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PIMJECT AUTHORIZATION
 

Name of Country: Arab Republic of Namle of Project: Child Survival 

Number of Project: 263-0203 

I. Pursuant to Section 531 of the Foreign Assistaoce Act of 1961, as amended
 
(the "Act"), I hereby authorize the Child Survival prboect (the "Project") for

the Arab Republic of Egypt ("Grantee") involving planned obligations not to 
exceed Seventy-Two Million, Nine Hundred and Forty-Two Thousand United States
 
Dollars ($72,942,000) in grant funds over six years from the date of
 
authorization, subject to the availability of funds in accordance with theA.1.D. OYB/allotmient process, to help in financingthe foreign-exchange and 
local-currency costs of god.; and services required for the Project. The 
estimated Life of Projoct i:, e.ight years from the date of initial obligation. 

2. The Project will consist of the provision of technical assistance,
training, cojiumditics and other support in furtherance of the Grantee s 
program to reduce morbidity and mortality in infants, children and women of

childbearing age. Project interventions will emphasize the areas of: (a)
 
innunization against major childhood diseases; (b) early and
diagnosis

treatment of acute respiratory infections; (c)child nutrition; and (d) child
 
spacing.
 

3. The Project will be subject to the following terms and conditions, 
together with such others as A.I.D. shall consider appropriate: 

a. Source arid Origin of Goods and Services
 

Goods financed by A.I.D. under the Project shall have their source arid 
origin in the Arab Republic of Egypt or in the United States, except 
as A.I.D. may otherwise agree in writing. Services financed by A.I.D. 
under the Project shall, except for ocean shipping, be of Egyptian or 
American nationality, except as A.I.D. may otherwise agree ir' 
writing. Ocean shipping financed by A.I.D. under the Project shall, 
except as A.I.D. may otherwise agree in writing, be financed on flag 
vessels of the United States. 

b. Conditions Precedent to Disbursement 

I) First Disbursement 

Prior to any disbursement or to the issuance by A.I.D. of any 
co mnitmeit docunents under the Agreement, the Grantee shall, except 
as the Parties may otherwise agree in writing, furnish to A.I.D.,
in satisfactory form and substance, a statement of the names and 
titles of the persons authorized to act as the representatives of
the Grantee, together with a specimen signature of each person 
specified in such statement. 
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2) Additional Disbursements for Oth~r Project Costs
 

Prior to disbursement or the issuance by A.I.D. of coruvnitliunt 
documents for any Project costs other for
than short-term
 
procurement assistance in the Project's early stage, the Granteewill, except as the parties ma' otherwise agree in writing, furnish 
in form and substance satisfactory to A.I.D.; 

(a) evidence of the establishment of a thjld Survival Steering

Committee with such defined authorities and responsibilities 
as are necessary for coordination of activitiesthe financed 
under the Project along with a st'atement of the names anrd 
affilitions of initial appointees to that Committee; and
 

(b) evidence of the establishment of a Project Secretariat which 
will function under the policy guidance of the Child Survival 
Steering Conrnittee with such' defined authoritie,,; aniid

responsibilities as are necessary to implement the Project
along with a statement of the functions and responsibilities
of the Secretariat 
 and the names of appointees to the
 
positions of Executive Director and unit chiefs.
 

3) Additional Disbursement for A..D. 
- Funded Contracts
 

Prior 	to any disbursement, or to the issuance of documents pursuant

to which disbursement will be nade, for goods or services to be 
funded by A.I.D. under the Grant, the Grantee shall, except as 
the

parties may otherwise agree writing, either: (a) furnish to A.I.D. 
in form and substance satisfactory to executedA.I.D., 	 contracts
for such procurements; or (b) agree with A.I.D. on documentation
permitting direct A.I.D. procurement of such goods and/or services.
 

c. Covenants
 

The Grant Agreement shall contain in substance, the following 
covenants by the Grantee:
 

1) 	 Annual Implementation Plans The Grantee agrees to develop and 
present for 	 and withconsultation agreement A.I.D., annually, a 
proposed implementation plan identifying how, over the comiigyear, the Project'u,; activities, prograin and training will It'
carried out on a nationwide basis and made available thLeU 
appropriate public and private organizations. 

2) 	 Staff. The Grantee agrees to provide adequate staff, to
 
implement necessary staff training and to 
effect necessary

actions to ensure that Project objectives are accomplished.
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3) 	 Incentive Payments. 'rie Parties gree that A.I.D. Grant funds may
riot be Used to pay incentive:3, i.e., payments above regular
salaries and al Iuw(inces paid to employees for the implementation of 
the Project. 

4) Pr ect Support. The Grantee agrees to provide adequate trainx;ort 
and other administrative suprrort to accomplish the objectives of 
the Project from local currency other' han that provided by the 
A.I.D. Grant. 

5) Maintenance. The Grantee agrees to provide adequate budget 
sup:xrt tor maintenance of equipment and vehicles for the Project. 

6. 	 Comudity SulppuL. The Grantee agrees Lo continue to provide those' 
vaccines, pharimceuticals, and other supplies now being provided by 
the Grantee through the Ministry of Health. 

Approved: "________ 

Frank B. Kimball 
Director
 
USAID/Egypt 

clearances: 	 AD)/IIRD)C: I3W .Lder, j 
H1UDC/I1: WVldham, (j // ) 
A-AD/FM: Hair, hd,._"j 
IIJPLI': ,dcoly, ( -

DI): A1hlandly, _ _/ 
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I. Summary and Recojiunendati.on (Executive Sumnary) 

A. Project Title: Child Survival
 

B. Project Nwnber: 263-0203
 

C. Grantee: The Government of Egypt (GOE) 

D. Coordinating Agency: Child Survival Steering Committee chaired by the 
Ministry of Health.
 

E. Implementing Agency: Ministry of Health. 

F. Amount: $ 72.942 milliot, 

G. Terms: Grant to the Government of Egypt
 

H. Lite ot Project: b years.
 

I. Goal anr Purpose:
 

The goal of this project is to improve the health of the Egyptian people.
 

The Project jurpose is to reauce morbidity and mortality in infants, 
children ana women ot childbearing age. 

J. Strategy and Description
 

The Child Survival Project is focused on four interventions that deal 
with the major causes of illnes:: and death of infants and young 
children: iuuliunization for six major childhood diseases, early
diagnosis and treatment of acute respiratory infections, child 
nutrition, ario child spacing. 

The CliU Survival Project emphasizes practical, cost-effective 
interventions which address childlood health problems and practical
field testing of interventions such as vaccines that prevent major 
childhood diseases. The interventions include a focus on improved and 
expanded services in the private sector through use of mass media to 
create deuand for preventive health services, training of private sector 
providers suchI as the daya and development of private sector products 
such as weaning food suppLements, disposaule syringes, or locally 
manufactured medical equipment. 

The Project presents a mechanisn through which the Governmient of Egypt 
(GOE) a'Id USAID can undertake a progrm to dramatically increase the 
charnces ot child survival in Egypt. The project builds upon the base of 
collaborative experience in the health sector which has been developed
Uy GOP, and USAID over d number of years. The program is designed to 
complement anid supp!.ement health activities wnich are already in place
and to augment and accelerate efforts to address recognized and 
interrelated needs and priorities. 

http:Recojiunendati.on
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I. Imunization (EPI)
 

The Expanded Immunization Program in coordination with UNICEF and WHO 
will undertake to reduce both intrant/child mortality and the 
incidence ot the six most serious, preventable childhood diseases 
through an expanded effective immunization program reaching newborns 
and pregnant women. An 80% coverage rate ot immunization for the six 
targeted diseases in the cohort of children born during the eight 
years of USAID assistance to the Expanded Program for Immunizatlon 
and a 60% coverage ot pregnant mothers with tetanus toxoid 
immunization during the same period is projected. 

2. Acute Respiratory Infections (ARI) 

The program to deal witt acute respiratory infections will improve

health services focusing on early diagnosis and treatment ot ARI. 
The services will initially be supported by an epidemiological 
assessment that will provide the data for the targeting of imre 
effective regimens for 1tine treatment and prevention of specific acute 
respiratory diseases. The best of existing knowledge for the 
diagnosis and treatment must be practiced throughout the extensive 
Egyptian health care system. 

3. Child Nutrition
 

The Child Nutrition Program will concentrate on improving tne 
knowledge, practices, availability, promotion and utilization of 
weaniing foods, in the weaninq age group (b-24 months); and improving
the diagnosis, treatment, monitoring and prevention ot iron 
deficiency anemia in the weaning age group and among pregnant and 
lactating mothers. Reductio;ns in child mortality and 'morbidity rates 
are expected from these interventions. 

4. Child Spacing
 

The Child Spacing Program will reduce neonatal mortality through 
improved maternal health care during pregnancy, delivery, and the 
postpartum period, and through the use of child spacing methods to 
prevent highl risk births. The improvement of neonatal health will 
also impact positively on the effectiveness of other Child Survival 
interventions in later infancy and young childhood.
 

K. Project Implementation
 

The Child Survival Project interventions will be implemented through
both the public and private sectors in highly focused vertical programs 
that emphasize prevention anid can be delivered by primary care personnel 
in both sectors. These interventions will be supported by mass m,.dia
public education programs which emphasize the use of preventive services 
for Child Survival. 
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The project will be implemented under the policy ouidance of the Child 
Survival Steeriig Commfilittee cida.lred oy the Min.Lstry of Health. A 
secretariat will be estdblished to assist the committee in coordinating 
tile management of all p.roject activities. Technical assistance and 
training activities for the project components will be planned and 
administered to maxiinize complementarity ana efficiency of project 
interventions. 

The project provides selective assistance to the secretariat through 
full time arnd short term US technicianis with specialized skills that can 
aid Moll project personnel in expediting the implementation of the Child 
Survival interventions. This technical assistance has been requested by
the 1I011 in the prjrain descriptions prepared for the project paper and 
in di.;CLussions with the MOH First Undersecretary and Program Directors. 

The preced!nt- ot tle CDD project shows both the adrninistrative/manage
ria[ approtch required for success and the role ot US specialists can 
and must play to maximize the efficacy of the combined Egyptian 11-q. 
inputs. 

Succus:i.ul interventli-ons by the Child Survival Secretariat, which can be 
accoMpltsfed efticienltly and quickly, are the key to tile sucess of the 
project. The technical assistance in training, program design and 
evaluatlon, arid clinical areas supplements the expertise now available 
in Egypt, and will expedite the HOH's efforts. Long term and short terin 
training plan I:or the project will strengthen the MOH's expertise in 
JIviyagellent of ch~ild survival interventions and nenate tihe need for 
tecJhical Issistalcetilei future. 

''echnicail assistce alld trmining ar( crucLal USAID contributions to the 
project. Without themi tile project can riot accomplish it's objectives. 
The s-c[etdridt w.-l be trying to do a job without tie required support
th, .1/JI miiust hiave to accomplishi the tasks that will save the lives of 
tiousadds ut i.gypticin children over the next decade. 

L. RJecoiuIeidat ion! 

Bucause the prject directly acnd positively supports the development
obj:ctv(s of both the GOB anu AID and is technically feasible, it is 
recoimiended that a dolar granLt in the amount of $72.942 million be 
dItI O.'LZe2d with an iliLtial FY 85 obligation of $3 million. 

II. ProjeLt 16atLIOnale and Dxe!scription 

A. Backgruund and Rationale 

There are appcuxiiuLtuly 7 million children under 5 years of age in Egypt
who aiccount tort5 o1 the total population. Each year there are 1.8 
mIl.Jlion birthrs and l/4,UUJ of these infants will die before their first 
birthday. Anotner 9o,UOU ciildreni will die before age 5, with most of 
these deaths occ Jring before tn-ree years or age.
 

http:Succus:i.ul
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Deaths in infants and children under age five account for 50% of the total 
deaths occurring in Egypt each year. The causes of morbidity arid mortality in
 
the under fives are well established. The high incidence of coilununicable
 
childhood diseases, diarrhea and acute respiratory infections is compounded by
 
high birth rates with short birth intervals, poor care during delivery and tile
 
first few weeks of I.fte, and malnutrition Uecause of pour weaning practices
 
and iron deticiency anemia.
 

Maternal mortality is a leading cause of death of women of reproductive age in
 
Egypt. This mortality is related to pour care during pregnancy and delivery,
 
inadequate spacing of pregnaicies anid excess fertility. All of these
 
conditions also directly altect child health anid survival. An attack on the
 
causes of child survival must also include attention to the health of the
 
mother.
 

Egypt's Infant Mortality Rate (infants twelve months and under) was reported
 
to be 96.7/1000 live births in 1984. This is a drop from 151.0/1000 in 1964,
 
but still very high when compared to 16.7 for Cyprus, 31.8 for Kuwait and 38.7
 
for Lebanon, countries with similar levels of developiment and investment in
 
health infrastructure. Equally distressing is the extremely high child
 
mortality rate of 15 per 10U in children I through 4 years of age. As noted
 
above, deaths in these two age groups account for 50% of deaths in Egypt, an
 
unacceptably high rate for a country withi suchi a high level of development .
 

Egypt has one of the most extensive health infrastructures in the developing
 
world. Health facilities are well staffed with physicians and easily
 
accessible to the bulk of the population. Ninety five percent of the
 
population lives within 3 kilometers of a well staffed health facility.
 
Obviously this system has helped to reduce the Infant Mortality Rate.
 
However, it has the capacity to make a much more significant impact on infant 
cuid child mortality than is now being demonstrated. 

This lack of impact is attributable to a number of factors. Medical education
 
in Egypt remains curative oriented, arid, while this emphasis is beginning to
 
change mainly through the inputs provided by A.I.D. in the Suez Area Medical
 
Education and Health Services Development Project (263-0136), imost young
 
physicians enter service without adequate knowledge of public health and
 
preventive medicine. The new physicians are also frequently unskilled in
 
treating comon pediatric problems and in providing maternal care because
 
crowded ccnditions in medical schools limit clinical experiences. Other
 
factors contributing to poor performance of the system are tne low salaries ot
 
the ROH personnel, (with the system unable to reward excellence or discipline
 
poor performance), poor supervision, inadequate training, and a civil service
 
used primarily as a social security mechanism.
 

These conditions erode public contidence in Ministry of Health (MOH) services.
 
Consequently, health facilities are underutilized in many areas, as Egyptians
 
prefer to use their limited resources for private curative care and are not
 
aware of the benefits of preventive care. This creates a situatLon in which
 
there is no strong public demand Lor [IOH curative or preventive services ,and
 
WOH practitioners are not miiotiv.ated to provde more effective services.
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Health education to promote preventive services also beenhas not emphasized 
as a meatns to reach the public. 

M01l servicus are particularly underutilized for prenatal care, delivery, andpostpdrtuii services. For cultural reasons Egyptian women prefer to theuse
traditional birth atLendant, or daya, for homne deliveries. Over 80% of allbLrths .n Egypt are attended by dayas, many of whom are untrained. Much of
the iaternal arid newborn mortality arid morbidity is attributable to unsafedaya practices and tdilure to reter complicated deliveries to the health 
system. 

While the Mo attempts to provide supervision during andpregnancy delivery,
many women have no long term contact with the health facility during theirpregnancy. These sporadic contacts do not encourage a continuity of servicesthat could significantly impact on miaternal/child 'iortality such as prenataltetanus '1iuluni1zations, identification of complications of pregnancy, timelyinitiatiol ot wfanit immunization programs, dnd child spacing. 

Althougl t:1e proble-; facing Egypt's healtn sector in the childarea of 

:iurvival lre numerous, 
 USAID has gained conftidence through inplementingeXisttW(g projucts ourthat they are correctable and that tne proposed ChildSurvival Project nas a higLh probability ot success. RuralThe Hea.Lth(26J-001b) and Uruan HfealtI (263-0065) projects been thesehave addressingprouleis through iuVrovemient of the delivery of health services and instress.ig Lhe Lmportarice or public health activities (vs. curative care) inimprovLtig nea.tl status. Hany ot tue inniovations developed oy these projectshave gaiLed wide acceptance by the government health services. Our projectwLth the Flaculty O fie:dicine o1 the Suez Canial University (263-0136) issucc s':s! ILy developing a comunity pfiysician trained to deal with therea~ltl5 ol: igypt and primtry health care. The Control of Diarrheal DiseasesProject (2b3-U137) has dewiloltrateda Egypt's withconcern cnild survival

progrctmi an siiown vujor cand that be generated in the
A tlne enthusiasmi can 


health secto: )y suci progrJalls.
 

Dep.te the [act that i.llrovellksit in the de-livery of primary nealth careservice s is urgenitly n;edd ud deserves the project assistance being providedby ALI), the probability o1 tLhese projects having an early impact on Egypt'suriacce1-l.ufaly high intant ard child mortality rates is not great; the
inlproveruent uo serviCes 
 delivery will have its impa(c.t much further down theroad. in thLe Coitrol of Didrrneal Diseases (CDD) Progra , the sim;ple intervention oL ur. rtAJydration, delivered through tle primary health care system ofthe hh, the university hospitals, and the private sector is having an iifunediate impl.ict on the chila mortality rate. The CDD Project will end in19b7.,'ur-tler activitles inichil.dhood didrrheal disease control will be carriedout either through an aiiferidu rxnt to the present CDD project or to the Child 
Survival Prulect. 

The ChilO S'2rvival Project wil tocus on tour additional interventions thatwiLl. address the major causes of illness arid death of in-ants and youg
cildren: iuIoLucikztion Lor six major childhood diseases, early diagnosis aridtreatmuit ot a:cute respiratory infections, child nutrition, and child , Again, the ratiorale for moving ahead with these specific 

http:stress.ig
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interventions is pragmatic; Egypt cannot 
afford to wait for the general

improvement of the delivery of health services in the face of such high infant
 
and child morbidity and mortailty rates and must address the four 
areas on a

vertical basis. This 
 decision is dictated not only by humanitarian
 
considerations but also by the desperate problem of population growth and the

huge economic burden of children (and their mothers) disabled and
 
intellectually impaired by preventable easily
or treated childhood illness,

malnutrition ard unregulated 
 fertility. These interventions will be

implemented through both the public and private sectors in highly focused
 
vertical programs emphasizing preventive health care. 

The programs included in the Child Survival Project were developed in close
collaboration with the senior leadership of the Ministry Health. Each 
component of the Project has been specifically requested by the Ministry andextensive written contributions to the project design were made by a panel of 
the top managers of the Ministry. The chairman of this panel is the First 
Undersecretary of the Ministry. 

The Child Survival Project emphasizes practical, cost-effective interventions 
wh.ich address childhood health problems and practical field testing of
 
interventions sucn as vaccines 
that prevent major childhood diseases. The
interventions include a focus on improved and expanded services in the private
sector through use of nmss media to create demand for preventive health
services, training of private sector providers such as the daya and 
development of private sector products such as weaning food suplements,
disposable syringes, or locally mnutactured m:iedical equipment.
 

The Project presents a mechanism through which the Government of Egypt (GOE)
and USAID can undertake a prograiii to dramatically increase the chances of 
child survival in Egypt. The builds the base ofproject upon collaborative
experience in the health sector which has been developed by the GE and USAID 
over a number of years. The program is de igned to complement and supplement
health activities which are already in place and to augment and accelerate 
efforts to address recognized and interrelated needs and priorities. 

In the description which follows, it is important to recognize that not all
 
elements of the program will be supported by USAID alone. The GOE is being

assisted by a variety of bilateral and multilateral donors, including a number
 
of other programs of the U.S. Government. Active collaboration with UNICEF,

WHO and bilateral donors has been sought during the design of the project and

encouraged by the Ministry of Health. 
 Every effort will be made to continue
 
this collaboration throughout the implementation of the project so that our
 
various inputs will complement each other, not compete or displace long term
 
commitments, particularily in the case of WHO and UNICEF.
 

B. Relationship to CDSS and GOE's Develo~nent Plan 

The FY 1986 CDSS Health and Nutrition Sector Statement focuses USAID's
 
strategy on three major activities: child survival interventions,

cost-effective investment in health services that emphasize cost recovery

and biomedical/operations research on major health problems of Egyptian
children and their Imothers. The Child Survival Project #mphasizes 
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practical, cost-etfective interventions which adoress childhood 
 health 
problems and practical operations research and field testing of 
interventions such as vaccines that prevent major childhood diseases. The 
interventions include a focus on improved and expanded services in the 
private sector through use of mass med3.a to create demand for preventive
nealth services, training of private sector providers such as the daya and 
development ot private sector products such as weaning food supplements,
disposable syringes, or locally manufactured medical equipment.
 

In the current Five Year Health Plan, the Government of Egypt has strongly
emphasized the importance ot preventive health programs. It has clearly
stated it's intention to inure aggressively implement programs in diarrheal 
disease control, iniriuni zation and other interventions that condbat Major
childhood dtse-WeS. 'lah- programs inc.uded in the Child Survival Project 
were developed ii close col.laboraion wiz!., the senior leadership of the
Ministry ot Hfealtn. Eacih component of tile Project has t)eeri specifically 
requested by tWe Ministry and extensive written contributions to the project
design were [ade uy a pLnel o: the top :mnagers ot the Ministry. The 
chairman or this panel is the First Undersecretary of the Ministry. 

C. Goal anid Purtpose 

The goal (A this project is to improve tne health of the Egyptian people. 

'Ine Project purpose LS to reduce moridity and mortality in infants, 
children and women ot ciiIldbear ing age. 

D. General Proucut Dscripti Ion 

'Tne CiiLd Survivdl Projct LS focused on four interveations that deal with 
the mijor (IUS UL 11.111nss and dth of: infants and young children: 
iiiunucizatiuri tur six major cil J.dhood diseases, early diagnosis and treatment 
ot acute j p.iratury iluiecLiotls, child nlutrittion, and child_acnp. 

'These illtervcntions w1i bI.eimiplemunted through both the public and private
sectors ii highl y locus-;d vertical p ograiS t!at emphai-;ze prevention and 
can be duliVece] by [r iikiry care personeitl in both sectors. 

The Cin .10 SurvivalI Pro ject eMphS xizes practi..cal, cost-effective 
interver t tBii W.l] aclIJre:.s ch.J.(ihood iieolth problesl ano practical fie.d 
testi. i o: LIt.eWVUei ll 1t01S SuCh as vacc i:5us tha!t prevent mak. jor childhoWxlQ 
diseases's. 'the i.nt:Urvelniti.oiis .ncu.i e .a Locus on improved anid expanded
services iii tile priVdte sector through us' of mass media to create demand 
for prevelili.C healkth survices, tra tliLIg ot private sector providers such as
the dayA cuv( devel pHiit ot private sector, products SLICh as weaning food 
SopplAIm u:I, d pos l Syt .. ge, or oca tly mranudCtUred medical equipment. 

'Lhue Pru joeL ,-t, ; rop.ren1s15 laKli gi wiot Lh 'Cover of Egypth Gcii'th nmnt- (CUE) 
anid U;J.;AII cal i uoliertak, pojrnlc dticalI . of[:O lran y c tne chances 

chIId survtvol In EgypL. I,0 PLWO ect [JU L tuon l of
y tihe oft: co.llalorative 
eXperince LII Li I! neal th c:inLur WiCii ho been developed oy GoE acid USAID 
over d iii ii.)'-r o01 years. 'ITu program is de.-n.gried to comple,.en t and 



supplement health activities whicn are already in place and to augment andaccelerate efforts addressto recognized and interrelated needs and 
priorities. 

I. Immunization (EPI)
 

The Expanded Immunization Program in coordination with UNICEF and WHO willundertake to reduce both infant/child mortality and the incidence of the
six most serious, preventable ciildhood diseases anthrough expanded
effective iilmunization program reaching newborns and pregnant women. An80% coverage rate of immunization for the six targeted diseases in thecohort of children born during the eight years ot USAID assistaice to the
Expanded Program for Imnunization and a 60% coverage ot pregnant mothers 
with tetanus toxoid iinunization during the sane period is projected. 

2. Acute Respiratory Infections (ARI)
 

The program to deal with acute respiratory infections will improve health
services focusing oni early diagnosis and treatment of XRI. The services
will initially be supported by special epidemiological surveys to providethe data for the targeting ot more effective regimens for the treatment 
and prevention of specific acute 
respiratory diseases. The best of
existing knowledge for the diagnosis and treatment must be practiced
throughout thie extensive Egyptiat, health care system. 

3. Child Nutrition
 

The Child Nutrition Program will concentrate on improving the knowledge,
practices, availability and utilization of weaning foods in the weaning
age group (6-24 months); and improving the diagnosis, treatment monitoringand prevention of iron deficiency anemia in the weaning age group and 
among pregnant and lactating mothers. This will result in a measurable 
impact decreasing child mortality and morbidity.
 

4. Child SacinQ
 

The Child Spacing Program will reduce neonatal mortality through improved
maternal 
health care during pregnancy, delivery, and the postpartum

period, and through the use of child spacing methods to prevent high risk
births. The reductiL] of neonatal mortality will also impact positively
on the effectiveness 
of other Child Survival interventions in later
 
infancy and young childhood. 

E. Outputs and Inputs
 

While specific outputs are difficult to predict because of 
common critical

needs and the assessment of existing in-country programs/institutions willtake place during the first twelve to eighteeni months of the project, the 
following outputs are likely:
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I. Outputs
 

a. 	An expanded, improved, and utilized national immunization system
 
providing full coverage of the 6 mandatory vaccines to 80% of the 
children under five and a 60% coverage of tetanus toxoid immunizations 
for pregnant women. 

L. 	 Improved prevention diagnosis and treatment of acute respiratory 
illnesses in children under five througl training of health personnel. 

c. 	 An expanded child nutrition program which addresses malnutrition 
related to weaning and anemia through national nutrition education 
programs, deveiopment of a weaning food suplement, and programs for 
anemia detection and treatment. 

d. An expanded and improved MOH childbirth care program reaching 60% of 
all pregnant woni-n ; and an expanded and improved child spacing program
reaching 50% of married women of reproductive age. 

2. 	 inputs 

a. USAID
 
USAID will fund the U.S. dollar and Egyptian pounds costs of:
 

I) Technical assistdlce 
(a) 20 person years of long-term US technical assistance. The 
relative distribution ot the use of long-term technical assistance 
imrty vary depending upon the size, timing and nature of project 
activities.
 
(U) 5. work months of short-term US technical assistance the bulk of 
which will be used between years 2-5. 

2) 	 'Training 
Training of two types: Off-shore training to up-grade Egyptian staff 
and to repldce technical assistance ; and short-term training 
in-country). 

3) 	CoImuN1itie:s iicessary to meet the progrmn requirements of each 
individual component both from the U.S. and Egypt. 

4) 	 Funds will be provided for renovation of the offices and 
laboratories ot the central Nutrition Institute. 

The project will also supply otler funds when necessary to permit
adequdte support for project activities, including special studies, 
surveys, and baseline data collections. 



b. Government of Egypt
 

The GOE will provide the following contributions:
 

1) Office space sufficient tor assuring appropriate working conditions 
for boLn project and GOE staff assigned to tasks in the Child 
Survival Project Secretariat. 

2) Appropriate counterparts and support staff ; administrative, profes
sional and secretarial. At least one counterpart for each outside 
technician will be appointed.
 

3) Incentive payments, transport, and maintenence required for project 
implementation.
 

4) Policy guidance througn a Child Survival Steering Committee. 

5) Data necessary to entiance the programs will be provided to the 
project by the appropriate GOE agencies.
 

III. SUB-PROJECT ACT'IVITY DESCRIPTIONS 

A. IMMUNIZATION 

i. Problem Description 

A recent WHO Evaluation describes the problems within the Egyptian
immunization program. It points out that although immunizations have been
available and widely accepted for many years, Egypt still suffers from a high
incidence of childhood 
diseases which could be prevented by an eftective
 
immunization program.
 

The number of officially reported cases 
of paralytic poliomyelitis, for
example, reflect a small, unknown and often varying proportion of the true 
incidence. However, it is widely acknowledged that polio is a major public

health problem which, according to epidemiological data, has an inverse

correlation of attack rates to socio-economic status and an unusually high
incidence among infants (16 to 25 percent of cases were under 9 months of age).
 

Tetanus contributes to Egypt's high neonatal mortality rate with 6,000 cases
reported annually. However, it appears to be heavily under-reported, with the
actual number estimated to be many times due to thehigher failure of parents
to report tetanus deaths of newborns. The disease is one of the five leading
causes of death in infants accounting for 10% of reported neonatal deaths. 

In the US and other Western countries, measles is a relatively mild disease
which has been controlled by effective immunization programs. However, it is a killer disease in most ot the developing world and accounts for a large
portion of the deaths from diarrhea and acute respiratory infections, which
follow as sequela of this highly infectious viral disease. While measles has
 
not been been perceived as devastating to the children of Egypt it has toas 
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the children of Black Africa and other parts of the developing world, a team
from the Institute of Medicine (US Academy of Sciences) found in 1979
measles was responsible for nedrly two-thirds 

that 
of the deaths in Egypt due to

infectious and parasitic diseases of children in the one to four year age 
group. 

Diphtheria and pertussis (whooping cough) are also serious childhood diseases
that contribute significantly to the morbidity and mortality of Egyptianchildren and require mandatory imnunizations. BCG for the prevention oftuberculosis is also required and is generaily given immediately after the 
birth of the child. 

Egypt hias a high prevalence of hepatitis. Poor sanitation accounts for theHepatitis A, with iore than 80% of the population having had the disease. In
tne case ot the imre serious Hepatitis B, unsterile injection technique
accounts for a large portion of the extremely high incidence of the disease.44% of the population are eitler carriers or have had the disease. It is a
sad irony that parents bring their children to the clinic for life saving
inmiunizations and are exposed to this dangerous disease because the healthworker is poorly trained, inadequately supervised and lacks the disposable
syringes that can etfectively break the chain of infection. 

Lggypt has made a sincere eftort to develop an effective expanded immunization
progrl (EPI). rhe MOH has cooperated extensively with WHO and UNICEF in thedevelopmenmt ot its programim. Irmunizations are given in each of the 3000 MOH
health facilities delivering primary care, in each of the nine universityhospital centers, and a number ot other public and private sector
institutions. Desj:'tLe this effort, the recent WHO Evaluation demonstratedthat only 30% of intants nationwide had received all of the mandatory
imuitunizations for tne six most serious, preventable childhood diseases

(measles, whooping cough, tuberculosis, diphteria, polio, and tetanus). Just
 
as disturbing was the nuin that many of the children listed as hi'ving been
iimunized had received none arid that 
 many who had been immunized had
contracted one of tie diseases, indicating a possible breakdown of the cold
cha.Ln, uliroper iiaiunization technique, or defective vaccines. Mothers failed
to bring their children to the clinics fcr iifiunization or just as comnonly

failed to return, for the required second and third innoculations, usually

claiming tLht they had not been informed of the need. There was clearindicatLon thaIt the clienf)t information system, both on a mass media basis and 
at the clinic level, is deficient. Audit of the of doses ofnumber vaccineprovided by UNICEF and the number repworted used by the clinics often varied
greatly in either directlon, i.ndicating poor management at all levels, (notmalfeasanc since, tor one reason, the blackmarket for vaccines in Egypt is
practically non-existent). 

The tinirvh 1; o the WHo lvaluation and the observations of many experts
tamiliar with tl proyram confirm urgent fore all the need ilnprovement of the
imnagementi wid supervisury systems of tne Ministry's iimnunization program.
The-2re is also (in urgent umeed to develop an improved surveillance and health 
inforikltiol systellm so that the performance of the system can be better
monitored and leanirigtlul iiununization targets be to withcan set deal diseases 
which ore prevalent and thireatening. 
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The WHO Evaluation found that, overall, the cold chain was in pretty good
shape. However, they found that 7% of the refrigerators were broken, a number 
of thermometers were missing and some other components of the cold chain 
needed replacement. The status of the equipment showed an improvement over 
the survey taken in 1980 but the lack of maintenance was evident. UNICEF has 
contributed an iiqpressive amount of cold chain equipment, providing over 20% 
of the Ministry's total EPI equipment requirements in the five year period
between 1979 and 1984. UNICEF is comiitted to continuing support of the 
Ministry's cold chain equipment needs and now plans to replace 20% of the EPI 
cold chain equipment each year for an unspecified period of time. This should 
be adequate for the support of the proposed expanded iimunizationi program and 
the Ministry h:s not asied for AID support of ttie clinic level cold chain 
equipment. There is a need to upgrade the distribution equipment and the 
Ministry has asked AID to supply retigerator trucks.
 

Another major problem is the production of sufficient quantities ot potent
vaccine with adequate quality control, packaging, arid cold room storage. The 
Egyptian Organization for Biological arid Vaccine Production (VACSEimA) is the 
only resource incountry for the production, packing, central storage and 
distribution of vaccines. Most ot the vaccines needed for the iriuiunization 
for the six childhood diseases selected for the expanded ilnunization program 
are contributea in oulk by UNICEF and are packaged by VACSERA. This is a
short term solution and the need for Egypt to produce its own vaccines is 
pressing, particularly since the production of vaccines by interr3tionai 
private sector companies 
chiefly because of medical 
into vaccine production is 

is rapidly drying up for lack of 
liability. In the US, the entry of 
being considered and may well become 

prof,,tability, 
the government 
a necessity in 

the near future. 

The Dutch Government has contributed equipment and technical assistance for 
the production of DP£ (diphtheria-pertussis-tetanus) vaccine and Egypt's
 
requirements for this product will soon be supplied by V'CSERA. This will 
meet one of the requirements to make Egypt independent. of international 
sources for vaccines. There is sti.l the need for VACSERA to produce its owni 
measles arid polio vaccines and to improve the quality of its 13CG vaccine 
(antituberculosis). Also, there are still serious problems with quality
control, management, and cold storage of the vaccines. Currently tne Cdnadian 
Government is funding an indepth study by Connaught Laboratories, Inc. and 
Sotech, Inc. to determine what is required to upgrade VACSERA to a first class 
vaccine and biologic production center. This stucy will be completed in 
October and it is hoped that Canada will follow through with the support 
needed to implement the recommendations of the study. Due to the essential 
role VACSERA plays in Egypt's in-uilunizati, n program, USAID should bce prepared 
to amend this Project contribute the support to improve the quality control 
and management of the current operation if Canadian or other donor assistance 
fails to nmterialize.
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2. Sub-Project Description
 

The overadt purpose o." the Expanded Imiunization Program as a subproject 
activity ot the Child Survival Project is to reduce both infant/child 
morality ald the incidence of the six most serious, preventable childhood 
di:3oises through an expanded, effective iiuuiunization program reaching newborns 
and pregnint womien. As an output of this project, we anticipate a 80% 
covurage rdte o ii[iunization tor the six targeted diseases in the cohort of 
children borni during the eight yedrs of USAID assistance through this project
arid a 60U% coverage ot prtgnant mothers with tetanus toxoid ii[Hnunization during 
tile :,ile period. This is a very amrbitious target since it takes a high degree
of likiliagelleet to get U0% ot the children of the country into the clinics for 
[our separatie series ot ilunizations, two o" which each require three 
V(ICt[lIaIollS a monto apart. Ihe expansion ot effort and iimass media campaign 
tildl w ilt be iounted by the Project are essential to [feeting this target. 

As lioLed in tile )robhtmi DescrLption, there are a number of areas of the 
ijiviiunizatoijn progrm wich require improveient. The need for improved 
.ImadyenIIlnt anid supervision is a major requirement and central to the
 
achi.evemenmt ot tne programs objectives. USAID will make the upgrading ofilkrnagelllent and supervision systems a principal concern of its assistance. 

iNatiow[l limIunization proyramst demand comprehensive and detailed management,
perhaps more than any other health activity. Even the management of complex 
Westerii medlical cunturs which draw extensively on sophicticated management 
tools (Jo not pr(es-Lent tLhe diticulties that are encountered in the "people 
[llteml.[Ve" [iIIIImizdtLUI prograis of the developing world. The proper vaccine 

must 1,, pro(uced witn caretul (uality control to ensure its potency and 
(istrLl)u ed througml a carutu.A'y maintained cold chain so that potency is 
r:,.i i,aid. Reliabie sfturgJe aL tie proper temperatures must be insured all the 
way (dowi ti. (:cha,! t ain iilcludili(r the user level. The required equipment 
JIu:M;t e)(IVAi [a[[b. wvIl 4f,'tI uldnIaied at the clinic level. The health worker 
mlU:ut 12 ta d U A) iniuunization technique skillfully and withtperULll :QLAci L: 
;enitivity. The m11other sluld be attracted to this service for her child, 
not tr:aummtized hy tLhe uxperience. Precise scheduling is required to have the 
hie!alth perSonnmte1[i plaCe at the proper time with the prerequisite vaccines 
aid uuiplilent, ill orde r to mesh with the promotional activities that inform 
tLh muituoter of tile lied oA specilic imliuilizations, and of the time and place to 
-r Llg her c1i Ltd [or tle servicej. 

USAJ I) wi ll provide theL techmicaL assistance to assist the mallagers of the EPI 
pcogrum to develop ald LnstLtutionalLze the management procedures all through
the systilt?. tils wilt entail advising top management on the development of 
b+-tter projralml plaining and allocation of resources, developing procedures, 
ll~kinaiU ,ld trdlilmg [or L)tter lilanagement of the entire cold chain, and 

illprov Li(j tiLie Ll miayjellmnt intorimntion syste so that pro[3(r am unts and 
type:; ot vdccuie's can le dL:;tributed ol a timely anid efficient bisis. Through
tle US Lumlided prLmei cunractor, USA[D will provide the long and short term 
teciimcal consultdits, botl US aijd Egyptian, required to advise on the 
lllprovvlmjiiLt o1 tile illlaAgyemunt ot the EPI service. 
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An effective surveillance system will be developed so that the progrdil can 
measure the incidence and distribution of colununicable diseases, determine the 
coverage being attained and feed back information t:or better target setting by
the EPI program and better planning for health services ini general. This 
system will be bAsed upon the model developed by the MOH Department of Health
Statistics and Evaluation and che US National Center .or Health Sttistics as 
a PL-48U funded project under the Joint Working Group for Heatth Cooperation
agreement between the GOE and the Department Health & HumanUS ot Services. 
This health information and disease surveillance system has been under test inIsmailia Governorate since 1981. The system has been designed to develop
timely and policy-relevant data in priority program areas, chiefly focused
infant, 

on
child and maternal mortality, immunizations and uk jor disease 

reporting. In the test governorate, health unit arid district headquarters
staff have been trained to operate a statistical and surveillance systemwhich, with the aid ot micro-computers, provides detdiled ddtd in major 
program areas on a timely basis Arind ts particulartly well suited to obtain
data relevant to EPI program management and evaluation. The program u:ses
existing personnel arid facilities so that the addition of. microcomputurs cuid
softwear at the district and governiorate levels arid training ire the only 
added expense. 

In the first year of the Project, this health ntormation :system will be
introduced to four additional governorates and then phased in over th next 
five year period to the remaining governorates. Technical assistance will oeprovided as required for the fiLe ot the project. '[he US [tunded prime
contractor will be responsible for providing the US and Egyptian specialiststhat will provide the required technical assistance for the deveopmernt o1 the 
information aria system Egyp]t.surverilance throughout Equipment: computers,software, and other commodities will be supplied by USAID through the prime 
contractor as appropriate.
 

Early in the implementation of the project, a series ot sample surveys will be
carried out to establish baseline data for program evaluation. Later, most of 
the data will be produced by the expanded surveillance system which will feed

back information incidence vital
on disease and statistics on a cuntilnuous 
basis. Periodically, however, sample surveys will ye performed t() check on
the reliability of the surveillance system as it expands countrywide. Also, 
 a
 
series of studies arid evaluations 
 will be carried out to determine the
protection given by BCG, the antituberculusis vaccine arid to evaluate :the 
potency and effectiveness ot the six EPI vaccines ard to field test newvaccines when available that attack Egypt specitic childhood prob[emr dis;eases 
such as acute respiratory infectionis, etc. 

In comination with the surveillance system will be the developmnt ,ono1

epidemiologic investigation service (EIS), a small number of well trtied
epidemiologists that can investigate disease outbreaks arid possible
epidemics. The CenterUS for Disease Control has specLalized in thedevelopment of EIS units tnroughout tn developing world and has otered totrain arid supervise the establishment of such a uit for Lgypt under d IASA 
arrangement witn AID. 
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Traininy of the managers and working personnel of the EPI program will be the 
major task in developing better management capacity in the EPI program. Close 
coordilation and collaboration with WHO and UNICEF will be maintained 
throughout and as much collaoration as is possible will be developed in this
 
area. WHO has developed considerable experience in the training requirements 
for expanded programs of imnunization around the world and has trained many of 
tie Ministry's seuor and inid level personnel. The Project will use the 
training guidelines and materials developed by WHO and the US Centers for 
Disease Control to greatest extent possible. WHO will continue to provide
 
short term training for senior level EPI personnel through, for example, 
Lunding attendance at conterences. However, WHO will not be able to provide 
the magnitude of tecnnical assistance in this area that it will be possible
 
tor USAID to contribute through this project. Training of trainers and the 
upgrdoilrg u1 Governorate training centers for ongoing inservice training of
 
physicians and clinic personnel wll be undertaken in the first and second
 
years o the project. Also assistance to these centers in the form of
 
contilnued technical dssistance, training, required books and instructional
 
equipment will ue contributed by AID throughout the life of the Project. An
 
important output of the Project will be the strengthening of these training
 
center. so that they will be able to operate independently from AID support
 
atter our d'ssiStace terminates.
 

Improving the currLculum and the quality of the training given newly graduated
doctors assigned to the rural areas each year offers a unique chance to 
iritluence tlheir performance before bad habits become deeply ingrained. The 
newly assigned physician is given a two month orientation course at the 
district level in preventive health and MOH procedures. The training is 
given by the locally assigned Ministry of Health physicians. However, they 
have little education in training methodology or concepts and are poorly 
supported by tralnrLg aids and manuals. While the management of the EPI 
program would be Leatured prominently, other components of the Child Survival 
program wil l included: the health benefits of child spacing to both mother 
ari] child, early diagnosis and treatnent of acute respiratory infections, and 
child nutrition, particularily training in the correction of improper weaning 
practices.
 

Mdintuiiwice of tire cold clhain equipiient and observance ot good cold chain 
procedurredre oth.r vital training areas that will be developed in 
culiaborcil in wit UJCIEF. Cold cnain technici.ans have been designated at 
each levul, e.g. central, regional, governorate and district. At the clinic 
level, tne physician 1s responsible but one of the paramedical staff is put in 
charge of tiu refrigerator, cold boxes and ice packs. Constant training/ 
retraininig u the tectinicians ad close supervision is required to ensure the 
integrity o tLhe systeLm ror the protection ot the vaccines. 

As will be discussed in the section describing the organization and function 
of tilr Child Survival Secretariat, the Training Unit of the Secretariat will 
colaboratt with the Director arid senior managers ot the EPI program in the 
developlmeint or the extensive training prograin that will be required to upgrade 
the performnce ot the LPJ program. Mantging project inputs for the training 
program will b(e the respOnsibility ot the Training Unit. Technical assistance 



will be the responsibility of the prime contractor but will be carried out 
mainly by an Egyptian subcontrdctor(s), specially by d consortium of 
universities or other skilled training entities who will support the training 
centers in the 137 districts in Egypt's governorates. The US and Egyptian 
technical assistance required will be provided through the US prime contractor. 

The EPI progrun will require extensive promotional activities, both at the 
national level for mass media calmlpaigns and at the local c.Linic and colununity 
level, particularily if the Mi.iistry decides to continue with mass camrpaigns 
for polio vaccination. The Health Promotion Unit of the Secretariat, working 
with the EPI program managers will develop the mass media program which will 
be balanced with the media campaigns of: the other Child Survival programs so 
that a well tailored mass media camlpAign is carried out. The mass media 
program will be modeled along the lines ot the successful media campaign for 
popularizing the use of oral rehydrationj and closely coordinated with the 
Control of Diarrheal Diseases (CDD) Project. Technical assistance 
requirements will be proviued through the US funded prime contract. Egyptian 
advertising agencies will be subcontracted to produce the promotional 
materials for radio and television and subcontracts will be made with local 
firms to produce the necessary printed materials, and billboard advertisements. 

The Health Promotion Unit ot the Secretariat will also work with the EPI 
managers at all levels to develop the local clinic and culomunity promotional 
activities to educate mothers on the importance of iuununization for the EPI 
diseases and inform them of time and location of immunization services. 
Technical assistance for these activities will be supplied by the prime 
contractor and by a local subcontractor for assistance to the governorate 
leve]. and below EPI services. 

As discussed in the Problem Description, the overall supply of cold chain 
equipment on hand is fairly adequate but badly needs better maintenance all 
the way down the line. This problem will be addressed under the management 
and training activities of the project. '1here is a need to upgrade the 
distribution system and AID has been asked to provide refrigerator trucks. 
AID will purchase 5 refrigerator trucks for transportlng vaccines from the 
central vaccine production center, VACSERA, to the governorates and 44 small 
pick-up sized refrigerator vehicles tor distribution to the governorate!. The 
MOH has also requested USAID to provide funds for purchase of ditsposable 
syringes which will be obtained trom a local Egyptian manufacturer. 
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COSTING OF EPI COMPONENT 
A. I.D. 

I. Technical Assistance 
U.S. LT (16d6mn @ $17,400) 

U.S. ST (15wn @$23,000) 
FN LT (864mn @ $2,875) 

FN ST (38wm @ $3,114) 

Media (Subcontract to prime contract) 

Health Info System (Subcontract) 


Total: 


2. Training
 
LT Participant training (372mos @$3,450) 
ST Participant training (100mos @ 4,600) 

Epidemiology specialty training (PASA) 

Invitational travel 

In service training 

Workshops/seminars (8 @ $34,500) 
Health education for mothers 
GOE Training Centers (26 centers Ld $57,500) 

Total 

3. Coiflodites: 
Local purchase of syringes (12 million/yr) 

Retrigerator Trucks (5large size)

Refrigerator Trucks (44 small) 

Other Cold Chain Related Items 
Computers/Sottware for Info & Surveillance
 

at Governorate/District Level 
Local purchases (supplies and equipment) 


Total 

4. Other Support;
 
Epidemiological assessment 
Surveys, e.g. baseline/follow-up 

Miscellaneous (Secretariat/Goveriiorate) 

Total: 


5. Evaluation/Audits: 


6. Contingency: 


Total EPI Component 

0229D, 26
 

-($000) 

2,923
 
345 

2,484
 
118
 

1,100
 
1,500
 

8,470
 

1,283
 
460
 
575
 
230
 

1,668
 
276
 
345
 

1,495
 
6332
 

5,200
 
290
 

1,320
 
552
 

1,150 
682
 

9,194
 

920
 
145
 

600
 

1,665
 

4,000 

200 

29861 
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B. ACUTE RESPIRATORY INFECTIONS 

I. Problem Description 

Acute respiratory infections (ARI) constitute a serious threat to childsurvival and are considered second onliy to diarrhea as the leading cause of
death in under-five children in Egypt. WHO and UNICEF 
have variously

estimated that 20 to 33% ot deaths in under-fives in Third World countries are
from AR!, the exact rate varying according to the specific country (WorldHealth Forum, 1985). In the Developed World, death rates due to ARI have
fallen dramatically during 
the past century, due to socioeconomic changes,
better and earlier diagnostic practices, anid 
the widespread availability and 
proper use of antimicrobial therdpy. In mortalitythe West, from ARI is highin the first year of life, fails during childhood and early adulthood, then
climbs progressively during middle and old age. While most Egyptian expertsbelieve that the death 
rate due to ARI is highest in the first year, a study

in Alexandria in 1981 showed the highest percentage of deaths due to ARI werein the I through 4 year old group, which accounted for 50% ot the total ARI 
deaths. All studies show that mortality due to ARI in the under-fives is a 
serious problem in Egypt. 

measure theMorbidity rates are difficult to since only notifiable data isobtained from the acute infectious disease hospitals, called "Fever Hospitals"
in Egypt. Unfortunately, intoriiation on patients attending primary carefacilities is not reported in the present MUH health information system. This
will change with the introduction of the improved health information anddisease surveillance system described in the Iliunizatiorn Section of this 
paper. Previous studies, most perLormed in urban areas, have shown that onthe average, a child will sutfer to5 8 ARI episodes each year during his
first five years of lite. One study reported in 1980 that 71.5% of thepatients seen at a maternal-ch-ild health wereclinic diagnosed as having
respiratory infections of varying degrees ot 
severity.
 

While many mothers, particularily those ot 
better socioeconomic status 
in the

urban areas bring their children into the clinics early in the disease, thiscertainly is not the case for most of those with serious infections who areadmitted to the fever hospitals. They are mainly brought into the primary

care facilities too late in the of
course the disease for early diagnosis andtreatment. Some are brought in but rot recognized as potentially serious 
cases by the clinic staff and not put on the proper treatment early enough in
the course of disease. In the first case, the needs be better
mother to
informed about the signs and symptoms of acute respiratory infections so that
she can bring the child in early enough to be properly cared for by the
primary care In secondsystem. the case, the clinic staff, including the
physicians, need tie proper trainirn aid equipment for early diagnosis and 
treatment of acute respiratory intections.
 

Diagnosis and treatment of acute respiratory infections poses some verydifficult problems to the development effectivecf control and preventionprograms. There are hundreds ot different bacterial and viral strains that are responsible for the infections. 
Pure bacterial infections account for 30%of the ARI, with another 12% occuring in mixed infections. 40% of the ARI are 
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viral il etiology and are less responsive to antimicrobial therapy, althougheventually, infections by utany ot the serious strains williluunization, e.g. be preventable bymeasles, influenza A. 17% are of undetermined etiologystiould be the subject andot further study. In fact, considerable research on ARIis a high priority for 
are 

Egypt as in many countries where respiratory diseasesa miajor problem. Tie research cannot be the responsibliltyproject, of thiswhich is coniirinj itself to action oriented programs to deal withthe problems ot child survival with 
great deal of 

existing technology. Nevertheless, aEgypt specific research 
is needed 
on acute respiratory disease
and should be supported by AID research projects in the University LinkagesPcoject, the S & T in Development Project, and by other donors.
 

To develop and maintain an effective program dealing

great: need to refine 

with ARI, there is athe epidemiology of 
acute respiratory infections.
progralm Thehas the constant requirement to know at any oneorganisms, their time the infectingprevalence and their distribution. 
tle 

On a continuing basis,sensitivity of 
these organism to drugs must be 
assessed
effective program call so that an
target specific therapy 
 gainst an identified infecting

organism. 

2. Sub-Project Description
 

The chief priority of the 
 program to attack acute respiratory infectionsimproved health services is
that focus oa early diagnosis and treatmentThe best of ARI.of existing knowledge for the diagnosis and treatment must bepracticed throughout the extensive Egyptian health

effort must 
cai-e system. A particularbe made to upgrade the knowledge and practices ofhealth) care the primarysystem ill the early diagnosis and treatment of acute respiratoryinfections il clildren through a well developed training program thatdesigied will beby the Training Unit of thne Child Survival Secretariatcollaboraton inlwith1 the Colimuicaule Diseases Control and FeverDirectorates. Hospital'l'iLs training program will be integrated in its implementationwith the otLher trciining programs of the Child Survival Project. A standardized treatiilnt regimen will also be developed by the Technical Servicesof Unitthe SecreLriat in collaboration with tnese two directorates,supported fullyby technicAl assistance from the prime contractor. The USAID fundedStrengtheninim Rural Health Delivery Project testedill the an excellent interventionearly diagnosis- and treatment of acute respiratory disease in which thevis6ting nurse gave oral penicillin to the sick child and made surechild was brought to the clinic that thewithin 24 hours if symptoms persisted. Thisintervention should be included in the ARI program. Also the servicesinitially be supported by shouldspecial epidemiological surveys to provide the data
for tle targeting of 
 more effective regimens for the treatment and preventionof specitic acute respiratory diseases. 

An adequate supply of laboratory equipment and phamaceuticals ,eeds to beavailable dt every level of the health system. An assessment o1 the tbuipmentand pharmaceutical needs of tle primary care facilities will be carried out inhariiess withi the survey o1 cold chain requirements of the EPI programinclude tchnlcal advice and willtrom the same subcontractor assistingImnagiers. ills equipmenit and 
the EPI program

tile special pharmaceuticals beand supplies willprovided ill phase with tile training of the clinic stafts. 
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The Fever Hospitals are the focal point for treatment o0 the severe cases ot 
ARI, at least those that make it into tile health system before they die from 
fulminating infections. There are 73 Fever Hospitals, with at least one in 
each governorate. Most " ve only marginal equipment to deal with the very
sick child. Each should be surveyed and their pediatric intensive care 
equipment needs established and supplied by AID as early in the Project as 
possible. The diagnostic laboratories of the Uever HospitaLs should be 
upgraded with equipment funded by AID so that more precise information can be 
obtained on the types of infections that are ocurring and their sensitivity to 
the various drugs used in tneir treatment. US funded training of infectious 
disease specialists, pediatricians and the supporting laboratory technicians 
will be undertaken. This training is best achieved in association with the 
faculties of medicine, whiich will be supported by the Secretariat, on a grant 
basis, to provide ta.orud training programs and seminar:.; on API. 

The Health Promotion Unit of th-e Secretariat will design and mount a mass 
media program funded by AID to educate mothers on the signs and symptoms of 
acute respiratory infections tl)at fail into the potentially serious group. 
The mass media program will coticencrate on the importance of bringing the 
child to the nealth taci.Lity early in the presence o1 fever or th,. other signs 
of acute respiratory infection. The mass media pi'ogram will be balanced with 
the mass media requirements of the other Clild Survival programs so that the 
media needs o1 al.l o1 uhe prograiis are met ettectively. The Unit will also 
develop the requirements of the loc.il, clinic level informatiunal program and 
will see that they are incorporated into the traininig program. The technical 
assistance,, supplies and equipment needed for the clinic level campaign will 
be provided uy AID throixgh tne prime contractor as appropriate. 

As discussed in the Immunization Section, there is very little reliable data 
concerning the incidence and types of disease occurring in Egypt. The 
developnent of the countrywide health information and disease surveillance 
system will eventually supply much of this needed information. Also, the fact 
that the campaign to educate mothers to recognize the symptoms of acute 
respiratory intections earlier in its course will probably bring more children 
in to the clinic and will increase the percentage of respiratory disease to be 
reported and analyzed. An increase in utilization in response to the media 
program hIas been experienced by the Control of Diarrheal Diseases program; 
there was a three fold increase in the number of diarrheal patients seen in 
the clinics in Alexandria after the first year o1 the media campaign. 

It is not adviqable to wait for the health information and disease surveil
lance system to be fully developed before remedial actions are taken. An 
immediate activity u1 the ARI program will be the gathering of epidemiological 
data needed to increase the effectiveness of the AR] services program until 
the health information system is fully developed. As discussed iii the problem 
description, respiratory cliseases are immensely complex and difficult to 
manage due to the variety of causative agents. A continually updated data
 
base must be developed thr-ough good disease surveillance that will identity
 
the infecting agents, demoimstrate their geographic distribution and measure
 
the sensitivity of the various urgamiSms, particularily bacteria, to specific 
antimicrooial therapy. This must. be an ongoing activity to constantly remold 
and reshape the recommuieided treatie?,nt regimens. It is also important to know 
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the distribution of the various types of infections so that area specific 
treatment of the diseases can be delivered. 

Therefore, a top priority uuring the first five years of the project is to 
determinu the incidence, types, and severity of acute respiratory diseases in 
five sentinel governorates, Cairo, Menufia, Assuit, Ismailia, and Alexandria. 
The 'valuation Unit of the Secretariat will design and supervise the 
implementation of appropriate surveys with the active participation of the 
Cojununicable Disease and Fever Hospital Directorates. Long and short term 
technical assistance will be provided by AID through the prime contractor, who
 
will also subcontract with local firms for a series of sample cluster surveys 
as the active surveillance component of the study.
 

Passive disease surveillance having a high degree of reliability will be
 
carried out in selected rural and urban health centers, and Fever, University
and other hospital outpatient departments and pediatric services. The health 
information and surveillance system described in the Immunization Section will 
be iiilemented in the sentinel governorates first and will be closely supervi
sed to insure reliable passive surveillance by the Ministry of Health 
facilities. AID will supply the Central Public Health Laboratory and the
 
critical MuH laboratories in the MOH Fever and Governorate hospitals with the 
equipment and technical assistance required for identification of the 
causative organisms and their sensitivity to antimicrobial drugs. Since the 
university outpatient depaLtments see a large share of the children in the 
urban areas, the medical schools in the sentinel governorates will be
 
solicited to participate and will carry out the same type of activities being
performed by the MOH hospitals. Laboratory equipment and other required 
expenses (otner than salaries) will be provided by AID through the 
Secretariat. A firm data base will have been developed by the fifth year of 
the project, which will theni be updated on a continuous basis by the national 
surveillance system which should then be able to take over. 

There is c high prouability that a significant impact will be made by this 
program onl tue mortality of children and it is estimated that the death rate 
of Under-Livus will be reduced by 10% by the end of the project. Utilization 
ot the clinical system will be increased. Also, the awareness of miothers of 
the need for taking their children into the health system early in the course 
ot A l will improve because of their satisfaction knowledge that more
 
effective se2rvices are available.
 



- 22 -

COSTING OF ARI COMPCNENT
 
A.I.D.
 

($000)

1. Technical Assistance 


US ST (15%m @ $23,000) 345
 
FN LT (J.2Uwm @ $2,875) 345
 
FN ST (25wn @ $3,114) 78
 
Media (Subcontract to prime) I,I00
 
Consultancies (Subcontract) 904
 

Total: 
 2,772
 

2. Training
 
LT Participant (48mos x *3,450) 166
 
ST Participant (75mos x $4,600) 345
 
Invitational travel 
 133
 
Workshops/seminars (5 x $34,5U0) 173
 
Health education for mothers 
 70U
 
In-service training 
 630
 

Total: 	 2,147 

3. Conunodites:
 
Lab equipment, etc. (3,000 clinics x $i,700) 5,l0U
 
Pediatric care, fever hospitals ($50,000 x 73) 3,65U
 
University/Teaching hospitals, ped. ($60,00 x 18) 1,080

Local procurement for above 578
 
Computers/software 	(40 x $9,250) 375
 

Total: 
 10,783
 

4. Other support: 
Epidemiological assessi, it 	 1,380

Surveys, baseline/follow-up 	 155
 
Miscellaneous (Secretariat), etc.) 	 400
 

Total: 	 1,935
 

5. Evaluation/Audits: 


6. Contingency: 
 1,500
 

Total ARI Component 
 19,237
 

0229D, 28
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C. CHILD NUTRITION
 

I. Problem Description
 

Serious malnutrition among infants and young children in Egypt results from 
poor feeding practices due, in part, to mothers' lack of 
knowledge of
 
effective teeding practices, late introduction of traditional supplementary or
weaning foods, and withholding food during diarrhea and other illnesses. 
This
 
is despite the fact that adequate quantities ot food are available in Egypt.
Also, the Government of Egypt has long recognized the basic problem of 
malnutrition as an important aspect of public health and has attempted to dealwith it 
through its health prograns. Health clinics have introduced elements
 
to educate mothers in proper weaning and health practices, provide special

food suppleiiients, and treat and prevent diseases that interact to contribute 
to malnutrition. In spite of these 
efforts, however, the basic problem of
 
malnutriion of children has persisted. 

The above has been confirmed by various area specific nutrition surveys
including the 1979 University of Cairo/MIT Survey and the 1980 GOE/CDC
 
Nutrition survey. 
These and other studies indicated that:
 

- levels ot malnutrition among Egyptian children aged 6 - 24 months were 
comparable to African and some Asian countries. 

- malnutrition infants young children isin and very likely highly
 
associated with diarrheal diseases.
 

- anemia, which is kniown to reduce children's resistance to disease, is 
a significant problem among infants and preschool withchildren the 
highest prevalence among the 6 - 36 month age group. 

- some 25% ot Egyptian mothers are anemic, contributing to the high rate 
ot fetal loss.
 

- the duration of breasc-feeding is considered relatively good in Egypt
with approximately 92% of mothers breast 
feeding through II months,

70% through 23 months and 10% through 35 months. 

- Egyptian infants grow adequately until 4 - 6 months of life at which 
time roughly 2/3 fail to receive adequate supplemental foods with
breastmilk (even estimated that by age 12 months, approximately 1/3 
are riot receiving supplementary foods). 

What is clear is that infants begin life with generally adequate birth weights
and nutritional status throughout the first months. Bouts of diarrhea and
other diseases begin to impair this status four months on.from Lack of 
adequate weaning diets at this age does not allow for catch up growth so that
vulnerability to diarrhea is increased. As processthis continues the child 
either dies or becomes stunted in growth. 

A related problem is the fact that high fertility is integrally associated
with poor food consumption and nutritional status of Egyptian infants and 
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young children. Children born 
after relatively birth
long intervals have
better growth. in fact the GOE/CDC Survey 
found that regardless ot social
status or residence, nutritional status children was betterot 
 when mothersspaced births through the use of contraceptives.
 

To attack the child survival nutrition problems in Egypt, the following
objectives must be achieved:
 

I. 	 Improve the 
knowledge, practices, availability and utilization 
of
weaning foods in the weaning age group (b-24 months). 

2. 	 Improve diagnosis, treatment, monitoring and prevention of irondeficiency aneia, both in children arid pregnant and lactating
mothers. 

3. 	 Reduce morbidity arid mortality from diarrhea diseases. 

4. 	 Reduce high fertility rates; and, 

5. 	 Encourage continued study and 	 research on Egyptian nutritionalproblems that impact on child survival potential encouraged. 

The nutritional coqoonent of the Child Survival Project will 	directly addressactivities supporting objectives I and 
2. Objective 3 is addressed 
in the
ongoing Control ot Diarrheal Diseases Project (263-0137). Objective 4 is
covered in the child spacing section of the Child Survival Project.Objective 5 is advanced by various programs including: a) the Joint WorkingGroup (iron fortification of wheat flour); b) S & T on child health diseases(applied research  e.g. 	 monitoring of iron status after supplements and ironfortified food); c) the Control of Diarrheal Diseases Project (development ofa nutritional repletion 
 mixture to be used in conjunction with oral
rehydration salts during and after bouts of debilitating diarrheal episodes);and, d) the Collaborative Research Support Program Grant 
(broad range of
nutrition research activities) . As new knowledge and ideas develop,consideration will be given to implementation in the Child Survival Project
either through project paper anendments or trom the contingency line 
 iteilbudget of the project.
 

2. Sub-Project Description
 

The 	 purpose of the Child Nutriti.on program is to improve the knowledge,practices, availability, promotion and utilization of weaning foods Ln theweaning age group (6-24 months); arid to improve the diagnosis, treatment,monitoring and prevention of iron deficiency anemia in the weaning age groupand among pregnant and lactating mothers. These activities will have ameasurable impact on decreasing child mortality and morbidity rates.The Child Nutrition compxnent will be implemented through the Ministry ofHealth's Nutrition Institute (technical, policy, planning responsibilities)and 	 concerned operational units in tne Ministry day-to-day activities. 

http:Nutriti.on
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The Child Nutrition component will: 

1. Expand and improve nutrition education (including educating mothers on the 
use of locally available foods for weaning) and growth monitoring at MOH 
clinics; 

2. 	Promote breasteeding and nutritionally sound supplementary feeding and 
weaning practices through tne national media; 

3. 	Promiote private sector production of a culturally acceptable weaning food 
supplement for comunerciad distribution; 

4. 	Provide guidelines both to the private and public sectors on the effective 
use ot weaning fooa products and supplements to prevent malnutrition among 
infants and young children; and the use of appropriate promotionai. 
activities for corinercial weaning products.
 

5. Train health professionals for the early recognition, testing, treatment
 
arid monitoring of iron deficiency aneimia. 

6. Expand nutrition education programs to increase awareness of anemia
 
treatment and prevention techniques. 

7. 	Proiiute effective distribution and use of iron supplementation tablets for 
the target group.
 

(a) weaning foods. 

The weaning food comiiponent will have two separate and distinct paths. One 
will ledd to the private sector production of a low cost, culturally
acceptable weaning tood supplement to be developed under a concurrent separate
project managed by the USAID/Egypt Food for Peace (FFP) Office. The second 
will result itn the improvemeit and expansion of nutrition education programs
throughout Egypt. Included in the latter activity are promotional campaigns 
tor breast feeding, prop'er weaning food practices, the use of locally 
available toods for weaning children growth monitoring, and anemia 
recognitioni, treatment and prevention. 

However, both activities will be mutually supporting. Weaning foods or 
supplements can riot succeed without the educational programs that will be 
developed. Likewise, nutrition education programs on weaning food practices
anid use of local foods will create a demand for proper weaning foods. Some 
iuKtters will prefer to use only locally available items and prepare them 
themselves; others will prefer a premix or some form of packaged supplement; 
others will use only locally available items and prepare them themselves; 
others will use a combination. There will also be mothers who will disregard
the advice given to tnem on) using local foodstuffs for weaning for whatever 
reasons. These same mothers might use a premix supplement recommended to them 
through the media and/or by healtn professionals. The choices should be 
available to Lnsure broad coverage. 
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The Secretariat, with the expertise 
to be provided by the Nutrition Advisor
provided through the prime contractor for 
the Project, will be responsible for
these activities and will ensure coordination with projectother elemients.
This coordination will be especially important in the areas ot media andadvertising related weaningto foods and practices. We do not want createa demand for a product, whether is to be for better 

to 
nutrition intormation or acommercial weaning food suppleiment unless areadequate supplieb available. 

Nutrition Education is not a new activity to the Ministry. The experiencegained through the previous nutrition education activities conducted by aGrantee ana other A.I.D. supported projects in Ministry clinics (in particularMaternal Child Health Clinics) provides d basis to expand the programcountrywide. However, any expansion will be very closely coordinated with thenew chila survival goal with emphasis on weaning food practices (including
home preparation of weaning foods) and growth monitoring (especially in the6-24 month age group. A key role o1 the U.S. TA Nutrition advisor will be to ensure that the proper technology Is used and that the program is expanded
country wide in an effective and elficient fashion as soon as possible. 

The food iabits and attitudes of any culture are difficult to change. It iswell recognized by food anthropologists as well as comnercial. food companies
that to be successfui, food behavioral change must be undertaken in athoughtful, orderly takingway, into account fully the preferences of thetarget population. Over the years a systematic, market oriented approach todeveloping and introducing new food products has evolved. It involves astepwise approach to new forcreatiig products a rw i- 1latiun segment (market)that progresses from (a) gererati.ng concepts or ideas for products, to (b)creating prototypes of the products which can be experimentally evaluated and,if necessary, modified, to (c) coislflser and market testing, or field tests, ofthe products in a realistic setting to assess potential and again, ifnecessary, to make adjustments in the product. The approach involvesinteracting closely witn the consumer at each step so that the product islikely to satisfy the rmarket. The product is defined as including riot onlythe food material itself, but the package, the prouiition, the price, andeverything else marketthe associates with the item. The mrket's reactionsto all these aspects effect use (or lack of use) and therelore all are dealt

with to the extent possible througnout development. 

Efforts to anddevelop introduce new weaning foods in developing countrieshave generally riot involved the market oriented approach. lk)re often it has
involved the creation of a nutritious, relatively inexpensive product byscientists and the presentation o1 this product to the market with lifiited,often nutritionally oriented, promotional activities. Very otfew these
products have been commercial.y successful, including Egypt's own food
supplement product, Supr amine. 

Marketing orientation does not guarantee success. However, it increases thechances for overall success :And reduces chances errorof on jmistproduct-related decisions, issuch ingredients, texture, color, odor, packagesize and type, method of preparation, promotional claims and pricing. Thesebenefits are obtained in exchange for the additional eAfort and time required 

http:gererati.ng
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to carry though the market approach as compared with less systematic,
"insupirationai" approaches. 
The market approach to product development is not
 
limited to commercial application. The approach lends itself very well to
 
designing products for social markets as well.
 

There have been negative experiences in LEgypt with Supranine and there is 
reported a lack of acceptability of the present Title II food supplement

distributed in the Ministry's health clinics. For these reasons, it seems 
prudent to use socil miarketing techniques to identify the nutritious weaning
food suppliuirent to be developed so that it will be acceptable to Egyptian
infants, young children and their mothers. 

The FFP Weaning Food Supplement activity fundeo under another Project will 
develop appropriate weaning food products and use a social marketing approach
to ensure ttiat these products have consumer acceptability. This is expected
to be accomplished approximately half way through the Child Survival Project. 

The Child Survival Nutrition Component will then be responsible for
 
coordination with tne USAID Office 
of Industry and Support in identifying

appropriate ways to fund production of the weaning food products 
in the
 
private sector and for coordinating private sector advertising for the
 
products with MOH media messages on weaning foods.
 

(b) Iron deficiency anemia. 

Anemia, which is known to reduce children's resistence to disease, is a 
significant problem among infants and preschool children with the highest
prevalence amKng the 6-24 (estimated to bemonth age group 38%, with 1/3 of
 
those categorized as bein~g severely anemic).
 

Also, sojiie 25% ot igyptian mothers are anemic. Since anemia is known to
contribute to high rates ot fetal loss ana lower resistance among children to 
diseases, its early diagnosis, treatment and prevention will have a positive 
impdct oln imlproving survival rates. 

Iron ortification o whleat flour is thought by some to be an efficient and

effective methou ot ensuring that sufficient cuounts of iron are ingested to
 
prevent iron deticiency aniemia in a broad segterit of the population. Such an
applicatLonl il Egypt would have promise since bread is a staple part of the
Egyptian, diet. Fortification of all wheat flour in this country could, in
theory, be accomplished wilr known technology in a short time period.
However, there is enougl doubt about tle effectiveness of the iron fortifiedwheat flour inlpreventing anemia that further investigation is warranted 
before deciding a course of action in this regard. This will be encouraged
under other A.I.D. projects ard activities. For example, the Joint Working
Group activity can develop the research and testing protocols and the new
Science and Technology for Development Pro3ect, which has a "Critical 
Chldhouo Diseases" component, could conduct large scale testing in Egypt.
Then, it indicated, a countrywide wheat flour iron fortification activity can 
be added to the Child Survival Project or implemented as a separate activity.
(Note tnat iron will be one of the ingredients of the weaning food supplement; 



use of high iron content foods in iaking weining foods at home will alsoencouraged in the media and through nutrition education classes). 
be 

There is, however, justification to imove into an expanded educatior) andtraining activity to improve clInical treatment, and prevention of irondeficiency anemia in the target groups. The technology for this is availableand can 
be applied now. Again, the U.S. TA Nutrition advisor will play a keyrole in coordinating these educational 
 activities with other project
activities arid, in particular with nutrition education for weaning foodpractices. The advisor must also assist the MOH is strengthening andexpanding ini service training for health workers related to these programs. 
Iron deficiency anemia will be attacked through retraining programs for healthworkers at all levels and nutrition education for mothers. The retrainingwill be part of the overall training activities that will be organized throughti-is project, with the expertise of the prime contractor, for MitnLstry staff.In other words, training it) tne diagnosis, treatment and prevention of irondeficiency anemia will not be done in isolation. 

For example, health staff can be instructed on iron deticiency (e.g.recognition, treatments, side effects) at the same time theyas are learningabout iImproved weaning food practices and better child spacing techniques.The same is true with the health educaton sessions that will be held for
mothers at the clinic level. 

Health education arid media mjissages will developed andbe closely coordinatedwith other project elements by the TA advisor and counterparts. There will bea need, however, to run independent media campaigns at times related only toanemia. This will be encouraged so that the message on anemia prevention isnot unduly diluted Dy being part of ottier messages. A short, single purpose

message 
 would have more impact on occasion. 

It should be stressed that improved treatment of iron deficiency anemia willbe carried out in Ministry clinics, such istreatment already available in theprivate 
sector. The iron preparations used for iron supplementation arecurrently part theof Ministry's pharmacopeia (some being provided byUNICEF). 
 The project will riot purchase additional iron preparations, as thesewill continue to be Ministry inputs. isIt expected, however, therethat willbe an increased demand for tlhe treatment regimens after training and 
monitoring take hold. 

With increased awareness about aneiia, the demand, and need, for testing andmonitoring would also conceivably increase. This will be done at the lowestclinic level. Retrairing programs will stressalso techniques for testing,recording and follow-up on cases. The most effective, low-cost test equipmentneeded for this will be provided through the project. 

d. Other Activities
 

The Technical backstop office in tie Ministry of Health responsible for thechild nutrition activity of the project is the Nutrition Institute. Actuali-].plemertation responsibilities will be limiteu since those responsibilities
belong to the various Line o0tLces in the. Ministry. However, tire N[ is 
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responsible tor setting ndtional nutrition policies (from the health aspects),developing, designing and advising on weaning tood supplements, iron fortifica
tion, training programs and testing arid monitoring the nutrition status of theEgyptian population. Its Director will be assisted in this by the nutrition
advisor provided through the prime contract. 

Some infrdstructure developueit is needed at the NI. This will include
Iinagemeut training and assistance, upgradilig research sKills ana 
improvement
to research facilities. 
 As with ottier elements of the project,

intrastructure development 

such
 
will be coordinated, planned and managed by 
the
Prime Contractor. Needs are similar, bu. not the same, among 
the other


pro3ect elements.
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COSTING OF NUTRITION COMPONENT 

A.I.D. 

1. Technical Assistance 
US LT (36wn @ $17,400) 
US ST (6wm @ $23,000) 
FN LT (144wm @ $2,875) 
FN ST (15wn @ $3,114) 
Media (Subcontract to prime) 

r1'tal: 

(U00) 

b26 
138 

414 
47 

1,515 

2,740 

2. Training 
LT Participant (240mos x $3,450) 
ST Participant (84mos x $4,600) 
Invitational travel 
Workshops (3 x $25,000) 

In-service training 
Health education for mothers 

Total: 

828 
387 

100 
75 

490 
200 

2,080 

3. Commodites: 
Training materials, nutrition education 
Anemia test equipment (3,000 x 173) 
Lab equipment/office supplies 

Total: 

1,380 
523 
500 

2,403 

4. Renovations (FAR): 
To centrdl NI - Labs/Offices 

Total: 
575 

575 

5.Other support: 
Studies (5 x $92,000) 
Secretariat support 

Surveys, baseline 

Total: 

46U 
37U 

21U 

1,048 

6. Evaluation/Audits: ION 

7. Contingency: 1,000 

Total Nutrition Component 91946 

0229D, 28 
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D. Child Spacing
 

I.Problem Description
 

Approximately one third ot all infant mortality occurs 
in the neonatal 
period (the first month of life). A large proportion of this mortality 
results troin complications ot pregnancy and childbirth and poor childbirth 
practices which cause tetanus and other infections.
 

The Egyptian World Fertility Survey (WFS) which was carried out in 1980 
identitied tive factors which are associated with high infant mortality in 
Egypt. 

3Yhese factors are:
 
I. A(e of mother: births to women aged 20 or below and age 35 and above 

have especially high neonatal and post neonatal mortality ;
 

2. Birth order: the tirst birth and after the fifth birth have higher 
mortality, especially during infancy ;
 

3. Birth interval: births following a birth interval of less than 24
 
months have high rates of neonatal, post neonatal and childhood 
mortality ;
 

4. Survivorship status of the previous birth: births following a birtb
 
that died have high neonatal and post neonatal mortality ; 

5. Breastteeding: births are breastfed whichwhich never or are weaned
 
in early infancy have especially high mortality. 

In the Egyptian WFS sample, it was found that 17% of all births occurred to 
women under 20, ano 10% to women over 35. Births of seven or more were 
reported by 1b% of the women surveyed and 31% of all births reported in the 
scuple occurred less than 24 months after the last birth. Using this data, 
it is estimated th~at half of all births in Egypt carry a high risk of 
infant muortality because ot maternal factors. This risk is compounded by a 
lack of prenatal dnd delivery care, inadequate nutrition, and poor immuniza
tion coverage.
 

The birth initerval is a major factor in child survival. Infant mortality 
could be reduced by an estimated 20% it all births were spaced no less than 
24 moiths apart. Birth spacing is traditionally acknowledged in Egypt as a 
positive measure for child health, and breastfeeding for two years (which 
is supported by the Koran) has been used to lengthen birth intervals. 
However, urban miyration and changes in traditional living patterns have 
had an adverse affect on the length of breastfeeding and protection from 
pregnancy. 

Intants ot a high birth order born to older mothers also contribute heavily 
to the infdnt ortality rate (IMR). Women in the Egyptian WFS indicated 
that many ot these births are unwanted and occur after the desired number 
of children have survived. It Egyptian women were to limit high parity 
births, this would further reduce the IMR. 
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MOH maternal 
care and child spacing services although easily accessible to
 
Egyptian women are poorly utilized. About 80% of all births take place in
 
the home assisted by the daya (traditional birth attendant). The daya also
 
advises on prenatal care and performs ceremonies related to female
 
sexuality, marriage, and birth.
 

Dayas were trained and supervised by the MoH until the 1960's. In 1969,
daya practice was declared illegal in an ettort to encourage women to use 
MOH facilities for pregnancy cdre. However women continued to use the 
dayas and their practice became more unsafe through lack ot trcining and 
supervision. In 19bI, a law iu lowed by a miisterial decree legalized
daya practice once again out IiiLted practice to certain categories of 
dayas who would be eligible for certification. One of the categories 
included dayas previously trained. 

To date only 3430 dayas of the estimated 12,000 practicing have been 
identified or registered. UNJICEF has assisted with small pilot daya 
training programs in four governorates ana is now conducting a governate
wide program in Behaira in Lower Egypt. Experienice in these programs has 
shown that training must oc done locally and involve health center 
personnel in the daya's area.
 

Numerous studies have been done on daya practice in Egypt. Most of the 
dayas interviewed to recognized would seek
want be and training if 
available arid given without any censure of their previous practice. Thlese
 
studies also show that informal links exist between the formal health
 
sector and the 
daya. Dayas do retr clients to clinics for prenatal

problems and seek assistance for complicated births. Dayas are also a
 
major source of birth reporting. However the daya's relationship with the

MOH services is highly dependent on the way she is treated by the local 
medical personnel.
 

The daya will remain the main provider of childbirth care in Egypt tor the
foreseable future and her role must considereu in a survivalbe Child 
program. Properly trained dayas can encourage prenatal care, provide sater 
deliveries, and encourage breastfeeding, imiiiiunizations, and child spacing.
Dayas are often suspicious ot contraceptive methods but recognize that 
short birth intervals are dangerous. A better understanding of 
contraceptive methods 
by tine daya could result in a higher level of
 
postpartum contraception.
 

About 25% of Egyptian married womn of reproductive age (MWRA) use
 
contraception on a regular basis. About half of these women obtain
 
contraceptives through pharmacies or 
the private sector, while another one 
third use free standing family planning services. MOH services deliver 
about 19% of these services which represent about 330,000 women out of an 
estimated 7.5 million MW[A. Orals are the most prevalent method with 1alny
clinics inserting only one IUD per month. 

The MOH's poor perforiance ini contraceptive services is attributed to
factors sucn as lack of tra.ining and motivated personnel and lack ot public 
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demand. The low rate of maternal services almost certainly has a negative
effect on delivery of contraceptive services especially for child spacing.
In addition, child spacing has not been a priority in MOH services or given 
a strong emphasis among the vertical programs. 

Public education developed by the GOE Family Planning Program has tol.1ched 
on the health aspects of contraception but tne main focus has been on 
limiting family size for economic reasons. There is a need for more 
education on maternal childbirth related care and the health benefits of 
spacing for the infant. 

Egypt's IMR of 96.7/lUU0 represents 174,00U deaths of infants under one 
year ot age each year. Some 58,000 of these deaths occur in neonates under 
one month of age and are related to the maternal factors of age, parity,
and birth intervals coupled with poor prenatal and delivery care. Neonatal 
tetanus, which is preventable, accounts for a reported 600 neonate deaths 
each year. 

Clearly more vital childbirth and child spacing services could impact on
this mortality. The lengthening of birth intervals and reduction of high 
parity excess tertility has the potential to reduce the IMR by at least 25% 
with no other interventions. 

The delivery of MOH services is complicated by the existence of a strong
traditional system of maternal care. Frequently the MOH system, only
interfaces actively with the traditional system when there are life

threatening problems witn Labor and delivery, this has aand created 
negative view toward the role of the daya.
 

I.-Igyptia r women thave choseni the daya because she is a woman and provides
social and psychological support, as well as delivery services. The 
legalization ot daya practice has now opened the way to coordinate the two 
systems and to provide more adequate maternal care. 

MOH services are rot currently prepared to cope with an increase in 
delivery services either in healthi facilities or homes. The daya, if 
taught better techniques for clean deliveries and provided with a positive
mimdical support system, can manage the majority of deliveries in a safe 
imanner.
 

MWl1 services, in addiLtiot to training dayas, must increase their contacts 
with pregnant and postpartum women to deliver preventive services. Any
strength ning ot clinic services through training and equipment must 
include innovative ways to reach women in the community. Otherwise, the 
quality of clinic services will be improved but the system will still not 
reach larger numers of women. 

Intervenitions such a:3 wider registration of pregnant women and identifica
tion of high risk. mothers for special care could begin to target services 
to these women. Tetanus toxcid iiununizations should be included as a 
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special intervention for all pregnant women to benefit the child. 
Postpartum programs which are currently very weak should also be
strengthened and again focus on reaching women who are at highest risk for 
another pregnancy. 

Both childbirth care and child spacing need a priority emphasis as vertical 
programs. They form the basis for all other Child Survival interventions 
as well as impact on the effectiveness of these interventions. Infants 
born under more optimum conditions have a better chance of surviving beyond
infancy. Early more positive maternal contacts with the health system can 
increase the system's effectiveness in preventing and controlling the
diseases and health problems that contribute to mortdlity of older infants 
and young children. 

The Newborn Care Project, funded under tile Joint Workinig Group to develop
regional intensive care units for prematures and other newborns at serious 
risk, has looked at the proulems of delivery services in the governorates
in an effort to find interventions to improve survival rates of the 
neonates referred to regional centers.
 

The project found that complicated .abors were generally referred very late
 
by the dayas and district hospitals were not equipped nor personnel traincd
 
for managing difficult deliveries. For example, hypothermia is a major
contributing factor to mortality in low birth weight or premature 
neonates. A simple incubator or at home measures to keep the infant warm 
could save many lives, it itncubAtors were available in the districts and 
dayas taught these hiome measures. The conclusion of the project 
investigators was that: 

(a) dayas urgently require training in hygienic delivery techniques and 
neonate care ; 

(b) district hospital personnel require training tor miianagement of 
problem deliveries and neonates at risk ; 

(c) district hospitals need basic equipment such as incubators to care 
for neonates at risk ;

(d)a minimum of two prenatal visits are needed to provide tetanus 
toxoid and to identify potential problems of labor and delivery. 

The project suggested that the daya should be encouraged to bring her 
clients for prenatal care and registration. As an incentive dayas (or
mothers) could receive birth packs with cotton, soap, razor blades, cord 
ties etc), to maintain clean delivery techniques. 

The project also advised that child spacing services through postpartum 
program, be expanded and ,,trengthened, and again perceived the daya as the 
mechanism for encouraging the mother to come to the clinic. 

To conduct effective postpartum programs, clinic personnel must be prepared
to deliver a wider range of child spacing services. The use ot orals 
immediately postpartum is highly debated because tile hormo nes pass through
the breastmilk and orals can reduce the quantity of breastmilk. Barrier 
methods (foam and condoms) can be promoted, however the use of foam is 
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sometimes ditficult tor poor urban or rural women with limited privacy.
The IUD is the most practical method for most of these women but it 
requires training and e-(uinient. 

The IUD is thre least useu method in M0- services at present with only about 
10% of the women receiving IUD insertions. An increased use of IUDs is a 
requirement for Child Spacing prograts linked with postpartum services and
for other women as well, since orals have some medical contraindications. 
Women snould also have a choice of contraceptive methods for personal 
satisfaction.
 

Factors linked to poor delivery ot contraceptive services by the MOH have
been discussed. Another factor concerns the incentive system which exists 
now. Personnel receive minimal amounts of cash incentives from the Family
Planning Program. These payments also take months to clear the systems and 
are tou snalL (at the present rate of service delivery) to serve as
effective motivation. A higher volume of service would increase the amount o paymnents collected and more iriinediate payment of incentives could in 
turn help to stimulate service delivery. 

The iim)st important element in child care and child spacing is of course themother/client. Egyptian women need to gain more confidence in the health 
system atfld view lid care andto cLI child spacing as positive measures for 
their child/infant's health. 

li11e Illeuia can se(rve as an important support for these messages. Television 
is providing the miajor source of entertainment and information for poor 
uruan ario rural women in Egypt. Messages on child care and child spacing
can oe delivered througl 'IV spots and socio-drnas. Surveys from the 
Control or Diarrimeul Diseases Project (263-U137) found that Arabic dramas 
are waLtched inure treqAuently by Egyptian women than any other TV shows. 
'l'ese draimmS Lrequently tocus on famlly problems caused by changes in
traditional living patterns and urbanization, and this forlat could be used 
for childuirtli care and child spacing messages. 

Ilie developimeit of such jiIedia messages and innovative service delivery
liethods 11(cedS to dapprudCl tme problems of cojimunication with mothers. 
Socal dind cultural differences can block co''rnunication between physicians
all WOmc :N) CiLentQs ; dund physicians frequently underestimate the ability of
illitri."t womlienl resp ond programs that can theirto to improve unborn and 
newly L)urim chiL drur 's survival prospects. 

Carelful exalirlAtlun is required to determine what would attract women to 
clirlics, especldlly for Child Sp(Icing. Factors such as preference for women physicians, clinLc hours, waiting time for services, privacy for 
consultations, and atlitude:s of clinic staf need be exploredto for their 
effect on the delivery or nun, delivery of services 

Child :3paciig for bo.t-h woimen c [OmiLtele anu clinic personne.l also needs to
be looked dt caretully. 'ilhe desire for more children is frequently cited 
by Womieli as a rea.ont tor riot contraceptlng. Data frum the 1980 Egyptian
ikur(il Contraceptive Prevalence Survey found large gaps between Knowledge 
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and 	practice ot contraception. About 90% of the rural health women knew of
 
at least one contraceptive method and where to obtain methods or services ; 
however, only 17% were currently using a method and another 19% had 
previously used a method. Of the nonusers, 59% said they planned to use a 
method in the future. 

While the reasons for delayed contraception were riot fully exploced in that 
survey, it appears that women view contraception as a mieans to end 
fertility when desired family size is reacied. It may also be that 
Egyptian women do not associate the traditional means of spacing with tne 
use of modern contraceptive methods. This in turn could be reinforced by 
the reluctance of clinical personnel to prescribe methods before total 
desired family size is reached. These subjects should be investigated more 
fully early in the course of the project. 

2. 	Sub Project Description
 

The purpose of the Child Spacing Program as a sub project activity of the 
Child Survival Project is to reduce neonatal mortality through improved 
maternal health cure during pregnancy, delivery,and the postpartum pe-riod, 
and through the use of child spacing methods to prevent high risk births. 
The reduction of neonatal mortality will also impact positively on the 
effectiveness of other Child Survival interventions in later infancy and 
young childhood. 

The 	Child Spacing component will: 

I. 	 Train approximately 9000 dayas in 22 yo,,,rnorates. 
2. 	 Develcp complementary linkages between the daya snd the MUH system. 
3. 	 Develop more effective prenatal and postpartum services iii the MOll 

system througn daya contacts that reach 60% ot pregnant women. 
4. 	 Strengthen MOH Child Spacing services through training which 

emphasizes health benefits of child spacing and implementation of 
programs reacing 50% of married women of reproductive age. 

5. 	 Coordinate MOH Child Spdcing Programs with activities of the 
National Population Council. 

6. 	 Develop media miressages that promote childbirth care and child 
spacing for the health ot the child to publicize MOH setvic(,,s and 
encourage wide usage, . 

Interventions will be supported by training, equipment, design and 
evaluation for service delivery pr-ograms, and media for public education. 

As discussed in the Problem Description, the daya will corLtinue to be the 
major provider of child delivery care, and a first step is to register and 
train those categories of dayas eliowle for certification. UNICEF has 
conducted district pilot daya trailing in four governorates - LBeharia, 
Gharbia, Sohag and Aswanm ; and based on the success of these programls, a 
governorate wide program Ls underway in Beharia. UNICEF lacks funding to 
expand beyond pilot governorates but nas ii'dicated a desire to cooperate 
with the USAID/OH Child SurvivaL Project by sharing the dayd curriculum 
and 	experience with the trdin.Ling. 
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The Child Survival Project will 
use this experience to support daya
training in the 22 other governorates. This support will include training
of governorate district 
 training teams, training of dayas, training
Iiiterials and equipment including midwifery kits for dayas and district 
nurses and midwives. It is estimated that at least 9000 dayas will require
training in the 22 governorates. 

Technical assistdnce will be provided to the governorate for planning,
implementation, and evaluation of training. A pre condition for this 
t -aining will oe a governorate proposal which identifies the number ofddyas registered, and outlines plans for implementation of training and MOH
suprvision of certitied dayas. Planning for daya training must be done on
 a governordte basis because local conditions will be important factors in
successtul implementation. 

Ddya traIning must cilSO be coordinated with orientation of clinic personnel
role the and roleto the of uaya the of the health facility in promoting 

possLtvi contacts aid supervision. This orientation will be given prior tolocal daya training programs and local staff will be utilized in the daya
trainlg prograims. 

The training programis will also include longer range plans for daya
retres6l>r sessions and surveillance of daya practice to ensure that dayas 
are tollowing sate techniques. 

The estabitshmeit of more effective postpartum programs is essential if thehealth services are going to reach high risk mothers with child spacing
services. Postpartum visits also provide an opportunity to begin infant

growth monitoring and DPT/Polio immunizations on a timely basis.
 

Training for postpartum programs for botri physicians and nurses will belinked to reireshAer didactic and clinic training in child spacing. Health
ben~f its of more optimum birth intervals and the physiological effects ofthe various contraceptives need review. Pre service training for

physicians also needs to include this infotmnation and emphasize Child
 
Spacing as a meais 
 to reduce infant mortality. 

Maternal Health and Child Spacing programs are well established in a staticclinic delivery pattern. The more than one decade of daya practice withoutlinks to Moil has hadtile system an enervating effect on maternal health 
progra.is aid a negtive eflect on services.child spacing 

hile the_? Moll systtm il generdl is used by less than half the population,service delivery can be increased. The puolicizing of oral rehydration
services has St(IdLly increased clinic attendance for treatment of diarrheaand citteim uaice InI Urban clinics ill Cairo and Alexandria has improved
through better services an( convenient locations. Women, then, can beattracted to clhnics when they perceive there are services that meet theirimeds arid, proOlemu of access to services are not a majoz barrier to 
utiLizatiol in 1'gypt. 

http:progra.is
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The improved links with the daya can expand contacts with mothers if
 
exploited in a positive manner. At present the MOH requires some 
innovative schemes to attract women to 
 clinics for prenatal and 
postpartum/child spacing services. One suggestion has been to encourage
dayas to bring their clients in for prenatal registration and to provide
birth packs for clean delivery as an incentive. This scheme would also 
provide a system for the daya to resupply her kit. Mothers who register on
 
their own could also be given a pack for their delivery. Thpese packs could

be produced locally at low cost. The daya was also identified as a link to 
postpartum/child spacing visits, and other incentives need to explored to 
encourage her to bring her client back after delivery. The issuing of 
birth certificates, which are important docunents in Egypt, could be linked 
to a postpartum program. 

The decentralized governorate healtn services have the ability to develop
innovative schemes for delivery and progressive governorates could serve as 
pilot programs for the sub-project. The Child Spacing Sub Project will
 
encourage the developmentt ot innovations through small grants to
 
governorates that submit proposals. These 
 grants would average about LE 
25,000. 

These proposals will develop a plan fcr practical, low cost delivery. The 
governorates will receive assistance from the evaluation unit in designing
implementation and evaluation. Criteria and guidelines for these proposals
will be developed as part of the sub project activities. The proposals
will be evaluated and approved by a Technical Coiuittee established in the 
Project Secretariat. 

One innovation external to this project which will be introduced durilig the
 
life of the project is the addition of a Secondary Iechnical Nurse (STN)
Midwife. STNs are traine;d in 137 schools all over Egypt anid work in 
hospitals and rural clinics. The ST*1 curriculum is currently undergoing
revision through a USAID funded activity to make the training more relevant 
to health problems in Egypt.
 

The revised curriculum focuses on Maternal/Child care, child spacing and 
preventive health. The MOH has made the decision that basic midwifery will 
be added to the curriculum and the first graduates should be available for 
service about 1987. STN schools, many of which are attached to district 
hospitals will need home deliveries for teaching, and the STN Midwite must 
be used effectively in delivery services to maintain her skills. 

Project activities and innovative schemes will consider tLe STN's expanded
role and her functions in relation to the daya when the STN/Midwives are 
trained and assigned. The midwifery training also will prepare the SIN for 
a more active role in child spacing and training tor [UD insertions could 
be provided it approved by the MOH. 

Media will play an important role ini informing women of the need for child 
care and child spacing. Because iiiununizations tor tetanus, anemia programs
and breastfeeding are also Child Survival interventions, messages must be 
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to
coordinated to provide clear non conflicting information that is paced 


wirximize synergystic impact. Messages need to be tested and evaluated on 

a regular basis to determine their effectiveness.
 

Child Spacing messages need new approaches to emphasize benefits for mother 

and child. The Egyptian actress who has been successful in promoting the 
ORT1 message to mothers has established a credible image which could be used 

for Child spacing messages. 

ledia messages should be based on careful social analysis. Numerous 

studies which relate to daya practice, cultural maternal practices, and the 

use ot contraception have been carried out in Egypt. This information 

should be reviewed early in the project to identify gaps in knowledge and 

to develop new approaches to support project activities and media messages 

tor child survival.
 

The attitudes ot physicians and nurses toward the use of contraceptives by 

women who have not completed their fertility requires further exploration. 

Mre intormlktion is also needed about the client's perception of child 

spacing services and what would mke them more attractive. These issues 

and questions will be investigated to identify areas for strengthening 
clinical services.
 

system tor Child Spacing services needs evaluation asThe incentive payment 
does the low insertion rate of IUDs. Incentives are not only low but take 

[iuntihs to collect. It has been suggested that a more rapid payment method 
could stiIulate services and increase the volume of incentives. For IUDs 

it is imyortant, to Know who selects the method-client or physician-and how 

(or why) this declsion is made. More informztioo i: also needed on 

dropouts. trol cuntraceptive services and it this is related to 

disatistaction with the method. 

Coordimidti'J Ot Ltervuntions InI the sub projects must be established from 

the begmUinig Lor maximum effectiveness. For example a tetanus toxoid 

camllpaign, coul be coordilnateu with a prenatal registration effort and 

idelititication of: mothers with iron deficiency anemia. Child spacing 
activities will bu coordinated with The National Population Council and the 

USAID Populdtion Program for Iaximum impact. 

E'VuiUtaLJou will UC nuilt in early during in the project through collection 
ot ba:seline data btr the governorates, tollowed by the development of 

improved reporting -ystems and epidemiological surveys of maternal and 

neonatal miortality, and national sample surveys to verify the accuracy of 
the data. 

inputs will be developed witi Maternal Health and Family Plannincg Programs 

in the HUH, and Governotate Coordinators with technical assistance from the 

contractor. Egyptiadn technicians will be used extensively in this 

component due to the nued for Arabic language capability at the local level 

and tih, cultural factors involved. 
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The MOH project personnel will also be assisted by an expatriate Training
Specialist and an 
Evaluation Specialist. These specialists will assistthe design of training programs and in program 

in 
development, implementationand evaluation. Media messages will be developed through the media supportunit of the Secretariat and coordinated with project activities.
 

Other expatriate assistance identitied by 
the MOH program proposals for
childbirth care and child spacing include short term experts in community
obstetrics and child spacing. 
 The expatriate technicians will work in
counterpart relationships with the MOH personnel charged with implementing 
the project.
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COSTING OF CHILD SPACING COMPONENT
 
A.I.D.
 

($000)

I. Technical Assistance
 

US LT (36 m d 17,400) 626
 
US ST (15min @ $23,000) 345
 
FN LT (364mn @ $2,875 1,047
 
FN ST (35win @$3,114) 109 
Media (Subcontract to prime) 1,100 

Total: 3,227 

2. Trainina 
LT Participant (48 mos x $3,450) 166
 
Si' Participant (bO mos x V4,600) 368
 
Workshops (6 X $25,000) 150 
In-service 2,033 
invitational travel 120 

Total: 	 2,837 

3. Commuodites: 
Vehicles (for Secretariat - 8 @ $20,000) 160 
Dayd Kits (I,0O0 @ $73) 750 
Clinic Equipment (3,000 0 $5U0) 1,500
Incubators for districts (234 0 $2,000) 468 
Computers/software (25 x $2,000) 50 
Training equiprnent/supplies 234 
Daya packs 500 

Total: 	 3,662 

4. 	 Other Support: 
Sur veys/assessments 1,130 
Governorate Grants 1,000 
Miscellaneous (Secretariat support) 442
 

Total: 2,572
 

5. Evaluation/Audits: 


6. Contilngelncy: 1,500
 

Total 	Child Spaciny Component 13,898 

U229D, 2b
 

100 
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IV. COST ESTIMATES AND FINANCIAL PLAN
 

The total estimated cost of the Child Survival Project is $124,442,000

composed of the following:
 

($0ou)
FX 
 LC 
 TOTAL
AID 31,238 41,704 
 72,942
GOE/Other Donors* 
 - 51 5U 
 51r50U


31,23 93 204 

The other donors include UNICEF which, 
as part ot their regular grant
MOH, will contribute at $15 
to the
least million over the 
life of the project tor
supplies and equipment directly related to 
liruunizations and anemia programs.
WHO will grant at least 
$1.6 million to the Ministry to support related
training programs. Since both 
or these contributios 
are outside
control of the direct
the project and are given to the MOH as program support grants,
they are considered to be part ot 
the GuE contribution 
to the project, i.e.
included is the $51.5 million noted above.
 

AID's share the
of project budget includes a large 
LC component. This is
because the thrust of the project will make maximum use of Egyptian expertise
and local products available 
in the private sector, from Universities and
other entities to support child survival activities. This will be true in all
the major input areas as suiruriarizeu below:
 

($000)

FX 
 LC
TA 
 6,848 
 10,361


Training 
 5,058 
 8,338
Commodities 
 14,032 
 12,010

Renovations 

Other Support 575
 

_ 
 7,220

Evaluation 
 300 
 2UU
Contingency 
 5,000 
 3 000
 

41,704 TUI'AL: 72,942 
* In other tables and analyses, "Other Donors" is 
not listed aqain. However,
it should be understood that their inputs are included in the GOE input.
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In deriving the costs for the Child Survival Project, individual components 
were specified in detail and costed on the basis of experience and guidelines 
available (see Tables 1-4). Fifteen percent (15%) inflation has been added to
 
all costs. The component costs are:
 

($000)
 

AID GOE TOTAL
 

COMPONENT 

I. Expanded Ili~nunizations 25,b61 21,150 46,811 
2. Acute Respiratory 17,637 13,875 31,512 
3. Child Nutrition 8,846 7,875 16,721 
4. Child Spacing 12,298 8,600 20,898 
5. Evaluation/Audit 500 - 500 
6. Contingency 8,000 - 8,000 

72,942 51,500 124,442 

'Diere will be one ma3or prime contractor which will oe assisting in the 
implementdtion1 and coordination ot all subconponents of the Pro3ect. It is 
estimated that the prime contract will consist of 240 worker months 
(6 persons) of long-teri U.S. advisors, 51 worker months of short-term U.S. 
advisors, arid 1,605 worker months of long and short term Egyptian 
protessLondls and support staff. 

The size ut the prime contract group is large. However, it is felt that by 
h~aving onu( major prime contractor coordinating the four major activities of 
the project, thlat 1implementation will proceed more smoothly. This will result 
in a more efficient arid timely disoursement record for the project as a whole. 
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AID's total contribution of $72,942,00U will be used as follows:
 

Technical Assistance 

I. Long-term U.S. (240wm) 

2. Short-term U.S. (51wm) 
3. Long-term FN (1,492wm) 

4. Short-term FN (l13wm) 

5. Media subcontract 

6. Health Info System subcontract 

7. Miscellaneous consultants 


Training 

I. LT Participant (708m) 

2. ST Participant (339m) 

3. Invitational 

4. Workshops/Seminars (22)

5. Inservice/other 


Conodities 

I. Syringes (disposable/local) 

2. Large refer trucks (5) 

4. Small refer trucks (44)

5. Vans (8) 

6. Coiputers/software/support equip.

7. Daya kits, supplies x 20,000

8. Lab equipinhcit, 3500 clinics 
9. Pediatric care, 73 sets 


10. University/Teaching, 18 

II. Training materials 

12. Anemia test equipment x 3000 

13. Nutrition Lab equipment 

14. Incubators (3245)

15. Cold chain related items 

16. Local financed, other 


Renovations 


Other Support

1. Assessments/studies 


3. Governorate Grants 

4. Surveys, baseline, follow-ups

5. Miscellaneous 


Evaluation/Audits 


Contingency 


TOTAL: 


Amount % 
($000) of Ttal
 

17,209 23.6
 
4,175 
 5.7
 
1,173 1.6
 
4,290 
 5.9
 

352 
 0.5 
4,815 	 6.6
 
1,500 
 2.0
 

904 
 1.2
 

13,396 
 18.4
 
2,443 
 3.3
 
1,560 
 2.1
 

583 
 0.8
 
674 
 0.9
 

8,136 11.2
 

26
b042 
 35.7
 
5,200 	 7.1
 

290 
 0.4
 
1,320 
 1.8
 

160 
 0.2 
1,575 2.2 
1,200 1.6 
5,100 7.0 
3,650 5.0 
1,080 1.5
 
1,614 
 2.2
 

523 
 0.7
 
500 
 0.7
 
468 
 0.6
 
552 
 0.8
 

2,810 	 3.9
 

575 
 0.8
 

7_220 
 9.92760 	 3.8 

1,000 1.4
 
1,640 2.2
 
1,820 2.5
 

500 
 0.7
 

8r000 
 11.0
 

72,942 	 100.0
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Disbursements to the prime host country contractor will be by direct letter of 
comuiitment. This is being done since the Ministry of Health does not have the
toreiyn exchdnge necessary to pay the contractor (approximately $15 million) 
over the lite of the contract and be reimbursed by AID. From previous
exputieonce in other AID projects it has ueen determined that the Ministry of 
lealth hLis the ability to 
 (a) advertise, awara and negotiate contracts;

(b) muoitor coatract implementation; (c) examine invoices; 
and, (d) audit
 
contractor books andn records. 

All participant training will 
 Ue direct via PIO/Ps (approximately
 
$4 million). Invitational travel tor 
the most part will be by A.I.D. travel
orders. However, 
a limited nuiimer ot Egyptians will go on invitational travel
through the prime contract. 
 In these cases, this travel will be a
 
reimbursable expense to the prime contractor in accordance with the provisions
 
ot their direct letter of colmnitment.
 

Tn-service training, workshops/seminars and other support costs will be funded

by P[Ls to the implementing agency. Specific activity programs and budgets
will be prepared prior to this anid submitted to A.I.D. for review and

approval. Disbursements will be through periodic advances to the project

Secretariat whicn 
will liquidate the advances through monthly expenditure

invoices. It has been determined from previous experience in other A.I.D.
 
projects that Ministry Health has the
the ot ability to receive advances,

invoice [or liquidation and maintain proper books and records in use
the of
 
A.I.D. UUiius. 

It is antticipated that a host country procurement services agent (PSA)
contract wil be obtained [or procureient activities. The contract will 
include funds for the agetL's negotiated tee whiich will be paid through a
diretct l,-2*tur ot coluiitmen2t. Payment for tiLe comnodities to be purchased by
the PA will be reLmbursud througl oank letters ot commitment. Use of a
direct lett.m: of comummt11ent tor this purpose is again because the Ministry of 
Halt h dot:s not nave thIe [oteign excnanug necessary to pay the contractor over
the lie2 ot the contract and be reita)ursed by A.I.D. The use ot bank letters 
of couiuiLtmett is justitied because of tlhe anticipated use of a number of 
diuteruuit veidors in supplying thu proposed coiunodities for all components. 

Lastly, renovaltIon work is plonied tor tine Nutrition Institute in Cairo.services up to and incLuding drawinLgs, plans, 
A&E 

specifications and detailed 
costs will bte reinbursed througl a PI approval and subsequent grant to theim11plemeLtiL1Vg agentcy to reicgurse tLe A & L contractor on d fixed price oasis. 
The cost of tUis A & E vvoLk is estimiated to be less than $100,0O0. Following
review n(Id accuptLance o. the plaris, specifications anid cost estimates, A.I.D. 
will prepdre a oditied fixed aIount reimbursement agreement with the
ileiiletting agency Lor t:he work. It will bu miodfied to the extent that a
iubil Lzalt ion paymult to tLhe imp[emnt ing agency will be allowed, with 

subsiequent- xeriodic paym(nts as agreed to FAR.in thle 
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Audits and evaluations ($0.5 million) are included in the budget. The audits 
envisioned are for independent audits. Contracts for this will be direct 
A.I.D. contracts for a fixed price or through A.I.D. purchase orders.
 
Evaluation work will be handled in a similar fashion.
 

Lastly, the recurrent cost implications of this project tor the Ministry have 
been reviewed. A.I.D. inputs to the project are not meant to build a whole 
new infrastructure faced with hiring additional staff, locating liew offices,
 
setting up new training centers or building health clinics. On the contrary, 
maximum use will be made of statf, facilities arid commodities that are part of 
on-going Ministry activities. The Child Survival Project will focus the use 
of these inputs in a Inure etfective arid efficient ikAnner so that there will 
not be a large increase in recurrent costs for the GOE. The Secretariat 
itself will be costly. However, the Secretariat is not meant to be a 
permanent organization and will disband at the end of the project. 

The largest anticipated recurrent cost item for the WE related to the project 
will be for vaccines, immunization supplies arid materials (e.g. syringes) and 
cold chain replacement equipment. Estimates ot the total additional, annual 
costs of EPI items to the Ministry in 1993 (assuming no other donor support) 
is $5 million - $i million for the cold chain, $i million for syringes and 
$3 million for vaccines. 

Another item that may have recurrent cost implications is the use of the 
private sector for media and advertising. This should not exceed $0.5 million 
per year. A decision on this will not be needed until late in the project. 
The Minstry will therefore have time to budget for these additions it 
desired. However, depending on the success of the new interventions and 
products, private and public sector firms may continue this ildvertising 
without direct MOH inputs. 

The total recurrent cost implications of the project, then, are approximately
 
$5.5 million per year (in 1985 dollars) or about 0.8% of the total estimlated 
85/86 Ministry budget of LE 587 million. This is not considered excessive. 
The Ministry should be able to meet these added costs after the conclusion of 
this project from allocations troum the regular GOE national budget. 



Taole I 

ILLUSRATIVE FINANCIAL PLAN 

CHILD SURVIVAL PROJECT 
No. 263-0203 

A.I.D. 

Technical Asst. 
Training 
Commodities 
Renovations 
Other Support 
Evaluation/Audits 

Subtotal 
Contingency 

Total 

GOE 

FX 

1,300 
200 
-
-

-

1,500 
_ 

1,500 

FIRST YE-R 
LC 

200 
500 
400 

400 

1,500 

1,500 

TOTAL 

1,500 
700 
400 

400 
-_ 

3,000 
___ 

3,000 

ALL OTHER YEARS 
FX LC TOITAL 

5,548 10,161 15,709 
4,858 7,838 12,696 

14,032 11,610 25,642 
- 575 575 
- 6,820 6,820 
300 200 500 

24,738 37,204 61,942 
5,000 3,000 8,000 

29,738 40,204 69,942 

FX 

6,848 
5,058 

14,032 
-
-
300 

26,238 
5,000 

31,238 

COMBINED 
LC 

10,361 
8,338 

12,010 
575 

7,220 
200 

38,704 
3,000 

41,704 

TOTAL 

17,209 
13,396 
26,042 

575 
7,220 

500 
64,942 
8,000 

72,942 

4 

Salaries 

Incentives 

Commodities 

Other Support 

Total _ 

-

1,000 

500 

500 

2,000 

1,000 

500 

-

500 

2,000 

-

-

-

-

-

15,000 

7,500 

12,000 

15,000 

49,500 

15,000 

7,500 

12,000 

15,000 

49,500 

-

-

-

-

-

16,000 

8,000 

12,000 

15,500 

16,000 

8,000 

12,000 

15,500 

51,500 

2334H, 29 



Table 2 

PROJECT INPUTS 

AID 

EPI 

GOE AID 

SUMMARY 
COSTING OF PROJECT MPONENTS 

o000) 
CHILD SURVIVAL PROJECT 

NO. 263-0203 

ARI NUTRITION 

GOE AID GOE 

CHILD 

AID 

SPACING 

GOE AID 

TOTALS 

GOE COMBINED 

Technical Asst. 

Training 

Commodities 

.enovations 

Jther Support 

Salaries 

Incentives 

Subtotals: 

:valuation/Audit 

;ontingency 

Totals: 

8,470 

6,332 

9,194 

1,665 

-

-

25,661 

200 

4,000 

29,861 

-

-

5,000 

6,000 

6,750 

3,400 

21,150 

-

-

21,150 

2,772 

2,147 

10,783 

-

1,935 

-

-

17,637 

i00 

1,500 

19,237 

-

-

3,000 

-

4,500 

4,250 

2,125 

13,875 

-

-

13,875 

2,740 

2,080 

2,403 

575 

1,048 

-

-

8,846 

100 

1,000 

9 

-

-

2,500 

-

2,000 
2,250 

1,125 

7,875 

-

-

7 

3,227 

2,837 

3,662 

-

2,572 
-

-

12,298 

100 

1,500 

13,898 

-

-

1,500 

_ 

3,000 
2,750 

1,350 

8,600 

-

-

8600 

17,209 

13,396 

26,042 

575 

7,220 
-

-

64,442 

500 

8,000 

7 

-

12,000 

-

15,500 
16,000 

8,000 

51,500 

-

-

51,500 

17,209 

13,396 

38,042 

575 

22,720 
16,000 

8,000 

115,942 

500 

8,000 

124,442 

4 

343H, 29 



TABLE 3 

ESTIMATED EXPENDITRRES 
($ 000) 

BY PROGRA4 INPUTS 
CHILD SURVIVAL PROJECT 

263-0203 

FY 86 FY 87 FY 88 FY 89 FY 90 FY 91 FY 92 FY 93 TOTALS 

A.I.D. 

Technical Asst. 
Training 
Commodities 
Renovations 
Other Support 
Evaluation/Audits 

Total 

260 
891 
280 
125 
23 

-
1,579 

2,063 
2,835 
6,960 

450 
1,549 
-

13,857 

3,706 
3,600 
7,463 

-

2,118 
100 

16,987 

4,341 
2,609 
3,989 

-

1,479 
-

12,418 

3,324 
1,842 
3,212 

-

1,037 
-

9,415 

1,801 
952 

2,230 
-

532 
200 

5,715 

1,144 570 
453 214 

1,578 330 
- -

266 216 
- 200 

3,441 1,530 
Contingency 
Total 

17,209 
i3,396 
26,042 

575 
7,220 

500 
64,942 
8,000 

72,942 

GOE 

Salaries 
Incentives 
Commodities 
Other Support 

Total 

1,132 
566 
849 

1,096 
3,643 

1,547 
773 

1,160 
1,499 
4,979 

1,806 
904 

1,355 
1,750 
5,815 

2,007 
1,004 
1,507 
1,945 
6,463 

2,161 
1,081 
1,623 
2r095 
6,960 

2,325 
1,162 
1,744 
2,253 
7,484 

2,443 
1,221 
1,832 
2,367 
7,863 

2,577 
1,288 
1,932 
2,496 
8,293 

16,000 
8,000 

12,000 
15,500 
51,500 

2345H, 30 



Table 3a 

ESTIMATED FY 86 - 93 EXPENDITURES 
A.I.D. 

BY PROGRAM COMPONENT 
CHILD SURVIVAL PROJECT 

NO. 263-0203 

FY 86 FY 87 FY 88 FY 89 FY 90 FY 91 FY 92 FY 93 Total 

EPI 
Technical Asst. 
Training 
Commodities 
Other Support 
Evaluation/Audits 

918 
63 

834 
17 
4 

-

.1,734 
957 

1,172 
2,300 

305 
-

4,992 
1,739 

977 
1,725 

511 
40 

5,143 
2,209 
1,251 
1,392 

291 
-

4,071 
1,480 
1,144 
1,174 

273 
-

2,834 
805 
550 

1,283 
116 
80 

2,296 
859 
240 

1,103 
94 
-

873 
358 
164 
200 
71 
80 

25,861 
8,470 
6,332 
9,194 
1,665 

200 

AIRI 
Technical Asst. 
Training 
Commodities 
Other Support 
Evaluation/Audits 

328 
51 
35 

235 
7 

-

5,722 
340 
885 

3,916 
581 
-

5,880 
568 
661 

4,096 
535 
20 

2,411 
683 
338 

1,011 
379 
-

1,975 
778 
128 
884 
185 
-

808 
167 
56 

452 
93 
40 

333 
100 
34 

119 
80 
-

280 
85 
10 
70 
75 
40 

17,737 
2,772 
2,147 
10,783 
1,935 

100 

NUTRITION 
Technical Asst. 
Training 
Commodities 
Renovations 
Other Support 
Evaluation/Audits 

183 
37 
16 
5 

125 
-

-

1,356 
178 
425 
100 
450 
203 
-

2;686 
653 

1,047 
722 

-

244 
20 

1,911 
812 
303 
528 

-

268 
-

1,443 
534 
181 
537 

-

191 
-

843 
40-9 
82 

229 
-

83 
40 

422 
85 
26 

272 
-

39 
-

102 
32 
-
10 
-

20 
40 

8,946 
2,740 
2,080 
2,403 

575 
1,048 

100 

CHILD SPACING 
Technical Asst. 
Training 
Com-dities 
Otner Support 
Evaluation/Audits 

Totals: 

150 
109 
6 

23 
12 
-

1,579 

2,045 
586 
353 
644 
460 

-

13,857 

3,429 
746 
915 
920 
828 
20 

16,987 

2,953 
637 
717 

1,058 
541 
-

12,418 

1,926 
532 
389 
617 
388 
-

9,415 

1,230 
420 
264 
266 
240 
40 

5,715 

390 275 
100 95 
153 40 
64 50 
53 50 
- 40 

3,441 1,530 
Contingency: 

12,398 
3,227 
2,837 
3,662 
2,572 

100 
64,942 
8,000 
72,942 

2331H1, 30 
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Table 4 

OBLIGATION SCHEDULE 
($00o) 

CHILD SURVIVAL PROJEC' 
263-0203 

FY 85 FY 86 FY 87 FY 88 FY 89 FY 90 TOTAL 

3,000 14,942 15,000 17,000 10,000 13,000 72,942 

2403A, 28
 



V. IMPLEMENTATION PLAN
 

A. Administrative Arrangements 

The components of the Child Survival Project, with the exception of ARI
which is delivered through routine pediatric services, exist as vertical 
programs in the MOH. Program pollcy and planning is carried out at the 
central level for implementation in decentralized, inLtegrated services at 
the governorate level. EPI is the strongest ot the vertical programrs and 
extends vertically to the service delivery level tthrough nlationally planned 
schedules for imunization. EPI htas 12 tecuis which work with the 
governorates in implementing services. 

The governorate director general ot health is resIonsible for all health 
services and facilities in the governorate and tor iplementinlg uirectives 
from the vertical programs. The decentralized service delivery systeTi for 
the Child Survival conponents irakes it essential tnat the project have a 
direct relationship with governorate health survices. This will permit
coordination of interventions, prevent contlicting deimiands i1 vertical 
programs, and involve the governorates in tWe plahning of Child Survival 
programs which respond to local conditions. This direct relationship also 
pernits a phasing ot interventions baseu on the current level ot governate 
services and testing of innovative service delivery. 

However it is iimpor tanit that all governorates participate from tne 
beginning and that identified basic problems of impleiiientationl be addressed 
early on a national basis. The concept ot the Control of Diarrheal Disease 
(CDD) Project is basedt on the pilot project experience with the SRHD
project's oral renydratloun intervention whicn wa.s used as a basis for the
national program. This has resulted in the national rehydration progrcm
expanding rapidly.
 

FoJlowing the precedent of the Control ot DiarrieAl Diseases (CDD) Project 
as a model, the GOE has established a Child Survival Steering Coimiittee to 
provide policy guidance for iiiiplementation of the Child Survival Project. 

The MOH has also agreed to create a temporary semiautonomous Secretariat 
for implementation of the project. Mhile the First Undersecretary for 
Health in the MOH will serve as Project Director, the Project Executive 
Director will have authority to implunent the project under the policy
guidance oL the Steering Comnittee. He will have the authori.ty to work 
directly with governorate hualtin progrcuis and to conttract for personnel,
services, and commodities. 

Under this system, the Executive Director will have the authority to
directly contract with technical personinel or tor services as needed troiii 
the private sector and to second MOH personnel as required. To accelerate 
work in the governorates, eacii govertiorate mtedical director will appoint a 
Child Surv.val Project Coordinator wtio is responsiole for imiplementing
Child Survival Project services and who reports directly to the Secruta
riat. This arrangeient will 
 permit tue project to go directly to the 
governorate and establish or expand training centers anu clinics tor the 

http:authori.ty
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Child Survival Project activities. Governorates who demonstrate more 

interest in these prograims can move rapidly ahead and receive materials and 

supplies for training and services to begin a program, while project staff 

can concentrate 2ttor ts on less active governorates. The Executive 

Director also will have the authority to grant Child Survival Project 

supplies and equipmelint to university teaching hospitals interested in 

for Child Survival Project activities.estaulishing or expanding Centers 

B. Results under simiiar CDD Pro)ect Adcinistrative Arrangements 

The CDD Project is now at tile midpoint of i mplementation. ORT services 
with otherhave been e.!tablj.sed in every governurate and are integrated 

routine services ard yoveroordtes are receiving regular supplies of ORS. 

In 19Ub, the Secretariat Statt will install ORT equipment in 1600 MOH 
ttie capacity to deliverclinics an0 by 19b every MUH clinic will have 

OR1. Training programs are being conducted nationally and are being 

integrated iIto mkediCal and nursing curriculum, ard governorate pre service 
on atraining, so that all doctors arid nurses will receive ORT training 

routinu basLS. 

The production oL oral renydration salts nas been inistitutionialized in a 

public sector comliajy with tile capacity to produce the national 

requi:LrIrLts tor tile public and pLi]Vdte sector. 

A series o1 'IVspots on tle dangers or dehydration and tle use of ORS have 

been used to educate tlne public. These TV spots have resulted in increased 
public awarene:.ss Oi OR1, increased dealand for 11, services in I.Y)H and other 

clinics, an(i increased plharmacy sales oL ORS. 

As a result of the increased demand tot OHS in cOurilircial outlets, the
 

product is providing a ruasunable pro:it margin Lor the public sector
 

anld the company has iwmre interest in expanding apharmAceutical comIany 
perml~aneh pro0ucttUn Linct .
 

C. CUILLtaCLo Support 

Tile CS Secretariat wril be supported by a U.S. contractor. The GOE has 

that ettorts und2r all tour project components be implementedreque.,ted 
under tire same host country contract: toct will be negotiated to support the 

overall project.- Phu contractor wilt Oe expected to provide resident 
individuals wio wil[. WorK With tne scretariat and th(e receiving agencies 

to (Juvelop irriplemntatioii plans. Tley will also be expected to develop the 

HYP staturmients fur tWe. S(2cretariat aid to act, along with counterparts trom 

tht. SeCrtriaLt to a:;Sst tile projeCt oLficer to facilitate activities 

uindur tu seVeral suu-proujects. lhet activities for the resident 
o ths ol short--term teclhnical assi.stance willildividuaId:; ,Iurd 16'.) persun 

be proVided trom tije appropriate colipoie(2rt. tu pay for sucir services. Other 

tunds brot up-gradLlg will Ilot be irrcLudted in the prime contract. 

http:awarene:.ss
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Sub-contracts/grants let will be developed in accordance with USAID and GOE 
procurement procedures. The primKe contractor will be expected to monitor 
and evaluate sub-contractor/grantee performance reporting to USAID and the 
Secretariat at times to be determined when sub-contracts/grants are 
developed.
 

D. USAID Monitoring
 

Following the obligation ot funds, USAlD's Office of Health will be
 
responsible for developing the contractor's scope of work as part of the 
prime contract under the project. While USAID's Office of Health will be 
responsible for monitoring all actions under the host country contract, the 
contractor and the SecretarLat, in cooperation with USAID, will be 
responsible for monitoring contractor pertormance under dl. 
sub-contracts/grants.
 

E. Implementation Steps
 

- a time phased inplementation plan will be developed for each project 
component and amended annually. 

- the need for training in-country and assessment of existing in-country
capacity will be assessed in conjunction with project efforLs under 
the project.
 

- when needs are identified by the Secretariat, an implementation plan
for the specific activity will be developed by the institution to be 
served, working in conjunction with Secretariat staff and tne 
contractor. The plan will address current status and capacity,
desired program and capacity and provide a clear statement of what is 
required (staff training, technical assistance, curriculum 
development, supplies, equipment, etc.) to achieve desired delivery 
capacity. In the event that the proposed receipient organization
needs assistance to develop an imiplementation plan, it may also draw 
down on the short-term technical assistance provided under this 
project.
 

- when the plan is received, reviewed and approved by the Secretariat 
and USAID, a determination will be made as to whether any solicita
tion be made competitively locally, in the U.S., or both. A PIL will 
be written, for example, and the competitive procedures agreed upon 
instituted.
 

- a comnittee involving the Secretariat, the contractor and the 
institutions involved will be set up tor such subactivity when 
appropriate 



P. Impleinentation Schedule 

1. All Components 
Date 


August 1985 

December 1985 


January 1986 


June 198b 

August 1986 


September 1986 

December 1986 

July 1987 

Septeimber 1987 

August 198d 


January 1990 


August 1991 

October 1992 


August 1993 


2. Suu-Compontent 
(A)EPI
 

19d6 


.987 


1988 


Major Actions
 

Project Agreement executed
 
Draft contract & RFTP presented to

Secretariat for its review and approval
 
RFTP approved; CBD Notice published.
 
Contractor selected
 
First contract staff member arrives in 
Egypt
 

-- long-term participants depart 
-- short-term participants depart. 

Commodities ordered.
 
Implementation plans presented 
 to
 
Secretariat and USAID for approval.
 
Sub-contracts advertised.
 
Interii Evaluation (USAID/ MOH/ 
UNICEF/WHO). 
Final pdrticipants return to Egypt.
 
Second Interim Evaluation.
 
Contractor Departs.
 

Final External Evaluation.
 

Participants depart for training 
EPI implementation plan developed 
PASA with, CDC for EIS signed and TA 
assessment mv-ide by CDC. 

EPI irmplemeta tion plan approved. 
Health Information System set up in four 
governorates. 
Baseline data collection initiated. 
Evaluation studies for testing vaccine 
effectiveness developed. 
Cold chain requirements and maintenance 
evaluated for support effectiveness.
 
In-country training of trainers for EPI 
managers and health personnel designed 
and in process. 

EPI training implemented nationwide in 
all districts.
 
Preservice EPI training strengthened and 
integrated witn regular training. 
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1989 - 1991 

1992 

(B) ARI 

1993 

1986 

1987 

1988 

1989 - 1991 

Media fnessjges designed to support
ililunizat iuon canpaiyns.
 
National campaigns implemented,

strengthened by trained personnel,
 
appropriate equipmwent arid supported by
media. 
Health Intormation System phased Into 
other governorates.
 
Sentinel surveys underway.
 
Second interim evaluation.
 

Evaluation recoiuendations impleminted. 
National EPI strengthened and 
operational reaching 80% ot children 
under 5 for 6 mandatory uirnunizations. 

Final evaluation Recornendations to MOH
 
for continued coverage.
 

Participants depart for training.
 
Fever Hospitals & Health Units surveyed
 
for treatment anid diagnosis equinent
 
requirements.
 

Baseline data collection initiated.
 
ARI Implementation Plan developed anid
 
approved.
 
Training programs designed for all
 
levels of health personnel. 
Protocols established for treatment of
 
ARIs.
 

Training Programs impleiented. 

Surveys designed for epidemioloyica

information in sentinel governorates. 
Interim Evaluation. 

MOH system for diagnosis and treatment 
of ARIs upgraded through training, use 
of apropriate treatment rugimens and 
early diagnostic techniques. 
Media messages developed to support 
programs for early diagnosis ard
 
treatment.
 
Surveillance system for ARIs established.
 
Interim Evaluation.
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1992 - 1993 Epidemiological surveys evaluated.
 
ARI Reporting systems functionning.

Media messages evaluated for

effectiveness in 	 promoting early 
diagnosis and treatment. 
Appropriate pharmaceuticals being
procured and distributed to MOH system 
for ARIs.
 
Final Evaluation. 

1993 	 Final Evaluation Recommendations to MOH 
for continued coverage.
 

(C) Nutrition
 
1986 	 Participants depart for training.
 

Development of WFS initiated.
 
Nutrition CoWponent.
 
Implementation Plan developed.
 
(Expansion of Nutrition Education
 
activity countrywide).
 

1987 Implementation plan approved FAR 
agreement between USAID and MOH for 
renovations of Nutrition Institution
 
signed. 
Training developed for diagnosis and 
treatiiiet of iron deficiency anemia for 
MUH personnel. 
Training foL nutrition for MOH staff 
developed. 
Media messages on breastfeeding and 
weaning nutrition and 	 use of available, 
local toods for weaning developed.
 
MOH cliniics evaluated for availability

of sufficient quantities of iron

supplementation taulets anemiaand 
testing equipment. 

1988 - 1989 	 Training programs for nutrition and iron 
deficiency anemia implemented nationally. 
Media messages tested for effectivness
through surveys that ascertain knowledge 
and prcdctice of weaning nutrition with
 
available fouos.
 

Interim LVdlUdtLon.
 
Media messages developed on iron
 
deti.ciency anemia.
 
Protocols developed for treatment 
 of
 
anemia. 
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1989 WFS tested. 
Coiunercial producer for WFS identified 
and contacted for production. 
Social Marketing for WFS developed. 

1990 - 1992 Distribution for WFS set up. 
WFS marketed nationwide commercially. 
Surveys implemented to test social 
marketing strategyies. 

1993 WFS available through comercial sector 
and supported by appropriate cornercial 
media messages. 

(D) Child Spacing 
1986 Participants depart for training. 

UNICEF Daya Training Program evaluated 
and revised for nationwide 
implementation. 
Implementation Plan for Child Spacing 
Component developed. 

1987 Implementation Plan approved. 
Training of governorate trainers for 
Daya programs and orientation for clinic 
personnel for support of daya services 
designed. 
Daya training implementation plans 
submitted by governorates. 
Child Spacing training requirements 
evaluated and coordinated with National 
Population Council (NPC). 
Child Spacing training designed to 
emphasize health benefits of child 
spacing and wider use of IUDs. 
Surveys developed to deteiirie reasons 
for gaps in knowledge ard practice of 
child spacing. 
STN Midwives integrated into MOH system. 

1988 Daya training and clinic orientation 
programs implemented natioinally. 
Child Spacing training implemented and 
coordinated with NPC activities. 
Media messages developed for prenatal, 
post partum care, and child spacing 
emphasizing health benefits for the 
child. 
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MOH services strengthened through
 
orientation of personnel in prenatal and
 
postnatal care and supervision of dayas.
 
Daya packs developed for resupply of
 
daya kits.
 
Interim Evaluation.
 

1989 MOH system for childbirth care expanded 
through supervised, trained dayas and
 
improvea registration and care of
 
pregnant women. 
Media messages through TV, radio and
 
other sources promote childbirth care
 
and child spacing on a national basis. 
Cnild Spacing programs linked with post
partum services and emphasizing services 
for high risk mothers. 

1990 - 1991 	 Governorates testing innovative schemes 
for cnildbirth care and child spacing 
progras. 
Interim Evaluation. 

1992 - 1993 	 Innovative schemes evaluated for 
nationwide replication. 
Role of STN Midwife established in 
comrunity obstetrics delivery.
 
Effective community obstetrics program

supervised by MOH and 	 linked to post
partum child spacing program established 
nationally. 
Final Evaluation.
 

G. Evaluation Pldn 

The project's evaluation programi will rely on both progress reviews by the 
Secrutariat and periodic external evaluations of the subactivities. Annual 
reviews will be held between the Child Survival Secretariat and USAID to assess implementdtion and costs of the various components. The 
surveillance system for the inmiunization and acute respiratory infections 
components will generate data on the disease incidence, coverage, and 
feedback. This will e compalemnented by periodic samply surveys and
epideiiological studies. Information on the nutrition and child spacing
cuiipulielit.i will come trun the Ministry ot Health data collection 
activities. This inturiiation may be supplemented by user surveys of
weaning toods and anemia-related intormation ald by recipients of child 

nutrition services.spacing and education These various subactivities 
irioriktiozi and monitoring systems will provide a basis for the annual 
progress reviews.
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The interim evaluations will be scheduled for 1988 & 1991, and will include 
WHO, UNICEF, MOH, and USAID participation. The evaluations will focus on
 
the implementation of management development, training, and child spacing. 
These evaluations will also be implementation focused. The evaluation of 
the nutrition sub-project will assess progress on the weaning food and 
anemia components and evaluate the use ot social marketing under the 
nutrition education program. The evaluation oL child spacing will review 
training activities, services delivery progrds, and media for public 
education. Tne evaluation may include a comparaison of approaches used 
under the Child Survival and Population/Faily Planning Projects. 

A final evaluaton is scheduled tor 1993. ThLs will be a comprehensive 
evaluation using appropriate outside expertise. 

H. PROCUREMENT PLAN 

The basic premise of procurement for the Child Survival Project is that 
host country mechanisms will be used to the maimrmUi extent possible. All 
goods and services will be U.S. and/or Egyptian in source and origin and 
will oe competed fully in accordance with U.S. and Egyptian procurement 
regulations unless otherwise agreed to in writing by both parties. Where 
dollar funding is involved, advertising ana open completion in the U.S. and 
Egypt will be done. Local cost financed procurement will be advertised and 
competed as required, but only in the host country. Consideration will be 
given to Gray Amendment objectives in all procurement actions to the extent 
possible. 

The Ministry of Health is currently implementing three health projects 
(i.e. Rural Health 263-0015, Urban Health 263-0065 and Control of Diarrheal 
Diseases 2b3-0137). Because of this experience, the USAID feels confident 
of the MOH's ability to advertise, award, monitor, evaluate ard, audit (in 
accordance with Egyptian regulations) A.I.D. funded host contracts for the 
Child Survival Project; A.I.D. audit interests will be protected by 
separate A.I.D. contracts, funded under this project with qualitied 
auditing firms. The MOH is tdmiliar with A.I.D. policies tor procurement 
as contained in Handbook II and have followed these rules in the past 
without difficulty. Some conflicts might arise between A.I.D. rules and 
regulations and Egyptian plocurement law (i.e. Law 9 of 1983). Tfiey will be 
handled on a case by case basis as the need arises. Conflicts ace expected 
to be minimal and to not iipact adversely on the procurement plan for the 
project. 

However, in order to prevent any difficulty arid misunderstanuding with 
procurement policy under the project, the first step of the procureiment 
plan will be to forward a detailed Project Implementatioi Letter (PIL) to 
the Ministry spelling out the various procedures to be used. Guidance will 
be given about the source of A.I.D.'s procurement rules, the specitlc 
handbook references and the relationship of U.S. and Egyptian regulations 
to project procurement. Major procurement actions will not proceed until 
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the Ministry, which has already concurred informally in the project 
procurement pldn, has formally acknowledged the PIL by signing thereon. 

Host country coltracting and local cost financing procedures will be the 
aikjor procurement modes tor the Child Survival Project. In terms of host 
country contracting, the Ministry of Health, represented by the Child 
Survival Secretariat, will be tle Contracting Agency (CA) for the project. 

Tie tirst major procurement action for the Contracting Agency will be to 
obtain tne services ot the prime technical assistance contractor. After 
all CP's and covenants are met, a request will be made by the CA to A.I.D. 
requesting outside dssistance in the preparation of the required Request
tot Technical Proposal (RFTP), and especially the detailed and very
specitic scope oL work, proposal evaluation criteria and detailed cost 
estimate tor such a contract. Accuracy and specitity in the RFTP are very
import nt since tne contractor eventually selected will be one of the major
actors ini implementing the project. Their intluence will be felt, so there 
is o room t:or lnisunderstaiidings concerning (uties, responsibilities and 
specitic tasks. A.I.D. will contract for RFTP preparation assistance 
turougl tne Indetilnate Quantity Contract (IQ(.) system. Prequalifications
tor tihe prime contractor will be considered at this time in order to speed 
up tire procuremetit process. Expressions of ititerest will be invited both
in t i e Co iuirerce Business l)aily (CBD) and Egyptian press. Work on the RFTP 
shall begin by November 15, 19b5 anrd end at least by December 15, 1985. 
Because uf ti.e importAnce ot this document, it is anticipated that the CA 
and A.I.D. will need at least 45 days to review and approve the document. 

In the iiiterejsts of keeping project costs down, consideration will be given 
to includinig cost as well as quality of proposals as an evaluation 
criteria. Approval [or such procedure is within the Mission Director's 
authority utnder Redelegation of Authority l13.8 

Advurtiisiig, distriLuti.on of the RFTP and proposal preparation and 
selection will tollow (at least 60 days alloweo for proposal writing, site
visits and discussions with the CA and staff). The primary point of
 
contact [or all iiterested offerors during this phase will be tle Executive
 
Project 
Director o tue Child Survival Secretariat in Cairo. 

Proposals .;111 be teceive(d dild evaluated in Cairo using the evaluation 
protocol developed uy the 1lC telmii. Meiers o1: the proposal evaluation 
team will ue appointed by the project steering committee. A.I.D. will 
approve tLme CA's proposed order-ranring for compliance with evaluation 
criteria.
 

NegotiaLtions wilt be conducted between the top ranked firm and the CA. A 
contract, to ue, appproved by A.I.D., will result; or, if negotiations are 
not succe2ssful, the CA will then inviteA the second ranked firm to submit a 
cost proposal (unless previously required) and begin negotiations and so on
 
until a contract is awarded. Due to the scope ot work, anticipated size of
 

http:distriLuti.on
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the TA team and required logistical arrangements, negotiations could be 
protracted.
 

The award of the prime contract will ue the accomplishment ot a major 
milestone in the project. With the contract team's arrival, selection of 
Egyptian staft and start of special studies, the project will be moving 
into high gear. 

Sulunary of Actionis 

Procurement of Prime Contractor 

ACTION COMPLETE BY:
 

I. MOH signature on procurement PIL 10/15/85 
2. MOH request to A.I.D. for IQC 10/30/85 
3. Finalyze RFTP 12/15/85

4. Complete prequalifications 12/31/85
 
5. Approve RFTP/send to firms 02/15/86 
6. Proposals due in Cairo 05/15/86
 
7. Evaluation completed U6/15/d6

8. Award/approve/fund contract 08/15/80 
9. First contract member arrives 09/15/8b
 
10. Contract team fully mobilized 03/15/87
 

The prime contractor's role in future procurement actions is a major one. For 
instance, they will coordinate closely with the CA on the selection of major 
subcontractors such as those for media, computer systems design, MIS, training 
and nutrition education. Subcontracting responsiullities for the prime 
contractor will be specified in their contract, with selection ot
 
subcontractors in accordance wito contract provisions.
 

The prime contractor will also assist and advise the CA on the preparation of 
other RFTPs, both for small value procurement (i.e. under $ LUOOUU, which 
does not require full advertising) and large value. The prime contractor will 
assist and follow up on these action as requested by the CA in order to 
shorten the contracting process. Draft contract sample formats might be 
prepared, for example, to meet the needs of the project. 

To the extent provided in the prime contract, the contractor will also advise 
the CA on the purchase of supplies and equipment for the project. The 
contractor's involvement will be mainly to assist in the preparation of 
specifications and follow-up since actual commodity procurement will be the 
responsibility of another contractor (to be described).
 

A second major procurement action will be that of obtaining the services of an 
epidemiological trainiay/technical assistance team. In all likelihood this 
will be through a Participating Agency Services Agreement (PASA) with the 
Center for Disease Control (CDC) in Atlanta, Georgia. CDC has developed a 
unique package training program to rapidly develop epidemiology activities in 
developing countries. There epidemiiologists are key links in the disease 
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response and infuriatiun system for the country involved. The use of CDC for
 
this purpose will require all OMB Circular A-76 waiver. It is felt that such a
 
waiver is justified based oil CDC's unique expertise in implementation of this
 
type ot traiining/technical assistance package and tile lack of capability iy 
the U.S. private sector to develop such -A training program. Therefore, as 
soon as possiIe atter dpproval of the A-76 waiver, satistaction of CPs and 
receipt of a request from the WE, A.L.D. will prepare the required PIO/T to 
obtain thu PASA. Thils procuremenlt action will ue independent of actions 
needeu Lu ubtain tie prime contractor. Arrival of the PASA specialists should 
proceed r-t(ldIy (no LuL-tiie advisors in Egypt are contemplated through the 
PASA). Once the prime contractor arrives, lull coordination and cooperation 
of prograzzi will be required. 

Sumary of Actiun 
Procurement of* PASA with CDC 

ACTION COMPLOEE BY: 

I. A-1b waiver Uu/15/u5
 
2. 1Forward PIo/I to AID/W ll/ib/b5 
3. PAA nLegotiated Ul/15/66 
4. First specialists arrive 03/30/86 
t. I-'irst full training course starts 08/01/86 

Major e:qupipv,zt procureument will be done through a host country procurement 
services agent (PSA) contract obtained through advertising in the U.S. and 
Egypt. the s,1ectel USA will in effect serve as the coiuodity procurement 
augenLt [or he project as long is there is a need to purchase off-shore 
coiiuodiLtt!s (appruximutely the tirst 4 years o1 the project). The value of 
ott-slor( cutumiodity purchases will oe about $14 mi Ilion during this period.
The Agent1: sflucted will perfurn all the staidard PSA duties, though the need 
1:(r speCLK cation WrLtIIg will be m1liimail sinice the CA and prime contractor 
wLI as-um, this responsibility. PSA duties include checking specifications, 
pre(,.a r Lu)g ani d obtai i g approvals oil 1Phk", advertising, receiving and 
ejvaloat l g bids, recoiilldiig awards, preparing and obtaining approvals on 
contracts., consul[datig orders, drrani(jing tor slipping, followup, 
LlAL ldtL )1o dnd iimaint.uLaX trailllg as r(equested and so on. 

exu r kn) t Lhe 
T'here'Lourt:, preq]ud ILI .LC(dtoulu zmuay oce countLrproductive due to tie large number 
oL r-u[-sr expecte'd 

FLom[ j)0:t r Lez't W12_:, lI-, inLterest in PSA work is widespread. 

Ji. mA 1it timi- required to eJvaluate tLum. Therefore, an 
1F1'L9 wi I I be prepured 1y tle CA for the PSA cuntract. Firms will, however, be 
teqti red to sUlomlit qualI1 [cation1 inrUrmitl.oll with their written proposals. 
ProposalsI wi I be ( 'vd.luted by tni CA using protocols developed at the time 
the ;{t'Ll- i..; Frepardt(. Tlhe resulttuig cutra.ct will specify a fixed fee for 

r It .1) (a C. ren t o1 rrod of line with allse(r v ce. g fi rJ) llEe Of itens 

l tlt I I i., 1st a-ymlliellt of tLU t. Wi. 1 oc at per Lodic intervals as 
speci luid ill tLhe cutrcct-. 'Th[u PSA will coordiiiate activities closely with 
tue prL ie cottractor. h1owever, the seLectiol of the PSA will. be separate from 

http:cutra.ct
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the prime contractor. The regular MOH inventory system will be used to 
account for all project purchased equipment. The prime contractor may,
however, advise the CA on revisions to the system to better suit the project 
(e.g. a computer based inventory system).
 

Summary of Actions 
Procurement of PSA
 

ACTION C014PLETE BY: 

1. Complete RFTP 11/15/85

2. Advertise in CBD/AID Bulletin 12/1b/85
 
3. Proposals due in Cairo 02/29/86
 
4. Award contract 03/31/86
 
5. Establish financial procedures U4/30/8b
 
6. Forward first purchase order 05/15/86
 
7. Fir,3t commodities arrive ll/UI/8b 

Training will be an important part of the Child Survival Project. Included 
will be long and snort term training in the United States. Also, locally 
organized courses for health workers, clients, and community leaders in a 
variety of subjects over the life of the project are to be organized. The 
latter will be addressed in another section of this plan. All participants 
will be funded directly by A.I.D. through PIO/Ps after receipt of requests 
from the CA and its training comjnittee. The first group of participants to
 
the U.S. will depart by August 1986. Most of the long term training will be 
completed within three years of that date; however, some short-term 
scholarships will be available until 1991. It is the intent of the project
staff to complete most of the major overseas training early in the life of the 
project. Because of attrition, retirements etc., however, some training of 
replacements will be required. The prime contractor will have a major role in 
selecting the second group of participants who will be expected to begin 
training by August 1987. 

Sumnary of Actions 

Participant Training (First Group)
 

ACTION COMPLETE BY:
 

I. Select first group/English testing 01/01/86 
2. Develop English competency 04/15/86
 
3. Program/school selections 06/01/86
 
4. Formal PIO/Ps to AID/W 07/Ol/8b 
5. Participants depart 08/20/86
 

(Short term participants will also be nominated by the CA's traini4,g committee 
from time to time as training opportunities arise. PIO/Ps viii be prepared at 
that time. However, no more than 5 such groups shall be selected per year in 
order to lessen the adminis'. ative burden on the CA and A.I.D).
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UpJrddLy Ot facilities at the national Nutrition Institute in Cairo is 

planned. Work will involve renovations to approximately 1U00 square meters of 

space. The facilities involved are laboratories, classrooms and offices. A 

fixed amount reimbursement agreement (FAR) will be used for the procurement of 

these services. Prior to that, however, the CA must provide A.I.D. with 
plans, SpeCLticdtion, drawings and cost estimates for review. Tthe MOH will 

need to contact tor this Architectural and Engineering (A & E) work. Since 

such an A & E contract is estiiimted to cost less than $iUU,0UO, the CA could 

use smmll value procurement rules to obtain the services of a local A & H firm 

to do the preliminary work (A & E work should not take longer thtan 6 months to 

complte). A.I.D. could then advance the CA the money necessary to pay the 

A & E (probably on a fixed-price basis) at specified intervals. After the A & 
E work is commpleted, reviewed and approved by AID, the FAR agreement will be 
negotiated. The FAR may be modified in order to authurize a mobilization 
payienLt to Ltie CA, with subsequent periodic payments is specified in the FAR. 
it is ait cipatod that the reniovation activity will be a one time event, i.e. 
once the FAR is over, no more renovation work will be procurred under the 
project.
 

Sumlullary ot Actions
 
Renovation FAR
 

ACTION COMPLETE BY: 

I. Begin A & E work 01/Ul/bb 

2. Submit documuents to AID 03/31/86 
3. Sign F.R 05/31/db 
4. Comuplete renovations Ub/UI/d7 

Each year, the CA Secretarict will prepcae implementation plans. Included with 

the implemne.ntatio pLans will be an annual estimnates of "other support" budget 
items trum t-he local currency project budget needed for program activities. 
Anticipated line items include (but are not limited to) "Consultants", 
"Tira I ", anid Supplie.s" and "Interventions". The primenin "LBquipmuint 
contraictbr will assist the CA in preparing and coordinating the budgets so 
that 110 dUpiLcCdtion resul.ts. Once agrt!ement is reached between the CA and 
A. I .1D, A.I.D shall grant tile lunds to the Secretariat through pcoject 
impiLbiue[tdt[OII l[tt.rs (1Ls). Advances imAy be authorized. Tne CA will 

invuice: HiimLthly to USAID to LiquL(t. outstanding advances. This. texj-xiiditurtes 
procedur has workt-d well] in other lealtii projects in Egypt. (Prior to the 
preparaiLion ot tLn tirst comiiplete imuplementtio i plan after the arrival of the 
prime contractor, A. I .b. will provide an "int_[erim" oudget following similar 
proceodure-s. )
 

Sumimuary of Actions
 
AlmuaL Secretariat Support lBudgets
 

ACTi ON CO1-PLLTED Y: 

I. Approve 1st "In1ter in" budget I/UJ1/U5 

2. mHudg2t Allocation 1l/1b/65 
3. Appruve 1st complete- budget 10/15/8b 

and each yeadr t--hereatter according to imlplementation plans. 

http:resul.ts
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ANNEX 2-A
 

ADMINISTRATIVE ANALYSIS 

The Child Survival Steering Coimmuittee is composed of the most senior officersthe Ministty of Healthi iIVolvedof in the child survival programs andchaired by the Minister of Health with 
is

the First Undersecretary serving theDeputy Chairman, who will chair the Coi:uiittee in the Minister's absence. 
as 

TheSteering Coiuiattee will provide policy guidance on Child Survival activitiesto the Minister. The Secretariat of the of tne Child Survival Project will bedirected by ati Executive Director reportswho directly to the Deputy Chairman 
( ' US= Steerling Coimmittee, the First Undersecretary of Health. The ExecutiveDirector will also serve as a member of the Steering Committee. 

The Secretariat will function administratively as separatea entity in asemiautotnomous fashion, troi the line and support elements of the Ministry.The Executive Director ot the Project will hold the rank of Undersecretary.
 

,liie Ministry will appoint senior personnel to staff the elements of theSecretariat and will be responsible for their compensation. Incentives andsaldry supplements will e provided through the Ministry's budget. USAID willapprove the use or the Special Account as the source of these incentives ifrequested. 
AID will provide tunds for consultants and tecnnica 
 services from
the private sector in Egypt through local funding in the US prime contract orby direct contracting by the E'xecutive Director with funds provided by AID. 

The Secretariat will serve as tine vehicle for the provision of specialassistance to the four programs addressed by the Project, The Ministry willassign, seILor personnel from each program area, e.g. EPI, ARI, child nutritionanid child spacing programs to staff the the Special Programs Unit of theSecretariat, reporting directly to the Executive Director but 
charged with
collauoration with the uinagers of the ot the four programs in the developmentof tie special assistance requirements of tne programs. The technicalprograms personnel will then work with the special support units of theSecretariat in the development and scheduling of the training, mediacampaigyns, procurement of equipment and supplies, special studies, andevaludtions needed to upgrade their individual programs. The prime contractorwill provide technical assistance for the development of these interventionsand to the Executive Director as required. 

The staff required for the, support units such as procurement, mnedia, etc. willbe in part :supplied by tle Ministry and in part will be contracted from theprivate sector for those specialists that are not available within theMinistry. This mechanism has been used successfully in the implementation ofthe of the Control of Diarrheal Diseases and in the Urban Health Services 
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Projects. This administrative arrangement has the advantage of providing the 

support and resources for program development in a flexible way and avoids the 

danger of the Secretariat becoming a continuing institution atte; the 

termination of the Project. The objective of the Secretariat is to develop 

the existing organizational entities currently delivering services in the four 

program areas. When the programs 6 e strengthened and unctioning 
effectively, the Secretariat with its external inputs will no longer be needed 

and will be disbanded. The organizations within the Ministry responsible for 

delivering the services that have been the tocus of the Project will then be 

fully capable of perforing their mission without the help of the Project. 

The Ministry of Health has seen considerable decentralization during the past 

five years, with the Governorates becoming increasingly autonomous from day by 

day direction from the central Ministry of Health. The central Ministry 
of the budget andmaintains what clout that it does nave through its control 

the appointment ot personnel to staff the governocate health services. In 

most ways, this decentralization is seen as a positive step in that it sets 

operational control of the system closer to the delivery point. While close 

coordination will be maintained with the central managers in each ot the 

program areas, the delivery of special assistance and support by the 

Secretariat will otten be directty with the staf s ot the governorates, as is 
the case itn the CDD Project. 

The EPI program will be handled in a modified way due to the high degree ot 
the thestandardized managenenit that is required throughout system to insure 

targets,distribution ot vaccines through the cold chain, setting of nationdl 
development of mass campaigns and so torth. Administratively, the EPI program 
is located in the Coimunicable Diseases Control Directorate, with the full 

time EPI manager working under the Director Geeral ot the CDC. The DU 

reports to the First Undersecretary who still holds the Preventive Medicine 

portfolio. The EPI Manager supervises twelve teams which are responsible for 

coordinating and advising the governorate level EPI managers on their 

individual EPI programs. Each team is made up of a physician aid a 

sanatarian, both trained in EPI management and are responsible for two or more 

governorates each.
 

The teams interface wmith the governuorate EPI Director, a phy.ician aid the 

sanatarian who serves as the goverorate cold chain techNician. 'The EPI stafr 

report to the goverunorate Preventive Affairs Director and oversbee anid advise 
the district: level EPI supervisor and cold chain tUchnician who are on the 

staff of the District Health Director. The district EPI personnel supervise 

the EPI activities of the local health centers. The clinic phy:;ician serves 
as the EPI director and one uL thV stafL is trained as the cold chairi 
technician. 

'\
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The EPI program is well structured but needs considerable upgrading theperformance of the service. ofIt is judged that it is administratively feasibleto improve the quality and scope of immunization services with the existing
organization. 

The Department of Statistics and Evaluation is directed by a Director Generalwho currently reports directly to the Undersecretary for the Minister'sOffice. The Department collects all the data generated bymakes assessnents and studies on health 
the health system,

statistics, and is responsiblecollection of all for thebirth and death vital statistics throughout the country.The governorates have a full statistical staff that gathers the data forwardedfrom the district statistician, who
collected by hand at each 

in turn collected the voluminous datahealth facility. The quanity of statistical dataenormous and except for the life is
and death

questionable quality. The pilot project in 
registration information, is of 

Ishmailia carried out by theMinistry with the technical assistance of the US National Center forStatistics Healthused the existing personnel for tabulation of data at districtlevel on canputer disks which were consolidated at governorate level andfor immediate analysis to sentthe central Ministry Department of StatisticsEvaluation anddemonstrated that the administrative structure was adequate
upgraded 
 with training and improved supervision. 
if 

The vertical program dealingfor with acute respiratory infections willunder the Preventive Medicine Undersecretariat fall 
with the Director GeneralFever Hospitals given the responsibility of 

for the development of the program toimprove the management of acute respiratory infections in children by theMinistry. The program will be carried out by the Ministry's extensive primarycare feversystem, the hospitals for definitive clinical hospital care and bythe university hospital and other secondary and tertiary care hospitaloutpatient and inpatient pediatric services. The program will utilize theChild Survival Secretariat for developing t~he mass media programsrequired and that will beassistance in developing the epidemiological studies required.The training progran will oe developed by the Secretariat's Training Unit incollaboration withi the Fever Hospital Directorate and other specializedentities such as the faculty of medicine pediatric departments. 
The Ministry of Health's training resources are fairly extensive. Theresponsibility for training programs is spread over several organizationalentiti.es of the cetra]. Ministry and in thf case of preservice training ofdoctors newly assigned to dis tr icts, h ighly decen tr alized. TheUndersecretariat for Manpower Dcvelopinent and Research is responsible for postgraduate training of physicians
Ri}oda Training 

and nurses with BS degrees and operates theCenter which provides training and production learningaudiovisual materials. of andIn collaboration with the Ministry of Education, thisUhdersecretariat is also responsible for training of Secondary TechnicalNur es, the high school Level three year trained nurse that is the princiPalsource, of: nursing manpower for the MOH. 3500 are graduated annually from 137sanLi schools (x.ated prinurily at the district hospital. 

http:entiti.es
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A joint Cairo University/Ministry of Health teaching and research facility is
 
under construction in Cairo. 
 This Center for Social and Preventive Medicine
 
(CSPM) will emphasize child and maternal nealth in its in-service training
 
programs for health professionals arid in its undergraduate and graduate

training programs for medical, dental and allied health students. The CSPM
 
activity is being developed under the Urban Health Delivery Systems Project
 
(263-0065).
 

Manpower Development and Research is responsible for the training of
 
technicans, such as the two year trained sanatarians, laboratory technicians,
 
etc. The training is carried out in seven Technical Training Institutes which
 
are in localities having a medical school, which jointly collaborate in
 
providing this training.
 

The Undersecretariat for Basic Services and Family Health is responsible for 
the preservice training of personnel newly assigned to the districts for !heir 
mandatory service with the MOH. While the curriculum for their tra' ig is 
provided by Basic Health Services and Health and some ot theFamily niontor.L.., 
training is done, 
tue training itself is carried out by the professional staff
 
at the MOH district office in some 137 district level training cetiters. These
 
centers are either located in the district hospital or more often if)a
 
district health center and are sLprCL~i facilities that would benetit by some
 
training of the trainers, some basic training equipment and materials. The
 
training of the EPI personnel and training courses for ARI, for nutrition
 
surveillance for weaning and aneinia, 
and for child spacing techniques can be
 
carried out here for the professional anid paraprofessional staffs ot the
 
district facilities.
 

Development and testing of child nutrition interventions is the responsibility

of the Nutrition Institute, a semiautonomous organization of the Ministry of
 
Health. The Institute has a competent research and development staff and has
 
produced some excellent work with the US funded Nutrition CRSP, the New and
 
Better Foods Project, and a number of PL-480 funded projects. The Institute
 
has developed the Nutrition Education Project with CRS and is now passing the
 
operational responsibility for the project over to the Maternal/Child Health
 
(MCH) Directorate ot the Ministry ot Health.
 

Nutrition programs implemented in the field are the responsibility of the MCH
 
Directorate which works with the governore.te health staffs for the delivery of
 
these services in the urban and rural health clinics.
 

The Nutrition Institute has worked actively in the design ot the Weaning Foods
 
Supplement subactivity and has demonstrated the capacity to manage the
 
development 
of this project until it is turned over to the private sector
 
company which will produce the product.
 

http:governore.te
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Fwiiily planning services and maternal/child health services are the 
respon]sibility of the Undersecretary for Basic Health Services and Family
Health. The Directorate for Family Planning Services has been responsible for
the development ot FP services in tne Ministry system but in actual practice,
the responsibility has been dividec] up a donor funded projecton basis, with 
the World Alk funded project - Population II administered by a Project
Director and the US funded family planning programs administered by another 
Project Director, both responsive to the Undersecretary. In the case of 
Iliterndl/child health programs, relatively strong Director Generals of the MCH 
Directorate lave been appointed ver tne few years. Thepast delivery of MCH
and FP services are the direct responsibility of the director generals of each 
governorate dnd receive d varing emphasis and success, depending on the 
individual DG. It has been the experience ot AID's projects that program
developl~eijL thcat is iimde directly with the responsible dirctor general at the 
governorate- level have bestthe chance of success since tlese directors have 
tne greatest clout at that level in the decentralized organization of the 
currenLt Minlistry ot Health. 

Ihe' C11l(d Survival Project Secretariat will work with the governorates to
 
develop iinplementatioI tor components based
plans tne on national objectives. 

These plalls will include collection of baseline data (as required), training
 
programs, logistical support, a scheduled for
and Liied phased implementation 
and evaluatuion. Plans for tne four components will be coordinated at both the 
Secretariat and governorate level to assure adequate technical support and 
reasonuble implementation schedules. 

Goveroratt:,es will be rejuired to prepare annual status reports on progress and
 
problems with implem[entatiun and revised annual implementation schedules
 
02td L ing yearly req]uireliuents for technical support services. Special

technlicaL support such as social studies or surveys may be 
 requested by the 
governuorltLs cind funded by the Secretariat. 

Governurat-s may also propuose innovative service delivery schemes for 
childuirth ca re ad chiLd s[cLing which would have practical application to 
tne local situation, and could be integratea into existing service delivery
progrwais. 11)(e noiirUcurrent developmient costs of implementing these schemes 
couLd be: pruvL(ed throughi Secretariat graits. 

Th, Secretariat ,uy also providie support mechanisms tur service delivery
Uroujlh Ljyprian universities. Interested universities may apply for grants
based on proposdls whiich support project 1rit.rventions or receive grant 
support L:or activities reldtLd to Secretariat or governorate implementation 
prog ruilS. 
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ANNEX 2-13 

TECHNICAL ANALYSIS
 

The tour 1aill components ot the Child Survival Project address the major
diseases and conditLons that contribute directly to the high infant and childmortality rates in Egypt. Universally accepted and cost-effective medical 
techlology and health practices are utilized in each component 
of the

Project. The interventions carried out in this Project ana the oral
rehydration tnerapy for diarrhea being introduced by the Control of Diarrheal 
Diseases Project will have d major impact on the imortality and morbidity of 
children through these well tested technical interventions.. 

A. ID.I'UN1 ZATION 

Tihe ilmiiunitzatuio prograi, focuses on six major childhood diseases which have 
been selected by tile WHO Expanded Program for Imunization (EPI) in
collaboration with other expert organizations suchl as the US Centers forDisease Control (CDC), Rockefeller Foundation all other
and major

international disease control programs and vaccine institutes in the annual
EPI Global Advisory Group meetings which monitor world wide infectious disease 
proble''ms and advise on the latest vaccines and inununization program
ma[laoeillet. Under WHO coordination working with each of its member countries
and advised by its Global Advisory Group, smallpox has been eradicated
 
worldwide. Polio, measles, diphtheria, whooping cough (pertussis) and tetanus
 
are extremely rare in 
 most developed ciuntries due to successful immunization 
progras dand practices. The effectiveness ot the vaccines for these five 
diseases is uivassailable if properly adiministered. 

For many years, tLiuflnizatliol of Obi)es ag inst tuberculosis has been a coimon 
practice throughout tie worlo, using a vaccine called BCG made from anattenuated TB bacillus naned C(im-ttu-Guerin after discoverers.its The 
vaccine: has been (xtensively tt:stvd ait[d shown in most studies to lower the.icidence ut tuberculosis by as LhtC U0%. recent8i One study in South India
showed a poor response in thtj pe.pultaion being surveyed and the potency of the
voccie produced tor this area is oeing checked, as is the possibility that 
tnere was a reduced 11tmun1tological response ot the surveyed population dueeither genetic or envirotmiertal reasons. Poor management of the immunization 
progrum is not considered tle cause of this failure. The WHO advisory group
restudied thu worlo experience with I3CG and strongly advises that it continue 
as ofiC Ot t1JQ iiiilOCUdlioII given by EPI programs. 
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Insuring the potency of vaccines being administered to children and their 
mothers is one of the major technical problems in expanded iiuimunization 
programs. Vaccine production must meet the high standards set by WHO and the 
integrity of the cold chain must ue maintained throughout the distribution and 
storage of the vaccines. The technology exists in Egypt [or the production of 

effective vaccines through good manutacturing practices and the (tlutio and 

packaging of imported bulk vaccines at the vaccine production center, 
VACSERA. VACSERA produces an acceptable BCG vaccine, but not in the quanities 
required. Production of DPI' (diphtheria-pertussis-tetanus) wil soon be 

underway using nigh .1,2vei technology contributed by the Netherlands. Canada 
has a leading vaccine production corporation imking a study oL VACSERA to 
determine what must be done to upgrade the center and make it possible to 
produce all of Egypt's vaccine needs. 

The cold chain needs to be upgraded somewhat through intensive training ot EPI 
managers, the cold chain tecinicianis anld the clinic personnel in the 
management of the program so that the vaccines are potent at the timie ot 
administration. The technology is practical, cost-effective and inpiace. The 
introduction of disu.osable syringes is practical atd economical, considering 
the the advantages that they will bring iII the reduction in the incidence of 
Hepatitis B through more sterile injection technLLque. The syringes are being 
produced in Egypt and technically teas+ible to use. 

The technology for the trainin% that will have to be pertormed is well 
established. WHO, UNICEF and CDC inave developed imyst ol the imnuals [or the 
subject areas tnat must be covered. The CDD Project has demonstrated that the 
Ministry of Health is capable of carrying on a country training program 
effectively when supported by good technical assistance and resources. 

The health information and disease surveillance system is technically 
feasible, based on the extensive testing carried out by the Ministry and the 
US National Center tor Health Statistics (considered the most expert 
organization if the world for the development ot these systems) in Cairo and 
Ismailia Governorate. The existing personnel [end themselves easily to 
running the system after a short, on site training course in the operation.
 

The hardware is the simplest type of microcomputer which has been operateo at 
district level headquarters without unusual maintenance problems. Admitted] y, 
the maintenance requirements of this equipment will take a special effort on 
the part of the Project to build in the training and the voltage regulators 
and other technical equipment -hat will ensure the i)st reliable performance 
by the equipment. In the more remyote qoverniorates, the data will continue to 
be hand tabulated at district level instead ot being entered on to disks and 
then sent to the governorate health jeadquarters tor transcription to disks 
for local ana.Lysis and posting to the central level health statistics and EPI 
offices.
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B. ACUTE' RIdSPIRAIURY DISEASES: 

As pointed out in tne project description, the technology the treatment and 
prevent i-o Ot acute respiratory diseases is not as well developed as in 
diarrhea or some other cniidhoou diseases. Even now, iimnunization prevents 
certain ot thu, dLseases that result in serious respiratory complications, e.g. 
m~asles W0.[11 its attendant bronchopneumonia, diphtheria witn its acute, toxic 
pharyngltLs, and pertulssLs witn the classic wooping cough symptoms. However, 
iloJSt of: tile childhood acute respiratory infections nave no good means of 
prevntio idnu require early diagnosis and treatlent in order to hold down the 
exLnsivw miortaity caused by them. In Egypt, ARI is the second most frequent 
cause ot: death, dccOunti.ng Eor at least 2U% to 25% of deaths in the under-five 
year old ,.ye group and well over halfl ot: the rioruidity seen in i.e outpatient 
clinics, wirl b to d respiratory infections per child per year. 

lW e, dcute respiratory lilection that could threaten the child's life are 
only a tarly smali percuntage 01 the total respirator) disease picture. It 
is Mis .Iim~l pUrcUitg,e Mtiiiust UeJ' identified early inl tne course of the 
disease so that proper antiuiotic tnerue y can be instituted in the those cases 
in Which [i. indJcAed or joOu suppoxrtive therapy initiated in those cases 
WhLte it 1An t . [he edia programu tiat will the mtiotiher in themluss educate 

sympltolmis thdt issigls dnd I indlcate acute infection a well developed 
tecnriuoy in Egypt tMan-L nas proven itself in the CDD Project. The training 
prjrams iuor pnysiC -ais and clinic personnel are certainly feasible 
technical ly. 

:1, Led, L r 1 ; ll) uSIlJ~b. inerventIioL IiKe oral rehydration therapy that 
Cdn we- omp ytd in tl-ie. case ol. Aid' hut it is feas i.blJ.e o produce a 
standard .;zod. ,5.f I i iKL gives t.Wi prima ry cace pnysi.c..an the various options 
ot "Up[atJ Live/ dlO~Iplarmacuutical therapy and adVses oi the time for referral 
to lii.Ji e . iot[oh L. oati: IL 1,Ai i 111lt1.eS, Such as t hospitals,ti H fver 
univur; yI1Ull SPiLl.a', MC. .ince preventive measures are Iniited, early and 
ddeqiiahld: ttiinli lwl.py is a t(a) priori ty i Ai and the techiology exists 
t nat., VI(id"'s utiLey pruvi rtt_, aild level enought tM ecoli(dury tar tiary early 
Ill tlie o te thee Wi. an signiicant drop in the: u L" ui sa;o, . d 

umL01. 'ii c.; n theI:,KrLa .:y r 1 A!,i. ' lids Ia.iiLtAin .l. deiionstrdtua in care of 
AI , Par I ]dijlht: li .11 eiA ItlIL. I -(id (i £1: ert lCe2 iii outcomet. - lil,:i?;'(JtCi u the 
of t dL11(2'I,.. 

Good 1(_1. ._iL,MWi i.n:itUircd 1. theiu pLi.i ~J l[Iiij .nelldlit thel iS WA, m of 
control pi 04) WI u)i A [ ,iw LP2i ci to gin, LW.,<data IS OLicSLwall..y practical 
anc i WO [ y e'; to inl Lte r easwility ofted iii iO , ' I : eiip 1y Pypt. the 
naLtLoiWttW: hoLc tLi ill[.O lland disease survi LuLice suystnlt Has already been 
(isctl5.., l ull(tkr c;P[. Eventua.lly Imuct t tnMe data on AP.I will ue reported 
t_JtUrji lt-i 15 Ml(diiii I[Tlie Egyptidns hMve the alilLty wheln properly supported 
WiLth tlo, necessary riuurces id trainyi to carry out: good epidemiologic 
surveys. '[ia AID twuidud Arthropou Lorne Diseases Project at Ein Shams 
UniVersLt' 1t. :n1 .ipressive emliuristr t i o1 a focused uUt: reliwly performed 
epidiliU.lOwy i c stLudy. 

http:111lt1.eS
http:dccOunti.ng
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C. CHILD NUTRITION: 

The technology utilized by the Child Nutrition component is well established 
and well tested. Improvement of nutrition during the weaning period arid 
combatting childhood anemia are the two problems that will be dealt with in 
this sub-pro3ect component. Each will require mass nedia cairpigr.- to inform 
the public, particularily the mothers, about the problems and the 
interventions available tor their correction. As discussed in the sections on 
Immnunizations and ARI above, use ut 'IV and radio have been found to be 
particularily successful in Egypt fur reaching nmothers with health messages. 
The response of mothers to the ned for oral rehyiration ot their children 
during attacks of diarrhea has been dramatic. TV anid radio is established 
throughout Egypt and is watched and listened to almost universally on a daily
basis by Egyptian mothers. The use o1 iiass medwa has been effective and 
technically feasible and should lend itself well to messages on weaning food 
practices and care of anemia.
 

The development of health education programs in the Ministry to impart 
messages on proper weaning practices, benefits of purchasing the weaning food 
supplement, the need for breastfeeding, and reasons for detection and 
correction of anemia in their child is a more difficult process, particularily 
on an administrative basis. Health education is an accepted technical 
component of any health delivery service but requires a great deal of 
training, supervision and motivation on the part of the health worker to be 
successful. The techniques for providing good health education services is 
well established anU a n]itritio) specific education program has been 
established in 5UU clinics by the Nutrition Institute and the MCH services in 
the Urban and Rurdl flealth Projects and by CRS throughl an AID grant. The 
program proposed in this project to establish nutrition education and 
monitoring in all of the Ministry's clinics is technically feasiule and is 
based on the experience of the atuove projects and worldwide experience in 
nutrition educaton. The program is cost-effective in that it utilizes 
existing pxersonnel Lu deliver the services and when properly carried out, has 
a definite impact on hualtn. 

The technology for the production of either a complete weaning food or weaning 
food supplement ias been exteisively developed by AID anid a nuinaer of other 
organizations. AID through the years hias been particularly interested in food 
extrusion technology, a process that produces a high protein, high calorie 
weaning food product that has a longer shelf life and more acceptabLlity since 
its taste and appearance can be more fully controlled. Simple extrusion 
technology will be used in the production of the weaning food product. 
Extensive mnarket analysis and test.Lng of the product will be performed to 
determine the most culturally accepted form in which the product should be 
manufactured and marketed. This testing phase has been thoroughly ex-imined 
and described by a design team imaide up of US universities, the USDA, arid 
Egyptian experts in nutrition, all. of whom nave had experience wilh weaning 
foods and the preparation of weaning food products. Tme feasibility of this 
phase has been dealt with in the Pruoect Description section also. 



-5

1'ne technology for detection of anemia at the primary care level has been 
considerably refined during the past few years. Inexpensive paper
colorinL io twsL kits with a high degree of accuracy have been developed that 
can serve as a good screening mechanism for detecting children who need 
treatment. [nexpensive and non-toxic iron preparations are available in the 
Ministry o Healtn clinic pharmacies. The treatment of anemia is simple and 
ettectLve WLth these iron preparations and tLhe health education to inform the 
imthers of iron rich roods will be in place as a result of this Project. It 
is not known to just what degree the extensive anemia throughout Egypt is due 
to an iron defLcient diet on the one hand or to parasitic infestration on the 
other. Most studies have blamed both but have found supplemental iron therapy 
to be et-ct.Lvu in correcting the anemia, If dietary, one course of treatment 
lasts tur a fairly long tunc. If due to prasitism, the anemia usually recurs 
much MUiorM quLckly and the physician should check oni the need for treatment of 
the chl-id's parasites. The training of the doctors and the clinic personnel 
to be alert to tie problem, to carry out tn,. screening procedures, properly 
treat and LolioWnL) on those requiring treatmfent will be associated with the 
other traLnLng programs prepared anu carried out the Training Unit of the 
Secretariat in collaboration with the governorate-level and below training 
programs.
 

1). CHILD SPACING: 

Contraceptive tecnnology has been the subject of extensive research and 
study. The contraceptioni thai will be utilized in this project will be that 
whLch is accepted throughout the world as both safe and effective. The 
contraceptLives are widely distributed throughout the Ministry of Health 
systmU. While in active tamily planning program has not been established at 
the clinic level aS yet, NUHi doctors have been trained in the medical aspects 
ot contraception in tneir ledical training it is feasible theseand for 
services to be providd by thell. An active training program will nevertheless 
be Liven in t two montLh prusrvice training given newly assigned doctors at 

et ditrict tra.ning cetLers and will repeated periodically. The same will 
be enucase during te inservice training of nurses and other clinic 
persone~l. ParticuLar attelutLon will be given training for IUD insertion. 
All. trainiLn1g Will be carried out in closs coordination and association with 
tLe tra wingIntWM,L Will] bu provided by the National Population Council. 

'lleL[lulnm1. J oI tl-e trftdiOal il attuudAnt, the daya , is considered an 
ail Limiportan factor Lo tLe development oL d succe:;slsh I child spacing 
program. '11W!' dcl'/ di_h Lu a 'spectdiL and influcn:ta.L positt, in Egyptian
society, WLrn at Least u(J ol the births still being deliverud by these 
individuals, despite the tact tnat their unsturile techniques are responsible
fo considerable sepsis tor the mother and a very high incidence of neonatal 
ttdnus in Le babies due to unsterile techniques in dealing with the 
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umbilical cords. Training of the dayas would do much to improve their 
midwifery practices. The provision of simple, inexpensive kits to use in the 
deliveries, plastic gloves, razor blades for cutting and sterile ties for 
tying the umbilical cords is technically simple to supply and would have a 
definite impact Oci the incidence of neoatal tetanus and maternal sepsus. The 
resupply of these kits would be technically feasible and would be an incentive 
for the daya to associate herself with the personnel of the clinic. However, 
dayas will remain private practioners deriving income tor their services from 
their clients. 

The training of the daya has been the subject of a nuiber of studies in Egypt 
and has been successfully carried out by UNICEF in collaboration with the V)H 
in four pilots. The training program is now being implemented on a 
governorate-wide basis and is found to be feasible. With the support of the 
Project, the program to expand the training to all the dayas in Egypt during 
the life of the project is technically sound.
 

A mass media programn to explain the health Ienefits of child spacing is 
planned and will be a part of the natior:al media program ueveloped by the 
Secretariat. The health benefits have never been the main focus ot the 
promotion of family planning service, even through the clergy have always 
stated that they would support family planning to insure the health of the 
mother and child. For some reason, there has been a lack of enthu. asm on the 
part of the ranK and file of the health system to deal with tamil[ planning, 
which has beer) felt by many to be an activity that is frowned upon tor 
religious reasons. Such a campaign is technically feasible and has a high 
pro~ability of increasing the support of family .lannirg for purely child 
spacing purposes. There will be an increase in demand for services occasioned
 
by the mass media campaign and the training and closer association of the daya
 
with the health clinics. The increase in the child spacing services at the
 
primary care clinic throughout Egypt can easily be absorbed by the current
 
personnel levels of the Ministry of Health. The system is heavily staffed and
 
underutilized and has been adequately supplied with equipment, contraceptives
 
and other supplies.
 

We believe that we have identified the technical issues in the Child Survival
 
Project and find the project to be technically sound and feasible to implement.
 



ANNEX - 2 C
 

SOCIAL SOUNDNESS ANALYSIS
 

This section will examine the critical assumptions necessary for project 
success elitbodied in project design that are controlled by social and cultural 
factors. They are stated in the form of assumptions. 

I. Mothers will bring their children to the MOH health centers for treatment 
and preventive care;
 

2. Mothers will comi'e to the health centers tor prenatal, post-partum and child 
spacing care and services; 

3. Doctors other clinic will new afterarid health statf provide services 
training and provision of necessary equipment and supplies; 

4. Child spacing can be an acceptable element of MOH clinical services; 

5. Dayas will participate in the program of pre and neonatal care, bring women 
to the health centers and endorse child spacing; 

6. Mothers will change their weaning food practices.
 

InforilmtLon used in the discussion is drawn from studies conducted over the 
past tour years it Egypt, analyses prepared for other health projects in Egypt
arid the exprerince ot thj present oral rehydration project. The analysis is 
incomplete and all social and cultural factors cannot be accomodated in the 
initial project Ldesign nor in the detailed implementation plans to be 
formulated during the first phase of the project. Provision has been made to 
gather and dinalyze social and cultural information pertinent to the success of 
project interventions over the course of the activity. Such information will 
be used to correct aId amplifty project plans as the project progresses. 

i. MU11111R11S W1,L IRING 'IEIR CHIL)REN 'O THE 10H HEALTH CENTERS FOR TREATMENT 
AND Ilt V(lNiVP CA'E. 

The extet: to which tie MUH tree health services are used is not precisely 
Known. L:-tiiates vary between 20t and 40% ot the health care services being
provided by these faciLities. Arguments for the high percentage include the 
necessity to connt services provided by all public hospitals. Arguments for 
te low estilllkltc c.Loim thcat when services provided by pharmacies and dayas are

counted, the pulic sector percentage drops. Regardless, all observers of the 
scene agree that the failities are underutilized. These considerations do 
riot bode well [or the degree of contidence project designers canl place in the 
correctnes:s of the tirst Assumption. 

Recent exptrience in the Oral Rehydration Therapy Project places a different
lignt on t:his picture. An examination of the statistics concerning patients 

r,1/
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treated for diarrhea in the trial area for the ORT project shows a remarkable
 
increase in cases under five years of age during the May-August diarrhea
 
season:
 

May-August 1982 4,537 cases 0 - 4 years of age
 
May-August 1983 18,754 cases 0 - 4 years of age
 
May-August 1984 22,296 cases 0 - 4 years ot age.
 

This amounts to over a five fold increase over three seasons. There is no
 
iron clad way to definitely attribute this increase to the ORT project but the
 
only thing different in the area over these three years was the introduction
 
of that program. The conclusion drawn is that when mothers are convinced that
 
the clinics have something to otfer that will benefit their children, they
 
will go to these clinics for that service.
 

2. MOTHERS WILL COME TO THE HEALTH CENTERS FOR PRENATAL, POSTPARTUM AND CHILD 
SPACING CARE AND SERVICES. 

Women make little use of clinic services in the area included in this 
assumption. This is according to recent studies, less true in urban areas 
than in rural areas. Women do not reject prenatal medical care. Pregnancy is 
just simply not considered a condition requiring medical attention. The 
attitute toward post partim care is similar. The traditional daya herself 
doesn't return to visit the mother until three days after birth and then
 
doesn't routinely examine her or the child. This traditional lack of concern
 
or, one should say, the attitute that the condition does not call for concern,
 
augers against the mother taking advantage ot preventive health care
 
services. The past performances of MOH clinics in providing contraceptive
 
services does not lead to encouragement concerning the possibility 01 a
 
spontaneous acceptance of child spacing practices or even an easy task in
 
promoting the use of such practices.
 

The same general attitutes and lack of knowledge concerning the need for pre
 
natal and post partum care existed in the past concerning when and how mothers
 
should treat diarrhea. A massive public education campaign and, on) the exact
 
opposite ead of the scale, person to person coiiunication made availaule to
 
mothers the information needed to induce them to make the choice to go to the
 
clinics to seek help. Once there, the clinic delivered.
 

The mother will act in her and her child's best interest and if the project 
mounts an information campaign as effective as the ORT project that can 
convince her that her best interest lies in seeking pre and post natal care, 
she has demonstrated that she will come to the clinic. While there she can be
 
further helped to understand the benefits of child spacing. 

Further, a campaign to promote contraception for the purpose of "child 
spacing" (rather than "limiting" the numuer of children) fur tile purpose ot 
improving the chances of survival ot both mother and child has never been 
tried in Egypt. We know that the concept ot child spacing is understood and 
that there are traditional methods in use. It is not Known, however, what 
iruSt at tne minimum be done to get mothers to accept mode.'n mehods ot child 
spacing.
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b. II0II1:1RS WIL, CHANGE THEIR WEANING FOOD PRACTICES. 

The eat inj IdLs ot E.'gypttans have ueen changing rdpidly due to food 
SubsidLes and thu counurercial introuuctiun of new foods and foods in different 
L.oriws. 'I1,recenpt nutrition sector study noted that the amount of food per 
Capl.ta ar1d the types Ot toud COl1SUllIed significantly changed in the 20 year 
Ix2riuu oi-i i1t)i z to 19U2. It WaS felt thdt there had been no concomrunitant
inprovernt in nutritional stdtus. L1n the contrary, there are indications 
tLht it has deturioratud. Aming the reasons or this are: 

increased int:nke of subsidized StaLUC[s (bread and macaroni). From 
I962 to 1902, tLhe per capita consumption of wheat increased from 80 Kgs 
:u tLdh Kys per year. 

- decr ::;ed intak, (-I vegetablUe protein - beans, peas and other pulses. 

- ncruasut coSuptitoni of junk foods ,ind use of same as a convenient 
We2'an. i1( LoUoU/[pkac1Li'r. 

- increised nullihur and percentage of nuclear families where the small 
IbIIer Ot peopLe cooked for discourages use of more nutritious 
trad itIon a[ distes. 

What has hit,2n done (chdged eating habits) through subsidies and advertising
will have L be Undone through counter advertising ("information"), public 
(2ducra t1na id ii prolect, promote better weaning foodticalyn this to 
pract I (- LntnrenLt cultural(l'. or-Ih no extraordinary social or constraints 
to Ci dil(J MF.ttINi, Will, req]uire a concerted educationit nowever, 
erMort and tLiu c -per i]un and partILc.utJ on of the health delivery system. 
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Typically, the daya, is the one of the first notified after a woman becomes 

pregnaint. The daya could be the key actor in assuring that assumption Number 

2 is warranted. It the dayd can be actively involved in this process, tne 

objectives can be reached. The dttitute and otticia.1 position of the MOH 

towards the daya hds reversed in the past two y irs. This, plus the 

icentives ot training and equipment to be supplied to dayas as planned for in
 

the project should ensure the dayas' participation.
 

A recent study asserted that until women doctors were available to mothers, 

there was little chance ot success for a program to routinely treat problems 

with pregnancy or post partum probleiis. As approximately 50% of all medical 

studiants are women, the woiie n doctors are coming. In the interim, and to help 
them when they arrive, tne daya can serve as a bridge. Further, two years 

hence a graduate practical nurse with midwltery training will begin to enter 
the scene who can furtler bridge the gap between mothers and male doctors. 

3. DOCIU1OS AND Of'HER HEALTII CLINIC STAFF WILL PROVIDE NEW SERVICES AFTER 
TRAINING AND PROVIS]OIU O NECESSARY EQUIPMENT AND SUPPLIES. 

Tnree ongjoilnj activities sUpported by USAID have demonstrated the willingness 
,And CipabIltty Ot health care professionals to provide higher quality services 
of the typea traditionally olftered and to incorporate new services in their 
progrditis. Tue ORT'project, the Rural Health Delivery System Project and 
the Urban Heailth Services Project all have elements that have required 
doctors, nlur: ;-s and paraprotessionals to improve the quality of services. The 
ORI proj,ct reluired a WLindwiental change in the way doctors treat diarrhea. 
The ClILnCxi. I stalls reddily adopted the new techniques. The rural health 
project: developed dd tested the technLiques to Lo used to initially attack 
acute: rt,-,.,4irtOry dreaSeS. It also introdUcd an outreach program centered 
arouIl L. expanded set (A r:cords oin lhealth status and health condition 
iwoni tor wJ . In Uhe tst at ;: tie new systei;is nave been put in operation and 
to dat( r being mainta.,d. The Urban lhealth Services Project has also 
delionstrat(ed tikIt Wht'hel tilk' i-Lstr y and USALID have co(mlitted the resources to 
improve ti phlysiedAL coiiuoi.iu oL A CiniC, to equip it, and to train its 
perSo~u ,:ll l nwly developedaim i1proved illterventions, the staffs' morale 
rises, til.y worK hr.rder, L mur;uiorecare acid pride in what they are doing. 
heJnce tue U,[ty oo hea. t serVices ilmproves and the case load of the clinicL(Jl 


ts t, (At ge((nerLt(d a mediaAnot let Iaet.or,ta L d'Ihlc-ll~l LL VV1 as by uuksss 
cklrlpdi(jlg o te tye u , A< LI' place s great external pressure ont- o Y proj)ec[Jct 

the cLi i cs to cicij, ,uld tu provide the .evices mothers learn should be 
aVaLldbe-' oVer thet tele:IViL ion. This Was again demonstrated by the ORT 
project. -Pa't waY ttllLOWlhj lUillite d aireas trial phase, the media campaign 
had to bte stopp.e t not contained the area.icusecould nO to trial A 
deilind was (crated ill (ewjtdphic area not yl setved by the project. Mothers 
were going to (,1 LILC3 Adl PlA11PJ for serviCes that Could not be provided. The 

demand tor re(ydr.tion sclt; iitially aster arendand in a larger geographic 
area than the project could satisfy. [el Id, will be a powerLul factor in 

indlcigij the clinic stat I to provide new and better services. 

http:coiiuoi.iu
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4. CHILD SPACING CAN BE AN ACCEPTABLE ELEMENT OF MOH CLINICAL SERVICES.
 

To date there is no experience in Egypt that can lead one to assert that the 
MOH health clinics can become effective deliverers of tamily planning 
services. However, the services to be provided by this project will niot be 
called "family planning." There is a significant distinction betweeii the 
purposes for providing contraceptive services for child spacing and tor
 
limiting the size of one's family. In Egypt there has never been a systematic 
family planning progrcu based on child spacing tor health reasons. Programs 
have heretofore used economic and development considerations as the intended 
i vtivational factor. This program will attempt to motivate mothers to space
children two years apart because in doing so the chances of the child 
surviving is greater even if no other health measures are taken. 

Child spacing is niot new to Egypt. The Koran specifically extolls mothers to 
have children no closer than two years apart. Traditional methods ot 
contraception exist and are provided by the traditional healers. One study ot 
women in greater Cairo found that the women often lamented the absence ot
"wise women" (read the traditional daya) to whom they could go tor help in 
preventing pregnancy.
 

The spacing of children also will have an effect on the overall population 
growth rate, regardless of the underlying mo~tivation. The issue is too
 
important to ignore, even if the social constraints are considerable. The 
detailed implementation plan must realistically take into account and proceed 
along a path that promises the most chance of success. 

5. DAYAS WILL PARTICIPATE IN THE PROGRAM OF PRE- AND NEO-NATAL CARE, BRING
 
W)MEN TO THE HEALTH CENTERS AND ENDORSE CHILD SPACING. 

Dayas were previously trained and certitied by the MOH and apparently
 
iraintained good relationships with the formal health system. The Newborn Care 
Study found that the trained dayas gave safer care (although they licked 
adequate clean supplies) and tended to use the formal health system more for 
referrals than untrained dayas. 

Dayas in interviews state they want to help their clients have sate deliveries
 
and healthy babies. If training is given in a positive way and progrcas do 
not interfere with the daya's role as a private practioner or in the
 
collection of fees, there is no reason to believe that they would not 
cooperate in coHinunity programs. As an incentive, dayas could receive birth 
packs and, with media messages, these packs could become status items making 
the daya with the packs in demand.
 

Dayas by tne nature of their profession are considered to be pronatalist, 
however they are not against spacing of births and are aware of the dangers of 
pregancies too close together. In some studies dayas have been found to be 
suspicious of contraceptive methods and, as do their clients, probably 
perceive them as a means to end tertility. Again with training, dayas carn 
learn how these methods work and can intluence their clients Lo accept 
postpartum contraception. Dayas could be useful in follow up of their clients 
who are contracepting and Child Spacing services should explore incuntives for 
these contacts.
 



ANNEX 2 - D 

Economic Analysis
 

This a quality project. It will improve the quality of life of children 
through improving the quality of health 
services and making additional
 
opportunities available to mothers and children to increase child survival.
 

Quantitative proxies for quality are 
notoriously faulty or misleading. The

hardest to measure are changes that matter. What can be easily measured 
such as increased money spent-says nothing about how well that money is spentor the result. The same is true aoout increasing numbers of people to
accomplish a tasK. In fact, inure people may make accomplishing the task more
difficult. What you can place a bras;j plaque on with names of officials and
builders ernscriuea is not the key to development but is the easiest to measure
in cost/benietit terims. Improvements inside people's heads and an individual's
 
ability to betterperform combined with a system of incentives for 
accomn1plishment, however, the difficultare most to measure. 

Therefore, this economic analysis does not rely on mechanical multiplications 
or sophisticated manipulation of data of dubious origin and relevance.
 

The World 13ank has long ago conclucied that exercises in attempting to derive
numerical cost benefit ratios for projects of this type is neither cost

effective nor meaningful. The benefit 
 of a human life (especially a child)
saved can not and must not be measured in artificial money terms. The same is 
true of the benefit of a more healthy child vs. a sickly and/or dying child. 

With regard to cost effectiveness, costs to the Egyptian government and
 
economy oL the wasttul and largely ineffective attempts to improve child
survival can be reduced in reai terms per surviving healthy child the deadvs 
loss of abortive and costly treatment of children whose lives are impaired or
lost tiroughl inadequate medical prevention and curative treatment. While not
possible to quantity, the_ cost effectiveness of improving the efficiency and
etiectivutiess of the ounoin g system of health forcare small children is
evidenLt. Tfin efricucy of applying new resources to improve the quality of
this system depends on the actual 
and 

result, not a priori arbitary assumptions
numeljrial calculations. 'iO reassure those with faith in quantitative 

measurus, the cost of this project is less than $10 per live birth over the 8 
year IL-2 ot tLh project. The cost to AID is that $6 perless live birth 
ttirouyh 199J - zero thereafter. 

As explained in tne PID, there are many practical points which can be made in 
support of the economic advantages ot this project. 
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In general, reduction in mortality arid morbidity result in savings in the cost 
of health care. Additional protection against disease and malnutrition will
 
contribute both to future productivity and lower birth rates through increased
 
child survival.
 

Studies over at least 10 years have shown that iron deficiency anemia results
 
in decreased production output by field workers and increased risk of
 
premature birtns and other pregnancy and birth complications. Past studies
 
have also suggested that specific types or infections, e.g. respiratory
 
diseases, are more frequently observed in anemic children.
 

It is well documented that effective immunization prograins reduce the health 
care costs of treatment of these preventable diseases, In Egypt, faulty 
immunization practices have contributed to one of the highest prevalence rates 
of Hepatitis B in the world. Improved sterile procedures would significantly 
reduce the cost of the treatment of this disease. Improved packaging and 
storage of vaccines would further eliminate waste and duplication in the 
immunization system in Egypt making it more effective and efficient. 

Wherever feasible, private sector production of needed health comnodities and
 
food supplement will be utilized. For example, A.I.D. inputs will develop the
 
weaning food supplements. Private sector production and marketing will follow.
 
ORT, health and nutrition education, and immunization pcograms are currently 
within the resources and mandate ot the M.O.H. AID inputs will be utilized to
 
make these prograins more effective and efficient. 

Long term recurrent costs will be minimized since newly 
units (e.g. the secretariat) will disso-lve at the 
Functions of the implementation units will be absorbed 
strengthened) bureaucracy of the government. 

created administrative 
end 
into 

of 
the 

the project. 
regular (but 
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ANNEX - 4
 

STATUTORY CHECKLIST
 

5C(2) PROJECT CHECKLIST
 

Listed below are statutory criteria
 
applicable to projects. This section
 
is divided into two parts. Part A.
 
includes criteria applicable to all
 
projects. Part B. applies to projects
 
funded from specific sources only:
 
B.1. applies to all projects funded
 
with Development Assistance loans, and
 
B.3. applies to projects funded from
 
ESF.
 

CROSS REFERENCES: IS COUNTRY CHECKLIST
 
UP TO DATE? HAS Yes
 
STANDARD ITEM
 
CHECKLIST BEEN Yes
 
REVIEWED FOR THIS
 
PROJECT?
 

A. GENERAL CRITERIA FOR PROJECT
 

1. 	FY 1985 Continuing Resolution
 
Sec. 525; FAA Sec. 634A; Sec.
 
653(b).
 

(a) Describe how authorizing
 
and appropriations committees
 
of Senate and [louse have been 
or will be notified . Congressional Notification 

concerning the projict; (b) is sent to the Hill and expired 
assistance within without comment on June 25, 
(Operational Year Budget) 1985. Funds are in the OYB. 
country or international 
organization allocation
 
reported to Congress (or nor
 
more than $1 million over
 
that amount)?
 

2. 	FAA Sec. 611(a)(1). Prior to
 
obligation in excess of
 
$100,000, will there be (a)
 

or (a) Yes
engineering, financial 

other plans necessary to M Yes
 

carry out the assistance and
 
(b) a reasonably firm estimte
 
of the cost to the U.S. of
 
the assistance?
 

I 
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3. 	FAA Sec. 611(a)(2). If
 
further legislative action is
 
required within recipient

country, what is basis for 

reasonable expectation that 

such action will be completed 

in time to permit orderly 

accomplishmuext of purpose of 
the 	assistance?
 

4. 	FAA Sec. 611(b); FY 1985
 
Continuinq Resolution Sec.
 
501. If for water or
 
water-related land resource
 
construction, has project met
 
the standards and criteria as 

set 	forth in the Principles
 
and 	 Standards for Planning 
Water and Related Land
 
Resources, dated October 25,

1973, or the Water Resources
 
Planning Act (42 U.S.C. 1962,
 
et seq.)? (See AID Handbook
 
3 for new guidelines.)
 

5. 	FAA Sec. 611(e). If project
 
is capital assistance (e.g.,

construction), and all U.S.
 
assistance for it will exceed
 
$1 million, has Mission
 
Director certified and
 
Regional Assistant 

Administrator taken into 

consideration the country's
 
capability effectively to
 
maintain and utilize the
 
project?
 

6. 	 FAA Sec. 209. Is project
 
susceptible to execution as
 
part of regional or
 
multilateral project? 
 If so, 
why is project not so 
executed? Information and 
conclusion whether assistance
 
will encourage regional
 
development programs.
 

No further legislative action
 
required except formal approv
al if Grant Agreement.
 
Anticipate no difficulty.
 

N/A
 

N/A; capital works less than 
$1 million.
 

No
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7. 	FAA Sec. 601(a). Information
 
and 	 conclusions whether 
projects will encourage!
 
efforts of the country to: 

(a) increase the flow of 

international trade; (b) 

foster private initiative and 

competition; and (c)
 
encourage development and use
 
of cooperatives, and credit
 
unions, and savings and loan
 
associations; (d) discourage
 
monopolistic practices; (e)
 
improve technical efficiency 

of industry, agriculture and
 
commerce; and (f) strengthen
 
free labor unions.
 

8. 	FAA Sec. 601(b). Information
 
and conclusions on how
 
project will encourage U.S.
 
private trade and investment 

abroad and encourage private 

U.S. participation in foreign 

assistance programs
 
(including use of private
 
trade channels and the
 
services of U.S. private
 
enterprise).
 

9. 	FAA Sec. 612(b), 636(h): FY
 
1985 Continuing Resolution
 
Sec. 507. Describe steps
 
taken to assure that, to the 

maximum extent possible, the 

country is contributing local 

currencies to meet the cost 

of contractual and other 

services, and foreign
 

currencies owned by the U.S.
 
are utilized in lieu of
 
dollars.
 

10. 	FAA Sec. 612(d). Does the
 
U.S. own excess foreign 

currency of the country and,
 
if so, what arrangements have
 
been 	made for its release?
 

(b). 	Private sector partic
ipation to be encourag
ed, especially on media
 
and weaning food usage.
 

(a) and (c)-(f) N/A
 

Competitiovisfor'A.I.D.
 
inputs will be open..to U.S.
 
firms.
 

The Grant Agreement will so
 
provide. A 612 (A) deter
mination will be part of the
 
Project Paper. No U.S. owne
 
local currencies available.
 

NIA
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11. 	 FAA Sec. 601(e). Will'the
 
project utilize competitive
 
selection procedures for the
 
awarding of contracts, 

except wher:e applicable 
procurement ruP 2 allow 
otherwise? 

12. 	 FY 1985 Continuing
 
Resolution Sec. 522. If
 
assistance is for the
 
production of any commodity
 
for export, is the commodity
 
likely to be in surplus on 

world markets at the time
 
the resulting productive
 
capacity becomes operative,
 
and is such assistance
 
likely to cause substantial
 
injury to U.S. producers of
 
the same, similar or
 
competing commodity?
 

13. 	 FAA 118(c) and (d). Does
 
the project comply with the
 
environomental procedures
 
set forth in AID Regulation 

16. Does the project or
 
prografm takes into
 
consideration the problem of
 
the destruction of tropical
 
forests?
 

14. 	 FAA 121(d). If a Sahel
 
project, has a determination
 
been made that the host
 
gov rnment has an adequate 

sy km for accounting for and
 
controlling receipt and
 
expenditure of project funds
 
(dollars or local currency
 
generated therefrom)?
 

Yes
 

N/A
 

Yes; 	and N/A
 

N/A
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15. FY 1985 Continuinig 
Resolution Sec. 536. Is 
disbursement of the 
assistance conditioned 
solely on the basis of the
policies of any multilateral 

No 

institution? 

B. FUNDING CRITERIA FOR PROJECT 

1. Development Assistance 
Project Criteria 

a. FAA Sec. 102(b), 1Il,
113, 281(a) Extent towhich activity will (a)
effectively involve the 
poor in development, by
extending access toeconomy at local level,
increasing 
labor-intensive 
production and the use 
of appropriate 
technology, spreading 
investment cut from 

See Project Paper. Poor 
will be major recipients
of project. Appropriate
technology to be used; 
women encouraged to 
participate. 

cities to small towns 
and rural areas, and 
insuring wide 
participation of the 
poor in the benefits of 
development on a
sustained basis, using 
the appropriate U.S. 
institutions; (b) help
develop cooperatives, 
especially by technical 
assistance, tc assist 
rural and urban poor tohelp themselves toward 
bettet life, and 
otherwise encourage 
democratic private and 
local governmental 
institutions; (c)
support the self-help 
efforts of developing 
countries; (d) promote 
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tne participation of Women
 
in the national econoinies of
 
developing countries and the
 
improvement of women's
 
status, (e) utilize and
 
encourage regional

cooperation by developing
 
countries?
 

b. 	FAA Sec. 103, 103A, 104,
 
105, 106. Does the
 
project fit the criteria
 
for the type of funds
 
(functional account) 

being used?
 

C. 	FAA Sec. 107. 
 Is
 
emphasis oii use of
 
appropriate technology
 
(relatively smaller,
 
cost-saving, labor-using

technologies that are 

generally most 

appropriate for the
 
small farms, small
 
businesses, and small
 
incomes of the poor)?
 

d. 	FAA Sec. 110(a). Will
 
the recipient country
 
provide at least 25% 
of

the 	costs of the 

program, project, or
 
activity with respect to
 
whch the assistance is
 
to be furnished (or is
 
the 	latter cost-sharirrg

requirement being waived
 
for a "relatively least
 
developed country)?
 

e. 	FAA Sec. 10(b). Will
 
grant capital assistance
 
be disbursed for project
 
.or 
more than 3 years?

If so, has justification

satisfactory to Congress 

been made, and efforts
 
for other financing, or
 
is the recipient country
 

Yes
 

Yes; major emphasis is
 
known technology.
 

Yes
 

No
 



"relatively least
 
developed"? (M.O.1
 
1232.1 defined a capital
 
project as *the
 
construction, expansion,
 
equipping or alteration
 
of a physical facility
 
or facilities financed
 
by AID dollar assistance
 
of not less than
 
$100,000, including
 
related advisory,
 
managerial and training
 
services, and not
 
undertaken as part of a
 
project of a
 
predominantly technical
 
assistance character.'
 

.	 FAA Sec. 122(b). Does
 
the activity give
 
reasonable promise of
 
contributing to the
 
development of economic 

resources, or to the
 
increase of productive
 
capacities and
 
self-sustaining economic
 
growth?
 

.	 FAA Sec. 281(b).
 
Describe extent to which
 
program recognizes the
 
particular needs,
 
desires, and capacities 

of the people of the 

country;'utilizes the 

country's intellectual 

resources to encourage
institutionalpridnmao

develoen;and
development; and 


supports civil education
 
and training in skills
 
required for effective
 
participation in
 
governmental processes
 
essential to
 
self-government.
 

-7-


Yes
 

Details in Projedt
 
Paper. Addresseg.
 
desire for healtly
 
life. Egyptians
 
providing major
 

inputs for technology.
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2. Development Assistance Project 
Criteria (Loans Only) 

a. FAA Sec. 122(b). 
Information ardconclusion on 
capacity of the country to 
repay the loan, at a 
reasonable rate of interest. 

N/A 

b. FAA Sec. 620(d). If 
assistance is for any 
productive enterprise which 
will compete with U.S. 

enterprises, is there an 
agreement by the recipient 
country to prevent export to 
the U.S. of more than 20% of 

N/A 

the enterprise's annual 
production during the life 
of the loan? 

31. Economic Support Fund Project 
Criteria 

a. FAA Sec. 531(a). Will this 
assistance promote economic 
and politicE" stability? To 
the extent pt.ssible, does it 
reflect the policy 
directions of FAA Section 
102? 

Yes 

b. FAA Sec. 531(c). Will 
assistance under this 
chapter be used for 
-military, or paramilitary 
activities? 

No 

c. FAA Sec. 534. Will ESF 
funds be used to finance the 
construction of, or the 
operation or maintenance of', 
or the supplying of fuel 
for, a nuclear facility? If 
so, has the President 
certified that such use of 
funds is indispensable to 
nonproliferation objectives? 

No 
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d. 	 FAA Sec. 609. If
 
commodities are to be
 
granted so that sale
 
proceeds will accrue to the Yes
 
recipient country, have
 
Special Account
 
(counterpart) arrangements
 
been made?
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5C(3) - STANDARD ITEM CHECKL4 IST
 

Listed below are tie statutory items
 
which normally will be covered
 
routinely in those provisions of an
 
assistance agreement dealing with its
 
implementation, or covered in the
 
agreement by imposing limits on
 
certain uses of funds."
 

These items are arranged under the
 
general headings of (A) Procurement,
 
(B) Construction, and (C) Other
 
Restrictions.
 

A. Procurement
 

1. FAA Sec. 602. Are there 
arrangemients Lo permit U.S. 
small business to 
participate equitably in the
 

furnishing of commodities
 
and services financed?
 

2. FAA Sec. 604(a). Will all
 
procurement be from the U.S.
 

except as otherwise 

determined by the President
 
or under delegation from
 
himl
 

3. 	 FAA Sec. 604(d). If the
 
cooperating country
 
discriminates against marine
 
insurance companies 

authorized to do business in
 
the U.S., will commodities
 
be insured in the United
 
States against marine risk
 
with such a company?
 

Yes
 

Yes-


Yes
 



4. FAA Sec. 604(e); ISDCA of 
1980 Sec. 705(a). If 
offshore procurement o 
agricultural commodity-or 

product is to be financed, 
is there provision against 

such procurement when the 'N/A 
d6mestic price of such 
commodity is less than 
parity? (Exception where 
commodity financed could not 
reasonably be procured in 
U.S.) 

5. FAA Sec. 604(q). Will 
construction or engineering 
services be procured from 
firms of countries which are 
direct aid recipients and 
which are otherwise eligible 
under Code 941, but which 
have attained a competitive Yes 

capability in international 
markets in one of these 
areas? Do these countries 
permit United States firms 
to compete for construction 
or engineering services 
financed from assistance 
programs of these countries? 

6. FAA Sec. 503. Is the 
shipping excluded from 
compliance with requirement 
in section 901(b) of the 
Merchant Marine Act of 1936, 
as amended, that at least 50 
per centum of the gross 
tonnage of commodities 
(computed separately for dry 
bulk carriers, dry cargo 

No 

liners, and tankers) 
financed shall be 
transported on privately 
owned U.S. flag commercial 
vessels to the extent such 
vessels are available at 
fair and reasonable rates? 
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7. 	 FAA Sec. 621. If technical
 
assistance is financed, will
 
such assistance be furnished Prime contractor and majcr
 
by private enterprise,.on a subcontractors will be
 
contract basis to the competed. A PASA with
 
fullest extent practicable? CDC is being considered.
 
If the facilities of other The CDC is particularily
 
Federal agencies will be suited for the EPI/EIS
 
utilized, are they training and some of
 
particularly suitable, not the technology transfer.
 
competitive with private
 
enterprise, And made
 
available without undue
 
interference with domestic
 
programs?
 

8. 	 International Air
 
Transportation Fair
 
Competitive Practices Act,
 
1974. If air transportation
 
of persons or property is
 
financed on grant basis, Yes
 
will U.S. carriers be used
 
to the extent such service
 
is available?
 

9. 	 FY 1985 Continuing
 
Resolution Sec. 504. If the
 
U.S. 	 Government is a party 
to a contract for
 
procurement, does the Yes
 
contract contain a provision
 
authorizing termination of
 
such 	contract for the
 
convenience of the United
 
States?
 

B. Construction
 

1. 	 FAA Sec. 601(d). If capital
 
(e.g., construction)
 
project, will U.S. Only renovation work is
 
engineering and professional planned. A&E for this
 
services be used? minor work will be Egypt
tan.
 

2. 	 FAA Sec. 611(c). If 
contracts for construction 
are to be financed, will 
they be let on a competitive 
basis to naximum extent Renovation work will be 
practicable? via FAR mechanism. 

http:enterprise,.on
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3. 	 FAA Sec. 620(k). If for
 

construction of productive
 
enterprise, will aggregate

value of assistance to be
 
furnished by the U.S. not 
 N/A

exceed $100 million (except
 
for productive enterprises

in Egypt that were described
 
in the CP)?
 

C. 	Other Restrictions
 

1. 	 FAA Sec. 122(b). If
 
development loan, is
 
interest rate at least 2%
 
per annum during grace 
 N/A
period and at least 3% per
 
annum thereafter?
 

2. 	 FAA Sec. 301(d). If fund is
 
established solely by U.S.
 
contributions and
 
administered by an
 
international organization, 
 N/A
 
does Comptroller General
 
have 	audit rights?
 

3. 	 FAA Sec. 620(h). Do
 
arrangements exist 
to insure
 
that United States foreign

aid is not used in a manner Yes
 
which, contrary to the best
 
interests of the United
 
States, promotes or assists
 
the foreign aid projects or
 
activities of the
 
Communist-bloc countries?
 

4. 	 Will arrangements preclude
 
usel of financing:
 

a. 	FAA Sec. 104(f); FY 1985
 
Continuing Resolution
 
Sec. 527. (1) To pay

for 	performance of 
 No
 
abortions as a method of
 
family planning or to 
motivate or coerce
 
persons to practice
 



abortions; (2) to pay

for performance of
 
involuntary
 
sterilization as 
method
 
of family planning, or
 
to coerce or provide

financial incentive to
 
any 	person to undergo

sterilization; 
(3) to
 
pay for any biomedical
 
research:which relates,

in whole or part, 
to
 
methods or 
the
 
performance of abortions
 
or involuntary
 
sterilizations as a
 
means of family

planning; (4) to 
lobby

for abortion?
 

b. 	FAA Sec. 620(g). To
 
compensate owners for

expropriated 

nationalized property?
 

c. 
FAA Sec. 660. To
 
provide training or

advice or provide any

financial support for
 
police, prisons, or
 
other law enforcement
 
forces, except for
 
narcotics programs?
 

d. 	FAA Sec. 662, 
 For 	CIA
 
activities? 


e. 
FAA Sec. 636(i). For
 
purchase, sale,
 
long-term lease,

exchange or guaranty of 

the sale of motor
 
vehicles manufactured
 
outside U.S., 
unless a
 
waiver is obtained?
 

f. 	FY 1985Continuing
 
Resolution, Sec. 503.
 
To pay pensions,

annuities, retirement 

pay, or adjusted service
 
compensation for
 
military personnel?
 

- 14 -


No
 

No
 

N
 

No
 

No
 

No
 



- 15

g. FY 1985 Continuing 
Resolution, Sec. 505. 
To pay U.N. assessinents, No 
arrearages or dues? 

h. FY 1985 Continuinj
Resolution, Sec. 506. 
To carry out provisions 
of FAA section 209(d) No 
(Transfer of FAA funds 
to multilateral 
organizations for 
lending ) ? 

i. FY 198'-, Coit IrluiIML 
Resout iL(),r ;I c. 510.To finance Lhe export of 
nuclear eCluipment, fuel, No 
or technology or to 
train foreign nationals 
in nuclear fields? 

j. FY 1985 Contiluing 
Resolution, Sec. 5.,l. 
Will assistance be 
provided for the purpose 
of aiding the efforts of 
the government of such No 
country to repress the 
legitimate rights of the 
population of such 
country ,:ontrary to th 
Universal Declaration of 
Human Riahts? 

k. FY .1985 Continuing 
Resolution, Sec. 516. 
To be used for publicity 
or propaganda purposes 
within U.S. not 
authorized by Congress? 



ANNEX - 5 

611 (a) Statement
 

A. 	 Cost estimates used in developing the project are reasonably firm and may 
be expected to hold for the life of the project taking into account the 
contingency factor:
 

1. 	Estifmates of costs tor participants was provided by AID/Washington
 
(Notice 85-6 dated 1/10/85: 1985 Monthly Budget Planning Figures for 
U.S. Participant Training). The AID/W figures provide 1985 base line 
information for academic and non-academic training as well as standard
 

inflation factors to be used in estimating for future years. Estimates
 
for in-country training are derived from training records.
 

2. 	 Estimates ot costs for long-term and short-term technical assistance 
were provided by the Office of Financial Services, USAID/C. They are 
based on 19b5 average costs ror such services derived from averaging 
such costs from all the Mission's project that include technical 
assistance as an input. 

3. 	 In some cases the costs ot particular kinds of commodities are known for 
the base year 1985. Costs for other commuodities have been estimated.
 

4. In addition. plans necessary to carry out the assistance are considered
 
completed for 611 (a) purposes.
 

5. Finally, there is no need for host country legislation to be enacted to 
permit the project to be carried out. 

B. 	Local currency requirements are based on the GOE mandated rate of 0.83168.
 



ANNEX 6 

Environm1etal impdct 

This activity is categorically excluded on the basis that it fits under Secton 
216.2(c) (viii) of AID Regulation 16, "Programs involving nutrition, health 
care or population and family planning services." There will be no activities 
directly affecting the environment (such as construction of facilities, water
supplies systems, waste water treatment, etc.) However, environmental aspects
of the renovation activities (one building) will be considered at the time of 
the A & E survey.
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