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PROJECT AUTHORIZATION
 
AND REQUEST FOR ALLOTMENT OF FUNDS
 

PART II
 

Name of Country: Arab Republic of Egypt Name of Project: Urban Health Care
 
Delivery System
 

Project No: 263-0065
 

Pursuant to Part II,Chapter 4, Section 531 of the Foreign
 

Assistance Act of 1961, as amended (Economic Support Fund), I hereby authorize
 

a Grant to the Arab Republic of Egypt ("Cooperating Country") of not to exceed
 

Four Million Nine Hundred Fifty-three Thousand Upited States Dollars ($4,953,000)
 

to assist in financing the foreign exchange and local currency costs of goods
 

and services required for the Project as described in the following paragraph:
 

The Urban Health Care Delivery System Project will assist Egypt to meet
 

the goal of improving the health of the Egyptian population. The target group
 

of the project is the low-income population in three health zones of Greater
 

Cairo (approximately 1.7 million in 1976). The purpose of this project is
 

to make the existing urban health care delivery system more accessible and
 

effective. The project will utilize, as a base, existing facilities and
 

resources. Itwill conduct a health sector assessment of the project area
 

and of the Great Cairo area and will institlitionalize the planning process
 

in the Ministry of Health; provide for construction/renovation and equipping
 

of Maternal Child Hedtth Clinics, General Urban Health Centers, and a Center
 

fo" Preventive and Social Medicine; introduce innovative interventions into
 

the health system to improve the delivery of health services; and offer
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training for health professionals, paraprofessionals, outreach workers,
 

community leaders and other health-related personnel.
 

I hereby approve the total level of A.I.D. appropriated funding
 

planned for this project of not to exceed Twenty-Five Million, Two Hundred
 

Seventy-Two Thousand United States Dollars ($25,272,000) of which $4,953,000
 

is authorized above and the remainder will 
be available for additional
 

increments in succeeding fiscal years (1980-83) subject to availability of
 

funds and in accordance with A.I.D. allotment procedures.
 

Based upon the justification set forth in Annex S of the Project
 

Paper, I hereby determine, inaccordance with Section 612(b) of the Act,
 

that the expenditure of United States Dollars for the procurement of goods
 

and services in Egypt is required to fulfill the purposes of this project;
 

the purposes of this project cannot be met effectively through the expenditure
 

of U.S.-owned local currencies for such procurement; and the administrative
 

official approving local cost vouchers may use this determination as the
 

basis for his certification as required by Section 612(b) of the Act.
 

I hereby authorize the initiation of negotiation and execution of
 

the Project Agreement by the officer to whom such authority has been delegated
 

in accordance with A.I.D. regulations and Delegations of Authority subject to
 

the following terms, together with such other terms and conditions as A.I.D.
 

may deem appropriate:
 

a. Source and Origin of Goods and Services
 

Except as A.I.D. may otherwise agree inwriting, goods and
 

services financed by A.I.D. appropriated funding shall have their source and
 

origin in the United States or inthe Arab Republic of Egypt.
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b. Conditions Precedent to Disbursement
 

(1) Initial Disbursement
 

Prior to any disbursement or to the issuance by A.I.D. of
 

documentation pursuant to which disbursement will be made, the Grantee
 

shall, exceot as the parties may agree otherwise inwriting, furnish to
 

A.I.D. in form and substance satisfactory to A.I.D.:
 

a. A statement of the names and title with specimen
 

signatures of the person or persons who will 
act as
 

the representatives of the Grantee;
 

b. Evidence of establishment of an implementation organization
 

acceptable to A.I.D. under the jurisdiction of the MOH, to
 

include an Executive Board, Executive Director and adequate
 

staff for the implementation of the project as described in
 

the Project Paper; and
 

c. Such other information and documents as A.I.D. may reasonably
 

require.
 

(2)Disbursement for Architectural and Engineering Services
 

Prior to any disbursement or to the issuance by A.I.D. of
 

documentation pursuant to which disbursement will be made for architectural
 

and engineering design and supervisory services, the Grantee shall, except as
 

the parties may agree otherwise in writing; furnish to A.I.D. inform and
 

substance satisfactory to A.I.D.;
 

a. Evidence of an executed contract for design and supervisory
 

services with architectural and engineering services contractors
 

acceptable to A.I.D.
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b. Evidence of establishment of the Executive Council of the
 

Center for Social and PreventiveMedicine with evidence that its authorities
 

and responsibilities are 
to 	be shared by the Ministry of Health and Cairo
 

University.
 

c. 	Such other information and documents 
as A.I.D. nay reasonably
 

require.
 

(3) Disbursement for Renovation
 

Prior to any disbursement or to the issuance by A.I.D. of
 

documentation pursuant to which disbursement will be made for renovation
 

of a particular facility to be assisted under this project' the Grantee
 

shall, in each case of renovation, except as the parties may agree otherwise
 

inwriting, furnish to A.I.D. in form and substance satisfactory to A.I.D.:
 

a. Evidence that Grantee budgetary resources have been allocated
 

for the ongoing operating costs of health facilities to be
 

renovated.
 

b. Evidence of execution of renovation contract(s) with firm(s)
 

acceptable to A.I.D.
 

c. Evidence of engineering designs andadequate supervisory
 

services for the planned renovation.
 

c. 	Such other information and documents as A.I.D. may reasonably
 

require.
 

(4)Disbursementfor New Construction
 

Prior to any disbursement or to the issuance by A.I.D. of docu­

mentation pursuant to which disbursement will be made for new construction of
 

a particular facility to be assisted under this project, the Grantee shall,
 

ineach case of construction, except as the parties may agree otherwise in
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writing, furnish to A.I.D. in form and substance satisfactory to A.I.D.:
 

a. Evidence that Grantee budgetary resources have been allocated
 

for the ongoing operating costs of health facilities to be
 

constructed.
 

b. Evidence of execution of construction contract(s) with firm(s)
 

acceptable to A.I.D.
 

c. 	Evidence of engineering designs and adequate supervisory
 

services for the planned construction.
 

d. An implementation plan to include a training plan for in­

country training and participant training, job descriptions
 

for project personnel, and a description of interventions to
 

be introduced for the management and provision of innovative
 

health services.
 

e. Such other information and documents as A.I.D. may reasonably
 

require.
 

c. 	Convenants
 

(1) Execution of the Project
 

The Grantee shall:
 

a. Assure commitment by cooperating agencies with responsibility
 

to staff and operate facilities to be constructed as part of the project to
 

include in their future budget plans the timely recruitment and funding of
 

staff and provision of other operating costs.
 

b. Carry out the project with due diligence and efficiency, and 

in conformity with sound engineering, construction, financial, administra­

tive and other professional practices.
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c. Cause the project to be carried out inconformance with all
 

the plan's specifications, and with all modifications therein approved
 

by A.I.D. pursuant to the Agreement, including the provision, on a timely
 

basis, of necessary local currency and in-kind support as specified in
 

the Agreement and its annexes.
 

d. Submit for AI.D. approval prior to implementation, issuance
 

or execution, all plan specifications, construction schedules, bid
 

documents, documents concerning solicitation of proposals relating to
 

eligible items, contracts, and all modifications to these documents.
 

e. Except as A.I.D. may otherwise agree inwriting, update the
 

implementation plan furnished under paragraph b.(4)d., above, every six
 

months over the life of the project.
 

f. Make provision for adequate administrative arrangements and
 

local currency from funds other than those provided by the Grant fur any
 

incentive payments to be made to Personnel of the Grantee engaged in
 

project implementation.
 

g. Furnish to A.I.D. within 24 months of the date of the Project
 

Agreement, or such other date as A.I.D. may agree in writing, an implementa­

tion plan, in form and substance satisfactory to A.I.D., to make provision
 

for institutionalizing planning and development capabilities within the
 

Ministry of Health. Such plan will include staffing, budget, training
 

requirements, and lines of responsibility of such a unit within the Ministry.
 

Acting Administrator
 

Date
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II. DATRODUCTION 

A. BACKGROUND 

The Government of Egypt (GOE) hashealth developed a extensivacare syscem with veryfar greater physical. facilities andthan most countries human resourcesat a similar stage of development. There are somehospital beds available for 75every 1,000 Egyptians and 1 doctor for every2,000 Egyptians, both very high figures for developing countries. 
 Furthermore,
each year, approximately 8,500 new doctors, nurses, midwives and other health
care personnel enter into service.
 

In spite of the apparent availability of human and physical resources,
the system has not functioned to 
its full potential. 
Some facilities are
greatly underutilized; for example, some maternal child health (MCH) Clinicsoperate at only 60-70% of capacity. In contrast, large central hospitals
are severely overcrowded. 
The national infant mortality rate of 116 for
every 1,000 live births is about six times the rate of a developed country.
Gastroenteritis and other environmentall

7 controllable diseases continue to
take a heavy death toll, especially among infants and children under five.
Life expectancy is 52.3 years for males and 55.6 for females, which is about
t-o decades below developed countries. Furthermore, the population growth
race exceeds 2.5Z and nationwide the numbers of fertile couples practicing
family planning probably does not exceed 20%.invested substantially (from 1.5 

Thus, although the GOE has
to 2.0% of the GNP) in health activities,
the health service needs of low-income families are not being met. 
Recent U.S. assistance to Egyptian health programs was 
initiated in
1974 with the establishment of the US-Egyptian Joint Working Group (JWG),
which provides for cooperative efforts in the health sector.
assistance projects were initiated in rural health and in family planning
 

A.I.D. financed
 

a project to 
and in 1976 the JWG endorsed the concept of initiating
improve health services in the urban areas. 
 The PID proposing
a comprehensive demonstration activity to address the key areas 
in the urban
health system needing improvement was approved by AID/W in July 1977.
 

as high as 
Greater Cairo, with about 21' of Egypt's population and a d,-nsity
136,000 per square kilometer, serves as 
an excellent example
in both depth and magnitude of the more serious urban health problems to be
addressed. 
Therefore the demonstration activities will be carried out in
the Cairo Governorate.
 

In December, 1977, the Minister of Health established an inter­organizational committee, comprised of representatives from various sectors
of the MOH, the Director of each of the three major Cairo university hospitals,
and chaired 
by the First Undersecretary of the MOH, which was assigned the
responsibility of developing a project design. 
The committee and USAID
agreed that a preliminary survey of the urbanCairorequired health situation wasbefore determining specific projectperformed by the parameters. This survey wasExperimental Canter for Training and Operational Research(ECTOR) of the Institute of National Planning.
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In April, 1978,

of Care 
ECTOR published, "Perception and UtilizationHealth Services in the Greater Cairo Area:the summary A Preliminary Investigation,"and recommendations of which are presented Annexas R. The majorfindings of this surrey provided a better definition of the more acute problems
which this project is designed to address. 
 Project development benefited from
discussions with experts from the Institute of Medicine (IM) of the National
Academy of Sciences, which performed an extensive Health and Population
Sector Study in the spring of 1978. 
 Many of the recommendations made as
result of a
the above studies and much of the data assembled were utilized
in the preparation of the project paper which was prepared in collaboration
with the 11OH, and with the assistance of ECTOR and One America, Iic. (USAID­

funded contractors).
 

B. THE PROJECT
 

This project is planned as a demonstration effort designed to make
the urban health system more accessible and effective. 
It is concentrated in
an area encompassing Helwan, South and West Cairo health zones of 
the Cairo
Governorate, with an estimated population of 1.7 million, 66% of whom are
in the low-income bracket, where health problems are numerous and highly
representative of other urban areas. 
 A major thrust of the project is to
upgrade and modify the existing maternal child health and family planningdelivery system to 
respond to the needs of the universally recognized most
vulnerable low-income population segment, and particularly women 
 of child­bearing age and children, which are the target group to be reached under
the project. Approximately 625,000 women of child-bearing age and children
5 years and under reside in the area.
 

Within this target group the infant mortality rate exceeds 150
per thousand, compared to 
the 1_16 national average,which is unacceptably
high. The incidence of gastroenteritis and bronchial disorders far exceeds
minimally acceptable levels. 
 Only some 35% of births are attended by trained
midwives or doctors; ante-natal and post-natal visits by health personnel have
decreased to an average of 1.2 per birth. 
 Nutritional standards are low.
 

Poor environmental sanitation, the lack of adequate wat3r and
sewage facilities, cultural practices and other considerations contribute
to 
this overall low level of general health. 
However, a most significant
reason is the lack of an effective and accessible urban health system with
well-trained and highly motivated personnel providing outreach services
and health care education in the target communities.
 

The project will attempt to correct the major problems in
the current delivery system, which include:
 

- Fragmentation of services(as many as six health servicedelivery systems are represented in some areas). 

- Poor distribution of personnel resources.
 

-
Poorly maintained and deteriorated physical facilities.
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-
Low public acceptance and utilization of peripheral 
health
 

care units. 

- Poor control. and management of the system.
 

- Lack of motivation and skills on the part of health personnel
and lack of practical experience available to them within the
 
medical education system.
 

- Inadequate outreach of health services from clinics.
 

For a fuller explanation of the major problems, see Annex G-3.
 

The project will fund:
 

- Technical assistance.
 

- Architectural and engineering services.
 

- Renovation and construction of health facilities. 

- Commodity inputs.
 

- Participant and in-country training.
 

- Other costs such as: 
 feasibility studies, innovative interventions, 
and information, education and communication (IE&C) activities. 
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LII. DESCRIPON OF PROJECT
 

A. GOAL
 

The priject contributes to the overall goal of improving the
health status of the Egyptian people. Forty-four percent live in urban
 
areas, the majority (,cwhom are in the low-income segment.
 

B. PURPOSE 

The jurpose of this project is to assist the GOE to make the existingurban health care delivery system more accessible and effective so that
it better supports efforts at health improvement in the project area and
could form the basis for Cairo-wide and other urban area replication.
 

C. STRATEGY 

The strategy of this project is to modify the current marginallyfunctioning health delivery system and to improve the delivery of health,nutrition and family planning toservices low-income families in the project 
area. 

The assumption is that if higher quality (more effective) healthservices are made easily available locally, the services will be utilized
and the health status of the consumers will improve, as measured overby increased life expectancy, decreasing infant mortality and reduction

time 

of fertility rates. 

A demonstration activity will be carried out which will coordinatethe delivery of health services by the two major health systems providing

free care in Cairo, i.e., the Mlinistry of Health and Cairo University.
Through the experience gained in implementation of the selected approach

and using the information gained in an accompanying sectoral assessment
and periodic evaluations, a long-term strategy for improving the health system
of Greater Cairo will be prepared and adopted. The project will focus on
improving the Government's free health services, although representatives

from other health service providing organizations, e.g., the Health Insurance

Organization, will participate in the monitoring of the project so that in­formation generated and lessons learned can be applied more widely throughout
the Egyptian health system. 

The implementation strategy will focus on changing the existing
pattern of consumer utilization of health services. Providing moreeffective services at the primary and secondary levels (i.e., MaternalChild Health Clinics and General Urban Health Centers) which are capable of
tapping most of the potential demand for health services and 
meeting these
needs, should relieve the tertiary level (i.e., university hospitals that
 are geographically isolated from the target group) from unnecessary over­utilization. If properly m&'aged, such a system is expected to affect both

the efficiency and effectiveness of the present service system with the
addition of reasonable amounts of incremental resources. 
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This approach is consistent withTear Health Plan 	 the strategy of the Egyltian Five­which stresses prevention, Planning,readily available, and 	 making services moracomunity participation in health care. 
D. 	 LOCATION AND 	 MAJOR ELMETS 

L. 	 Location 

The 	project will be carried out in three health zones of Cairo,
the 	densely populated and very poor 	zones of Westheavily industrialized area 	
and South Cairo and theof Helwan, approximately 10 miles southeastof downtown Cairo. For maps see Annex B. 

2. 	 Major Elements
 

The following 
are the main elements of the project: 
a. 	 Developing withinon 	 a continuing basis, the MOE the capabilityassessments 	 to perform

the data and information required 
of the health sector designed to Drovide 

of health services which 
to plan, implement, and evaluate deliveryaze more relevant to the needs of consumers.
 

b. 	Establishing and testing ofcare delivery and 	 a pyramidal system of healthreferral that 	will involve local MaternalClinics (MCHC's), General 	 Child HealthUrban Health Centers (GUHC's) and a specialtypediatric hospital.
 

C. Establishing within Cairo University Pediatric Hospital
a Center for Social and Preventive Medicine in order
medical teaching and 	 to bring together theservice delivery functions of the university withhealth delivery responsibility 	 theof the Ministry of Health. 

d. 	 Training and educating health service providersto upgrade the services 	 in orderthey 	deliver. 

e. 
Developing community participation, motivation and health
services outreach.
 

f. 

and 	 introducing 

Other activities, such as conducting feasibility studieslow-cost innovations to improve the delivery of health services. 
E. 	 RELATIONSHIp TO OTMHEALTH PROJECTS
 

There are 
other health-oriented area 	 activities in the Greaterthat relate in varying degrees to 	 Cairo
is supporting 	 this project. The Worlda project in Ccomunity-Based 	 Bank (IBRD)
Maternal and 	 Integrated Family Planning andChild Health for North Cairo andBank 	 proj ect several rural areas.design incorporates components 	 The 
Health 	 similar to thoseProject, but in this Urban 
activities, 

differs in that it confines itself exclusively to MCHstrengthens information, educationcapabilities 	 and communicationsat 	 (T-E&C)the MOE level, and will experiment with a communitv in­centive package. Within the MOH, comparisons of the twobe made and beneficial experiences gained 	
projects will

in either project area betransferred to 	 canthe 	other. 
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The USAID-funded Family Planning Project supportsplanning the familyefforts of the MCS Clinics, as well as assistsof the Al-Galaa .aternity Hospital, in the upgradingwhich willpoint serve as a tertiary referral
for obstetrics and gynecology patients from the demonstration area
facilities.
 

The USAID-financed Ruralconstraints in the delivery 
Health Project is attempting to overcomeof rural health services. Interventions andpractices developed in the Rural. Health Project might be applicable to thisproject. 

Annex T provides more detcils on other assistance activitiesurban health area, including information in theabout the USAID-supportedMetared CairoWater Service Connection, Cairo Sewerage, and Public Water FountainProjects. 

I, / 
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1. P.ROJECT SpECLC ANALYSES 

A- ECONOMIC ANALYSIS 
The current health ser-ice., delivery system isare oet receiving the desired not effact!ve. Peopleservices when and where it is most appropriate.
The project is designed to provide better services at approprIate levels for
more people in order to improve their health status.
 
The project will be implemented in selectedto test various areas on a demonstration basis:innovations; to devise ap;ropriate training/re-trainingcourses necessary to achieving the project objectives; and to determine
through the health sector assessment 

system is 
built into the project, if the proposed
the most effective in providing health services.
 

There is insufficient
project data developed on pre-project and expected post­conditions to permit a full quantitative economic analysis of the
project's cost effectiveness. 

must rest 

Therefore, the project's basic justificationqualitative assessment.Chat 
on a The essence of the assessmentthe provision of sign-ficantly improved quality 

is
 
delivered at more appropriate levels to than 

and quantity of services,
 
served, will probably 

more double the people previously
increase the cost per beneficiary,cost would but this increased 
from the 

be more than offset by tangible and intangible increasesimproved in benefitshealth status of the people and communities in the demonstration 
area. 

The cost of achieving the project's objectives are summarizedin Tableon a per patient basis and compared with available data on costs per patient
I, pag2 9,in ths existing system. However, since not
of the system were known, 

all patients and other beneficiaries
these costs are overstated. Based oninformation available, as a result of the project 
incomplete 

actually higher costs per patient will be(although when .fCZC costs are on apregnancy delivery per minute of service basis,costs are less33' and consultationas a result of increased time costs are 15 less 
t.hs spent per patient under theresult is necessary to provide project). Whetherbetter and more health services willhave to be addressed in the context of the health sector assessment and other
evaluat:ons under the project. 
However, based on a qualitative assessment
of expected benefits from the project, it 
can be concluded that the improved
services will be provided at reasonable costs per patient (see Annex E for
details of the economic analysis).
 

Benefits 
 from the project are summarized below. mostbe quantified oU17 In cases they couldby making numerous assumptionsunproductive discussions which would lead to ratherof their validity. However,are not quantified does not the fact that the benefitslessen the social or economic value of improvedhealt!h status in the demonstration area. 

A. BMTZ7=TS TO REALTh SERVICZ PROVIDERS 
- higher technical capabilities improves income earnings potentialover productive life.
 
- greater job satisfact±on from a more efficiently run system should
lead to increased productvlrit7. 

- increased awareness of needs of users. 
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B. MryI S TO HALM SERVIZC USMAS 

- decrease in maternal and child mortality. 
- increased inccme due to longer working lives and higher productivity.
 
- savings from reduced -waiting and travel time. 
- earlier detection of illness reduces patient treatment costs.
 
- through family planning, savings from undesired births. 
- savings from averted inappropriate treatment expenses of
traditional system. 

- reduction in morbidity.
 

C. BLN --ITS TO EwALT DELIvEn SYST 
- capacity of existing MCHC system for deliveries increased 36Z,and capacity of total system increased 134". 
- capacity of existing MCHC outpatient system increased 27Z,and capacity of total system increased UISZ. 
- reduced costs per patient by diverting demand to lower costMCHC's or GUHC's rather than seeking services at thepediatric hospital.
 

- more appropriate services delivered at lower level will meanbetter service provided to more seriously ill at higher level.
 
- earlier detection and treatment of -lnesses will reduce demandfor services at higher levels. 

D. BE3EZEMS TO CCUMNITy 

- reduced morbidity and mortality rates.
 
- improved planning, research and implementat !n of health serv.ces. 

- improved sanitar7 conditions 

more commity control and involvement in delivery system toeffect change.
 
In 

was 
order 

(Annex 
to insure that the project was not oversupplying services, demandanalyzed ). The results are sumarized in Table 2, page 9, and sLowthat the minimum potential demand at the end of the project exceeded each of the"
supply of services. The excess demand initially will havealternative systems. to be satisfiedHowever, if the project through

is successful, a
been devised to :eplIcate and expand plan will have:e system to meet a greater portion of theexcess !amand.
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TA3LZ I 

Commaractve Costs Per ?atient 

Total Cost in .LE Overacioual Costs in LE 
._._ P-e-=rojec: Post-P.-oj ecp Pe--roect .Post-P.-olec 
XCEC Deltvery_/ 

utpapLA~,n2/ 
6.91 
.46 

8.27 
.59 

3.73 
.2.5 

5.07 
.36 

=!3/Pecial
(&Ml.zC) Ou:;a:ient .8U.1 .53 

Padiatric
Hspital Outpuent 

Inpa:±an: 
lA 
HA 

1.20 
191.80 

.40 
HA 

.72 
130.40 

.lIt)eJ4.vr7y inpatiant costs per minute of service are LZ .06 and LZ .04 respectively forpra-and post-pzr.Jec:. Total outpatiant costs per =inuta of services are L. .20 and I."
respectiveL7 for pre-and post-project. 

-lo data available on current or future level of dental care so costs are overstated by so
factor.
 

.:1o data available on other GMHC beneficiaries from dental services, school healt.hprograms, and health bureau services, such as co=mn.ity sanitation and food inspect-on;therefore costs per benf!ciar7 are overstatad. 

1A - Not applicable. 

TABLE 2 

Total Health System Capacit and Demad in the DLemns ra:ion Ara& 
(UO People)

Existing Capac-it7 After ?Potential-_..t Service Cacact 7 Proec= (!.983) Demand 1983 

Mc Dellvery 5.4 36.0 53.0
Cupa:ient 439.3 
 957.5i 1,224.0 

GDHC
 
( xc.. MCZC) Outrpacian: U 806.4 1,200.0
 

Pedat.-ic
 
Hospital Outpatient 300.0 
 300.0 HA 

In the present Five-Tear Plan, the -CM has allocated LE 2,500,000 toestablish GMEC's. 
These centers will !=corporate 2ICHC's, School Health andPublic Health Bureaus. The 19M is mot plaj±n=g to build an7 =re independent.CS C .inics, School Health or Public Haalth 3ureau facilities. However, ifthe health sac:or assessment and avaluations performed b7 the proj ec: d tei--n.d ethe project pyramdal. health serv7ices deliver7 systam to be- the =s: costeffac
 va method, then these resources can be reallocacad to replacata the Syste=
in other urban areas. 
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B. SOCIAL ANALYSIS
 

In January, 1978, a preliminary investigation of health 
care services in the Greater Cairo area was undertaken by the 
Ministry of Health to determine (a) utilization patterns of bene­
ficiaries, (b)assessment of beneficiaries'sviews on existing 
health services, and (c) collection of socio-cultural data relevant 
to individuals' perceived notions of disease, nutrition and health.
 
A team of fifty-seven social workers using questionnaires surveyed
 
the Greater Cairo area. In June and July of 1978, a follow-up 
anthropological study was conducted in the demonstration area. On­
site fieldwork observations were carried on in 14 centers and the
 
Cairo University Pediatric Hospital. A battery of methods that
 
included interviewing both beneficiaries and health practitioners
 
(doctors, dentists, pharmacists, nurses, nurse/midwives, social
 
workers, davas and health barbers, etc.) was used. Moreover, sta­
tistical data were collected by the researchers that participated
 
in the study. The social analysis (Annex F)*is based upon these
 
studies.
 

The physical environment of the project area, as well as
 
the cultural milieu vary considerably from one district to another. 
This diversity is due to the historical occupational specialization 
of each district. For example, South and West Cairo are the oldest 
districts of the city where many craftsmen and traders have opened 
shops and small factories. Helwan is a relatively new industrial 
area with numerous factories. This area draws recent migrants
 
from rural parts of the country seeking better employment oppor­
tunities.
 

The project area includes some of the most densely popu­
lated areas in the world. The number of persons per square kilo­
meter ranges from not quite 50,000 in Helwan to over 136,000 in
 
West Cairo. This high density is coupled with deteriorating phy­
sical structures and very poor hygenic conditions.
 

1. Community Attitudes
 

In the old districts of the demonstration area in
 
South and West Cairo, traditional values of gallantry and strong
 
cosmunity ties still prevail and can be traced back to Cairo's
 
medieval tradition. Communal social activities take place in the
 
small alleys of the districts, and a strong sense of belonging
 
characterizes these districts. In contrast to this feeling of
 
social solidarity, Helwan manifests weaker community ties since
 
it is a sprawling industrial area and many of the workers are non­
resident and commute daily from their places of residence.
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health faciIties
Some of the deeply rooted beliefs affecting utiliZaron ofare concepts of illnesjcauses. from both natural and suptnratural

usaefulness 
Dual systems of formal. and infjrmal haalth practitioners exist. The
of both folk and modern medicine i: perceived by many in the target group. 

M'!=ost of the users of the MCHof child-bear.ig ClILics in the projectage who occasionally frequent area are women 
treatment, ,C3 Clinics seeking medicalmedicactons, assistance in deliveries and health information.
 

2. 
Consumer Perception of the Health Deliver7 System
 
The target group hold the following attitudes and beliefs con­cerning health:
 

a. Many urbanites have demonstrated a more flexible attitude
than rural dwellers towards family planning and modern medicine.
 

b. The poorer the urbai 
resident,seek i.itial medical care at a local health center. 
the more likely he/she is to 

c. 
A pregnant woman is not considered sick; hence, she should
mot 
see a physician until she develops a 
medical problem.
 

d. Perceptions of the quality of service at 
a health center
influence heavily the degree of utilization of the facility. 
a. 
The concept of preventive health is recognized, but rarely
practiced.
 

f. 
Hospitals are preferred for primary health care because
the group perceives it receives better treatment from them than from other
Government facilies.
 

g. 
.Many are receptive to health education but feel that it is
not provided in most facilities. 

h. The group believes that the health status of an individual
is the result of both natural and supernatural agents.
 

i. 
Health education and information is obtained first from
family members, commun.t7 friends, and locally recognized
people, rather than the formal health system. 
wiser and older
 

J. Beneflciazies tend to evaluate health care services in
terms of r.sibility and use of technological equipment.
 

k. Personalized care, whether in the form of treatment bymedical personnel or in the prescripton of medicine, is highly regarded. 
1. The sex of the doctor is notevaluation of health as important a factor in thecare as is the quality of humanized care and trust/con­fidence in the medical personnel.
 

m. 'Manymothers complain about the informal fee that midwives
ask from them and resent the harsh treatment and attitudes they experience when
they cannot afford to pay.
 

http:commun.t7
http:child-bear.ig


12 
n. Some believe that the health personnel withhold medicalprovisions 
 om them. 

kept. 0. 
Many believe that inadequate records of their cases are
 

p. Manyviders and that 
feel that the health system is dominated by the pro­there is little they can do to influence the style, qualityor method of health delivery designed for them. 

3. 
Health Provider Perceotion of the Health Delivery System
 
Sociological and anthropoligical studies during project development
surveyed the attitudes of health administration and program direction personnel,
doctors, nurses, midwives, assistant midwives and other health providers.
revealed the following provider Theyattitudes concerning the urban health system: 
a. There is a 
need for more resources, izriluding additionalhealth units and additional equipment. 

b. There is a 

auxiliary personnel 

need for additional human resources, particularlyand nursing staff.
 

c. Patient caseloads could be eased by the additional use ofauxiliary personnel. 

d. 
Resources are maldistributed and physical facilities are
poorly located in the various health zones.
 

e. There is
a low level of health awareness on the part of
the public.
 

f. The system is poorly administered and managed.
 

g. There is a lack of service integration. 

h. Health personnel lack popular support. 
i. There is a lack of personal incentives to provide betterhealth care.
 

J. 
Most participants believe that the administration of the
system could be improved. 

4. Compatibilityof the Proect
 

None of the attitudes held by either health providers or con­sumers is incompatible 
will not 

with the intents and purposes of the project.introduce any new features The projectdisz-ptive to the socio-cultural beliefsof the people living in the demonstration area.
reinforce the decision to move 
Some of the beliefs, in fact,toward a pyramidal health delivery system withprimary care being provided at the local level.
 

While the project is socially and culturally feasible, manyof the elements of this project will be of critical importance in order tocapitalize on consumer beliefs toward health care.the project and Consumer participation inbetter communication between consumers and providers is an example. 
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To acco1odace these practices and beliefs to the project,

the following guldelines will be adherrd to:
 
- A co=uniC7 leader from each of
invited by the 	 the three areas will bezone health Director to represent the 	zone on the ExecuciveBoard of the project.
 

- Intarestad local 
women who haveneighbors and relatives will 	
their networks of friends,be encouraged to cooperate withof incentives 	 the MOH. A systemthat 	might include small gifts can 	 be most effective in encouragingthe participation of these women.
 

- Local dayas 
 and 	other traditional health practitioners willbe encouraged to cooperaca. with the MCH Clinics. 
Other actions that 	will be taken under this project to ensurecompatibility with 	socio-cultural beliefs will include: 
- Testing innovations such as pre-packaged individual prescriptions. 

- Improved record keeping.
 

- Fully provisioning health centers' pharmaciessupplies so are 	 with medicalthat they continually available.
 

- Using clinic reception areas
planning and health education for waiting 
to provide nutrL..ion, family

health consumers. 

- More efficient operations permitting more time 	per patientand more personalized health care. 

Just as this project is designed to take intoconsumers' at:tudes, it 	 account healthalso 	is constructed to takeproviders' perceptions and beliefs. 	
into account health 

better planning 	
The health sector assessment and resultingshould help alter the misallocation of resources involvingboth 	physical facilities and manpower resources. The training programhelp 	 improve the level of should 

sonnel. 7his program 
skills as well as provide additional auxiliary per­should have a significant impactbeing provided 	 on the quality of service 

selves 
as lower level personnel gain the opporunIv 7 to improve them­and 	 advance upward in the system. Greatershould result 	 effcienc7 and better carefrom 	 improved organization and concisemoreTrain-ng, 	 job descriptions.better supervision and improved staff management and motivationalso 	should help achieve this goal. This should free morepersonnel more 	 highly skilledfor sophisticated tasks and fully use theand 	 paraprofessional staff. Better 

talents of au.xiiariesincentives, newly designed informationprograms and the use of local communit7 residents and traditional practitionersshould improve the communit7 outreach of the system.greater attention to preventive medicine practices as 
This will stimulate 
well 	as encouraging greater
acceptabilit7 of the 	local health unit. 

S. 	 Role ofWomen
 

The project will enhance the status of 
womenby i-provi g their physical well-being and 	 in two major ways:by increasing their worh as health
providers.
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Women of childbearing age (estimated between 340,000 and
425,000) in the demonstration area will be among the primary target group

for attention 
in this project and will derive direct health benefits from

this project; mortality and morbidity will be reduced, and they will be
 
better able to control their reproduction.
 

Women comprise a significant protion of the labor force

that provides health care. About 25Z of physicians, 100Z of nurses, 40%
of pharmacists, 15Z of other paramedical, and 100% of dayas are female. 
The

project will upgrade w'men's professional and vocational levels, and increase
 
awareness of their worth, in terms both of selfimagery and in peer relationships.
 

C. ADMINISTRATIVE FEASIBILITY
 

The Ministry of Health has had experience in conducting activities
of a similar nature to this project. Currently it is carrying out a rural

health project, and the MOH is administering a host-country with a
contract
U.S. firm to implement the project. 
USAID believes that the MOH is satisfactorily
administering this contract and fully capable of insuring that it is carried
 
out. The M.OH is implementing an IBRD-funded family planning project. 
 Underprevious 13RD-funded family planning activities, the MOH has had considerable

experience in contracting, contract administration and working with local andforeign A & E firms. Based on its past performance and additional staffavailable for this project, USAID believes that the Ministry theshould havecapacity to the A & E firms anddeal with the long-term host country contractor 
needed for this project.
 

In the past the Ministry of Health has found that where otheragencies are involved, 
an Executive Board can be successfully utilized

for overall project management. 
This system will be used for this project.
Annex H provides further details of administrative arrangements, which are
 
summarized below.
 

1. Organization 

a. Central Administration
 

The Ministry of Health will be the implementing organization
for this project. 
An Executive Board, chaired by the First Undersecretary

of the Ministry of Health, will be comprised of representatives from the Cairo
Governorate, Cairo University, Health Insurance Organization, Cairo Medical

C'.re Organization, Ministry of Social Affairs, and one resident representative

from each of the three health zones involved in the project. The Board willhave overall responsibility for establishing policy, coordinating activities
between agencies and overall management of the project. An Executive Director,appointed by the of Health, serve asinistry will the Manager and will have
overall responsibility for the day-to-day management of the project. 
He/she

will also serve as a member of the Executive Board and will operate under

the direction of the Chairman of the Board. 
 A technical office will be
established to assist the Executive Director in undertaking the managerial

duties and responsibilities of project implementation.
 

b. Adfministration in the Health Zone
 

Within the South and West Cairo and Helwan health
 zones the management of the project will be the responsibility of the
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Director of Health Services in each zourc,Assistant Executive 	 who will be designatedDirector in addtlon 	 as an 
He will be advised by a steering co=Aicta 

to his regular duties and responsibilities. 
residents of the of zone local off.icials -and twozone. Technical guidanc, for project activities .­ill comefrom 	the Executive bard.
 

c. 
Cairo University Ped.atrr Hoinital Particoation
 

managed by 
The Center for Preventive and
a Council of 	 Social. Medicine will

(the 	Project Executive 
five members representing the %finistryof Health 

be 
Director), Cairo UniversityWest 	 Cairo health (Faculty of Medicine)zone, a nutrition specialist,area. A full-time Director 	 and a resident of the projectof the Center will be appointed by Cairoand will be directly accountable 	 Univers4ty

the Project will 	
to the Council. The Executive Director ofserve as the coordinating link 	between the Canter and theother project par icipants. 

The outpatient and inpatient facilities ofwill 	be under the operational control of Cairo Univesit7. the hospitalof the Center will provide 	 The Directorthe coordinatingactivities and 	 link betvaen the projectthe hospital. 

2. 	Hoealth Sector Planning Capability
 

The technologiesevaluation are well known to 
of health sector assessment, planning and


the institutional 
scattered Egyptian health professionals, but
capabilit7y to adequately performcurrently exist within 	 these functions does notthe Minis-try of Health'sproject will develop 	 Departent of Planning. Thethe institutional capability within the MOE. 

3. 	HOHManDower
 

There are presently 478 persons assigned to
Health Clinics and General 	 the Maternal ChildHealth Centers42 physicians, 12 dentists, 	 in the project area. These include:and 202 nursing personnel.now has 51 university staff 	 The Pediatric Hospital(professors, lecturers,interns, 20 visitors 	 etc.), 16 residents,(one-year 	 116term professionals)on its professional staff. 	
and 80 post-graduate studentsIt also has one matron, onesupervisors, 90 nurses and 	

assistant matron, 5130 auxiliaries.
 

The mew primary 
 (,!CC) and secondaryopened as part of this project will require 
(GURC) fact-ltas to be

Of the additional personnel, 	 some 721 additional personnel.48 will be physicians,and 190 nursing personnel. The 	
12 dentists, 10 pharmacists,pediatric outpatient portionwill 	require one matron, one assistant matron, 

of the complex
20 auxiliaries. The Center 2 supervisors, 40 nurses, andstaff will require15 reserachers, 	 an additional 5 management10 social workers, and 	 staff,10 clerks.
of personnel needed 	

Annex I provides a breakdownat each facility.
 

The professional faculties 
in Egypt graduate morephysicians, 400 dentists and 800 pharmacists each year. 
than 3,000

produce some Nursing Higher Institutions160 graduates per year; nursing technical schools produce about
3,500 graduates; and Technical Health Institutes produceper year. Out of those graduating 	 -ore than 600 graduatesclasses the project will havein filling the new positions for 	 no dif-culat7those requiring professional health training. 
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The GOE will convenant to provide adequate staff for the project activities. 

Short-term consultants will be provided to make technical and
 
advisory inputs into project operations. In addition, a training program will
 
offer training for personnel who are not adequately prepared to perform the
 
functions for which they are responsible. (Annex L.) 

4. Summry
 

While many of the project activities will be at the governorate

and sub-governorate level, GOE and USAID experience indicates that central­
level coordination must be formally established in order to achieve coordination
 
of representatives of different agencies at the local level. In this project
 
coordination has been enhanced by the active participation of the Cairo
 
Governorate and Cairo University in the planning of the project. 

The implementation of the project through strengthened
 
existing lower MOE administration levels is consistent with the GOE's
 
increasing emphasis on decentralization.
 

The Center for Social and Preventive Medicine is an innovation. 
Its proper functioning will be dependent on effective coordination between. 
the MOE and Cairo University. This coordination is more feasible than other­
wise might be the case if the prototype relationship were initiated at a 
different university. This is because of the prestige and respect Cairo 
University enjoys as it contains Egypt's oldest (150 years) Faculty of 
Medicine. Its graduates through the years have been leaders in the evolution 
and formulation of the MOE and most MOE senior officials are alunni. 

D. TECHNICAL FEASIBILITY AND CONSIDERATION OF ALTERNATIVES 

1. Health Services 

The ECTOR survey described the problems and needs in health 
care delivery in Cairo. In addition to the requirements for improving health
 
planning through urban health sector analysis, the report recommended several
 
possible approaches for developing more efficient and cost-effective health
 
care services in Greater Cairo. (See Annex R for the report's summary and 
recommendations.) In making the recommendations, the report took cognizance 
of the six separate and parallel, but loosely related formal health delivery 
systems. These alternative approaches were developed by a number of top­
level Egyptian health service directors and policy-level officials. Based upon 
the findings in the ECTOR report, the possible approaches recommended were: 

a. To allow the six health service systems to remain 
independent but to establish a planning body for Greater Cairo health 
services to guide the development of the six systems in response to market 
needs and demands. 

b. To set up a demonstration or pilot project in one or
 
more districts to integrate MOE services with university health services.
 

c. To provide the Greater Cairo region with a chain of
 
small polyclinics, one for each 100,000 citizens in which specialized
 
services would be offered in addition to generalized health care services.
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d. To establish a functional rather than a sectoral approach
to health care. This approach would involve the upgrading of MCH/FP and schoolhealth peripheral facilities and would inclde additional staffing, equipment,
supplies and the provision of incentives. 

e. A final recommendation to be incorporated with any of theapproaches mentioned above, called for the development of a Center for 3ocial
and Preventive Medicine to provide multidisciplinary activities including services,education, training, research, and planning. The Center should be attached toa university hospital, preferably a children's hospital, and should be jointly
managed by both the MOH and the university.
 

An alternative approach not mentioned in the report would be toconcentrate on supporting development of informal community systems ot improvinghealth care, with minimal or no attention to the existingsystem. But formal health deliverywhile the GOE appears receptive tn increased community participation,such an approach would be unacceptable in the absence of improvements in the
obvious deficiencies in the delivery of services through the formal system,
and probably would not be supported by the GOE. 
The GOE would prefer to develop
mechanisms to strengthen community participation as an extension of the formal
 
system.
 

The project is a technically feasible blend of most of theunderlying principles of these recommendations. 
 The only recommendation which
is not reflected in this project is the costly development of a chain of poly­clinics in the Greater Cairo area. 

The proposed project responds to 
the needs expressed by these
recommendations in the following ways: 

a. On the need for basic and continuing planning for the proper
development of health services, the project supports a health sector analysis
activity for the demonstration area and the 'reater Cairo area. 
 This will
develop and institutionalize planning capabiiities in the MOH, and should assist
in rationalizing expenditures 
 on health services and assist in reducing theunjustifiable duplication and waste in some services. 

b. On the need for contributing to the coordination of thesix health systems, the project will provide a coordinating mechanism throughthe E:ecutive Board in which the various health systems in the demonstration
area will be represented, as thewill be Ministry of Social Affairs and consumers'representatives. 

c. 
The proposed pyramidal health system responds to
suggestion for upgrading peripheral MCH/FP services 
the 

and establishing a referralsystem within both the MOH and university tertiary health services. In addition,the project is supporting an intensive outreach home visiting program usinghealth personnel, natural leaders, and traditional health workers. 

d. On integrating MOH and university services, the project
supports the development of a Center for Social and Preventive Medicine to
serve as a link between both health systems and to provide a mechanism and
facility for manpower development through education and training.
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a. 
On the need for manpower development, the project is
supporting an extensive and comprehensive training program directed to all
categories of personnel in the project area.
 

f. 
On the need for health education programs, the project
will develop an information, education and communication program for allhealth personnel to disseminate information on %CH/FP, nutrition, environmental 
health and sanitation. 

The major innovations of this activity are in the realm ofadministration, mauagement, supervision and community linkages rather thanin introduction of new medical tehcnuology. 
 Oral rehydration, home visiting,
nutrition education and a full portfolio of non-surgical contraceptive services
are theoretically now available in MCH Clinics. In fact, however, few Clinics
are functioning well in these The ofareas. means teaching these technologiesare available in Egypt, and no legal changes are required to have them adopted.
The sane applies to the provision of other non-oral forms of rehydration to
be established at each GUEC, all outpatient contraceptive services, and
improved pre-and postnatal services. 
 Another major innovation will be the
cooperation of the Ministry of Health and health educators to better relate
medical education to service needs. 
 For some 30 years this gap has been
recognized, but few attempts to bridge it have succeeded. 
The lines of
communication that will be formed in the Cairo University Pediatric Hospitaland Center for Social and Preventive Medicine should stimulate greater efforts
in the critical area of family planning and maternal and child health care. 

One final different course of action has been suggested. For
some time the Egyptian Government has been seeking A.I.D. assistance for the
construction of a large university teaching hospital. Because of the extensive
needs of the health system and the decision to pursue the development of a
project activity responding to needs at the lowest local level, USAID has rejected
the financirg of such a hospital 
in favor of this more comprehensive, appropriate

and techx.lcally feasible project. 

E. CONSTRUCTION FUASIBILITY 

Two Egyptian engineers performed the basic analysis of constructionneeds in July, 1978. The analysis was e-xamLned by USAID engineers and concurredin except for the amounts of funds recommended for A & E fees. The A & E feeswere increased to reflect USAID experience in other contracts. Detailed analysis
is contained in -AnnexK. 

Based on this analysis and Mission review, the proposed renovation
and construction are feasible and the adjusted costs are reasonable. Thisinformation meets the requirements of Section 611 a(l) of the Foreign Assistance
Act. 

Three categories of construction related activities will be undertaken
 
through this projec.: 

- Renovation of 10 1CHC's. 

- Construction of 8 new GUHC's.
 

- Construction of newa central pediatric unit in Abou El-RishPediatric Hospital. 
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1. 	 Maternal Child Health Clinics 

All existing MCHC's are of varying ages and states of disrepair.
They average 700 square meters in size. Structurally all centers are sound, butneed maintenance and renovation, which may include extensive reallocation of 
space, repairs to sanitary and electrical facilities and painting. The 	survey

classified the canters in the following categories:
 

Category I - no renovation needed for 2 clinics.
 

Category II - medim renovation needed for 4 clinics
 
at an estimated cost of L.E. 40/squam meter
 

Category III - exteasive renovations needed for 6 centers at an 
estimated cost of L.E. 70/square meter. 

Total costs for all renovations of MCH Clinics is estimated 

to be 	L.E. 420,000.
 

2. 	General Urban Health Centers
 

Fourteen GUEC's will be needed, of which six already exist. 
This
 
project provides for the construction of 8 new GUHC's.
 

Approximately 1,300 square meters of space will be required to
make 	 these units .i-tble and efficient. The 	base cost of the units is estimated 
to be L.E. 230/s4uare meter, or appi.oximately L.E. 300,000 per unit. For eight

units the total cost is L.E. 2,400,000.
 

The buildings will be of a construction type standard to Egypt;
 

no technical problems are anticipated.
 

3. 	Pediatric Hosital Unit
 

This unit will be a four-story outpatient 
 annex to an existingpediatric hospital; however, facilities for $O beds will be provided. A total
 
area of approximately 7,500 square meters will be needed. 
 Similar buildings

cost 	approxirmately L.E. 300 per square meter. 
The total building cost is estimated 
to be L.E. 2,250,000 ($3,217,500.) 

Construction may be of a standard reinforced concrete fram-
 ype,

or of 	imported prefabricated steel frame. 
 Since 	the complex must be avai.L..e

early on during project implementation, a decision as to reinforced concrete
 
or steel design will be based on cost and benefits available to beneficiaries
 
from early completion.
 

4. Architect and Engineering ServLces - Construction Supervision
 

An Egyptian architectural and engineering firm will be contracted
 
by the MOE for renovation of the MCH clinics.
 

An American architectural and engineering firm will becontracted

by the MOE for the design of the GUEC's and Central Pediatric Unit. It will also

supervise construction and renovation of these facilities.
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Final designs and firm 	cost estimates will 	be available before

IFB's for coustruction will be issued. 

5. 	EauiDment Requirements
 

Equipment, furniture and medical supply needs have 	been estimatedduring the engineering survey of the proposed new facilities.
have 	 These requirementsbeen 	reviewed by the Ministry of Health and areprovisions 	 in line with standardfor MCH and GUHC's and taking into 	account supplemental needs result­ing from this project. 
Annex K provides preliminary information on supply
needs. Approximately $4.8 	million will beneeded for equipment and suppliesfor 	the newly constructed or renovated facilities included in this project.The 	technical services contractor for this project will be responsible to
work with the HOH in developing technical specifications for the equipment,
arranging for its procurement, and coordinating this 	with the A & E andstruction activities. 	 con-The contractor will rionitor the procurement of materials
available in Egypt as well as those which must be procured in the United States.
The 'Missionhas reviewed the general equipment needs and they are feasible and
cost estimates are reasonable.
 

F. 	 LWIRONMENTAL IMPACT
 

An Environmental 
 Impact Identification and Evaluation formcompleted for this project. 	 was(See 	Annex J.) 
 The 	only significant environmental
impact of the project was found to be the temporary disruptions normallyassociated with construction projects in urban areas. 
As a result, the Mission
Director recommended that an Environmental Assessment not be required.
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V. FINACIAL PLAN 

A. SOU= A A PLICATION OF FNDS 

The total cost of the project is estimated at $44.6 mill!on. A.I.D.wil1.provide a grant of $25.3 million. The GOE will contribute $19.3 million
equivalent in kinnd and cash, or 43% of total project costs. 
The A.I.D. input
will be provided as follows: $2.6 million in FY 1979 and the remainder,
subject to the availability of funds, in accord with the proposed budget shown 
in block 11 of the facesheet. 

A.I.D. funds will be utilized for all foreign exchange requirements,
which are estimated to be approximately 50 percent of the U.S. cost of the project.
Major components of those costs will be the procurement of technical and A & E
 contract services, participant training, and commodlties from the U.S. Typesof mater al.s which will be imported for the project include building materials,
medical equipment and supplies, vehicles, training equipment, and ME&C materials. 

Approximately 50' 
of the U.S. input to this project will be utilized for io
cal. currenc7 funding. This will support such items as the construction and
renovation of health center facilities, the health sector assessment, and
training and upgrading of staff. By the time this project begins full implementatio.and heavy local currency expenditures will be required, Egypt will be leavingthe status of an excess currency country. A.I.D. has determined that for
certain types of projects itwill provide dollar funding to purchase Egyptianpounds. The type of projects include those that would have a significant i=pacton meeting the. needs of the poor majority or that would encourage the EgyptianGovernment to undertake new policy initiatives affecting the country'spoor that it othervise would not initiate. The Urban Health Project meets boththese criteria. Justification for the use of dollar funds in association withlocal currency expenses is provided in Annex S. 

1 FIANCILAL VMABILITY OF TRE PROJECT 

Most institutions in the project already exist and operatingbudgets are being funded. Additional costs of the project which are of
 a recurr.ig- nature will represent about three percent of the 1978 HOEannual budget. For those new entities that will be created for this
project, the iinist.-y of Hea.ith should be able to budget for them given theextremely small amount of MCd resources that they wi require. The GCE-ill covenant that it wil" provide all necessar7 resources for new and

ongoing operating expansm.. 

C. PA7= OF F= AND AUDIT 

The specific procedures for payments under the project will bedetailed in the Grant Agreement or in Project Implementation Letters (?IL's).Payments will b_%made in accordance with U.S. Government regulations and policies.Payment in dollars will be either through direct letters of ccmmi 
ent or letters

of commitmant to a U.S. bank. It is probable that payments for local costs willbe handled by an initial advance to the Grantee for expenses anticipated for a
period of three months. Accountabilit7 would be every three months, andadditional advances would be subject to the acceptabfalit7 of such accountabilityby A.I.D. The .OH will develop a regular system and schedule to audit the
financial accounts established under the project. 
This audit function willbe the sole responsibility of the MOH, with such GOE audit assistance
 

http:recurr.ig
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as appropriate. 
In keeping with standard U.S. G. procedures, A.I.D.
 reserves the right to audit U.S.G. financed goods and services.
 

Three"Projection of tables follow, "SummaryExpenditures Cost Estimateby Fiscal Year," and Financial Plan,"and "Costing of Project Inputs/Outputs." Additional financial information is found in Annex M. 
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SUMMARY COST ESTIMATE AND FINANCIAL PLAN 

($000) 
Project 263-0065 

Title: Urban Health Care Delivery System 

All) COE COMBINED 
SOURCE FX LC TOTAL 

FX LC TOTAl. 

USE 
Technical Assistance 
Training 
Comnodities 
Construction 
A & E 
Other/Recurring Costa 
Land i & F 

Buildings & Faclitie 

1,627 
497 

4,717 
2,510 
493 
23 

677 
220 
549 

4,662 
224 

1,192 

2,304 
717 

5,266 
7.172 

717 
1,215 

1.326 
-
-
-
-

4,506 
6,538 

3,432 

1,627 
497 

4,717 
2.510 

493 
23 

-
-

2,003 
220 
549 

4,662 
224 

5,698 
6,538 
3,432 

3,630 
717 

5,266 
7,172 

717 
5,721 
6,538 
3,432 

Su-Total 9,867 7,524 17,391 15,802 9,867 23,326 33,193 
Inflation 2,154 4,524 6,678 3,586 2,154 8,110 10,264 
Contingency 601 602 1,203 - 601 602 1,203 
ProjectTotal 12,622 

- - -

12,650 

-- - -S 

25,272 

-- -- -

19,388 12,622 32.038 44,660 
-= - -------- - -a-m - m­



A.I.D. OBLIGATIONS BY FISCAL YEAR 
($000) 

Project: 263-0065 Title: Urban Health Care Delivery System 

FY 79 FY 80 

FX LC Total FX LC Total 

A.I.D. Outputs
Technical Assistance 
Training 

1,627 
497 

677 
220 

2,304 

717 
-

-
_ 

-Commodities 

Construction 
A & E 

-
-
493 

-
-
224 

-
-
717 

4,717 

2,510 
-

549 

4,662 
-

_ 
5,266 

7,172 

Other Costs 23 1,192 1,215 -
_ 

_ _ 

Sub Total 2,640 2,313 4,953 7,227 5,211 12,438 

Inflation - - - 2,154 4,524 6,678 

Contingency - - - 601 602 1,203 

Total AID 2,640 2,313 4,953 9,982 10,337 20,319 



---- -------------

PHO.Io .EIotIfl- EII DITIM1s fly 

o000) 

"ISCAI YEAR 
24 

Tt.]- Utbdl* Ilei iah( ,ra ),livery Symtcm 

"r.Elai., A1,ltMtce 

f4 
-'m.dfjgt. 

Ct*JtUL titi nI 

A & EOLh,.wrI.t" 

J1110 

Iltuilig.. 
Ia-Lta.I.i~cy 

T-oaJ-Ail 

1x 

345 

59 
407 
--

296 

11 

61 

1.28J2 

1 

I.c Thn" 

137 482 
67 126 
29 436 

-

134 430221 224 

'88 1,698li37 

il 229 
35 96 

.141 2.023 

2 

YR' !C TOT 

418 194 612 
94 42 1361.411 63 1.474 

2.235 4.151 6,386 
174 82 256- 218 218 

4,332 4--6 9,-- -

833 2.846 3.679 
273 406 679 

5,43bl 8;002 13.440_ 

FIUCel Year 
3 

F'X 1.C 

288 lid 
99 41 

2.715 404 
275 511 
23 a2320 249 

3, -"1,33-

.812 913 
197 16 

4.429 2.330 

TroT 

406 

140 
3.119 

786 

31269 

3 
,725 

283 

09 9... 

Fx 

2d 

106 
92 
-

--

486 

170 

33 

69689 

4 

I c 'Or 

1OB 396 
41 147 
27 119119l 
_-

242 242 

418 904 

280 450 
35 68 

31,2733 1.422 

Ix 

288 

139 
9292 

-

519 

228 
37 

784 

5 .u.1sUcd 

L O X l C T ) 

120 408 1.621 677 2.304 
29 168 497 220 71726 118 4.717 502662"1 47 7 549549 5.26 
- - 2.510 4,662 7.12 

224 17262 262 23 1,192 1.215 
- - _ 1 

956 906 7524 171931-2 

367 595 2.154 4,524 6,670 
40 77 601 602 i.203 

844 1,628 12.622 12.650 25.272 

111. 1118 & F.1dt 

Oither Kmcur. (Ut 

IT!!.tjl-Va, l 

U 

. 
- 19 79 - 160 1606,5 10 6.538 - _ 

1.1 12 3. 12-)-6.5T11UaaI.In~ Y~i~gj,,, 3.12.43 - 499 499 - 651 651 

- 10.548 10.548 - ll 811 

h J116 116 - 3M 308- 10,664 10.664 - 1.119 1,119 

1.282 11.405 12.687 5.418 9.121 14,559 

183 

- 719 

- 902 

469 
- 1.371 

4.429 3.701 

183 

6.538719 -

902 -

469 
1.311 -

8.130 689 

63 

1,216 

1.654 

1.10a 
2.762 

3.495 

3--

1.216 

1,654 

1,108 

2.762 

4.184 

6 

-- 1,421 

- 1,887 

1,585 
- 3.472 

784 4.316 

1.421 

1.687 

i155 

3,472 

5.100 

-1.326 1.326 

-3.432 3.432- 4,506 4,506 

- 15.802 15.802 

3.586 3.586 

- 19.388 19,388 

12.622 32.038 44,660 

----------------------------------------------------------------------... 
.... 
 ... ----------
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CoSTIeIG of r'IJECT 'U3TSolMUTUTS 25 
PluISe Ut_:263-0065 (*00 1) 

TILIe; Ugbu Ilealhil Care Delivery Sysem 

(hitpsurN~umb~er
12 3iX LC TOT 456"X I.C TOT F I.C TOT FX LC TOT FX 3.C TOT F1 LC TUT F ILC TOlT 

.A.3)-I _______ 

Teehi. Auut. 325 135 460 244 10? 346 162 68 230 82Trainig -
34 116 407 169 576 407 169- - - 576 1.627- - - - 617 2.304ComaidiLtieu - - - ­- - 204 36 240 - - 497 220 7171.363 - 1.363 2.639 497 220 17CoIwIructii - 377 3.016 466 50- - 210 390 600 516 45 86 131

A&E 1,200 2,229 3,429 1,100 2,043 3,143 
4.717 549 5.266
 

- - - - 60 60 257 85 342 236 2.510 4.662 7.172
(LICE 23 79 315325 348 
 - - - 49- 224- - 493- - 717-348 - ra - -6 
- - 867 867RSub-Tuai460 808 658 388 1246 . - . 23 3,392 12152.982 2.382 ..5.364 Z.057 i.533 .590 ­ !.686
873 - 1.959 949 475 1,424 9.867 7.524"21 i.19 !I,­flitlat 1.2gl 86 227 313 151 348 499 
 646 1,562 2.208
C aingucy 25 883 1.607 2,490 194 53936 61 42 48 90 733 194 241 435 2,154
180 199 319 246 4.524 6.618207 453 
 54 77 131 54 35 89 601 602 1,203 

Tolal-All) 459 723 1,182 851 9304 
1,835 3.801 
4.143 7.951 
5.186 4.347 9.533 1.121 1,702 
 2.823 1.197 
 751 1,948 
12.622 12.650 25.212
 

l'e ru,,tba, -1 30 30 - 105' 105 - 878 878I..1d -
- 169 169 - 72 72- - 1.367 1.367 - 72 72 ­- 4.228 4.228 - 943 Y,126 1.326

Build. L lac. 943 - ­- - - 1,716 3.716 - 1.716 - - - 4.518 6.5381.716
Olther Recur. - - - - ­3 3 - - ­1.472 1,472 - ­- 2,386 2.386 - - 3.432 3.432629 629
Cuuta - 8 8 8 - 4,506 4,506-

-u-Toul 33 33 
 4.660 4.660 
 9.208 9.208 
 1.741 1.741 ­ 80 80 ­ 80 80In flion- - 15.802 15.812
1,04 1.040 ­ 2.080 2,080. - 396 396 
 - 35 35 ­ 35 35 
 - 3.586 3.586
 

TOttl-W3E 
 33 13 ­ 5,7030 5.700 - 11.288 11.288 ­ 2.137 2.137 - 115 115 ­ 115 115 - 19.388 19.388 
Tut.ai 3'r~jact 459 756 1.215 851 6.1,84 7.535 3.808 15.431 19.239 
5.186 6.484 11.670 1,121 1.817 2.938 1.197 866 2,063 12,622 32,038 44.660

1. Ilealrh Sctr Asuctmvat1kedlcfgie; 5. Other Ac 2. 3n1 CJawicu; 3.Cenci cite .+ (l-'oraatiu,, ral Urban IealthComa oalc tion (IEAc), Clint ( e rnIC);4. Pediatricnnovatitv e Interventlone (1 ) 33s.p al nd cete ,t51 ocialeI ee lbllty ard PreventiveStu dle a; C Ttalnlllt. 
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Pgq_'ATION PLAN 

A. 	 OVERALL RZSPNSI31=r y 

1. 	 GOE 

The 	Ministry of Health (FEO) with advice and assistance from
the 	Executive Board, will be responsible for carrying out the project.
 

The 	 Executive Board, chaired by the First UndersecretaryMR,will provide inter-agency 	 of thepolicy and managerialExecutive Director, 	 guidance to the Projectto be appointed bycharge of 
the ,'iiistar of Health, who will be
day-to-day operations, coordination in
 

and 	timely utiliationfro 	 of the inputsthe various participants and assurance of implementation in accord with theimplemeantation schedule.
 

The 	Minister of Health or his designee will serve as contracting and
procurement officer for the procurement of technical services, architectural,
engineering and construction services, and commodities financed underexcept in those cases where A.I.D. may 	 the project,in the Grant Agreementto contract. 	 reserve the rightAll 	 %inistry contracts will 	be in accord with A.I.D. regulationsand Will be approved in advance by A.I.D.
 
Additional administrative 
details of project management are foundin the Administrative Analysis Section, and 	 in Annex H. 

2. 	A.I.D.
 

An A.I.D. Project Officer will be designated whose primary
responsibility will be Lo monitor projectimplementain to assure A.I.D.
regulations and policies are complied with, and to
with the GOE serve as A.I.D. liaison
Project Director. In the latter function,Officer will be an observer 	 the A.I.D. Projecton the Project Executive Board. A regular reportingsystem will be devised.
 

The A.I.D. Project Officer will 
be the chairman of the 	USAID
Project Co mittee consisting of representation from the USAID Program,
Engineering, Financial Management, Legal and Health and Population Division
staff. 
 The Committee will assist the Project Officer in reviewing projectimplementation, GOE perform-ance in meeting conditions precedent and fulfilling
covenants implementing the project, and in performance evaluation.
 

B. 	flTLMMTAI=o! OF AOR -71TMIS 
The major elements of the project will be cared out as follows:
 

I. 	 Planning, Evaluation andHealth Sector Assessment 

Although health planning =ethocologies 
are 	Iown in Egypt,the 	capacity to perform them is not institutionallzed; therefore, Egyptian
contract assistance will be provided to 
the 	MOH in developing the techniques
and conducting the assessment, which is phased as described in Annex D. 
The
contractor may utilize U.S. consultants as 
considered appropriate by the MOE
and 	USAID. 

lfiore
Rectangle
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The planning, programming, and evaluation functics will becoordinated by the Office of the Executive Project Director, but will be located
in the MOH Department of Planning and will have access to the highest policy­making levels within the Ministry. An initial assessment in the demonstrationarea will help rationalize health services delivery within the demonstration
area (and later in Greater Cairo). It will provide information and make
recommendations for implementing innovations over the life of the project,
establish benchmarks against which results of the innovations can be evaluatedand assist in their evaluation.
 

While the initial assessment will provide valuable data for theproject, a procedural manual will be developed as 
a part of this exerciseto guide in future assessments, and results of assessmentthe the will bepublished to provide decision-makers with a rational basis for planning health
service activities and allocating resources for investment in the health sectorin Greater Cairo. 
 This process will institutionalize a 
badly needed technology
to continually evaluate and improve health services. This will be a major stepfor-ard since health planning in Egypt currently is primarily a budgetingprocess, largely because the analytical process to produce information permitting
a choice between various alternative courses of action achieveto specifichealth objectives and targets has never been accomplished.
 

2. Pyramidal Services Delivery 

While the Egyptian clinic system for health care delivery waswell conceived and may have functioned effectively in the past, it is totally
inadequate for the current rapidly growing population. Although MaternalChild Health Clinics (some of them 30-40 years old), Health Bureaus (forvital registration, immunizations, and food sanitation), and school health
units are currently operating in the demonstration area, the burgeoning urban
growth, inadequate management of resources for social services. (includinghealth), inadequate incentives to stimulate personnel performance, insufficientmaintenance and inadequate supervision and administration have all taken
 
their toll.
 

Under this project, the MOH will establish and pyzamidalsystem of health care and 
test a

delivery referral that will involve local MaternalChild Health Clinics (MCC's), General Urban Health Centers (GUHC's), and aspecialty pediatric hospital. With better staffed and finctioning local MCHC's,increased community knowledge of and confidence in them resulting from greateroutreach efforts and involvement of community leaders, the involvement oftraditional health care and professional medical care personnel, and a referralsystem for sophisticated needs, people in need of health care will be encouragedto seek it from local facilities better able to provide low-cost care. Onlythose patients with needs that cannot be met at the local and intermediate
levels will be referred to hospital facilities. Stimulating community inter­action with the Clinics will encourage expanded community participation infamily planning activities, increased attention to preventive measures suchas better nutrition, immunization and vaccination, and better sanitation.
 

The project will actively seek ways to improve the deteriorated
sanitation and environmental condition in the project area. This will be donein part by improving the food and sanitation inspection functions of the HealthBureaus and by emphasizing sanitation in health education to be provided by 
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health service personnel and Home Visitors. Additional ways will be sought
 
to instill concepts of proper water usage and solid waste disposal, and to
 
mobilize comunity efforts for neighborhood clean-up campaigns. 

a. Primar7 Level Care 

At the primary level, 'Maternal and Child Health Clinics will 
provide the following services with primary emphasis on preventive medicine and 
on maintenance of health: (i) ante-and post-natal care of mothers and infants; 
(ii) well baby and "under five"clinics; (iii) childhood imunization; (iv) 
nutritional advice and interventions, including oral rehydration; (v) preventive 
dental care and simple general dentistry; (vi) family planning services excluding 
surgical interventions; (vii) simple clinical laboratory services; (viii) general 
health education and community outreach by visiting nurses and social workers. 
(See Annex G-i.) 

In the demonstration area there are currently fourteen 
free standing MCH Clinics, each designed to serve a population of 50,000 
people. In addition there are four MCH units incorporated in existing GUEC's
 
described below. With the proper upgrading of facilities and equipment, and
 
qualification of staffs, the YOH is convinc!id that-it can serve an ever larger
 
number of mothers and young children. At the present time Egyptian health
 
officials are not sure of the ultimata fate of the peripheral MCH Clinics. 
Some feel their functions can be completely absorbed by the General Urban Health 
Centers; others feel there will be a continuing need for these simpler, easily 
accessible MCH facilities. Experience gained in thd project will contribute 
to resolution of this issue. Of the fourteen free standing MCH Clinics in 
the project area, ten need various levels of renovation, repair, and equipping. 
Two will be upgraded in the context of the GUEC's to which they are attached 
and two others aren't worth repairing. The project will finance the needed 
physical upgrading to these facilities through MOE contracts with Egyptian 
firms for both the A & E services and renovation. See Annex K. 

b. Secondary Level Care
 

The secondary or intermediate level of care will be provided
 
by GUEC's. They provide the following services: (i) all the functions of the
 
Health Bureaus; (ii)all the functions of the MCH Clinics; (iii) all school
 
health functions; (iv)appropriate therapeutic interventions at the general
 
practice physicians's level including, first aid, diagnosis and treatment of
 
the majority of illnesses; treatment of early and moderately severe malnutrition,
 
including rehydration; and appropriate referral to the tertiary level institutions;
 
(v)all famLy planning services which can be performed on an outpatient basis;
 
(vi) clinical diagnostic laboratory services including screening procedures for 
diabetes, etc; (vii) diagnostic x-ray; (viii) pharmacy; and (ix) health education. 

The GUEC's are designed to serve a population of 150,000
 
people, and 14 centers will be required for the demonstration area to accommodate
 
the estimated 1983 population of 2.1 million. Six centers already exist or are 
planned; but need some additional equipment and vehicles. Eight additional GUHC's 
will be constructed and aquipped. (See Annex K.) In the Helwan health zone, 
A.I.D. is supporting a project for Housing and Comunity Upgrading for Low-
Income Egyptians. A GUHC will be constructed under that project in the housing 
project area in accordance with the functional and space specifications of the 
GUHC's to be constructed under this project; it will be administered by this 
project. 
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In order to insure that equipment and facilities in theproject area will be repaired and maintained, the project will finance theprovision of three Maintenance Centers. 
The Centers will be attached to one
GUHC in each of the three zones served by this project, but will be separately
managed. These maintenance facilities will serve the GUHC's and the MCHClinics. The project will finance spare parts for equipment provided underthe project, during the demonstration. The GOE will provide for. the normaloperating and maintenance costs of the Centers and will be responsible forthe provision of spare parts after A.I.D. assistance is terminated.
 

Fifty four personnel will 
be needed to repair and maintainmedical equipment and to staff the Maintenance Canters. Equipment repair
technicians will be secured from the graduates Centerof the for BiomedicalTechnology in Abbasiya. Facility maintenance personnel are already available 
on the MH staff. 

U.S. short-term contract personnel to train the supervisory
maintenance staff in the care and operation of equipment will be provided
as required. 
In turn, the Maintenance Centers will develop an on-going
maintenance training capability.
 

c. Tertiar 7 Level Care 

Tertiary level pediatric services will be provided by
referral from lower level institutions to the Cairo University Pediatric
Hospital (Abou El-Rish). Many of the referrals of obstetric and gynecologypatients will be to Al-Galaa General Maternity Hospital, which is receivingassistance from the USAID Family Planning Project. 

A unit to house additional outpatient facilities atthe Cairo University Pediarric Hospital will be constructed. The new unitwill be composed of an outpatient clinic occupying the ground floor, the
Center for Social and Preventive Medicine (described below) occupying the
first floor, and 50 beds for inpatients on the second and third floors.
 

3. 
Center for Social and Preventive Medicine
 

The Center for Social and Preventive Medicine will serve anentirely new function in the Egyptian health field. It will bring together
the medical teaching function of the University of Cairo with the health
delivery responsibility of the Mfinistry of Health.
 

Currently there is little interaction between medical educationand health services delivery. Upon graduation, most medical doctorslittle practical "hands-on" experience, particuarly with pregnant 
have 

women andchildren. Even if they do have practical training, they often lack experiencein working with the urban poor, whose cultural perceptions of health care andattitudes towards modern and folk medicine may be radically di.farenttheir own. They have almost no training 
from

in family planning counseling orcontraceptive technology. Other health sector personnel also suffer froma significant lack of practical experience upon their entrance into the
health system. There nois existing mechanism that equips service providerswith working opportunities to understand the basic health problems of the
urban poor.
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A systematic means of providing conscant feedback into the
medical education system 
 is needed also. This would permit the modification 
of education and training programs to 
take into account practical field 
experience in such areas as patient perceptions and practices and how to
modify them; how to encourage greater attention to preventive measures, motivation 
to provide family planning practices, understanding conditions in the poorer
urban areas, and greater cultural sensitivity on the part of service providers. 

Finally, there is need a system to providea for continuingeducation to doctors, nurses, midwives, auxiliaries and other health system

personnel. Once out of the formal education system, these health providers

normally have little opportunity for refresher training and education in
new

medical technology, or in supervisory and service motivation practices. 
For

example, intravenous rehydration is practiced only in the large pediatric

hospitals because this simple technology has not been taught to the medical
 
personnel in peripheral health units.
 

The Center will attempt to bridge these gaps between medicaleducation and health delivery. It will serve the following purposes: 

a. 
 As a service center, it will function as part of the Cairo

University Hospital Complex. 
The staff and professional students will assist
in the provision of general and specialized pediatric services, emphasizing MCH

and nutrition.
 

b. As an education centerpre-and post-graduate students

from the facilities of medicine, nursing and social service will be rotated

through the Center as part of their scholastic programs. MOH and Cairo
University personnel will serve as faculty. Through the Center the students
will be assigned to peripheral health units, including MCH and .GUHC units,for clinical clerkships and first-hand e:rperienca in the social aspects of
medicine and in public health. Staff from the Center will participate with
 
the students in these activities. Emphasis will be upon making formal
 
education relevant to the social and basic health needs of the population.
 

c. 
As a training center, it will provide in-service training

for MOH personnel and the community.
 

d. As a research center, it will conduct investigations

into the social aspects of health care and the problems of applying public

health measures. 

The Canter will be staffed by Cairo UViversity Faculty
of Medicine and MOH personnel. Cairo University will designate the Director 
of the Center and will provide for all operating and maintenance costs. The

MOH will provide funds for office space for MOH personnel. Short-term 
researchers, trainers and consultants to the Center will be drawn from the
 
Ministry of Health, Cairo University teaching staff, and other agencies.

Additional details on Canter functions are provided in Annex G-2.
 

The MOE will contract with an American firm for the A & Ework and to supervise the construction of the GUHC's, the pediatric outpatient
unit, and the Center for Social and Preventive Medicine. While Egyptian A & E 
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capability exists, 
 the firms are weak on supervi.Ton; therefore, to insure
 
compliance with schedules A.I. D.time and with regulations concerningconstruction, USAID the MOHhaveand agreed to utilize a U.S. A & E firm. 

4. Training and Education of Service Personnel 

The low efficiency and effectiveness of health services in theproject area are due in part to managerial difficulties. This plays a crucialrole in the quality of services rendered, which results in lowering the confidenceof the public, and thereby low and unbalanced utilization. In addition tomanagerial problems, the lack of adequatean in-service training andaccessible continuing education program are responsible for the major part
of technical deficiencies in services rendered; 
thus the need for comprehensive

training activities to deal with these deficiences. See Annex L.
 

In this project major attention -willbe given to upgrading
managerial and technical capabilities of all levels of health workers. 
 Special
attention will be given to developing training capabilities within the project
system and both local and external training resources will be utilized.
 

A research, development and training unit in the ExecutiveDirector's Office will establish a detailed training plan during 
the first
6 months of the project. The unit will assess pre-service and in-service
 
training needs, coordinate the development of courses, seminars and workshops
to meet the needs, and insure development of training materials and provisions

of instructors, supplies and equipment necessary for the presentation of
 
courses.
 

Central level courses will be given by the MOH and Cairo
University. 
Whet the Center for Social and Preventive Medicine is functioning,

it will also conduct sessions for the training of trainers for courses to be
given at the peripheral facilities. 
 The Center also will design in-service
 
training courses for personnel at the local units.
 

The service units (GUEC's and MCHC's) will utilize existing
staff to conduct 
 in-service training, as well as to conduct information,motivation, and training for leaders,technical courses local home visitors,

and dayas from the community.
 

Practical experience will be provided for medical, 
social
workers and nursing pre-and post-graduate students as they rotate th-ough
the Canter for Social and Preventive Medicine. Basic curriculum revision may be stimulated by this experience, but is not a specific objective of this 
project.
 

Participants (2 per year) will be selected for long-term U.S.
academic training in fields such as health planning, statistics, preventive

medicine and health service management. Four participants annually will

be selected for short-term (3 months) academic training in similar areas.Six personnel per year will be provided trips of up to 2 months each to
observe urban health practices in the U.S. and elsewhere. 

Selection of the participants will be the respcnsibility of
the research, development 
 and training unit in the Executive Director'sOffice. The participants will be approved by USAID and managed by the A.I.D. 
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Participant Training Program. A U.S. technical(deascribed services contractorlater) will assist in participant selection, placement andevaluacon. 

S. C=mnIt Particioation 
Consuter Motivation and Health Out each 
Decl.sics on the delver-have bean over-'halmingly dominated 

of health services in Egypt traditionally
eXpe4rance, by the providers. Consistent with worldwidehealth polc7 makersthe in Egypt increasinglydesirability, even the have become aware ofnecessity, of obtaining much greater communityParticipation in decisionhealth care and maiing, and in sharingcomplementing the responsibilit7clinic outreach forservices.groups are not a salient feature WJhila urban communityof Egyptiancomunmi7 members who, culture, there is no lack ofproperly motivated, can contributeof health szatus. markedly to improvementProject managementrepresentatives at all levels of 

will attempt to involve communitydecision mak:ng,ties to and participation and will strengthen comunit 7in local health center activities. 

Community involvement will be establishedinitial intensive comunications campaign about 
first through an 

open to all zone the project. Generalresidents meetingswill be heldTwo local leaders in each of the three project zones.will be invited to be members offormed in each of the three project zones. One 
zonal 3teering committees 

will become a member of the members from eachof the overall project Executive zone
will select Board. Theone of their members six representativesto represent health consumers on the boardof the Canter Zor Social and Preventive ,Medicine. These general meetings
will be held at least once each year during the life of the project and they
will provide a general forum for comunity review of the health care system. 

The second method ofwill be through the testing of 
establish ing greater community participationa homezone will visitors program. Fachuse home visitors to wr-:k XCE Clinic in onepart-time in providing domic-liar7 maternityand post-partum activities, motivation for personal and community sanitation, and
in encouraging registration drives

The to get mothers to enroll atvisitors vill also the MCH Clinics.provide informationfamily planning and nutrition and instructions concerningservices. Participantsprogram w-i include traditional service 
in the home visiting

barbers, personnel such asnatura! community leaders, dayas and healthand ccounity serviceteachers and social worIers. They personnel such aswill beof the MCZ Clinics, which trained in courses set up in eachwill provide supervisionprovides additional details on 
of these services. Annex G-5training, staffing and financial requirementsfor this program.
 

projec The third element of the communitywill be an information participation aspect of this, education and comunicationsprogram will be designed program.to motivate This
and provide additional fertile couples to practice family planningmotivational measures associated support to overcome certain inhibitingvith the practice itself. The program will makeaudio vi-ual aids of all kinds, use of 
in clinics and 

ranging from posters to slide setsschools. Seminars, workshops, for use 
as ex.sting communications informal gpt:eringsnet-orks as wellwithin the communitywomen', groups wil such as youth andbe employed.
theand hnalth centers themselves 

The use of folk media will be encouragedwill be used as they offer a capti±7e audiencefor motivational messages. 
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6. Other Activities
 

Feasibility studies will be conducted and a number of low-cost
innovations will be tested within the project area in order to develop a series
of health provider practices that stimulate attention to preventive measures,
concern 
with family planning and greater consumer acceptance of local health
care facilities. 
 Examples of these may include studies to determine use of
appropriate technology, (such as better weight scales or drug packaging),
campaigns to 
promote infant vaccination and immunization programs, neighborhood
clean-up campaigns, and more specific information programs on preventive

health, sanitation and nutrition education.
 

Proposals for these activities will be approved by the
 
Project Executive Board and concurred in by A.I.D.
 

C. TECHNICAL ASSISTANCE
 

The MOH will contract a U.S. firm to arrange for U.S. technical
assistance. 
The contractor will providetwoconsultant residents in Egypt, 
one
as a Technical Services Administrator, who will work with the Executive
Project Director to define U.S. consultant requirements and to 
secure short­time U.S. advisory services to the project in such areas as health sector
analysis, training, administration, planning etc. (See Annex I for anticipated
U.S. consultant requirements.) The contractor will also assist in preparing
time-phased action plans for the project. In consultation with the MOH and
the A & E contractor, he will assist in developing specifications for supplies
and equipment, preparing IFE's 
, selecting successful vendors, and monitoring
shipments and installation of commodities. Additionally, the contractor will
assist in the identification and placement of the participant trainees
managed through A.I.D.'s participant training program.
 

Certain consulting and advisory services will be procured from
Egyptian sources. 
These include an Egyptian organization to mount the
health sector assessment and advisors in other areas 
(See Annex I.) These
services will be procured directly by the Executive Director's staff, and
concurred in by USAID. 
No U.S. project funds will be used for Ministry of
Health or Cairo University project personnel.
 

D. PROCUREMENT OF COMMODITIES AND EQUIPMENT
 

All commodities and equipment funded under the project will be
procured in accord with A.I.D. procurement regulations and procedures.
 

It will be necessary for the MOH to procure certain local materials
and equipment directly from vendors rather than through the contractors.
procurement will 
be by the Executive Director's Project Office. 
Such
 

The U.S. technical assistance contractor will assist in preparing
and reviewing requirements for supplies and equipma.t for offshore procurement,
preparing IFB's, 
 selection of successful vendor, and monitoring of shipment

and installation of commodities.
 

E. LOGISTIC SUPPORT
 

Outside of the A & E contracts, which will be self-contained with
respect to logistic support, the U.S. technical assistance contractor will be
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provided office space by the MOH. 
However, when there are logistic problems
in the GOE offices that may adversely affect the performance of U.S. technicians/
consultants, the contract should provide financing for supplemental office space,
equipment, supplies, transportation and secretarial and other personnel. 

F. IMPLLENTATION SCHEDULE 

After signing the Grant Agreement, Egyptian Government efforts will
be directed first toward the establishment of the Executive Board, delineation
of its authority,and assignment of needed personnel to it and its subsidiary
units. The Executive Board will prepare the scope of work for the contracts
for long-term technical assistance, architecture and engineering, and the
health sector assessment.
 

Approximately seven months after the project is initiated, host
country contracts for all the major project architectural and engineering
and technical services will be signed. A preliminary action plan for thefirst two years' work will be prepared by the Executive Project Director
and staff within 6 months after project initiation; a training plan, job
descriptions, personnel requirements, the outreach program, the involvement
of traditional practitioners and dayas, supervisory development, delegation
of authority to nurses and auxiliaries, and possible innovative interventions
will be included. 
A time-phased action plan for these system modifications
will be developed and Egyptian and U.S. technical assistance inputs will be
related to them. 
This plan will be updated Zormally every six months over
the life of the project. 
It will begin to make use of information generated
in the sector assessment approximately 12 months after the assessment begins.
The plan will be reviewed by the Executive Committee and concurred in by

A.I.D.
 

The Cairo University Pediatric Hospital Complex and related Center
for Social and Preventive Medicine will be organized and functions and
authorities established 
soon after the Project Agreement is signed. Lines of
communication between it and the Ministry of Health will be opened, and early
efforts will be directed toward preparing training programs for pre-and post­graduate students based on data available on currently existing needs. 
 Full
involvement of the Center, however, will depend upon the completion of the
program intervention action plan that the Executive Director's staff and
technical assistance contractor will prepare.
 

Construction plans and A & E design for the MCH Clinics should be
available three months after the A &E firm receives notice to proceed. TheGOE will engage a conrractor for MCHC renovation and construction immediatelythereafter and begin procuring needed supplies and equipment. The MCH Clinicsshould all be renovated within ten months after the general construction 
contractor is selected.
 

Construction plans and A & E design for the GUHC's and the Pediatri-cHospital should be completed seven months after the A & E firm receives notice
to proceed. 
The A & E firm will prepare IFB's for construction which will beadvertised locally and a contract awarded on the basis of lowest responsive bid.
Equipment and supplies will be procured over a two-year period. 
All construction
and renovation activities should be completed approximately 45 months after the
Project Agreement is signed.
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TraInIng, supervisor7 development, testing of innovative interventons,the health outreach program, etc. will continue over the life of the projectafter the action plan is compleated. 
 Annex U contains a general iplamntation

schedule. 

ji 'I/
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V'II. EVALUATION PLAN
 

The ME and USAID jointly will conduct or contract for evaluation ofproject progress and final results mutually agreedas to support timely imple­
mentation and assurance of accomplishment of agreed objectives. In support

of this work, the Executive Director's Office will have sections devoted to

collection of statistics and to follow-up on evaluation recommendations. The
Executive Director's Office will be responsible for implementation of the

evaluation studies, and for developing the statistical collection process

in order to more effectively measure the effect of the project. Training

of personnel to carry out continuous evaluation and reporting procedures

are described in the training anex (Annex L). 

A. EVALUATION OBJECTIVES 

The objectives of evaluation in this project will be to:
 

1. Determine whether project objectives are being achieved.
 

2. Identify problem areas where project resources might be 
better utilized.
 

3. Measure experimental interventions for effectiveness so that
 
a determination can be made on whether or not to extend an 
intervention to the other areas of the project.
 

4. As appropriate, recommend measures designed see thatto 
implementation activities are supportive of project objectives.
 

B. EVALUATION SCHEDULE
 

Baseline data will be collected in the course of the health sector
 
assessment which will be carried out in the first two years of this project.

Personnel will be trained and procedures developed for maintaining the collection

of necessary data throughout the life of the project, and the system will be
institutionalized in the Miinistry of Health so that such collection and reporting

will continue. Assessment data will be made available for distribution to the 
GOE and to A.I.D.
 

Sources of data will include collection and analysis of utilization

statistics of the MCH Clinics, GUEC's and the outpatient department of Abou
El-Rish Pediatric Hospital. Other sources of information for evaluation will
include such items as surveys and interviews, which will be collected by sampling
methods from the population of beneficiaries and other concerned personnel.
 

The Project Executive Director and staff, with appropriate consultation,
will draft a full evaluation plan during the first six months of the project.
This plan will be reviewed and jointly approved by the MOE and USAID. 

The XOH, USAID and appropriate contractors will conduct an evaluation
annually to review project progress and problems in achieving input and output

level indicators and the process of evaluation.
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Major evAluation of project progress will be done at approximally

the 24th and the 48th mouth of the project and a terminal evaluation will be 
conducted three months prior to project completion.
 

In meeting the general evaluation objectives cited above, evaluation 
will 	include measurement of:
 

1. 	 wealth Status 

a. 	 Mortality rates, particularly of mothers and infants. 

b. 	Percentage of professionally attended births.
 

c. 	Maternal and infant anemia rates..
 

d. 	Utilization of infant and children's growth charts.
 

e. 
Inpatient and outpatient rates of rehydration visits.
 

f. 	Family planning prevalence.
 

g. 	Fertility rates.
 

h. 	Immunization rates.
 

2. 	Facility Performance
 

a. 	Facility utilization rates.
 

b. 	Referral rates.
 

c. 	Absenteeism rates.
 

d. 	Home -isiting measures.
 

e. 	Facility unit service delivery rates.
 

f. 	Measures of quality of statistical collection by facilities.
 

g. 	Measure of staff interchange between MOH and universit7
 
facilities.
 

3. 	Training
 

a. 	Training attendance rates.
 

b. 	Performance improvements.
 

c. 	Increase in practical teaching.
 

d. 	Increase in percentage of group discussions and seminars.
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4. Comunity Participation
 

a. Citizens' representatives participation rates.
 

b. Rapresentatives' influence in decision making.
 

c. Ability to respond to community needs.
 

d. Community program support (material/efforts).
 

5. Project Mana ement
 

a. Increase in rates of implementation.
 

b. Rate of flow of funds. 

c. Rate of delays in decision makina.
 

d. Quality and regularity of reporting.
 

e. Ability to respond in unplanned situations.
 

6. Cost Effectiveness
 

a. 
 Reduction in infant mortality rate per unit of expenditure.
 

b. Reduction in maternal mortality rate par unit of expenditure.
 

c. 
Facility unit service costs per unit of expenditure.
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VII. COVENANTS AND CONDITIONS PRECEDENT 

A. 	 CONDITIONS PRECEDENT 

The following conditions precedent to disbursement and covenants
 
'willbe included in the Grant Agreement.
 

1. 
Conditions Precedent to Initial Disbursement
 

Prior to any disbursement or to the issuance by A.I.D. of
documentation pursuant to which disbursement will be made, the Grantee shall,
except as the parties may agree otherwise in writing, furnish to A.I.D. in 
form and substance satisfactory to A.I.D.: 

a. 	 A statement the namesof and title with specimen signaturesof the person or persons who will act as the representatives of the Grantee. 

b. 	 Evidence of establishment of an implementation organization

acceptable to A.I.D. under the jurisdiction of the MOH, to include an Executive
Board, Executive Director and adequate staff for the implementation of the
 
project as described in the Project Paper.
 

c. Such other documentation as A.I.D. may require.
 

2. 	 Conditions Precedent to Disbursement for Architectural and
 
Engineering Services 

Prior to any disbursement or to the issuance by A.I.D. of

documentation pursuant 
to which disbursement will be made for architectural
 
and engineering design and supervisory services, the Grantee shall, except

as the parties may agree otherwise in writing; furnish to A.I.D. in'form
 
and substance satisfactory to A.I.D.:
 

a. 
Evidence of an executed contract for design and supervisory

services with architectural and engineering services contractors acceptable to
 
A.I.D.
 

b. EZridence of establishment of the Executive Council of the

Center for Social and Preventive Medicine with evidence that its authorities
 
and responsibilities 
are to be shared by the Ministry of Health and Cairo
 
University.
 

c. Such other documentation as A.I.D. may require.
 

3. 	Condition Precedent to Disbursement for the Center for
 
Social and Preventive Medicine
 

Prior to the disbursement or to the issuance by A.I.D. of

documentation pursuant to which disbursement will be made for training, staff
 
development or research, the Grantee shall, except as 
the parties may otherwise
 agree in writing, furnish to A.I.D. in form and substance satisfactory to A.I.D.
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a work plan prepared by the Center's Director and approved by the Executive
Project Director which will include a statement of health service functions,
job descriptions, schedule of education and training activities, and
description of research activities to be carried out.
 

4. Conditions Precedent to Disbursement for Construction
 

Prior to any disbursement or to the issuance by A.I.D. of
documentation pursuant to which disbursement will bt made for renovationor construction of a particular facility to be assisted under this project,
the Grantee shall, in each case of renovation or construction, except as 
the
parties may agree otherwise in writing, furnish to A.I.D. in form and
substance satisfactory to A.I.D.:
 

a. 
Evidence that Eyp tian budgetary resources have been
allocated for the ongoing operating costs of health facilities to be renovated
ot constructed before funds may be disbursed for construction activities.
 

b. 
Evidence of firm reservation of land for the site of any
new construction to be financed by the project.
 

c. 
Evidence of execution of construction contract(s)
with firm(s) acceptable to A.I.D. 

d. 
Evidence of engineering designs and adequate supervisory
services for the planned construction.
 

e. 
Such other documentation as A.I.D. may require.
 

B. COVENANTS
 

In addition to the standard covenants which will be includea inthe Grant Agreement, the following special covenants will be included in the

Grant Agreement.
 

1. Execution ofthe Project 

The Grantee shall:
 

a. 
Assure commitment by cooperating agencies with responsibility
to staff and operate facilities to be constructed as part of the project to
include in their future budget plans for the timely recruitment and funding
of staff and provision of other operating costs.
 

b. Carry out the project with due diligence and efficiency,and in conformity with sound engineering, construction, financial, administrativeand other professional practices.
 

Cause the project to be carried outc. in conformance withall the planb specifications, and with all modifications therein approved by
A.I.D. pursuant to the Agreement, including the provision, on a timely basis,of necessary local currency and in-kind support as 
specified in the Agreement

and its annexes. 
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d. Submit for A.I.D. approval prior to implementation, issuance
 or execution, all plans specifications, construction schedules, bid documents,

documents concerning solicitation of proposals relating to eligible items,
 
contracts, and all modifications to these documents.
 

e. Cooperate fully with A.I.D. to assure 
that the purpose of

the grant will be accomplished and the MOH and A.I.D. shall from time to
time, at the request of either party, exchange views through their representatives

with regard to 
the progress of the project, the performance of consultants,

contractors and suppliers engaged on the project, and matters relating to 
the project.
 

f. Furnish to A.I.D. within 180 days, or such other time 
as A I.D. 
may agree in writing, from the date of this Agreement, an implementation plan
in form and substance satisfactory to A.I.r,., to include a training plan for

in-country training and participant training, job descriptions for project

personnel, and a description of inaovations to be introduced for the management

and provision of services. 
The plan shall be updated every six months over
 
the life of the project.
 

g. Make provision for adequate administrative arrangements and 
local currency from funds other than those provided by the Grant for anx
incentive payments to be made to personnel of the Government of Egypt engaged

in project implementation.
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URBAN HEALTH DELIVERY SYSTRIS
 

Project Paper Amendment No. 1
 

The original Project Paper for this activity was authorized on 
November 15, 1978 and a Grant Agreement signed November 20, 1978. 
The Project is designed to improve delivery of urban health services 
particularly maternal and child health, family planning and nutrition 
services in three zones (Helwan, SouLh and West) of the Cairo Govern­
orate. The activity emphasizes community involvement, the use of home 
visitors, the delivery of health services in the neighborhoods where 
people live (outreach) and cooperation between the health services of 
Cairo University and the Ministry of Health. The project will demon­
strate an improved system of delivering basic health services in these 
urban zones of Cairo with the objective of replication by the MOT of 
successful elements to greater Cairo and other urban areas. Toward 
this end, the health sector assessment component of the project will 
provide data on greater Cairo following an initial assessment in the 
demonstration zones. 

One important thrust of the project is the renovation and equip­
ping of ncighborhood Maternal-Child Health Clinics (MCHC) whizh are
 
the base for outreach services and the initial health services contact
 
for the community. Of the 14 MCHC units in the 3 zones, 10 have been
 
selected for renovation.
 

This amendment proposes to expand the renovation and equipping of
 
MCHC units to 2 more zones (Ncrth and East) of the Cairo Governorate
 
including an additional 12 MCHC units. This will bring the total
 
number of MCHC units for renovation and equipping to 22. As anticipated
 
in the original PP, architectural and engineering services will be
 
performed by an Egyptian firm.
 

This proposed expansioa of MCHC units will speed up the replication
 
features of the Urban Health project activity by the Ministry of Health.
 
Given the vital role these units play in representing Ministry health
 
services at the primary level, USAID plans to expand MCHC unit renovatiot
 
to the entire Metropolitar Cairo area during the life of the project.
 
Funding implications of that second expansion will be reviewed following
 
the first year's experience.
 

The Ministry of Health has conducted an initial Architectural and
 
Engineering Survey to determine the status of the 12 additional MCHC
 
units to be renovated. A copy of this report is attached as Annex A.
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USAID anticipates that additional costs for renovating and
 
equipping these units can be accommodated within the funds avail­
able in the original Project Paper. Therefore, this PP amendment
 
requests authorization to permit expansion in geographical bound­
aries of the project and increase in the number of MCHC units to
 
be renovated and equipped. All other provisions of the original
 
PP remain the same.
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