification: (with reference to some of the foregoing);

a. Studies completed, universal and particular tests defined, and
orders for implementation issued.



Foreign and Egyptian-provided technical assistance needs
defined, personnel recruited, assignments scheduled, and
necessary training/advisory systems operational.

Egyptians recruited for project, standards, norms, and analysis
studies completed; systems designed, and tests started.

Domestic and foreign training needs defined, training in-
stitutions selected and training systems operational, trainees
selected and assigned.

Definition of equipment needs; procurement and placement of
equipment; training in use of equipment; development and
enforcement of operational criteria. :

Manuals and enforcement orders issued.

Varying equipment tests defined; tests conducted and evaluated;
conclusions drawn for future use/control/procurement.

Contracts negotiated with Egyptian academics and research
institutions; Scopes of Work defined; study schedules
related to Universal and Particular tests; studies conducted;
studies analysed and results applied to tests and re-design of
tests.

Norms and conditions for wehicle use defined; equipment
installed; analysis of performance.

Content of same health services packages re-defined; training
schedules issued; training campleted; new norms set; modes
of reporting and supervision defined; operational orders issued.

Training protocols for Village Council members set; training
occurs; tests designed for inwolvement of Village Councils
and/or other Ministries; inputs scheduled; orders issued;
results analysed.

Incentives of varying kinds defined; tests designed; tests
applied; analysis of results; generalization of results
to a training mode.

4) Assumptions:

a.

The identification of test areas and design of Universal and
Particular test activities can be successfully synchronised
with necessary technical assistance, training, equlgment and
supply inputs.



The levels and types of Inputs applied will be of a size
and quality sufficient to produce significant test operations.

The Ministry of Health can recruit assign and recampense the

kinds of key perscnnel who will vigorously manage and operate
this project; and, where essential, the necessary additicnal
secondments of technical or managerial staff will take place

on time.

American requirements on procurement of equipment can, in some
specific test instances, be waiwved.

Inputs of equipment and supplies can be "phased" in Such a way
that compliance with norms and standards is achiewved.

Appropriate foreign training situations can be found for
Egyptian staff employed in this project.

The necessary social science studies of varying complexity
required at all times in this project can be performed by
Egyptian scholars and research institutions with minimal
technical advice or guidance required from American spec1allsts
in the social sciences.

It will be possible to engage the interest and cooperation of
other Ministries in this project to appropriate intervals.

Periodic evaluations will assist in monitoring performance
and affect further delivery of Inputs at defined critical
junctures during the life of the project.

INPUTS:

Inputs are defined in the Financial Plan - section (7) of
this paper.

Technical Assistance Inputs are defined in Annex 4 of this
paper.



ANNEX 8

Ministry of Health Future Plans

Rural Health Services

1. Horizontal Expansion:

A.

B.

Expand the present number of rural health care facilities by 600

Creation of Rural Health Services in the newly founded Govermorates
such as Matruh, the Red Sea, the New Valley, and Sinai, including
Mobile Health Units and Airborne First Aid Services.

Completion of all dwellings for second doctors and/or added
dentists.

2. Vertical Expansion:

A.

Engage a second physician at each Health Center.
Complete all scheduled Dentist's Clinics.

Replace all physicians in Centers and Units who have not at first
spent an entire year at District Hospitals.

Restaff and fill all Nursing (now Technical Nurses) positions
at Health Centers and Units.

Upgrade all present Assistant Nurses/Midwives to Technical Nurses.

Replace all Assistant Sanitarians with trained Sanitarians at
Centers and Units.

Upgrade Assistant Sanitarians to Sanitarians.

Replace Laboratory Assistant at Health Centers with trained
Laboratory Technicians.

Staff all Laboratory Assistant positions.

2dd an additional Technical Nurse and Mid-wife to each Bealth’
Center.

3.  Program Improvement:

A.

Intensify training and operations concerning the Family Health
Card system.



Develop hame treatment of T.B.

Start the eradication of Bilbarzia project in Central Egypt
(Assiut, Minya, and Beni-Suef).

Transform Health Centers in very large villages into 'Village
Hospitals' so as to provide improved medical services and also
better utilize the 8,000 beds now located in such Centers.
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ANNEX C_

ILLUSTRATIVE TESTS

Explanatory Note: ' -

All tests devised will be concermed with Inputs and Actiaons
related to:

- Motivation/Incentives
- Commumnications
- Syupervision/Management

Some tests will be applied to all test areas. (224 entities),
either simultaneously or on a phased basis with the ultimate cb-
jective of application to all test areas. These are called Uni-
versal Tests. Four tests will be applied to selected pairs of

- Districts and/or all pairs of test Districts depending uypon what
is being tested and the target population required. These are
called Particular Tests. .

The Universal Tests are justified as separate and treated on
a 224-entity basis because:

a. The nature of the prcblem ti:eated stretches across the
entire universe of test areas.

b. It is assumed that without major improvement in the problem

treated no other tests will produce significant results.

c. The magnitudes of the data ocollected under a sufficiently .
realistic "spread" of practical operating conditicns will pro—.-
vide reliable perspectives-on probabilities of success-if - -

replication is started.-

The Particular Tests are justified as separate and treated on a -
paired or multiple-pair basis because: --

a. The approaches to prablem solut.:.on can be varied, .effectively

managed,;- and measureds

b. The paired or multiple-pair tests can be easily carpared to

comparable "control” areas where the existing system is in
place.

c. The number of factors under test can be limited very pre-
cisely and cbserved.

d. Where successful, the tests can quickly be converted into
training modules and used as the basis for instructing staff
drawn fram surrounding areas.



I. Universal Tests: (illustrative)
1. Direct incentives or motivation-inducing policies.

a. Area of Test: SR -
All facilities or 224 installations (GCovermorates,
Districts, Centers, Units)

b. Tests:

- Types of comendations,

- Awards,

- Scholarships,

- 3rd Country Tours,

- Pramwtion ladders and criteria,

- Training ladders and awards,

- Bonuses against performance,

- Transportation equipment subsidies for outstanding performance,
- Special recognition, etc. -

- Local commmity participation .and recognition, etc.

c. Amounts and Types of Inputs:

Will require careful design and planning of tests. Sufficient
inputs in project to permit range of variation. These include:
Egyptian Pounds; Scholarships; 3rd Country Cbservations; Trans-
port; Training; Technical Assistance in Management/Supervision,
etc.

2. Supewisionmanag@ent systems and supporting technologies.-
a. Area-of Test:= -
All facilities or 224 installaticns.
b. Tests:___ !

- Management-information-systems,

- Job description and personnel-nmonitoring systems,—

- Target setting and monitoring systems,

- Vehicle support for operations, and monitoring, .
maintenance- of such- support,

- Point-to-point commmication systems,-and monitoring,
maintenance of such systems.

- Supervision norms and systems for monitoring such nomms.

c. Amounts and types of Inputs:

Will require careful design and planning of tests.
Sufficient Inputs in project to permit range of varia-
tion. These include: 281 wvehicles, finds for commmi-
catians equipment variations (transceivers, phones, etc.),
maintenance facilities, methods; office and records
equipment, etc.



3. Commmication as a means of spurring Incentives/Motivation
and Management/Supervision.

a. Area of Test:
All facilities or 224 installations.
b. Tests:

- Involvement of all Unit and Center personnel in de-~
livering Family Planning, MCH, environmental sanitation,
nutrition, etc., messages to villagers.

- Development of most effective messages and forms of
message delivery to villagers concerning Family Planning,
MCH, environmental sanitation, nutrition, etc., by rural
health system staff.

- Variations in types of message delivered, methods of
delivery, frequency of delivery, delivery role of various
rural health system persannel, relationship to health
education and school health roles, etc.

c. Amounts and types of Inputs:

Sufficient Inputs in project to permit range of variatiom.
These included possible assistance to Nutrition Institute,
Institute of Public Health in Alexandria, Health Education
activities, etc.

II. Particular Tests: (illustrative only}—

1. Health education-linked to infant nutrition checks, mobili-—
zation-of  recent mothers; Family Planning-and immmization/=-- =
nutrition work.. - '

a. Purpose:—

Test-various- ways: to»nrprove‘-capaéity of Health tnits/~ - ’

Centers to speedily carry out infant nutrition status——
checks, record same, discuss Family.Planning with mothers .
and fathers, and combine with immmization/nutrition follow-
up work.

b. Area:
-8 Districts
=212 Field Facilities
-36,000 Population of infants (Babies age 1-2 in 8
Districts) and mothers and fathers.
c. Poésible Outputs:

*»Methods developed for quickly- locating and recording
infant population.



*Methods developed for mobilizing rothers and fathars of
infants on a scheduled basis using Village Council and
other local leader systems as means cambined with vigorous
integrated actions by staff of Health Units/Centers.
*Methods developed to schedule nutrition-status assessment
of infants with immmization activities. (Measles mignt

be the immunization wehicle used since it is not campulsory,
is difficult to apply tluough the exist'mg system, and shows
signs of becoming an increasing factor in the weakening or
death of mfants.

*M:ethods couplmg infant immunization/nutrition status
assessment follow-up with nutrition education and Family
Planning Hame Vlsz.tmg by integrated Rural Health Unit/
Center staffs. .

*Tmproved procedures for speedmg immmization work by
Units/Centers.

*Development- of effective cold chain -live-vaccine delivery
methods. :

*Development of realistic and cambined work norms for infant
nutrition status checks and immunization activities.

*Effective incentives for mother's with perfect immmization
records for their infants and high-status nutrition records
for those same infants.

*A reward system in which high performance by all members- _
of the Unit/Center-is linked to recognition/training/pro-

-.motion/transfer incentives..-.

[

: Poss:.ble Prowdure

*Development of system for rmrﬁtormg and evaluating con~-
tinued high family and UnJ.t/Center performance in these---
matterso—-

*Health educatlon/nutntlon/Famlly_Plamung special team
at District level works with selected Units and Centers in

~mobilizing and scheduling target population participants.

*Develop District capacity to work with Units/Centers in
linking mobilization work with scheduling of immmization
activities.

*] Immmization Team at Governorate level with 3 Jet In-
jectors (of which one is for stand-by).

*Team comprised of 2 operators, 1 Driver, 1 Clerk, 1 wehicle,
portable - insulated containers-_to keep-vaccines-deep-frozen. -



*Team scheduled by Districts.

. Variations on Center Nurse/Midwife Supervision with errp!'asij;
on delivery of MH/Family Planning/Nutrition services in
villages.

a.

Purpose:

Test various "mixes" of staff with the Nurse/Midwife Super-

visor against standard or newly devised work norms concern-
ing delivery of MOH/Family Planning/Nutrition services to
villages by Unit/Center persannel.

. Area:

4 Districts with variation:

1 District - Nurse/MV¥ Supervisor alone -
1 District - Nurse/MW Supervisor with Record Technician

1 District - Nurse/M4 Supervisor with Endemic Disease
, Integration
1 District - With all above interventions and sare other
variable.

Population Target:
Per Nurse/MW Supervisor:

*20,000 of which 750 pregnant wamen --
4,000 fertile women —

5,000- pre-school children—=_ S

4,000: primary-school -children——

Supervision Target: = .

Per Nurse/MW~— Supervisor:— . ) , _ .

- *lbﬁﬁurse/Midwive'S”&'Ass-t'f m'éi“—;"
4 School Health Visitors .

Dayas (for further study?)
Pioneers (Social Affairs) (for -further study?) - .

. Workloads, annual, of supervisors:

Per Nurse/MW Supervisor:

*500 deliveries by MOH personnel

4,000 pre-natal clinic visits

1,000 pre-natal hame visits

7,000 post-natal home visits

8,000 clinic visits by pre-school children for
immumization, health appraisal, and nutrition
advice.



. Possible Cutputs:

* Developrent and demonstration of most effective workload
and work norms for Nurse/MA Supervisors.

* pevelopment and demonstration of most effective Unit
auxillary staffing and work assigmments coupled to
Nurse/MW Supervisory work.

*Transport requirements, availability; use and effectiveness

tested.

*Verbal and written commmication/reporting systems tested .
in relation to effects upon relative effectiveness of ~
Nurse/MA Supervisor.

*Standard Operating Procedures developed including
commmication time, records, reports, etc.

*Associated MCH personnel job descriptians altered.
*Praining programs developed including: selection pro-
cedures and instruments for choice of Nurse/M4 Super-

visors, training objectives for such staff, curriculum _ .
design for their training, evaluation, etc.

*Tncentives developed and tested in orderto examine - —
effects upon Nurse/MW Supervisor performance...

*Tests of measures developed conceming rating the
effectiveness of introducing Nurse/MW¥ Supervisors in
the system J.nclud_mg~ g

~ Home Vlslts to hlgh—rlsk mothers and -children.

- Efficiency by Unlts/Oenters in selection of high-
risk families.

- Nutritional and immunizational status of high-risk
families; and of other families,

- Rate of Family Planning éooeptance and retent.lon

- Expectations concerning Health Unit/Center services
by village leaders.

- Attitudes of Supervisors and Supervisees towards each
other, etc.



g. Possible Procedure:

*Determine Base-line indicators from records and by
survey carried out in early stages of project.

——

*Establish field work on a scale, initially of two
Health Centers and satellite Units. Then proceed to
a District-wide basis.

*Establish procedures for a Nurse/MW Supervisor including:

-Estimated one to two visits' per week (6 to 7 per month)
by Nurse/M4 Supervisor to each Rural Health Unit.

-Review of Work Plan prepared by each supervisee and
accompanies her on Hame Visits and/or deliveries on
a rotating basis.

" -Reviews School Health and Health Education schedules
aimed at mothers including Family Planning, Nutrition,
and pre- and post-natal care.

-Reviews and applies work norms and service targets.
- -Reporting and feedback on MCH/FP/Nutrition programming.
*Initially review and revise service package supervised.

Perform job analysis and develop job description. Deve-
lop work-nommms, service targets, etc. ’

. Endemic Disease Identification and Health Educatiocm:

(Have not developed Purpose, Area, Target, Possible Outputs

and Procedures for this activity. It should or could in-

clude greater emphasis upon disease identification accampanied . .
by special efforts at control in Schistosomiasis, and Malaria .
and special test/work on Environmental Sanitation measures as_
well as experiments in low-cost, capital-extensive technolo-

gies and all accompanied by special Health Education efforts.)

Health Records and Job Performance Measures:

(Have not developed Purpose, Area, Target, Possible Outputs
and Procedures for this activity. It could or should include
exploitation and improvement of the existing village health
record system linked in to the health status survey work,
Family Planning records, etc.). ’ ‘

. Other tests could be developed in substitution for all or

several of those suggested above. It is probable,considering
the management and evaluation problems, etc., that the total
number of Particular Tests should be limited to about 4
stretched over the S-—year life-of-the-project.
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