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PROJECT AUTHQRIZATION

Name of Country: Arab Republic of Name of Project: Child Survival
Egypt o

Number of Project: _ 263-0203

1. Pursuant to Section 531 of the Foreign Assistance Act of 1961, as amended
(the "Act"), I hereby authorize the Child Survival prbject (the "Project®) for
the Arab Republic of Egypt ("Grantee") involving planned obligations not to
exceed Seventy-Two Million, Nine Hundred and Forty-Two TFhousand United States
Doliars ($72,942,000) in grant funds over six yYears from the date of
authorization, subject to the availability of funds in accordance with the
A.1.D. O¥YB/allotment process, to help in financing the foreign-exchange and
local-currency costs of goouds and services required for the Project. The
estimated Life of Project is eight years from the date of initial obligation.

2. The Project will consist of the provision of technical assistance,
training, commoditics and other support in furtherance of the Crantee‘s
program to reduce morbidity and mortality in infants, children ard women of
childbearing age. Project interventions will emphasize the areas of: (a)
imnunization against major childhood diseases:; (b) early diagnosis and
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 and Origin of Goods and Services

Goods financed by A.I.D. under the Project shall have their source and
origin in the Arab Republic of Egypt or in the United States, except
as A.1.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 iin
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

1) First Disbursement

Prior to any disbursement or to the issuance by A.I.D. of any
comnitment documents under the Agreement, the Grantee shall, except
as the Parties may othzrwise 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 bisbursements.for Othér Rroject Costs

3)

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

(a) evidence of the establishment of a Child Survival Steering
Committee with such defined authorities and responcibilities
as are necessary for coordination of the activities financed
under the Project along with a statement of the names and
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 Committee with such® defined authorities and
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 tie
positions of Executive Director and unit chiefs.

Additional Disbursement for A,I.D. ~ Funded Contracts

Prior to any disbursement, or to the issuance of documents pursuant
to which disbursement will be made, for goods or services to be
funded by A.I.D. under the Grant, the Grantee shall, except as the
parties may otharwise agree writing, either: (a) furnish to A.I.D.
in form and substance satisfactory to A.I.D,, executed contracts
for such procurements; or (b) agree with A.I.D. on documentation
permitting direct A.1.D. procurement of such goods and/or services.,

Covenants

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

1)

2)

Annual Implementation Plans The Grantee agrees to develop and
present for consultation and agreement with A.I.D., annually, a
proposed implementation plan identifying how, over the cuming
year, the Project's activities, program and training will I»
carried out on a nationwide basis and made available to the
appropriate public and private organizations.

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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Incentive Payments. 'lhe Parties &gree that A.I.D. Grant funds may

not be used tu pay’ incentives, i.e,, payments above regular
salaries and allowmces paid to employees for the implementation of
the Project, .

Pro ject Support. 'The Grantee agrees to provide adequate transport

and other administrative suprort to accomplish the objectives of
the Project from local currency other' than that provided by the
A.I.D. Grant, b

Maintenance. ‘The Grantee agrees to provide adequate budget
support tor maintenance of equipment and venicles for the Pro ject,

Commodity suppurb. ‘The Grantee agrees co continue to provide thoso

vaccines, pharmaceuticals, and other supplies now being provided by
the Grantee through the Ministry of Health.

/
Approved: \\UMLB LCM
1l

Frank B. Kimba'
Director
USALID/Egypt

DATE: '?1\‘?»\‘85

Clearances: AD/HRDC: BWi lder, xg )

HRBC/H: woldham, (' (Y 30 -//r H
1\.—1\.1)/1%/1:Hdamslmd5 Qaﬁ '
DEPE: JConly, V140

DD: AMHandly, __1[_/
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I. Sumnary and Recomnendation (Executive Summary)

Al

B.

@

D.

Project ritle: Child Survival
Project Number: 263-0203
Grantee: The Government of Egypt (GOE)

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

Implementing Agency: Ministry of Health.
Annount: $ 72.942 milliop

Terms: Grant to the Government of Egypt

. Lite ot Project: © years,

Gual anu Purpose:

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

The Project purpose is to reduce morbidity and mortality in infahts,
children and women of childbearing age,

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: immunization for six  major  childhood diseases, early
diagnosis and treatment of acute respiratory infections, child
nutrition, and child spacing,

The Child Survival Project emphasizes practical, cost-effective
interventions which address childhood health problems and practical
field testing of interventions such as vaccines that prevent major
childhuod diseases. The interventions include a focus on improved and
expanded services in the private sector through use of mass media to
create demand for preventive health services, training of private sector
providers such as the ddaya and development of private sector products
such as weaning tood supplements, disposaole syringes, or locally
manutactured medical equipment,

The Project presents a mechanism through which the Government of Egypt
(GOE) and USAID can undertake a program to dramatically increase the
Chances of child survival in Egypt. The project builds upon the base of
collaborative efperience in the health sector which has been developed
LY GOE and USAID over o number of years. ‘The program is designed to
complement and supplement health activities wnich are already in piace
and to augment and accelerate efforts to address recognized and
1nterrelated needs and priorities,


http:Recojiunendati.on

l. Immunization (EPI)

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

2. Acute Respiratory Infections (ARI)

The program to deal with acute respiratory infections will Linprove
health services focusing on early diagnosis and treatment Of ARI.
The services will initially be supported by an epidemiological
assessient that will provide the data for the targeting of more
effective regimens for ftne 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
weaning foods, in the weaning age group (6-24 months); and lmproving
the diagnosis, treatment, mounltoring dand prevention of iron
deficiency anemia in the weaning age group and ainong pregnant and
lactating mothers. Reducticns in child mortality and morbidity rates
are expected from these interventions.

4, Child Smacing

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 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 Cnild Survival Project interventions will be implemented through
both the public and private sectors in hignhly focused vertical programs
that emphasize prevention aund can be delivered by pricary care personnel
in both sectors, These interventions will be supported Ly mass madia
public education programs which emphasize the use of praventive services
for Child Survival.
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the project will be lmplemented under the policy guidance of the Child
survival Steeriny Committee chaired vy the Ministry ot Health, A
secretariat will be established to assist the committee in coordinating
the management of all project activities. Technical assistance and
training activities for the project components will be planned and
adininistered to maximize complementdarity and efficiency of project
interventions.

The project provides selective assistance to the secretariat through
full time and short term US techniciauns with specialized skills that can
aid MOH project personnel in expediting the implementation of the Child
Survival interventions. This technicdl assistance has been requested by
the MoH 1n the proyram descriptions prepared for the project paper and
In discussions with the MOH First Undersecretary and Program Directors,

The precedent ot the CDOD project shows both the administrative/manage-
rial approach required for success and the role of Us specialists can
dand must play to maximize the efficacy ot the combined Egyptian T11.S,
nputs,

Successtul Interventions by the Child Survival fecretariat, which can be
accomplished etriciently and guickly, dre the key to the sucess of the
project.  ‘The technical assistance in  training, program design and
evaluation, and clinical areas supplements the expertise now available
1n Bgypt, and will expedite the MOH's efforts. Long term and short term
training plan ftor the project will strengthen the MOH's expertise in
inagement  of  child survival interventions and nevate the need Ffor
technicatl assistance in the future.

Technical assistance and training are crucial USAID contributions to the
project. Without them the project can not accomplish it's objectives.
The secretariat will Le trying to dv a job without tne required support
Che OH must have to accomplish the tasks that will save che lives of
thousands ot kgyptiran children over the next decade.

Recomiendat 1on

Because  the project directly and positively supports the development
objectives ob both the GO anu AID and is technically feasible, it is
recofuiended  that o dollar grant in the amount of $72.942 million be
authorized with an initial FY 85 obligation of $3 million.

Project Rationale and Description

A. Background and Ratlionale

There dare apprexinately 7 million children under 5 years of age in Egypt
who account for 15 of the total population. Each year there are 1.8
nullion bicths and 174,000 of these infants will die before their first
birthday. Anotner 95,000 children will die betore age 5, with most of
these deaths occlrring before tnree years or age,
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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 and mortality in
the under fives are well established. Tne high incidence ot communicable
childhood diseases, didrrhea and acute respiratory lntections is compounded by
high birth rates with short birth incervals, poor care during delivery and the
first few weeks of life, and malnutrition because of poor weaning practices
and iron deticiency anemia,

Maternal mortality 1s a leading cause of death of women of reproductive age in
Egypt. This mortality is related to poor care during pregnancy and delivery,
inadequate spacing of pregnancies and excess fertility., ALl of these
conditions also directly aftect child health and survival. An attack on the
causes of child survival must also include attention to the health of the
mother,

Egypt's Infant Mortality Rate (1ntants 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 development and investment in
health infrastcucture. Equally distressing 1is the extremely high child
mortality rate of 15 per 100U in children 1 through 4 years of age. As noted
above, deaths 1n these two age groups account for 50% of deaths in Egypt, an
unacceptably high rate ftor a country with suct 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 dand easily
accessible to the bulk of the population. Ninety five percent of the
population lives within 3 kilometers of a well statfed health facility,
Obviously this system has helped to reduce the Infant Mortality Rate.
However, it has the capacity to make a much more siynificant impact on infant
and child mortality than iIs now being demonstrated.

This lack of impact is attributable to a numer of factors. Medical education
in Egypt remains curative oriented, and, while this emphasis is beginning to
change main.y through the inputs provided by A.I.D. in the Suez Area Medical
Education and Health Services Development Project (263-0136), most young
physicians enter service without adequate knowledge of public health and
preventive medicine. The new physicians are also freguently unskilled in
treating common pediatric problems and in providing maternal care because
crowded cenditions 1in medical schools limit clinical experiences,  Other
factors contributing to poor performance of the system are the low salaries oF
the MOH personnel, (with the system unable to reward excellence or discipline
poor performance), poor supervision, inadeguate 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 tacilities are underutilized 1n 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 4 situation in which
there is no strong public demand for MOH curative or preventive services sand
MOH practitioners are not motiviated to provide nore effective services.
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Health educdtion to promote preventive services has also not been empnasized
48 o meaus to reach the public.

MOH services are particularly underutilized for prenatal care, delivery, and
postpartum services. For cultural reasons kEgyptian women prefer to use the
traditional birth attendant, or daya, for homne deliveries. Over 80% of all
births 1n kgypt are dattended by dayas, many of whom are untrained. Much of
the mdternal and newborn mortality and morbidity is attributable to unsate
dayd practices and tdilure to retrer complicated deliveries to the health
systen,

While the MOH attempts to provide supervision during pregnancy and delivery,
lhany wolen have no long term contact with the health facility during their
pregnancy. These sporadic contacts do not encourage a continuity of services
that could significantly impact on laternal/child aortality such as prenatal
tetdnus  pmnunlzations, identification ot complications of pregnancy, timely
initiation ot infant vmnunization progrdms, and child spacing.

Although cthe problems facing Egypt's healtn sector in the area of child
sUrvival are oumerous, USAID has gained confidence through implementing our
@ISty projects that they are correctable and that tne proposed Child
survival  Project has o high probavility of success, The Rural Health
(263-0015) and Urban Health (263-0065) projects have been addressing these
problems  through Luprovement of the delivery Of health services and in
stressing the lmportance of public health activities (vs. curative care) in
lmproving nhealth status. Many ot the innovations developed by these Projects
have yalued wide acceptance by the govermment health services. Our project
with the Faculty of Medicine of the Suez Canal university (263-0136) is
suceesstully  developing  a comnunity pnysician  trained to deal with the
realities of kHygypt and primary health care. The Control of Diarrheal Diseases
Projecl (203-UL37) has  denonstrated Byypt's concern with cuild survival
Prograite, dnd snown  the vigor and enthusiasm that can be generated 1in  the
health sector vy sucn programs.

Duspite Lhe tact thdat  Luprovement in the delivery of primary pealth care
services is urgently peeded and deserves the project assistance being provided
by ALD, the probability ot these projects having an early lmpact on Egypt's
utlacceptably  high  Intant and  child nortelity rates is not great; the
iprovement ol services delivery will pave itg impact much further down the
road. o the Control of Dlarrheal Diseases (CDD) Program, the sinple interven-
tion ot oral renydration, delivered through the primary bealth care system of
the HOH, the university hospitals, and the private sector is having an imne-
diate ampact on the chila mortality rdte. The DD Project will end in
1987, Furcher activities in childhood didrrheal disease control will be carried
out either through an amendient to the present CbD project or to the Child
survival project.

The Chila suervival pProject will focus on four additional interventions that
WiLL address the major causes of illness and death of infants and young
chlldren: rmmunigation for six major chitdhood diseases, early diagnosis and
treatment o  acute respiratory 1nfections, child nutrition, and child
SpACLny. Agailn, the rationale for moving ahead with Chese specific
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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 intant
and child morbidity and mortaiity rates and must address the tour areas on a
vertical basis, This decision is dictated not oniy 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 or easily treated childhuod illness,
malnutrition ard unreculated 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 leadershiv of the Ministry Health. Each
component of the Project has been specifically requested by the Ministry and
extensive written contributicns to the project design were made by & panel of
the top managers of the Ministry. The chairman of this panel 1is the First
Undersecretary of the Ministry.

The Child Survival Project emphasizes practical, cost-effective interventions
which address childhood 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 demand ftor 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 manutactured medical equipment.

The Project presents a mechanism through which the Government of Egypt (GOE)
and USAID can undertake a prograin to dramatically increase the chances ot
child survival in Egypt. The project builds upon the base of collaborative
experience in tpne health sector which has been developed by the GOE and USAID
over a number of years. ‘lhe program is dewigned to complement and supplement
health activities which are already in place and to augment and accelerate
efforts to address recugnized 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 sou 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 GUE's Developinent Plan

The FY 1986 CDSS Health and Nutrition Sector Statement focuses USAID's
strategy on three major activities: child survival lnterventions,
cost-effective investment in health services that eilphasize coust recovery
and biomedical/operations research on major health problems of Egyptian
children and their Iothers. The  Child  Survival Project emphasizes
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practical, cost-etfective interventions which address 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 Lmproved and eXpanded services in the
private sector through use of mass 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 supplements,
disposable syringes, or locally manufactured medical equlipment,

In the curreat Five Year Health Plan, the Government of BEgypt has strongly
emphasized the importance of preventive healtn programs. It has clearly
stated it's intention to more agyressively implement. programs in diarrheal
disease control, umwunization and other interventions that conbat  major
childhood diseases.  The programs included in the Child survival Project
were developed 1n close collaboration wich the senior leadership of the
Ministry ob Health. Each component of the Project has been specifically
requested Ly tne Minlstry dand extensive written contributions to the project
design were made by o panel of the top menagers of the Ministry. The
chalrman of this panel Is the £irst Undersecretary of che Ministry.

C. Gudl and Purpose

The gual ot this project is Lo 1mprove tne health of the BEgyptian people,

Ihe Project jpurpose 18 LO reduce nworbidity and mortality in infants,
children and women of childbearing age,

D. General Project Descriplion

Ihe Child survival Project 1s focused on four interveations that deal with
the major causes ot Lllness and death of  infants  and younyg children:
mnunization tor six najor childhoud diseases, early diagnosis and treatment
ob acute resprratory inkections, child nutrition, and child spacing.

These 1nterventions will be lnplemeated through both the public and private
sectors 10 highly tocused vertical programs that Qiphasize prevention and
Can be delivered by prinary care personnel in both sectors.

The ChiLld SUrvivel Project crphias L4es practical, cost-aeltective
lntervent.ions wnlch address childhood nealth problens and praceical field
testing of Loterventions such  as vacelnes  thab  prevent major  childhood
diseases,  the  interventions  include o focus  on improved and  expanded
SeLvices 1 the private sSector through use of mass media to Create  demand
tor preventive health services, Lraitning ol private sector providers such as
the daya and developient ob private sectol products such as weaning food
supplements, disposable syringes, or locatly manufactured medical cquipment.

The Project presents o nechanisin tirough wiilch the Goverimnent oL Bgypt (GUE)
atid USATD Can undertake: o proyean Lo dramatically increase the chances of
Child survivel 1o bBgypt. e project bul lds upon the base of collaborative
experience 1u Lhne pealth Seclbor Which fas been developed by GOE and USAID
over o dumber o ol yedrs, The  prograin 15 designed  to complenent  and



-4 -

supplement health activities whicn are already in place and to augment and

accelerate efforts to address recognized and interrelated needs and
priorities,

l. Immunization (EPI)

The Expanded Immunizatior Program in coordination with UNICEF and WHO will
undertake to reduce both infant/child mortality and the incidence of the
Six most serious, preventable childhood diseases through an expanded
effective immunization program reaching newborns and pregnant women. An
80% coverage rate of immunization for the S1X targeted diseases in the
cohort of children born during the eight years ot USAID assistance to the
Expanded Program for Immunization and a 60% coverage Of pregnant mothers
with tetanus toxoid imnunization during the same period is proujected.

2. Acute Respiratory Infections (ARI)

The program to deal with acute respiratory infections will improve heealith
services focusing on eariy diagnosis and treatment of ARI. The services
will initially be supported by specilal epidemiological surveys to pruvide
Che data for the targetirg ot more eftective 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 the extensive Egyptiarn health care system,

3. Child Nutrition

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

4. Child spacing

The Child Spacinyg Program will reduce neonatal mortality through improved
maternal health care during pregnancy, delivery, and the postpartun
period, and through the use of child spacing methods to prevent high risk
births. The reducti.) of neonatal mortality will also impact positively
on the effectiveness of other Child Survival interventions in later
infancy and younyg childhood.

E. Qutputs and Inputs

While specific outputs are difficult to predict because of common critical
needs and the assessment of existing in-country programs/institutions will
take place during the first twelve to elghteen months of the project, the
following outputs are likely:



1. Outputs

a‘

An  expanded, 1improved, 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 woinen.

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

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

An expanded and improved MOH childbirth care program reaching 60% of

all pregnant women ; and an expanded and improved child spacing program
reaching 50% of married women of reproductive age.

2. lnputs

d.

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

1) Pechnical assistance
(a) 20 person years of long-term US technical assistance. The
relative distribution ot the use of long-term technical assistance
iy vary depending upon the size, timing and nature of project
dactivities,
(L) 51 work nmonths of short-term US technical assistance the bulk of
which will be used between years 2-5,

2) 'I'raining
‘fralning of two types: Off-shore training to up-grade Egyptian staff
and  to replace technical assistance ; and short-term training
Ln-country).

3) Conmodities necessary to meet the program requirements of each
individual component both from the U.S. and Egypt.

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

The project will dlso supply other funds when necessary to permit
adequate support fLor project activities, including special studies,
surveys, and baseline data collections,
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b. Government of Egypt

The GOE will provide the following contributions:

1) Office space sufficient tor assuring appropriate working conditions
for bcth 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 apwvointed.

3) Incentive payments, transport, and maintenence required ftor project
lmplementation,

4) Policy guidance through a Child Survival Steering Committee,

5) Data necessary to enhance the programs will be provided to the
project by the appropriate GOE agencies,

IIT. SUB-PROJECT ACTIVITY DESCRIPTIONS

A. IMMUNIZATION

1. Problem bescription

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 nany years, Egypt still suffers from a high
incidence of childhood diseases which could be prevented by an effective
immunization progran.

The number of officially reported cases of paralytic poliomyelitis, Ffor
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 tc 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 higher due to the failure of parents
to report tetanus deaths of newborns. The disease is one of the five leading
causes of death in infants accounting for 1U% 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 of the developing world and accounts tor a large
portion of the deaths from diarrhea and acute respiratory infections, which
follow as seguela of this bigbhly infectious viral disease. wWhile measles has
not been been perceived as devastating to the children of Egypt as it has to
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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 that
measles was responsible for nearly two-thirds 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 Egyptian
children and require mandatory imnunizations. BCG for the prevention of
tuberculosis 1s also reguired and is generally given lmmediately after the
birth of che child.

Egypt hds a high prevalence of hepatitis. Ppoor sanitation accounts for the
Hepatitis A, with more than 80% of the population having had the disease. In
the cdse Oof the more serious Hepatitis B, unsterile injection technigue
dccounts for a large portion of the extremely high incidence of the disease.
44% of the population are eithier carriers or have had the disease. It is a
sad irony that parents bring their children to the clinic for life saving
uunizations and are expesed to this dangerous disease because the health
worker 1s poorly trained, inadequately supervised and lacks the disposable
syringes thdt can effectively break the chain of intection,

lbgypt has made a sincere eftort to develop an effective eXpanded 1mmunization
program (EPL). ‘The MOH has couperated extensively with WHO and UNICEF in the
development ot its program., Immunizations are given 1in each of the 3000 MOH
health facilities delilvering primary care, in each of the nine urniversity
hospital centers, and a number of other public and private sector
institutions., Despite this etfort, the recent WHO REvaluation demonstrated
that only 30% of intants nationwide had received all of the mandatory
luntizations For the s1Xx  nost serious, preventable childhood diseases
(measles, whooping cough, tuberculosis, diphteria, polio, and tetanus). Just
as disturblng was the tinding that many of the ecnildren listed as heving been
lmunized had  received none  and  that meny who had been immunized had
cuntracted one of the diseases, indicating a possible breakdown of the cold
chain, improper Lwunization technigue, or defective vaccines. Mothers failed
to Lriny their children to the clinics for imnunization or Just as commonly
failed to return for the required second and third innoculations, usually
claiming that they had not been inforimmed of the need. There was clear
indication that the client rnforwation system, both on a mass media basis and
at the clinic level, 1s deticient, Audit of the number of doses of vaccine
provided by UNICEF and the number reported used by the clinics often varied
greatly 1n either direction, indicating poor management at all levels, (not
malfedasance since, for one reason, the blackmarket for vaccines in Egypt is
practically noun-cxisteat).

The rtindings or the WHO Evaluation and the vbservations of many experts
familiar with the program all confirm the urgent need tor improvement of the
andgetent  and  supervisory systems of the Ministry's imnunization program.
There 13 dalso an urgent need to develop an improved surveillance and health
Information system so that the perfornance of the system can be better

monitored and imeaningtul immunization targets can be set to deal with diseases
which dre prevalent and threatening,
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The WHO Evaluation feund 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 ctaken in 1980 but the lack of malntenance was evident. UNICEF has
contributed an impressive 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 committed 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 shoulid
be adeqguate for the support of the proposed expanded imnmunization program and
the Ministry ras not asked for AID support of the clinic level cold chain
equipment. There 1is a need to upyrade the distribution equlpment and the
Ministry has asked AID Lo supply retfigerator trucks.

Another major problem is the production of sutficient quantities ot potent
vaccine with adequate quality control, packaging, and cold room storage, The
Egyptian Organization for Biological and Vaccine Production (VACSERA) is the
only resource 1incountry for the proauction, packing, central storage and
distribution of vaccines., Most of the vaccines needed for the immunization
for the six childhood diseases selected for the eXpatded lmmunization progranm
are contributed in bulk by UNICEF and are packaged by VACSERA. ‘This 1s a
short terin solution and the need ftour Egypt to produce its own vaccines is
pressing, particularly since the production of vaccines by interritional
private sector companies is rapidly drying up for lack of profitability,
chiefly because of medical liability. 1In the US, the entry of the government
into vaccine production is being considered and may well becoine a necessity in
the near future.

The Dutch Government has contributed equipment and technical assistance for
the production of DPI (diphtheria-pertussis-tetanus) vaccine and Egypt's
requirements for this product will soon be supplied by VACSERA. This will
meet one of the requirements to ake Lgypt 1ndependent of international
sources for vaccines. There is still the need for VACSERA to produce its own
measles and polio vaccines and to improve the quality of its BCG vaccine
(antituberculosis). Also, there are still serious problems with quality
control, management, and cold storage of the vaccines. urrently the Canadian
Government is funding an indepth study by Connaucht [aboratories, lnc. and
Sotech, Inc. to determine what is required to upgrade VACSERA to a first class
vaccine and biologic production center. This study wili 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 immunizati.n program, USAID should be prepared
to amend this Project contribute the support to improve the quality control
and management ot the current operation Lf Canadian or other donor assistance
fails to materialize.



- 13 -

2. sub-Project Description

The overadl purpose o the Expanded Immunization Program as a subproject
activity of the Child Survival Project is to reduce boti infant/child
mortality and the incidence of the six most serious, preventable childhood
diseases through an expanded, effective immunization program reaching newborns
and  pregnant  women.  As dan output ot this project, we anticipate a 80%
coverage rate ot dmmunization tor the six targeted diseases in the cohort of
children born during the eignt years of USAID assistance through this project
and a 6U% coverayge of pregnant mothers with tetanus toxoid immunization during
the same period.  This is a4 very ambitious target since it takes a high degree
of management. to get 80% ot the children of the country into the clinics for
tour separdte  series ok uwaunlzations, two of which each require three
vacCingtions o nonth apart.  lhe expansion ot etfort and mass media campaign
that. will be mounted by the Project are essential to meeting this target,

As noted i the Problem Description, there are a number of areas of the
HuounrZatlon  progral which requlre improvement, The need for improved
mandgenent  and - osupervision  1s o d  major  requirement and central to the
achievement ot tne program's objectives. USAID will make the upgrading of
managenent and supervision systems a principal concern of its assistance.

National pwaunlzation proyrams demand comprehensive and detailed management,
perhaps more than any other health activity. Even the management of complex
Western medical centers which draw extensively on sophisticated management
tools do oot present the ditficulties that dre encountered in the "people
tntensive® Lwadnization programs ot the developlng world. The proper vaccine
must b produced with  cdretul quality control to ensure 1ts potency and
distributed through o caretuily wmaintained cold chain so that potency is
retatned.  Rellable storagye at tie proper temperatures must be 1nsured all the
way down the cha'n Lo and wcluding the user level., The reguired eyguipment
must be aval lable and well maintalned at the clinic level. The health worker
must be tratoed to o pertowm sterile lmmunization technique skillfully and with
seusitivity.  The mother should be attracted to this service for her child,
not Lraumatized by the experience, Precise scheduling is required to have the
health personnel an place at the proper time with the prereguisite vaccines
dand equlpment, 10 order to mesh with the promotional activities that infornm
Lhe nother ol the need of specitic lmmunizations, and of the time and place to
bring her child tor the service,

USAID will provide the techinical assistdance Lo assist the managers of the EPI
program to develop aud institutionalize the mdnagement procedures all through
the system.  ‘Ihls will entail advising top management on the development of
better proyram plamiing aond allocation of resources, developing procedures,
anuals  and  Lratning for better management of the entire cold chain, and
Liproving  the BPL omdnagenent intormdtion system so that proper amounts and
types ol vacelnes can be distributed on a timely and etficient bisis. Through
the US tunded prime contractor, USAID will provide the long and short term
techorcal  consultants, both Us and kygyptian, required to advise on the
wiprovenot of the managoiment ot the EPI service.
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An effective surveillance system will be developed 50 that the proygram can
measure the incidence and distribution of communicable diseases, determine the
coverage. being attained and feed back information ftor better targel setting by
the EPI program and better planning for health services in generdl.  This
system will be based upon the model developed by the MOH Department of Health
statistics and Evaluation and the US National Center ‘or lealth Statistics as
a PL-480 funded project under the Joint Working Group tor Health Cooperation
agreement between the GOE and the US Department of Health & Human  Services.,
This health information and disease surveillance system has beeon under test in
Ismailia Governorate since 1981. The system has been designed tou develop
timely and policy-relevant data in priority proyram areas, chietly focused on
infant, child and maternal mortality, Lwwmunizations and indjor  disease
reporting. In the test yovernorate, health unit and district headyuarters
statf have been trained to operate o stdtistical and surveillance system
which, with the aid ot micro-couputers, provides detarlled data 1o ma jur
program areas on 4 timely basis and 1s particularily well suilted to obtain
data relevant to EPI program Mdnagetient  and  evdludation.  The program uses
existing personnel and facilities so that the addition of HLcrocomputers and
softwear at the district and governorate levels and training are the only
added expense.

In the first year of the Project, this health information system will be
introduced to four additional governordates and then phased 1n over the next
five year period to the remaining governorates. ‘Technical assistance will e
provided as required for the lite of the project. The US tunded prime
contractor will be responsible for providing the US and EBgyptian specidlists
that will provide the required technical assistance for the development of the
information and surverllance system throughout Eyypt. bEquipment: coinputers,
software, and other coummodities will be supplied by USAID through the prime
contractor as appropriate,

Early in the implementation of the project, a series of 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 on disease incidence and vital statistics on a countinuous
basis, Periodically, however, sample surveys will be pertormed to check on
the reliability of the surveillance system as it expands countrywide, Also, a
series of studies and evaluations will be carried out to determine  the
protection given by BCG, the antituberculousis vaccine and Lo evaluate the
potency and effectiveness ot the six EPI vaccines and to Ffield test now
vaccines when available that attack bBgypt specitic childhood problem diseases
such as acute respiratory infections, etc,

In combination with the surveillance system will be the development of an
epidemiologic investigation service (BIS), a small number of well trained
epldemiologists ~ that can 1vestlgate  disease  outbreaks  and possible
epidemics. The US Center for Disease Control hay specCialized 1in  the
development of EIS units tnroughout the developing world and has ottered to
train and supervise the establishment of such q unit tor bgypt under a PASA
arrangement witn AID,
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lraining of the mdnagers and working personnel of the EPI program will be the
Najor task in developing better management capacity in the EPI program. Close
coordination and collaboration with WHO and UNICEF will be maintained
throughout and as much colldboration as is possible will be developed in this
drea, WHO has developed considerable experience in the training requirements
for expanded programs of umnmunization around the world and has trained many of
the Ministry's senlor and ind level personnel. ‘The Project will use the
training gquidelines dand mdterials developed by WHO and the US Centers for
Disease Control to greatest extent possible. WHO will continue to provide
short term training tor senior Llevel EPI personnel through, for example,
tunding attenddnce at conterences. However, WHO will not be able to provide
the magnitude of technical assistance in this area that it will be possible
tor USAID to cowstribute through this project. ‘raining of trainers and the
upgrading ol Governorate training centers for ongoing inservice training of
physiciais and clinic personnel will be undertaken in the first and second
years of the project. Also assistance to these centers in the form of
continued technlcal assistance, tralning, required books and instructional
equlpment will be contributed by AID throughout the life of the Project. An
unportant output of the Project will be the strengthening of these training
centers so that they will be able to operate independently from AID support
atter our dssistance cerninates,

lmproving the curriculum and the guality of the training given newly graduated
doctors assigned to the rural areas ecach year offers a unique chance to
intluence their performance betore bad habits become deeply ingrained. The
newly assigned physician is given a two month orientation course at the
district level in preventive hedlth 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 Ly trainwnyg aids and manuals.  Wnile the management of the EPI
program would be teatured prominently, other components of the Child Survival
program will be 1ncluded: the healtn benefits of child spacing to both mother
and child, early diagnosis and treatment of acute respiratory infections, and
child nutrition, particularily training in the correction of improper weaning
practices,

Malntenance oOf the cold chaln equipment and observance of good cold chain
procedure dre  other vital training areas that will be developed in
collaboration witnh UNICEEF. Cold cnain technicians have been designated at
each level, e.q. central, reqional, governorate and district. At the clinic
level, tne physician s responsivle but one of the paramedical staff is put in
Charge of the refrigerator, cold boxes and ice packs. Constant training/
tetralning ob the tectniclans and close supervision is required to ensure the
integrity ot the system ror the protection ot the vaccines.

As WLLL bLe discussed 1n the section describing the organization and function
oL the Child survival Secretariat, the Training Unit of the Secretariat will
Collaborate with the Director and senior managers ot the EPI program in the
development of the extensive training prograim that will be required to upgrade
the pertorimance of the LRI program. Manwging project inputs for the training
program will be the responsibllity ot the ‘fraining Unit. Technical assistance
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will be the responsibility of the prime contractor but will be carried out
mainly by an Egyptian subcontractor(s), specially by a consortium of
universities or other skilled training entities who will support the training
centers in the 137 districts in kgypt's gevernorates. The USs and Egyptian
technical assistance reguired will be provided through the US prime contractor.

The EPI program will require extensive promotional activitlies, both at the
national level for mass media campaigns and at the local clinic and community
level, particularily if the Mioistry decides to continue with mass camnpaigns
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 campaign 1s carried out. The mass media
program will be modeled along the lines of the successful media campalgn tor
popularizing the use of oral rehydration and closely coordinated with the
Control of Diarrheal Diseases  (CDD) Project. Technical assistance
requirements will be provided 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 dterials, and billboard advertisements.

The Health Promotion Unit of the Secretaridat will also work with the EPI
managers at all levels to develop the local clinic and cumnunity promotional
activities to educate mothers on the importance of immunization 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
level and below EPI services.

As discussed 1n the Problem Description, the overall supply of cold chain
equipment on hand is fairly adeguate 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. There is a need to upgrade the
distribution system and AID has veen asked to provide refrigerator trucks.
AID will purchase 5 refrigerator trucks for transporting vaccines from the
central vaccilne production center, VACSERA, to the governorates and 44 small
pick-up sized refrigerator vehicles tor distrivution to the governorates. The
MOH has also requested USAID tou provide funds ftor purchase of disposable
syringes which will be obtained trom a local kgyptian manutacturer.
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COSTING OF EPI COMPONENT

A 1.D.
($000)
1. Technical Assistance
U.S. LT (lédwn @ $17,400) 2,923
U.5. ST (l5wm @ $23,000) 345
FN LT (864wn @ $2,875) 2,484
FN ST (38wm @ $3,114) 118
Medla (Subcontract to prime contract) 1,100
Health Info System (Subcontract) 1,500
Total: 8,470
2, Training
LT Participant traininy (372mos @ i3,450) 1,283
SI' Participant training (l0Umos @ $4,600) 460
bpldemiology specialty training (PASA) 575
Invitational travel 230
In service training 1,668
Workshops/seminars (8 ¢ $34,500) 276
Health education for mothers 345
GOE Training Centers (26 centers d $57,500) 1,495
Total 6,332
3. Commodites:
Local purchase of syringes (12 million/yr) 5,200
Retrigerator Trucks (5 large size) 290
Refrigerator Trucks (44 small) 1,320
Other Cold Chain Reldted Items 552
Cunputers/sSottware for Info & Surveillance
at Governorate/District Level 1,150
Local purchases (supplies and equipment ) 682
Total 9,194
4, Other Support:
Epidemiological assessment 920
Surveys, e.g. baseline/follow-up 145
Miscellaneous (Secretariat/Goverunorate) 600
Total: 1,665
5. Bvaluation/Audits: 200
6. Contingency: 4,000
Total EPI Component 29,861

0229D, 24



B. ACUTE RESPIRATORY INFECIIONS

1. Problem Description

Acute respiratory infections (ARI) constitute aq serious threat to child
survival and are considered second only 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 ARI, the exact rate varying according to the specific country (World
Health Forum, 1985). 1In the Developed World, death rates due to ARI have
fallen dramatically during the past century, due to socioeccnomic changes,
better and earlier diagnostic practices, and the widespread availability and
proper use of antimicrobial therapy. In the West, mortality from ARI is high
in the first year of life, falls during childhood and early adulthood, then
climbs progressively duriug middle and old age. While most Egyptian experts
believe 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 were
in the 1 through 4 year old group, which accounted for 50% of the total ARI
deaths., All studies show that mortality due to ARI in the under-fives is a
serious problem in Egypt.

Morbidity rates are difficult to measure since the only notifiable data is
obtained from the acute infectious disease hospitals, called "Fever Hospitals"
in Egypt. Unfortunately, intormation on patients attending primary care
facilities is not reported in the present MOH health information system, This
will change with the introduction of the lmproved health information and
disease surveillance system descrived in the Dmmunization Section of this
paper. Previous studies, moust performed in urban areas, have shown that on
the average, a child will sutfer % to 8 ARI episodes each year during his
first five years of lire. One study reported in 1980 that 71.5% of the
patients seen at a maternal-child health clinic were diagnosed as having
respiratory infections of varying degrees ot severity,

While many mothers, particularily those ot bLetter socioeconomic status 1n the
urban areas bring their children into the clinics early in the disease, this
certainly is not the case for most of those with serious infections who are
admitted to the fever hospitals, They are mainly brought into the primary
care facilities too late in the course of the disease for early diagnosis and
treatment. Some are brought in but not 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 mother needs to bLe better
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 system. In the second case, the clinic staff, including the
physicians, need the proper training and eguipment for early diagnosis and
treatment of acute respiratory infections.

Diagnosis and treatment of acute respiratory infections poses some very
difficult problems to the development cf effective control and prevention
programs. 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 1n etiology and are less responsive to antimicrobial therapy, although
eventudlly, infections by inany of the serious strains will pe preventable by
Luunization, e.yg. measles, intluenza A, 17¢ are of undetermined etiology and
should be the subject of further study. In fact, considerable research on ARI
1s a hiyh priority tor bgypt as 1n many countries where respiratory diseases
are @ major problem. The research cannot be the responsiblilty of this
project, which is confining itself to action oriented programs to deal with
the provlems of child survival with €x1sting technology. Nevertheless, a
great deal of Egypt specitic research 1s needed on acute respiratory disease
dnd should be supported Ly AID research projects in the University Linkages
Project, the § &« T in bDevelopment Project, and by other donors.

1o develop and maintain an effective program dealing with ARI, there is a
yreat need to refine the epldemiology of acute respiratory infections. The
program hds the constant requirement to know at any one time the infecting
organisms, their prevalence and their distribution, on a continuing basis,
the sensitivity of these organism to drugs must be assessed so that an
effective program can target specific therapy ~gainst an ldentified infecting
organisin,

2. Sub-Project Description

The chiet priority ot the program to attack acute respiratory infections is
improved health services that focus Od early diagnosis and treatment of ARI.
The best ot existing Knhowledge for the diagnosis and Creatment must be
practiced throughout the extensive Egyptian health care system. A particular
effort must be made to upgrade the knowledge and practices of the primary
health care system in the early diagnosis and treatment of acute respiratory
ntections in children through a well developed training program that will be
designed by the lraining Unit  of the Child survival Secretariat in
collaboration with the Communicanle Diseases Control and Fever Hospital
Directorates.  his training program will be lntegrated in its 1mplementation
with the other training programs of the Cnild Survival Project. A standar-
dized treatwent regimen will also be developed by the Technical Services Unit
of the Secretariat in  collaboration with these two directorates, fully
supported Ly technical assistance from the prime contractor. The USAID funded
strengthening Rural Heatth Delivery Project tested an excellent intervention
1n the edrly diaguosis and treatment of acute Lespiratory disease in which the
VISLLlng nurse gave oral penicillin to the sick child and made sure that tpe
Child was brought to the clinic within 24 hours if symptoms persisted. This
intervention should be included in the ARL program. Also the services should
initially be supported Ly special epldemiological Surveys to provide the data
tor the targeting ot more etfective fegimens for the treatment and prevention
of specitic acute respiratory diseases,

An  adequate supply  of laboratory equipment and phamaceuticals oeeds to be
dvdllable dat every level of the health system. An assessment of the ejuipment
and phdarmaceutical needs ot the primary care facilities will be carried out in
harness with the survey of cold Chain reguirements of the EpI program and will
Include technical advice from the same subcontractor assisting the EpI program
Managers.  Ihils equipmnent and the special pharmaceuticals and supplies will be
provided 1n phase with the tralning of the clinic stafrs,



- 20 -

The Fever Hospitals are the focal point for treatment ob the severe cases of
ARI, at least those that make it into the 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 ve 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 Fever Hospitals should be
upgraded with equipment funded by AID so that more precise information can be
obtained on the types of 1nfections that are ocurring and their sensitivity to
the various druys used in tneir treatment. US funded training of infectious
disease specialists, pediatricians and the supporting laboratory technicians
will be undertaken. This training 1s best achieved in association with the
faculties of medicine. which will be supported by the secretdariat, on a grant
basis, to provide tallored training programs and semindrs on ARL.

The Health Promotion Unit of the Secretariat will design and mount a mass
media program funded Ly AID tou educate mothers on the signs and symptoms of
acute respiratory infections that fall 1nto the potentially serious group,
The mass medla prograin wWill coocentrate on the importance of bringing the
child to the nealth tacllity early in the presence ot fever or tha other siyns
of acute respiratory infection. The mdass media piogram will be balanced with
the mass media reguirements of tnhe other Child survival programs so that the
medida needs of all of the programs dare met ettectively. The Unit will also
develop the requirements of the local, clinic level Intormational program and
will see that they are incorporated 1nto the training program. The technical
assistance, , supplies and equipment needed for the clinic level campaign will
be provided vy AID thronah tne priume contractor as appropriate.

As discussed 1n the Immunization Section, there 1s very little reliavble data
concerning the 1ncidence and types of disease occurring in Eqypt. The
developiment of the countrywide health 1nformation and disease surveillance
system will eventually supply much of this needed intormation. Also, the fact
that the campaign to educate mothers to recoynize the symptoms of acute
respiratory intections earlier 1n its course will probably bring more children
in to the clinic and will 1ncrease the percentage ot respiratory disease to be
reported and analyszed. An Increase 1n utilization in response to the media
proyram anas been experienced by the Contrcl of biarrheal Diseases program;
there was a three fold 1ncrease 1n the number of diarrheal pdtients seen in
the clinics in Alexandria after the first year ot the media campaign,

It is not advisapble to walt tor the health information and disease surveil-

lance system to be fully developed bLefore renmedial actions are taken. An
immediate activity of the ARI program will be the gatherinyg of epidemiological
data needed to increase the effectiveness ot the ARl services program until
the health information system is fully developed. As discussed in the problem
description, respiratory dilsedses dare Lmnensely complex and ditficult to
manage due to the varlety of causdtive agents. A continually updated data
base must be developed through good disease survelllance that will identity
the 1infecting agents, demoustrate thelr geographic distribution and measure
the sensitivity ot the various organisms, particularily vacteria, to specitic
antimicrovial therapy. ‘This must be dan ongolng actlvity to constantly remold
and reshape the recommended treatiment regimens, It is dlso lnportant to know
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the distribution of the various types of infections so that area specific
treatinent of the diseases can be delivered,

Theretore, a top priority auring the first five years of the project is to
determine the incidence, types, and severity of acute respiratory diseases in
five sentinel governorates, Cairo, Menufia, Assuit, Ismailia, and Alexandria.
The HEvaluation Unit of the Secretariat will design and supervise the
implementation of appropriate surveys with the active participation of the
Comnunicable Disease and Fever Hospital Directorates, Long and short term
technical assistance will be provided Ly AID through the prime contractor, who
will also subcontract with local firms for a series of sample cluster surveys
as the dctive 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
Lntormation and surveillance system described in the Immunization Section will
be implemented in the sentinel governorates first and will be closely supervi-

sed Lu 1nsure reliable passive surveillance by the Ministry of Health
facilities, AID will supply the Central Public Health Laboratory and the
critical Mo laboratories in the MOH Fever and Governorate hospitals with the
equipment and technical assistance required for identification of the
causative oryganisms and their sensitivity to antimicrobial drugs. Since the
university outpatient departments 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 MUH hospitals, Laboratory equipment and other required
expenses  {otner than salaries) will be provided by AID through the
Secretariat., A tirm data base will have been developed by the fifth year of
the project, which will then be updated on a continuous basis by the national
survellldance system which should then be able to take over.

There 1s o high provability that a signiticant impact will be made by this
program on the mortality of children and it 1s estimated that the death rate
Of under-tives will be reduced by L0% by the end of the project. Utilization
Of the clinical system will be increased, Also, the awareness of mothers of
the need for taking their children into the health system early in the course
of ARl will Lmprove because of their satisfaction knowledge that more
effective services are davallable,



COSTING OF ARI COMPONENT

A.I.D.
($000)
1. Technical Assistance
Us ST (15wm @ $23,000) 345
FN LT (l2owm @ $2,875) 345
FN ST (25wm @ $3,114) 78
Media (Subcontract to prime) 1,100
Consultancies (Subcontract) Y04
Total: 2,772
2, Training
LT Participant (48mos x $3,450) 166
ST Participant (75mos X $4,600) 345
Invitaticnal travel 133
Workshops/seminars (5 x $34,500) 173
Health education for mothers 700
In-service training 630
Total: 2,147
3. Commodites:
Lab equipment, etc. (3,000 clinics x $L,700) 5,100
Pediatric care, ftever hospitals ($50,000 x 73) 3,650
University/Teaching hospitals, ped. ($60,000 x 18) 1,080
Local procurement for above 578
Computers/software (40 x $9,250) 375
Total: 10,783
4, Other support:
Epidemiological assessl 1t 1,360
Surveys, baseline/follow-up 155
Miscellaneous (Secretariat), etc.) 400
Total: 1,935
5. Evaluation/Audits: 100
6. Contingency: 1,500
Total ARI Component 19,237
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C. CHILD NUTRITION

1. 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 deal
with it through its health programs. Health clinics have introduced elements
to cducate mothers in proper weaning and health practices, provide special
food supplements, and treat and prevent diseases that interact to contribute
to malnutrition. In spite of these efforts, however, the basic problem of
malonutricion 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
culiparable to African and some Asian countries,

- Mmalnutrition in infants and young children is very likely highly
associated with diarrheal diseases.

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

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

- the duration of breast-feeding is counsidered relatively good in Egypt
with approximately 92% of mothers breast feeding through 11 months,
70% through 23 months and l0% through 35 months.

- kEgyptian 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 not receiving supplementary foods).

What is clear is that infants Legin life with generally adequate birth weights
and nutritional status throughout the first months. Bouts of diarrhea and
other diseases begin to impair this status from four months on. [Lack of
adequate weaning diets at this age does not allow for catch up growth so that
vulnerability to diarrhea is increased. As this process 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 long birth intervals have
better growth. 1In fact the GOE/CDC Survey found that regardless of social
status or residence, nutritional status of children was better when mothers
spaced births through the use of contraceptives.

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

L, Improve the knowledge, practices, availability and utilization of
weaning foods in the weaning age group (6-24 months).

2. Improve diagnosis, treatment, monitoring and prevention of iron
deficiency anemia, both in children and pregnant and lactating
mothers.

3. Reduce morbidity and mortality from diarrhea diseases,
4. Reduce high fertility rates; and,

5. Encourage continued study and research on Egyptian nutritional
problems that impact on child survival potential encouraged,

The nutritional component of the Child Survival Project will directly address
activities supporting objectives L and 2. Objective 3 is addressed in the
ongoing cControl of Diarrheal Diseases Project (263-0137). Objective 4 is
covered in the child spacing section of the Child strvival Project,

Objective 5 is advanced by various programs including: a) the Joint Working
Group (iron fortification of wheat flour); b) S & T on child health diseases
(applied research - e.q. monitoring of iron status after supplements and iron
fortified food); c) the Control of Diarrheal Diseases Project (developient of
a& 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 knowledgye and ideas develop,
consideration will be given to lmplementation in the Child Survival Project
either through project paper amendnents or ftrom the contingency line item
budget of the project.

2. Sub-Project Description

The purpose of the Child Nutrition program is to improve the knowledye,
practices, availability, promotion and utilization of weaning foods 1n the
weaning age group (6-24 months); and to improve the diagnosis, treatment,
monitoring and prevention of iron deficliency anemia in the weaning dge group
and among pregnant and lactating mothers. These activities will have a
Ineasurable impact on deCreasing child mortality and morbidity rates,

The Child Nutrition component will be linplemented through the Ministry of
Healta's Nutrition Institute (technical, policy, planning responsibilities)
and concerned operational units in tne Ministry day-to-day activities.
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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 monicoring at MOH
clinics;

2. Promote breasteeding and nutritionally sound supplementary feediny and
weanlng practices through the national media;

3. Promote private sector production of a culturally acceptable weaning food
supplement for commercial distribution;

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

5. 1rain health professionals for the early recognition, testing, treatment
and monitoring of iron deficiency anemia.

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

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

(a) Weaning foouds.

The weaniny food component will have two separate and distinct paths., One
will Jlead to the private sector production of a low cost, culturally
acceptable wedning food supplement to be developed under a concurrent separate
project managed by the USAID/Egypt Food for Peace (FFP) Office. The second
will result in the improvement and expansion of nutrition education programs
throughout Egypt. Included in the latter activity are promotional campaigns
tor vreast feeding, proper weaning food practices, the use of locally
avallable ftoods tor weaniny cnildren  growth monitoring, and anemia
recognition, treatment and prevention,

However, both actlvities will be Inutually supporting. Weaning foods or
supplements can not succeed without the educational programs that will be
developed. Likewise, nutrition education programs on weaning food practices
and use ot local fouds will create a demand for proper weaning foods. Some
mothers 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. ‘'hese sane mothers inight use a premix supplement recommended to them
throuyh the media and/or by healtn professionals. The choices should be
avallable tou lnsure broad coverage.
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The Secretariact, 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 other project clements,
This coordination will be especially important 1n the areas of media and
advertising related to wean.nyg fouds and practices. We do not want to create
a demand for a product, whether is to Le for better nutrition intormation or a
commercial weaning food supplenent unless adequate supplies are availaple.

Nutrition Education is not a new activity to the Ministry, The exXperience
gained through the previous nutrition education activities conducted by a
Grantee and other A.I.D. supported projects in Ministry clinics (in particular
Maternal Child Health Clinics) provides a basis to expand the proyram
countrywide. However, any expansion will be very closely coordinated with the
new child survival goal with emphasis on weaning food practices (including
home preparation ot weaning foods) and growth monitoring (especially in the
6-24 month age group. A key role of the U.5. TA Nutrition advisor will be to
ensure that the proper techncloyy 1s used and that the program is expanded
country wide in an effective and efficient fashion as soon as possible,

The food nabits and attitudes of any culture are difficult to change. It ig
well recognized by food anthropologists as well as commercial Food companies
that to be successful, food bvehavioral Change must be undertaken in g
thoughtful, orderly way, taking 1nto account fully the preferences of the
target population. Over the years a systematic, market oriented approach to
developing and introducing new food products has evolved. It involves a
stepwise approach to creating new products for a ropitlation segment (market)
that progresses from (a) generating concepts or ideas for products, to (b)
Creating prototypes of the products which can be experimentally evaluated and,
if necessary, modified, to (c) cousumer and narket testing, or field tests, of
the products in a realistic setting to assess potential and adgain, 1if
necessary, to make adjustments 1n  the product. The approach involves
interacting closely with the consumer at each step so that the product is
likely to satisfy the market. 'The product is defined as including not only
the food material itself, but the package, the promotion, the price, and
everything else the market assoclates with the Ltem.  'The narket's reactions
Lo all these aspects effect use (or lack oOf use) and therefore all are dealt
with to the extent possible throughout development,

Efforts to develop and introduce new wednlng ftoods in developing countries
have generally not involved the market oriented approach. More obten it has
involved the creation of a nutritious, relatively inexpensive product by
scientists and the presentation of tpis product to the market with Limited,
often nutritionally oriented, promotional activities. Very few ot these
products have been comnercially successtul, including Egypt's own  food
supplement product, Supramine.

Marketing orientation does not guarantee success. However, 1t increases the
chances for overall success and reduces chances of error on nmost
product-related decisions, such as ingredients, texture, coulor, odor, package
size and type, method of pbreparation, promotional claims and pricing. 'These
benefits are obtained in @xchange for the additional effort and time reyuired
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to carry though the market approach as compared with less systematic,
"inspirational™ 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 negatlve experiences in Egypt with Supramine and there is
reported a lack of dcceptability of the present Title II food supplement
distributed in the Ministry's health clinics. For these reasons, it seems
prudent to use soclal mdarketinyg technigues to ldentify the nutritious weaning
toud supplement to be developed so that it will be acceptable to Egyptian
infants, younyg children and theilr mothers.

The FFP Weaning Food Supplement activity funded under another Project will
develop appropriate wedhlng tood products and use a social marketing approach
to ensure that 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 deticiency anemia.

Anemia, which 1s Kknown to reduce children's resistence to disease, is a
significant problem amony intants and preschool children with the highest
prevalence among the 6-24 month age group (estimated to be 38%, with 1/3 of
those categorized as being severely anemic).

Also, some 25% of lbyyptlan mothers are anemic. Since anemia is known to
contribute to high rates ot fetal loss and lower resistance among children to
diseases, 1ts early diaynosis, treatment and prevention will have a positive
Lipdct on 1IpProving survival rates.,

[ron tortitication or wheat flour is thought by some to be an efficient and
effective method of ensuring that sufficient amounts of iron are ingested to
prevent iron dericiency dnemia in a broad segrent of the population, Such an
application in Egypt would have promise since bread is a staple part of the
bBgyptian diet. Fortitication of all wheat flour in this country could, in
theory, be accompllshed with known technology 1n a short time period.

However, there 1s enough doubt about the eftectiveness of the iron fortified
wheat flour in preventing anemia that turther lnvestigation is warranted
betore deciding a course of daction in this regard. This will be encouraged
under other A.I.D. prujects and activities. For example, the Joint Working
Group dctivity can develop the research and testing protocols and the new
SClence  and  Pechnology for bevelopment Pproject, which has a "Critical
Childhood Diseases" component, could conduct large scale testing in Egypt.
Then, 1t indicated, « countrywide wheat flour iron fortification activity can
be added tu the Child Survival Project or implemented as a separate activity.
(Note that iron will be one of the ingredients of the weaning food supplement ;
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use of high iron content foods in making weaning foods at home will also be
encouraged in the media and through nutcition education classes),

There 1is, however, justification to move  into an  expanded education and
training activity to improve clinical treatiment, and prevention of iron
deficiency anemia in the target groups. ‘The technology tor this is available
and can be applied now. Again, the U.S. TA Nutrition advisor will play a key
role in coordinating these educational activities with other project
activities and, in particular with nutrition education for weaning  food
practices. The advisor must also assist the MOH is strengthening and
expanding in service training for health workers related to these programs.

Iron deficiency anemia will be attacked through retraining programs for health
workers at all levels and nutrition education for mothers. The retraining
will be part of the overall training accivities that will be organized through
this project, with the expertise of the prime contractor, for Ministry staff.
In other words, training in tne diagnosis, treatment and prevention of iron
deficiency anemia will not ve done in lsolation,

For example, health staft can e lnstructed on  iron deficlency (e.q,
recognition, treatments, side effects) at thne same time as they are learning
about improved weaning food practices and better child spacing techniques.
The same 1is true with the health edycaton sessions that will be held for
mothers at the clinic level.

Health education and media lessayes will be developed and closely coordinated
with other project elements by the TA advisor and counterparts, There will be
a need, however, to run independent media campaigns at times related only to
anemia., This will be encouraged so that the message on anemia prevention is
not unduly diluted by being part of other messages. A short, single purpose
message would have more impact on occasion.

It should be stressed that improved treatment of iron deticiency anemia will
be carried out in Ministry clinics, such treatment is already available in the
private sector. The iron preparations used for iron  supplementation are
currently part of the Ministry's pharwacopeia (some being provided by
UNICEF). The project will not purchase additional iron preparations, as these
will continue to be Ministry inputs. It is expected, however, that there will
be an increaved demand for the treatment regimens after training and
monitoring take hold.

With increased awareness about anema, the demand, and need, for testing and
monitoring would also conceivably increase. 'lhis will be done at the lowest
clinic level. Retraining brograms will also stress technigues for testing,
recording and follow-up on cases. “The most effective, low-cost test equlpment
needed for this will be provided through the project.

d. Other Activities

The Technical backstop otrice 1n the Ministry of Health responsible for the
child nutrition activity of the project 1s the Nutrition Institute. Actual
implementation responsibilitles will be limited since those responsibilities
belong to the various line oftices in Ehe Ministry. However, the NI 13
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responsible tor setting national nutrition policies (from the health aspects),
developing, designing and advising on weaniny tood supplements, iron fortifica-
tion, training proyrains and testing and monitoring the nutrition status of the
Egyptian population. Its Director will be assisted in this Dy the nutrition
advisor provided through the prime contract,

Some  Infrastructure development is needed at the N1. This will include
Inagement training and assistance, upgraaing reseacrcii skills ana improvement
Lo research facirlities. As with other elements of the project, such
intrastructure development will be covrdinated, planned and managed by the
Prime Contractor. Needs are similar, bu. not the same, among the other
project elements.,
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COSTING OF NUTRITION COMPONENT

A.I.D.

1. Technical Assistance
us LT (36wm @ $17,400)
us ST (6wm @ $23,000)
FN LT (L44wm @ $2,875)
FN ST (lSwm @ $3,114)
Media (Subcontract to prime)
Total:

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:

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

4, Renovations (FAR):
To central NI - Labs/Offices
Total:

5.0ther support:
Studies (5 x $92,000)
Secretariat support
surveys, baseline
Total:

6. Evaluation/Audits:

7. Contingency:

Total Nutrition Component
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($000)

626
138
414
47
1,515

828
387
100

15
490
200

1,380
523
500

575

460
378
Z21u

2,080
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D. Child Spacing

l.Prublem Description

Approximately one third of all infant mortality occurs in the neonatal
period (the first month of life). A large proportion of this Inortality
results from complications of 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
ldentitied tive factors which are associated with high infant mortality in

kgypt.

These factors are:
1. Age of mother: births to women aged 20 or below and age 35 and above
have especially high neonatal and post neonatal mortality ;

Z, Birth order: the ftirst 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 birth
that died have high neonatal and post neonatal mortality ;

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

In the bgyptian WFS sawple, it was tound that 17% of all births occurred to
women under 20, anu 10% to women over 35, Births of seven or more were
reported by lg% of the women surveyed and 31% of all births reported in the
sample occurred less than 24 months after the last birth. Using this data,
it 1s estlmated that halt of all births in Egypt carry a high risk of
infant mortality because of maternal factors. This risk is compounded by a
lack of prenatal and delivery care, inadequate nutrition, and poor imnuniza-
tion coverage.

The birth interval 1s a major tactor in child survival. Infant mortality
could be reduced by an estimated 20% 1f all births were spaced no less than
24 months apart. Birth spacing is traditionally acknowledged in Egypt as a
positive measure for chila health, and breastfeeding for two years (which
Is supported by the Koran) has been used to lengthen birth intervals.
However, urban migration and changes 1n traditional living patterns have
had an adverse attect on the lenyth of breastfeeding and protection from
pregnancy.

Intants ot ¢ high birth order vorn to older mothers also contribute heavily
to the infant mortality rate (IMR). Women in the Egyptian WFS indicated
that many ot these births are unwanted and occur atter 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 wonen to use
MOH facilities for pregnancy care, However women continued to use the
dayas and their practice became nmore unsafe through lack ot training and
supervision. In 1981, a law followed by a ministerial decree legalized
daya practice once again vut Llimited practice to certain categories of
dayas who wouid 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. UNMICEF has assisted with small pilot daya
training programs in four governordates and is now conducting a governate
wide program in Behaira in Lower Lgypt. Experience in these programs has
shown that training must be 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 1nterviewed want to be recognized and would seek training if
available and given without any censure of their previous practice. '"'hese
studies also show that 1informal Links exist between the formal health
sector and the daya. Dayas do reter clients to clinics for prenatal
problems and seek assistance for complicated birtns. Dayas are also 4
major source of birth reporting. However the daya's relationship with the
MOH services 1is highly dependent on the way she is treated by the local
medical personnel.

The daya will remain the main provider of childbirth care in EByypt tor the
foreseable future and her role nust be considered in a Child Survival
program. Properly trained dayas can encourage prenatal care, provide sater
deliveries, and encourage breasttfeeding, mnizations, and child spacing.
Dayas are often suspicious of contraceptive methods but recognize that
short birth intervals are dangerous. A better understanding of
contraceptive methods by tne daya could result in a higher level of
postpartum contraception.

About 25% of Egyptian narried women of reproductive age (MWRA) use
contraception on a regular basis. About half of these wumen 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 MWRA. Orals are the most prevalent method with many
clinics inserting only oine IUD per month.

The MOH's poor performance 1n contraceptive services is attributed to
factors such as lack of training and motivated personnel and lack of public
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demand. ‘The low rate ot maternal services almost certainly has a negative
effect on delivery of contraceptive services especially for cnild spacing.
In addition, child spacing bhas 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 touched
on the health aspects of contraception but the main focus has been on
limiting tamily size for economic reasons. There is a need for more
education on maternal childvirth related care and the health benefits of
spdcing tor the infant.

Egypt's IMR of Y6.7/1000 represents 174,000 deaths of infants under one
year of 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 lntervals coupled with poor prenatal and delivery care. Neonatal
tetanus, which is preventable, accounts for a reported 6000 neonate deaths
each year,

Clearly wmore 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 HMOH system, only
interfaces actively with tne traditional system when there are life
threatening problems with Llabor and delivery, and this has created a
negatlve view toward the role of the daya.

kgyptian women have chosen the daya because she is a woman and provides
soC1dl 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 not currently prepared to cope with an 1increase 1in
delivery services either 1n nealth facilities or homes. The daya, 1if
taught better technigues for clean deliveries and provided with a positive
medical support system, can manage the majority of deliveries in a safe
manner .

MOl services, 1n addition to training dayas, must increase their contacts
With pregnant and postpartuin women to deliver preventive services. Any
strengthening ot clinic services through training and equipment must
Lnclude innovative wdys to reach women in the comnunity., Otherwise, the
quality ot clinic services will be lmproved but the system will still not
reach larger numbers of women.

Interventions such as wider registration of pregnant women and identifica-
tion ot high risk mothers for special care could begin to target services
to these women. Tetanus toxcid immunizations 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 emphasls as vertical
programs. They ftorm 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 problens that contribute to mortality of older infants
and young chiidren.

The Newborn Care Project, funded under the Juint Working Group to develop
regional intensive care units for prematures and other newborns at serjous
risk, has looked at the provlems 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 complicatea labors were generally referred very late
by the dayas and district hospitals were not equipped nor personnel trained
for managing difficult deliveries. For example, hypothermia is a major
contributing factor to mortality in low birth welght  or  premature
neonates. A simple 1ncubator or at home measures to kKeep the infant warm
could save many lives, it incubators were available in the districts and
dayas taught these home neasures. 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 management 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
programs be expanded and strengthened, 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 of orals
immediately postpartum is hiyhly debated because the hormones 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 ditticult tor poor urban or rural women with limited privacy,
The IUD 1s the most practical method for most of these women but it
reguires training and equipment,

The IUD 1s the ledast used method in MOH services at present with only about
10% ot the woanen receiving IUD insertions. An increased use of IUDs is a
requirement tor Child Spacing progrdins linked with postpartum services and
tor other women as well, since orals have some medical contraindications.
women  should also have a chelce of contraceptive methods for personal
satisfaction.

Factors linked to poor delivery of contraceptive services by the MOH have
been discussed, Another factor concerns the incentive systein which exists
now. Personnel receive minimal amounts of cash incentives from the Family
Planniny Program. These payments also take months to clear the systems and
are too wsmall (at the present rdate of service delivery) to serve as
eftective motivation. A higher volume of service would 1ncrease the amount
oL payments collected and more imnediate payment of incentives could in
turn help to stimulate service delivery.

The most wportant element in child care and child spacing is of course the
mother/client., Egyptian women need to gain more confidence in the health
systet and to view child care ana child spacing as positive measures for
their child/intant's health.

Ihe medla cdn serve ds an important support for these messages. Television
Is providing the major source of entertainment and information for poor
uroan dnd rurdl women in Egypt. Messages on child care and child spacing
can e delivered through IV spots and socio-dramas. Surveys from the
control ot Dlarcheal Diseases Project (263-0UL37) found that Arabic dramas
dre watched nore trequently by Egyptian women than any other TV shows.
These  drdings  frequently  focus on family problens caused by changes 1in
traditional living patterns and urbanizatlon, and this Format could be used
Lor childurrtn care and child 5PACING messages,

Ine development ol such edla nessages and  lnnovalive service delivery
ethods needs  to appruach  the problems of  communication with mothers.,
S0Clal and cultural ditferences can wlock cumpunication between physicians
and wonen clients ;oand physiclans frequently underestimate the ability of
Llliterate women to respond to prograins that can ilmprove their unborn and
newly born children's survival prospects,

Carelul examination 1s required ku determine what would attract women to
clinies, especirally for Cnild Spacing.  Factors such as preference for
women physicians, clinic hours, warting time for services, privacy for
consultations, and attitudes of clinic staff need to be explored for their
eftect on the dellvery or non delivery of services

Child spaclng tor both women clientele ang clinic persounel also needs to
be lovked dat caretully. ‘Ihe desire for nore children is frequently cited
Ly women as a reason tor not contracepting,  Data from the 1980 Egyptian
Rural Contraceptive Prevalence Survey found large gaps between knowledge
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and practice ot contraception. About Y0% 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, 5HY% said they pldanned to use a
method in the future.

While the reasons for delayed contraception were not fully explored in that
survey, it appears that women view contraception as a means to end
fertility when desired family size is reached. It may also be that
Egyptian women do not associate the traditional means of spacing with tne
use of modern contraceptive methods. This 1n turn could be reinforced by
the reluctance of clinical personnel to prescribe methods before total
desircd family size 1s reached. These subjects should be investigated more
fully early in the course of the project.

2. Sub Project Description

The purpose ot 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 period,
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
younqg childhood,

The Child Spacing component will:

l. Train approximately 9000 dayas in 22 go rernorates.

2. Develcp complementary linkages between the daya snd the MOH system,

3. Develop more eftective prenatal and postpartum services in the MOH
system througn daya contdacts 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 5U% of married women of reproductive age,

5. Coordinate MOH Child Spacing Programs with activities ot the
National Population Council,

6. Develop media messades that promote childbirth care and child
spacing for the health of the child to publicize MUK servicezs and
encourage wide usage,

-

Interventions will be supported by training, equipient, design and
evaluation for service delivery programs, and media for public education,

As discussed 1n the Problem Description, the daya will continue to be the
major provider of child delivery care, and a ftirst step 1Is tou register and
train those categories of dayas eliowwle for certification. UNICEF has
conducted district pilot daya trairuing in four governorates - Beharia,
Gharbia, Sohay aund Aswan ; and based on the success of these programs, a
governorate wide prograin Ls underway in Behdria. UNICEF lacks tunding to
expand beyond pilot governorates but has 1rdicdted a desire to cooperdte
with the USAID/IMOH Child Survival Project by sharing the daya curriculum
and experience with the traininy,
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The Child Survival Project will use this experience to support daya
Lrainlng in the 22 other governorates. This support will include training
of governorate district training teams, training of dayas, training
materials and eguipment including midwifery kits for dayas and district
nurses dand midwives. It is estimated that at least 9000 dayas will require
training 1n the 22 governorates,

Technical assistance will be provided to the governorate for planning,
Lmplementation, and evaluation of training, A pre condition for this
training will be & governorate proposal which identifies the number of
ddyds registered, and outlines plans for implementation of training and MOH
supervision of certitied dayas. Planning for daya training must be done on
d governordte basils because local conditions will be important factors in
successtul lmplementation,

Dayu training must also be coordinated with orientation of clinic personnel
Lo the role of the daya and the role of the health facility in promoting
posLlive contacts and supervision. 'This orientation will be given prior to
local dayd training programs and locali starf will be utilized in the daya
training proyrams,

The training programs will also include longer range plans for daya
retresth2r sessions and surveillance of daya practice to ensure that dayas
are tollowlng sate technigues,

The establishment of more effective postpartum programs is essential if the
health services are going to reach high risk motners with child spacing
services,  Postpartum visits also provide an opportunity to begin infant
growth monitoring and LDPL/Polio immunizations on a timely basis,

Training for postpartuim programs ftor botn pnysicians and nurses will be
linked to retresher didactic and clinic training in child spacing. Health
benefits of more optimum birth intervals and the physiological effects of
Ehe wvarious contraceptives need review. Pre service training for
physicians also needs to include this information and emphasize Child
Spacing as d means to reduce infant mortality,

Maternal Health and Child Spacing programs are well established in a static
clinic delivery pattern. ‘The more than one decade of daya practice without
links to the MOH system has had an enervating effect on maternal health
programs and a negative eftect on child spacing services,

While the MOH system 1o general is used by less than half the population,
service delivery can be increased. ‘the pbublicizing of oral rehydration
services hds steadily wincreased clinic attendance for treatment of diarrhea
and attendance 10 urban  clinics in Cairo and Alexandria bhas improved
throuyh bebter services and convenient locations., Women, thnen, can be
attracted tou clinics when they perceive there are services that meet their
heeds  dnd, problems of access to services are not a majer barrier to
utilization in kyypt.
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The improved links with the daya can expand contacts with mothers if
exploited in a positive anner., 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 1n 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. These 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 docuwnents in Egypt, could be linked
to a postpartum program.

The decentralized governorate health 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 development of innovations through small grants to
governorates that submit proposals. These grants would average about Lis
25,000.

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

One innovation external to this project which will be introduced during the
life of the project is the addition of a Secondary Technical Nurse (SIN)
Midwite. STNs are trained in 137 schools all over Egypt and work in
hospitals and rural clinics. The STV curriculum is currently undergoing
revision through a USAID funded activity to imake 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 midwitery will
be added to the curriculum and the first graduates should be available for
service about 1987. SIN 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 the 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 I[UD insertions could
be provided if approved by the MOH,

Media will play an important role in informing women of the need For child
care and child spacing. Because ilmnunizations ror tetanus, anemia proyrams
and breastfeediny are also Child Survival interventions, messages nust be
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coordinated to provide clear non conflicting information that is paced to
maximize 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. ''ne Egyptian actress who has been successful in promoting the
(RT message to mothers has established a credible image which could be used
for Child Spacing nessages.,

Modld messages should be based on careful social analysis.  Numerous
studies which relate to daya practice, cultural maternal practices, and the
use of 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 approdches to support project activities and media messages
ror child survival.

Ihe attitudes of physicians and nurses toward the use of contraceptives by
wolen who have not completed their fertility requires further exploration.
More intormation s also needed about the client's perception of child
spacing services and what would make themn more attractive. These issues
and questions will bLe 1nvestidated to identify areas for strengthening
clinical services.

The Lucentlve payment system ror Child spacing services needs evaluation as
does the low insertion rate of IUDs. Incentives are not only low but take
nonths to collect. It has Leen suygested that a more rapid payment method
could stimulate services and increase the volume of incentives. For IUDs
it is important, to know who selects the method-client or physician-and how
(or why) this decision is made. More information ir aiso needed on
dropouts  krom  contraceptive  services and it this is related to
disatistaction with the method.

Coordination ot Lnterventlons Lo the sub projects must be established from
the bLeglnning tor maximum eftectiveness. For example a tetanus toxoid
campaiygn could be coordindatea with a prenatal registration effort and
wdentitication of nothers with iron deficiency anemia. Child spacing
activitics will be courdinated with The National Population Council and the
USALD Population Program tor maximum lmpact.

Bvaluation will pe butlt in early during in the project through collection
ol Daseline data tor the governorates, tollowed by the development of
inproved reporting systems and epidemiological surveys ot maternal and
neondtal nortality, dand national sample surveys to verify the accuracy ot
the ddta,

Luputs will be developed with Maternal Health and Family Planning Prograis
L0 the HOH, and Governordte Coordinators with technical assistance from the
contractor., Eqyptlan techniclans will be used extensively in  this
component due to the need for Arabic language capability at the local level
and the cultural tactors involved.



- 40 -

The MOH project personnel will also be assisted by an expatriate Training
Specialist and an Evaluation Specialist. These specialists will assist in
the design of training programs and in program developinent, implementation
and evaluation. Media messages will be developed through the media support
unit of the Secretariat and coordinated with project activities.

Other expatriate assistance identified 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.

1. Technical Assistance
us LT (36wnm @ 217,400)
us SI' (15w @ $23,000)
FN LI (364wm @ $2,875
FN S (35w @ $3,114)
Media (Subcontract to prime)
Total:

2, Training
LI Participant (48 mos x $3,450)
SI' Participant (80 os X 14,600)
workshops (6 X $25,000)
In-service
Invitational travel
Total:

3. Commodites:
Vehicles (for Secretariat - 8 @ $20,000)
Daya Kits (10,000 @ $73)
Clinic Equipment (3,000 ¢ $500)
Incubators for districts (234 ¢ $2,000)
Computers/sottware (25 x $2,000)
Training equipment/supplies
baya packs
Total:

4. Other Support:
surveys/assessments
Governorate Grants
Miscellaneous (Secretariat support)
Total:

5. Bvaluation/Audits:

6. Countingency:

Total Child Spacing Component

229D, 28

($000)

626
345
1,047
109
1,100

166
368
150
2,033
120

160
750
1,500
468
50
234
500

1,130

1,000
442
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IV. COST ESTIMATES AND FINANCIAL PLAN

The total estimated cost of the Child Survival
composed of the following:

($000)
LC
41,704
51,500

93,204,

F

—

AID 51,23

GOE/Other Donors*

cc

31,238

:

The other donors include UNICEF whi
MOH, will contribute at least $14
supplies and equipment directly rel
WHO will grant at least $1.6 mil
training programs. Since both of these contr
control of the project and are given to the
they are considered to be part of the GuE
included is the $51.5 million noted above,

AID's share of the
£ the project w
and local products available in the private
other entities to support child su

the major input areas as summarized below:
($000)
FX
TA 6,848
Training 5,058
Commodities 14,032
Renovations -
Other Support -
Evaluation 300
Contingency 5,000
31,238

* In other tables and analyses, "Other bonors"
1t should be understood that their inputs are

project budyet includes a la
11l make maximum use of Egypt

rvival activities,

Project is $124,442,000

TOTAL
72,942
51,500

—_r
124,447

ch, as part ot their reqular grant to the
million over the life of the pruject tor
ated to imnunizations and ane
lion to the Ministry to su

ibutions are outsi
MOH as program su

rge LC component,

sector,

LC
10,361
8,338
12,010
575
7,220
200
3,000

41,704 TOIAL: 72,942

is not listed aqain,
included in the GuE input.

mia programs,
pport related
de the direct
pport grants,
contribution to the project, 1.e.

This is
lan expertise
trom Universities and
This will be true in all

However,
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In deriving the costs tor the Child Survival Project, individual components
were specified in detail and costed on the basis of experience and guidelines
available (see Tlables 1-4). Fifteen percent (15%) inflation has been added to
all costs. The component costs are:

($000)

AID GOE TOTAL
COMPONENTL
L. BExpanded ILmaunizations 2b,0661 21,150 46,811
2. Acute kespiratory 17,637 13,875 31,512
3. Chiid Nutrition 8,846 7,875 16,721
4. Child Spdacing 12,298 8,600 20,898
5. Evaluation/Audit 500 - 500
6. Contingency 8,000 - 8,000

12,942 51,500 124,442

There will be one major prime contractor which will pe assisting in the
linplementation and coordination of all subcomponents of the Project. It is
estlnated that the prime contract will consist of 240 worker months
(6 persons) of long-termn U.S. advisors, 51 worker months of short-term U.S.
dadvisors, and 1,605 worker months of long and short term Egyptian
protessionals and support statt.

lhe size ot the prume contract group 1s large. However, it is felt that by
having one indjor prime contractor coordinating the four major activities of
the project, that lmplenentation will proceed more smoothly. This will result
in a more etfticient and timely disobursement record for the project as a whole.
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AID's total contribution of $72,942,000 will be used as follows:

Alount %
($900) of Toutal

Technical Assistance 17,209 23,6

1. Long-term U.S. (240wm) 4,175 5.7

2. Short-term U.S. (5.lwm) 1,173 1.6

3. Long~-term FN (1,492wm) 4,290 5.9

4. Short-term FN (Ll3wm) 352 0.5

5. Media subcontract 4,815 6.6

6. Health Info System subcontract 1,500 2.0

7. Miscellaneous consultants 904 1.2

Training 13,396 18.4

1. LT Participant (708m) 2,443 3.3

2. ST Participant (339m) 1,560 2.1

3. Invitational 583 0.8

4. Workshops/Seminars (22) 674 0.9

5. Inservice/other 8,136 11.2

Comnodities 26,042 35,7

l. Syringes (disposable/local) 5,200 7.1

2. Large refer trucks (5) 290 U.4

4. Small refer trucks (44) 1,320 1.8

5. Vans (8) 160 0.2

6. Computers/software/support equip., 1,575 2.2

7. Daya kits, supplies x 20,000 1,200 1.6

8. Lab equipnent, 3500 clinics 5,100 7.0

9. Pediatric care, 73 sets 3,650 5.0

10. University/Teaching, 18 1,080 1.5
11, Training materials 1,614 2,2
12, Anemia test equipment x 3000 523 0.7
13. Nutrition Lau equipment 500 U.7
14, Incubators (3245) 468 0.6
15. Cold chain related items 552 0.8
16. Local financed, other 2,810 3.9
Renovations 575 0.8

Other Support 7,220 9.9

1. Assessments,’/studies 2,760 3.8

3. Governorate Grants 1,000 1.4

4. Surveys, baseline, follow-ups 1,640 2.2

5. Miscellaneous 1,820 2.5

Evaluation/Audits 500 u.7

Contingencx 8,000 11.0

TOTAL: 12,942 100,0
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Disbursenents to the prinme host country contractor will be by direct letter of
commitment. This is beiny done since the Ministry of Health does not have the
Ltoreiyn exchange necessary to pay the contractor (approximately $15 million)
over the Lite otb the contract and be reimbursed by AID.  From previous
experience in other AID projects it has veen determined that the Ministry of
Health hdas the ability to (4) advertise, awarda and negotiate contracts;
(b) monitor cceatract Lmplementation; (c¢) examine invoices; and, (d) audit
contractor books and records,

ALl participant training will be direct via PIQ/Ps (approximately
$4 million). Invitational travel tor the most part will be by A.I.D. travel
orders. However, a limited number 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 thelr direct letter of commitment.

In-service training, workshops/seminars and other support costs will be funded
by PILs to the implementing agency. Specific activity programs and budgets
will be prepared prior to this and submitted to A.I.D. for review and
approval.  Disbursements will be through periodic advances to the project
Secretariat which will liquidate the advances through monthly expenditure
involces. [t has been determined from previous experience in other A.I.D.
projects that the Ministry ot Health has the avility to receive advances,
invoice tor liguidation and maintain pbroper books and records irn the use of
A.L.D. tunaus,

It is anticipated that o host country procurenent services agent (PSA)
contract will be obtalned tor procurement activities., The contract will
Include tunds tor the ageont's negotiated fee which will be paid through a
direct letter ot commtment. Payment for the comnodities to be purchased by
Ehe PSA will be reumbursed throuyly vank letters of comnitment, Use of a
direct letter of commitment tor this purpose is again because the Ministry of
Health does not have the toreign exchange necessary to pay the contractor over
the lite obf the contract and ve reimbursed by A.L.D. 'the use of bank letters
of commitment 1s jJustibled becdause of the anticipated use of a number of
ditterent vendors in supplying the proposed comnodities for all components,

Lastly, renovation work s planned ftor the Nutrition Institute in Cairo. A&E
Services up Lo odnd including drawings, plans, specifications and detailed
costs will be reimbursed through o PLL approval and subsequent grant to the
lplementing agency to reimburse the A & B contractor on a fixed price basis.
The cost of this A & b work 1s estimdated Lo be less than $100,000. rollowing
review dand acceptance ol the plans, specitications and cost estimates, A.I.D.
will prepare a moditied Etixed amount reimbursement agreement  with the
lnplenenting agency tor the work., It will be modified to the extent that a
NOLLLLZat1on  payment.  to  the tplementing  agency will be allowed, with
subsequent. periodic payiments as agreed to in the FAR.
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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 througn A.I.D. purchase orders.
Evaluation work will be handled in a similar fashiomn.

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 & whole
new infrastructure faced with hiring additional staff, locating new offices,
setting up new training centers or building health clinics., On the contrary,
maximum use will be made of statf, facilities and comnodities that are part of
on-going Ministry activities., The Child Survival Project will focus the use
of these inputs 1n a more etfective and efficient manner so that there will
not be a large increase 1in recurrent costs for the GOE. 'The Secretariat
itself will be costly. However, the Secretariat is not meant to be 4
permanent organization and will disband at the end of the project,

The largest anticipated recurrent cost item for the GUE related to the project
will be for vaccines, immunization supplies and materials (e.g. syringes) and
cold chain replacement equipment. Estimates of 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, $1 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 if
desired. However, depending on the success of the new interventions and
products, private and public sector firis may continue this advertising
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 estimated
85/86 Ministry budget of LE 587 million, This is not considered excessive.
The Ministry should be able to meet these added cousts after the conclusion of
this project from allocations from the regqular GOE national budget.



A.I.D.

Technical Asst.
Training
Commodities
Renovations
Other Support
Evaluation/Audits
Subtotal
Contingency

Total
GOE
Salaries
Incentives
Commodities

Other Support
Total

2334H, 29

Taple 1

ILLUSTRATIVE FINANCIAL PLAN

($ 000)
CHILD SURVIVAL PROJECT
No. 263-0203
FIRST YEAR ALL OTHER YEARS
FX iy TOTAL X IC  TomL
1,300 200 1,500 5,545 10,161 15,709
200 500 700 4,858 7,838 12,696
- 400 400 14,032 11,610 25,642
- - -~ - 575 575
- 400 400 - 6,820 6,820
~ - - 300 200 500
1,500 1,500 3,000 24,738 37,204 61,942
- - - 5,000 3,000 8,000
1,500 1,500 3,000 29,738 40, 204 69,942

- 1,000 1,000 - 15,000 15,000
- 500 500 - 7,500 7,500
- - - - 12,000 12,000
- 500 __500 - 15,000 15,000
- 2,000 2,000 = 49,500 49,500

COMBINED
EX e

6,848 10,361
5,058 8,338
14,032 12,010
- 575
300 200
26,238 38,704
5,000 3,000
31,238 41,704
- 16,000

- 8,000

- 12,000

- 15,500

- 51,500

- L~|7 -



Table 2

SUMMARY
COSTING OF PROJECT COMPONENTS
($ 000)
CHILD SURVIVAL PROJECT
NO. 263-0203
EPI ARI NUTRITION CHILD SPACING TOTALS
AID GOE AID GOE AID GOE AID GOE AID GOE COMBINED
?ROJECT INPUTS
Technical Asst. §,470 - 2,772 - 2,740 - 3,227 - 17,209 - 17,209
Training 6,332 - 2,147 - 2,080 - 2,837 - 13,396 - 13,396
Zommodities 9,194 5,000 10,783 3,000 2,403 2,500 3,662 1,500 26,042 12,000 38,042
.enovations - - - - 575 - - - 575 - 575
Jther Support 1,665 6,000 1,935 4,500 1,048 2,000 2,572 3,000 7,220 15,500 22,720
3alaries - 6,750 - 4,250 - 2,250 - 2,750 - 16,000 16,000
Incentives - 3,400 - 2,125 - 1,125 - 1,350 - 8,000 8,000
Subtotals: 25,661 21,150 17,637 13,875 8,846 7,875 12,298 8,600 64,442 51,500 115,942
ivaluation/Audit 200 - 100 - 100 - 100 - 500 - 500
.ontingency 4,000 - 1,500 - 1,000 - 1,500 - 8,000 - 8,000
Totals: 29,861 21,150 19,237 13,875 9,946 7,875 13,898 8,600 72,942 51,500 124,442

343H, 29
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A.I.D.

Technical Asst.

Training

Commodities

Renovations

Other Support

Evaluation/Audits
Total

GOE
Salaries
Incentives
Commodities
Other Support
Total

2345H, 30

TABLE 3

ESTIMATED EXPENDITURES
($ 000)
3Y PROGRAM INPUTS
CHILD SURVIVAL PROJECT

263-0203

FY 86 FY 87 FY &8 FY &9 FY 90
260 2,063 3,706 4,341 3,324
891 2,835 3,600 2,609 1,842
280 6,960 7,463 3,989 3,212

125 450 - - -
23 1,549 2,118 1,479 1,037

- = 100 = -
1,579 13,857 16,987 12,418 9,415
1,132 1,547 1,806 2,007 2,161
566 773 904 1,004 1,081
849 1,160 1,355 1,507 1,623
1,096 1,499 1,750 1,945 2,095
3,643 4,979 5,815 6,463 6,960

FY 91

FY 92 FY 93
1,144 570
453 214
1,578 330
266 216

- 200
3,441 1,530
Contingency

Total

2,443 2,577
1,221 1,288
1,832 1,932
2,367 2,496
7,863 8,293

16,000
8,000
12,000

15,500
51,500
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EPL
Technical Asst.
Training
Commodities

Other Support
BEvaluation/Audits

ARI
Technical Asst.
Training
Commodities

Other Support
Evaluaticn/Audits

NUTRITION
Technical Asst.
Training
Commodities
Renovations

Other Support
Evaluation/Audits

CHILD SPACING

Technical Asst.

Training

Comnoditiss

otner Support

gvaluation/Audits
Totals:

23314, 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
918 $,734 4,992 5,143 4,071 2,834 2,296 873 25,861
3 957 1,739 2,209 1,480 805 859 358 8,470
834 1,172 977 1,251 1,144 550 240 164 6,332
17 2,300 1,725 1,392 1,174 1,283 1,103 200 9,194
4 305 511 291 273 116 94 71 1,665

- - 40 - - 80 - 80 200
328 5,722 5,880 2,411 1,975 808 333 280 17,737
1 340 568 683 778 167 100 85 2,772
35 885 661 338 128 56 34 10 2,147
235 3,916 4,096 1,011 884 452 119 70 10,783
7 581 535 379 185 93 80 75 1,935

- - 20 - - 40 - 40 100
183 1,356 2,685 1,911 1,443 843 422 102 8,946
37 178 653 812 534 409 85 32 2,740
16 425 1,047 303 181 82 26 - 2,080
5 100 722 528 537 229 272 10 2,403
125 450 - - - - - - 575
- 203 244 268 191 83 39 20 1,048
- - 20 - - 40 - 40 100
150 2,045 3,429 2,953 1,926 1,230 390 275 12,398
109 585 746 637 532 420 100 95 3,227
6 353 915 717 389 264 153 40 2,837
23 644 920 1,058 617 266 54 50 3,662
12 460 828 541 388 240 53 50 2,572
- - 20 - - 40 - 40 100
1,579 13,857 16,987 12,418 9,415 5,715 3,441 1,530 64,942
Contingency: 8,000

72,942

—Og -
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Table 4

OBLIGATION SCHEDULE
($000)
CHILD SURVIVAL PROJECT
263-0203

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

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

TOTAL

72,942
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V. IMPLEMENTATION PLAN

A. Administrative Arrangements

The components of the Child Survival Project, with the exception of ARI
which 1is delivered tnrough routine pediatric services, exist as vertical
programs in the MOH. Program policy and planning is carried out at the
central level for implementation in decentralized, 1ntedrated services at
the governorate level. EPI 1s the strongest ot the vertical programs and
extends vertically to the service delivery level through nationally planned
schedules for immunization. EPL has 12 teams which work with the
governorates 1in implementing services.

The governorate director general ot health is responsible for all health
services and facilities 1o the gouvernorate and Lor Lolementing directives
from the vertical programs. The decentralized service delivery system tor
the Child Survival components makes it essential that the project have a
direct relationship with governorate hedalth services. This will permit
coordination of interventions, prevent contlicting demdands ol vertical
programs, and 1nvolve the governorates in tne planning of Child Survival
programs which respond to local conditions. This direct relativnship also
permits a phasing of interventions bused on the current level of governate
services and testing of innovative service delivery,

However 1t 1s 1mportant that all governorates participate from tne
beginning and that identified basic problems of implementation be addressed
early on a national basis. The councept of tne Control of Diarrhedal Disease
(CDD) Project is based on tne pilot project experience with the SRHD
project’'s oral renydration intervention whicn was used as a basis tor the
national program. This has resulted in the national rehydration proyran
expanding rapialy.

Following the precedent of the Control of Diarrhedal Diseases (CDD) Project
as a model, the GOE has established a Child Survival Steering Committee to
provide policy guidance for implementation ot the Child Survival Project.

The MOH has also agreed tou create a temporary semiautonomous Secretariat
for implementation of the project. While the First Undersecretary for
Health in the MOH will serve as Project Director, the Project Executive
Director will have authority to implement the project under the policy
guidance oi the Steering Committee. He will have the authority to work
directly with governorate healtn proyrams and to contract tor personneld,
services, and commodities.

Under this system, the Executive Director wili have the authority to
directly contract with technical personnel or for services as needed from
the private sector and to second MOH personnel as reyuired, l'v accelerate
work in the governorates, eacn governorate medical director will appolnt a
Child Survival Project Coordinator who is responsivle  for implementing
Child Survival Project services dand who reports directly to the Secreta-

riat. This arrangement will permit tne project to gu directly to the
governorate and establish or expand trainihy centers ang clinics tor the
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Child Survival Project activities. Governordates who demonstrate more
wnterest 1n these prograis can Iove rapidly ahead and receive materials and
supplies for training and services to begin 4 program, while project staft
can coucentrate etrorts on  less  active governorates. The Executive
Director also will have the authority to dgrant Child Survival Project
supplies and equipuent Lo uhlversity tedching hospitals interested in
estaplishing or expanding Centers for Child survival Project activities.

B. Resullts under simiiar CDD Project Adininistrative Arrangements

The (DD Pruject is now at tne midpoint of implementation.  ORT services
have been established in every governorate and are integrated with other
routlie services and yovernordtes are receiving regular supplies of ORS.
In 198%, the Secretariat statt will 1install ORT eqguipment in 1500 MOH
clinies and LY 1986 every Mo clinic will have the capacity to deliver
ORl'. ‘Iraining programs dare being conducted nationally and are being
1ntegrated 1nto medical and nursing curriculum, and governorate pre service
training, so that all doctors and nurses will receive ORT training on a
rout1ne basis,

me production or oral renydratlon salts has been institutionalized in a
public sector company with the capacity to produce the national
regulrenents £or the public and private sector.

A series oL IV spots on the dangers ol dehydration and the use of ORS have
Leen used tu educate the public., These TV spots have resulted 1n increased
publlic awareness ol ORT, Increased demand for ORD services 1n MOH and other
clinles, dnd Lhcreased phariacy sales ob ORS.

As a result of the 1lncreased demand tor ORS 1 comiercial outlets, the
product 1s providiyg a reasonable profit margin for the public sector
pharudceutical company «aund the cowpany has npore interest in expanding a
permanent prouuction Line.

¢. Contractor support

e CS secretariat will ve supported by a U.s. contractor. The GOE has
requested that elbforts und2r all tour project components be 1implemented
under the same host country contract that will be negotiated to support the
overall prouject.. Ihe contractor will be expected to provide resident
individudls wno will work with the Secretariat and the receiving agencies
to develop implementation plans. ‘They will dlso be expected to devclop the
KEP statoments for the Secretariat and to act, along with counterparts Lrom
the Secretdarlat to asslst the project obficer to fdceilitate activities
under  Lioe several o osun-projects. The dctivities for  the resident
individuais and 1e6b person months ot short-term technical assistance will
e provided Lrom the approprldte component to pdy for sucn services., Other
tunds for up-grading will not be 1ncluded in the prime contract.
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Sub-contracts/grants let will be developed in accordance with USAID and GOE
procurement procedures. The prime 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, USAID'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 Secretaridt, in cooperation with USAID, will Dbe
responsible for monitoriny contractor pertormance under all
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 exXisting in-country
capacity will be assessed in conjunction with project efforts 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 implementation 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



F. Implementation Schedule

1. ALl Components

2.

bate

August 1985
December 1985

Janudry 1986
June 1986
August 1986
Septenber 1986

Deceinber 1986
July 1947

Septeimber 1987
August 1984

Janudry 1990
Auygust 1991

October 1992

August 1993

Sub-Coinponent
(A) EPIL
1946

2987

198y
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Major Actions

Project Agreement executed
Drart contract & RFTP presented to
Secretariat for its review and approval
RFI'P 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.

Interim Evaluation (USAID/ MOH/
UNICEF/WHO) .
Final participants return to Egypt.
Second Interin Evaluation.
Contractor Departs.
Final External Evaluation.

Participants depart for training
EPI 1mplementation plan developed

PASA with CDC for EIS signed and TA
assessment made by CDC.

EPI 1mplenentation plan approved.

Health 1nformation System set up in four
governorates,

Baseline data collection initiated.
bBvaluation studies for testing vaccine
etfectiveness developed.

Cold chain reguirements 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 with regular training,



(B)

1989 -

ARI

1989

1991

1992

1993

1986

1987

1988

1991
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Media messages designed  to  support
immunization campaiyns,

National campaiyns implemented,
strengthened Ly trained personnel,
appropriate equipment and supported by
media.,

Health Infourmation gystem phased into
other governorates,

Sentinel surveys underway.,

Second interim evaluation.

Evaluation recommendations implemented.
National EPI strengthened and
operational reaching 80% of children
under 5 for 6 mandatory rmnunizations.,

Final evaluation Recommendations to MOH
for continued coverage,

bParticipants depart for training,

Fever Hospitals & Health Units surveyed
for treatiment and diagnosis equipinent
requirements.,

Baseline data collection initiated.

ARI Implementation Plan developed and
approved.

Training programs designed for all
levels of health personnel,

Protocols established for treatment of
ARIs.

Training Programs implenented.

Surveys  designed for  epidemiologica
information in sentinel governorates,
Interim Evaluation.

MOH system for diagnosis and treatment
of ARIs upgraded through training, use
of apropriate treatment regimens and
early diagnostic techniques,

Media messages developed te  support
prograins tor edrly  diaynosis and
treatment.

surveillance system for ARIS established.
Interim Evaluation,



(C)

1992 -

Nutrition

1988 -

1993

1993

1986

1987

1989
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Epidemioloyical surveys evaluated,
ART Repurting systems functionning,

Medig nessages evaluated for
efrectiveness in promoting early
diagnosis and treatment.

Appropriate pharmaceuticals being

brocured and distributed to MOH system
for ARIs.
Final Evaluation,

Final Evaluation Recommendations to MOH
for continued coverage,

Participants depart for training.
Development of WFS initiated.

Nutrition Component,

Implementation Plan develcped.

(Expansion of Nutrition Education
activity countrywide).

Inplementation plan approved FAR
agreement between USAID and MOH for
renovations of Nutrition Institution
signed,

Traiuing developed for diagnosis and
treatment of iron deficiency anemia for
MOH personnel.

Training for nutrition Ffor MOH staff
developed.

Media nessages on breastfeeding and
Wednling nutrition and use of available,
local foods for weaning developed.

MOH clinics evaluated for availability
of sufficient guantities of iron
supplementation tablets  and anemia
testing equipment.,

Training programs for nutrition and 1ron
deficiency anemia implemented nationally.
Media messages tested for effectivness
through surveys that ascertain knowledge
and practice of weaning nutrition with
available touds,

Interim Evaluat:on,

Media  messages  developed  on iron
deficiency anemia.

bProtocols  developed for treatment of
anemia,



(D)

1989

1990 - 1992

1993

Child Spacing
1986

1987

1948
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WFS tested,

Comnercial producer for WFS identified
and contacted for production,

social Marketing for WFS developed,

Distribution for WES set up.

WFS marketed nationwide comnercially.
surveys implemented to test social
marketing strateyyies,

WFs avallable through commercial sector
and supported by appropriate commercial
media messages.

Participants depart for training.

UNICEF Dbaya Training Program evaluated
and revised for nationwide
implementation,

Implementation Plan for Child Spacing
Component developed.

Implementation Plan approved.

Training of governorate trainers for
bDaya proyrams and orientation for clinic
personnel for support of ddya services
designed.

Daya training implementation plans
submitted by governorates.

Child Spacing training reguirenents
evaluated and coordinated with National
Population Council (NPC).

Child Spacing training designed to
emphasize health Dbenefits of child
spacing and wider use of IUDs.

surveys developed to determine reasons
for gaps in knowledge and practice of
chiid spacing.

STN Midwives inteygrated into MOH system.

bDaya training and clinic orientation
programs implemented nationally.

Child Spacing training 1mpleiented and
courdinated with NPC activities.

Media messages developed for prenatal,
post partum care, and child spacinyg
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
improved registration and care of
pregnant women.

Media messages through 1TV, radio and
other sources promote childbirth care
and child spacing on a national basis.
Child Spacing programs linked with post
partumn services and emphasizing services
for hiyh risk mothers,

1990 - 1991 Governorates testing innovative schemes
for childbirth care and child spacing
prograins.

Interim Evaluation.

1992 - 1993 Innovative schemes evaluated for
nationwide replication.
Role of STN Midwite established in
community obstetrics delivery.
Effective comnunity obstetrics program
supervised by MOH and linked to post-
partum child spacing program established
nationally,
Final Evaliuation,

G. Bvaluation Plan

The project's evaluation program will rely on both progress reviews by the
secretariat and periodic external evaluations of the subactivities. Annual
reviews will be held between the Child sSurvival Secretariat and USAID to
assess  liplementation  and  costs  of  the  various components, The
surveillance system for the immunization and acute respiratory infections
compunents Wwill generate data on the disease incidence, coverage, and
fecdback.  This will ve complemented by periodic samply surveys and
epldeniological studies. Intormation on the nutrition and child spacing
components  will come trom  the Ministry of Health data collection
activities. Ihis 1ntormation may bLe supplenented by user surveys of
wednlng toods and anemld-related intormation and by recipients of child
spacing dand nutrition education services., These various subactivities
nformation 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 prodgress on the weaning food and
anemia components and evaluate the use of social marketing under the
nutrition education program. The evaluation of child spacing will review
training activities, services delivery proygrams, and media for public
education. The evaluation may 1include a cunparaison of approaches used
under the Child Survival and Population/Family Planning Projects.

A final evaluatron is scheduled tor 1993, This will be a comprehensive
evaluation usinyg appropriate vutside expertise,

H. PROCUREMENT PLAN

The basic premise of procurement for the Child survival Project 1s that
host country mechanisms will be used to the maximuin extent pussible, All
goods and services will be U.s. and/or Egyptian 1i source and origin and
will ve 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 and 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 1in all procurement actions to the extent
possible.

The Ministry of Health 1is currently implementing three health projects
(i.e. Rural Health 263-001%, Urban Health 263-0065 and Control of Diarrheal
Diseases 263-0137). Because ut this experience, the USAID feels confident
of the MOH's ability to advertise, award, munitor, evaluate and, audit (in
accordance with PFgyptian regulations) A.IL.D. funded host contracts for the
Child Survival Project; A.I.D. audit interests will be protected by
separate A.I.D. contracts, ftunded under this project with qualitied
auditing firms. The MOH 1s tamiliar with A.l1.D. pulicies tor procuremnent
as contained in Handbook 11 and have followed these rules in the past
without difficulty. Some conflicts might arise between A,1.D. rules and
regulations and Bgyptian procureinent law (1.e. Law 9 of 1983). They will be
handled on a case by case basis as the need arises. (ontlicts ace expected
to be miniimal and tu not impact adversely on the procurement plan for the
project.

However, in order to prevent any difficulty and misunderstanding with
procurement policy under the project, the first step of the procurenent
plan will be to forward a detailled Project Implementation Letter (PIL) to
the pMinistry spelling out the various procedures to be used., Guldance will
be given about the source of A.I.D.'s procurement rules, the specific
handbook references and the relationship of U.S. and kgyptian regulations
to project procurement. Major procureient actions will not proceed until
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the Ministry, which has already concurred informally in the project
procurement plan, has tormally acknowledged the PIL by signing thereon.

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

The ftirst major procurement action for the Contracting Agency will be to
obtaln tne services ol the pruwe 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 assistance in the preparation of the reguired Reguest
tor ‘lechnical Proposal (RFIP), and especially the detailed and very
speclflc scope of work, proposal evaluation criteria and detailed cost
estlilate Ltor such a contract. Accuracy and specifity in the RFTP are very
lmportant since tne contractor eventually selected will be one of the major
dactors 1n ilmplementiny the project. ‘Their intluence will be felt, so there
1s 00 roumn Lor misunderstandings concerning duties, responsibilities and
speCltic tasks. A.l.D. will contract for RFTP preparation assistance
through the Indefinate guantity Contract (I:) system. Pregualifications
for the prime contractor will be considered at this time in order to speed
up the procurement process. Expressions of iuterest will be invited both
in the Commerce Business Daily (CBD) and Egyptian press. Work on the RFTP
shall begin Ly November 15, 1985 and end at least Ly December 15, 19s5.
Because of tre lmpourtance ot this document, it is anticipated that the Ca
and A.I.D. will need at least 4% days to review and approve the document.,

[n the lnterests of keepilny project costs down, consideration will be given
to 1ncluding cost as well as quality of propusals as an evaluation
criteria. Approval tor such procedure is within the Mission Director's
authority under Redelegation of Authority 113.8

Advertising, distrivution of the RFIP and proposal preparation and
selection will tollow (at least oU days allowed for proposal writing, site
Visits aud discussions with the CA and staff). The primary point of
contact tor all lnterested offerors during this phase will be the Executive
Project Director of the Child Survival Secretdriat in Cairo.

Proposals will be recelved and evaludated In Cairo using the evaluation
protocol developed vy the IQC tedm. Memvers of the proposal evaluation
team will Le appointed Ly the project steering committee. A.I.D. will
approve the CA's proposed order-ranking tor compliance with evaluation
criterla.

Negotiations will be conducted between the top ranked firm and the CA. A
contract, to be appproved by A.l.D., will result; or, it negotiations are
not successiul, the CA will then invite the second ranked firm to submit a
Cost proposal (unless previously required) and begin negotiations and so on
until a contract is dawarded. Due to the scope of work, anticipated size of
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the TA team and reqguired logistical arrangements, negotiations could be
protracted.,

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

Sumnary ot Actious
Procurement of Prime Contractor

ACTION COMPLETE BY:
1. MOH signature on procurement PIL 19/15/85
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 U6/15/46
8. Award/approve/fund contract 08/15/89
9. First contract member arrives 09/15/86
10. Contract team fully mobilized 03/15/87

The prime contractor's role in future procurement actions 1s a major one. For
instance, they will coordinate closely with the CA on the selection of Ia jor
subcontractors such as those for media, computer systems design, MIS, trdining
and nutrition education. Subcontracting responsivilities for the prime
contractor will be specified in their contract, with selection ot
subcontractors in accordance witn contract provisions.

The prime contractor will also assist and advise the CA on the preparation of
other RFIPs, both for small value procurement (i.e. under §$ 100,000, which
does not reguire 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 eguipment 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 training/technical assistance team, In all likelihood this
will be through a Participating Agency Services Agreement (PASA) with the
Center for Disease Contrul (CDC) 1n Atlanta, Georgia. CDC has developed a
unique package training program to rapidly develop epidemiology activities in
developing countries. There epidemioloyists dare key links in the disease
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respounse and information system for the country involved., The use of ¢pC Ffor
this purpose will require an OM3 Circular A-7b waiver. It is felt that such a
walver is justified based on CDC's unigue expertise in implementation of this
type of training/technlcal assistance packdage and the lack of capability in
the U.S. private sector to develop such o training program. Therefore, as
500N as possivle diter approval of the A-76 waiver, satistfaction of CPs and
recelpt ot a request from the GO, A.1.D. will prepare the required PIO/T to
obtdin the PASA,  'Ihis procurement action will ve independent of actions
necded to obtdln the prime contractor. Arrival of the PASA specialists should
proceed rapldly (no tull-time advisors in Egypt are contemplated through the
PASA). oOnce the prime contractor arrives, rull coordination and cooperation
of progyranms wrll be required,

suimmary ok Actiou
Procurement ol PASA with ¢pC

ACILON COMPLETE BY:
L. A-76 walver u8/15/85
2. Porward PIO/T to AID/W 11/15/85
3. PASA negyotlated Ul/15/86
4, Iirst speclalists darrive 03/3U/86
5. Frrst full traloing course starts Ug/01/86

Majur cquipment procurement will be done through a host country procurement
services agent  (PSA) contract owvtained through advertising in the U.S. and
Egypt. ‘'Ihe selected PSA will in effect serve as the comnodity procurement
agent  tor the project as lony 1s there Is a need to purchase off-shore
colnodibres  (approxligtely the tirst 4 years ot the project). The value of
ofl-shore commodity purchases wiil ve about $14 million during this period.
The agent selected will perform all the standard PsA duties, though the need
tor specttication writing will be winimdl since the CA and prime contractor
WLl dassume this responsibility.  PSA dutles include checking specifications,
preparing and obtaining  approvals  on IFBs, advertising, receiving and
evaluating blds, recomending  awards, preparing  dand obtaining approvals on
contracts, consulidating  orders, arralyiny Lor shipping, followup,
Lnstatlation and mainteanance tralnlng as requested and so on.

Fron pdst exper tence, we Know that Che lnterest 1n PSA work 1s widespread.
theretore, prequalibications may pe counterproductive due to the large number
oL responses edpected and boe tiie reyuired Lo evaludte tnem. Therefore, an
RELE will be prepaced by the CA for the PSA contract.  Firms will, however, be
required Lo supnlt gualibication 1nrorimation with thelr written proposals.
broposals will be evaluated by the CA using protucols developed at the time
the RICEP 15 prepared. The resulting contract will specity a Fixed fee for
services  relating to o the procurenent of o range of  line items with an
eob titated  Jalue, p Ayl ol the tee wiil ve at periodic 1ntervals as
spectlied 1n the contract.  ‘the PsSA will coordingte activities closely with
the prime contractor,  lHowever, the selection of the PSA will bLe separate from
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the prime contractor, The regular MOH inventory system will be used to
account for all project purchased eguipment. ‘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 COMPLETE BY:
1. Complete RFTP 11/15/85
2, Advertise in CBD/AID Bulletin 12/15/85
3. Proposals due in Cairo 02/29/86
4, Award contract 03/31/86
5. Establish financial procedures 04/30/86
6. Forward first purchase order 05/1%/86
7. First commoditlies arrive 11/01/86

Training will be an important part of the Child Survival Project. Included
will be long and short 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 orgunized, 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 committee. 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:
l. Select first group/English testing 0l/01/86
2. Develop English competency 04/15/86
3. Program/school selections 06/01/86
4, Formal PIO/Ps to AID/W 07/01/86
5. Par‘icipants depart 08/20/86

(Short term participants will also be nominated by the CA's trainiig committee
from time to time as training opportunities arise. PIO/Ps vill 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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Upyrading of facilities at the national Nutrition Institute in Cairo is
planned. work will involve renovations to approximately LU0O0 square meters of
space. ‘The faclilities involved are laboratories, classrooms and offices, A
fixed amount reimbursement agreement (FAR) will be used for the procurement of
these services. Prior tou that, however, the CA must provide A.I.D, with
plans, specification, drawings and cost estlmates for review, The MOH will
need to contraclt for this Architectural and Engilneering (A & E) work. Since
such an A & E contract is estimated to cost less than $100,000, the CA could
use small value procurement rules to obtain the services of a local A & E firm
to do the pretiminary work (A & E work should not take longer than 6 months to
complete).  A.l1.D. could then advance the CA the money necessary to pay the
A & E (probably on a fixed-price bdsis) at specified intervals. After the A &
B work is completed, reviewed and approved by AID, the FAR agreement will be
negottated, The FAR may be modified 1in order to authoriZe a mobilization
payment to the CA, with subseguent periodic payments is specified in the FAR,
It i dnticipated that the remnovatiou activity will be a one time event, i.e.
once the FAR 1S over, no more renovation work will be procurred under the
project,
Sulitnary of Actions
RrRenovation FAR

ACL'ION COMPLETE BY:
L. Beygln A & I work 0L/0L1/86
2. Submit documents to ALD 03/31/46
3. Sign AR 05/31/86
4, Complete renovatlons U6/01/87

kach year, the CA Secretariat will prepdare Lnplementation plans. Included with
the implementation plans will be an annual estimates of "other support" budget
items from the Jlocal currency project budyet needed for program activities,
Anticipated line items include (but are not limited to) "Consultants”,
mpraining™,  "kgulpment  and  Supplies"  and  "Interventions®. The prime
contractor will assist the CA 1n preparing and coordinating the budgets so
that no duplication results., Once agreenent 1s reached between the CA and
A.1.D, A.l.D shall grant the tunds to the Secretariat through project
implemnentation  letters (PILs).  Advances may be authorized. The CA will
tvolce expenditures nonthly to USALD to Liquidate outstanding advances. This
procedute has worked well inoother bhealth projects in kgypt. (Prior to the
preparation ot the tirst complete implementation plan after the arrival of the
prime contractor, A.I.D. will provide an "interim" oudget rollowing similar
procedures, )

suiuary of Actions
Annual Secretarilat support Budyets

ACL'TON COMPLETED BY:
1. Approve lst "Interim" budget Li/01/85
2. Budget Allocation 11/15/85
3. Approve st complete budyet L0/ 15/8b

and each year thereatter gaccording to lmplementation plans,
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ANNEX 2-A

ADMINISTRATIVE ANALYSIS

The Child Survival Steering Committee is composed Or the most senior officers
Oof the Ministry of Health involved in the child survival programs and is
Chaired by the Minister of Health witn the First Undersecretary serving as the
Deputy Chairman, who will chair the Committee in the Minister's absence. The
Steering Commlttee will provide policy guidance on Child Survival activities
to the Minister. The Secretariat of the of tne Child survival Project will be
directed Ly an Executive Director who reports directly to the Deputy Chairman
CL wue steering Commnittee, the First Undersecretary of Health. The Executive
birector will also serve as a member of the Steering Committee.

'the Secretariat will function administratively as a Separate entity in a
semiautonomous tashion from the line and Support elements of the Ministry,
The Bxecutive Director of the Project will hold the rank of Undersecretary.

Ihe Ministry will appoint senior persomel to statf the elements of the
secretaridat and will pe responsibie for their compensation, Incentives and
Saldry supplements will be provided through the Ministry's budget. USAID will
dpprove the use of the Special Account as the source of these incentives if
requested. AID will provide tunds for consultants and tecnnical services from
the private sector in Egypt through locdl funding in the Us prime contract or
by direct coutracting vy the Executive Director with funds provided by AID.

The Sccretariat will serve as the vehicle for the provision of special
assistance to the four programs addressed by the Project. The Ministry will
asslgn senior personnel trom each program area, €.9. EPI, ARI, child nutrition
did child spacing progyrams to statf the the Special Programs Unit of the
Secretariat, reporting directly to the Executive Director but charged with
collaboration with the managers of the of the four programs in the development
of the specidl dassistance requirements of tne programs. The technical
programs personnel will then work with the special support units of the
secretariat  in  the development and scheduling of the training, media
Campaigns, procurement of eguipment and supplies, special studies, and
evaluations needed to upgrade thelr individual programs. The prime contractor
Wwill provide technical assistance for the development of these interventions
and to the Executive Director as required.

The staft required for the SUpport units such as procurement, media, etc. will
be 1n part supplied by the Mlnistry and in part will be contracted from the
private sector for those SpeClalists that are not available within the
Ministry. ‘'his mechanism has been used successfully in the implementation of
the of the Control of Didrrheal 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 progran development in a flexible way and avoids the
danger of the Secretariat becoming a continuing institution attec 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 o e strengthened and  functioning
effectively, the Secretariat with its external inputs will no longer be needed
and will be disbanded. The organizations within the Ministry responsivle for
delivering the services that have been the tocus vf the Project will then be
fully capable of performing 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 autonomnous from day by
day direction trom the central Ministry of Health. The central Ministry
maintains what cliout that it does have through 1ts control of the budget and
the appointment of personnel to staff the governotate health services. 1In
most ways, this decentrallzation is seen as a positive step 1n 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 ot special assistance and support by the
Secretariat will otten be directly with the stafts ot the governorates, as is
the case with the CDD Project.

The EPI prograin will be bandled In a moditfied way due to the high degree ot
standardized management that is required taroughout the system to insure the
distribution of vaccines through the cold chain, setting ot national targets,
development of mass campaigns and so forth. Administratively, the BRI program
is located in the Communicable Diseases Control Directorate, with the full
time EPI manager working under the Director Geueral ot the CDC. The DG
reports to the First Undersecretary who still holds the Preventive Mediclne
portfolio. The EPI Manager supervises twelve teams which are responsible for
coordinating and advising the governorate level EPI managers on their
individual EPI programs. Bach team 1s made up of a physician and a
sanatarian, both trained in EPI management and are responsible for two or more
governorates each.

The teams interface with the governorate BEPL Director, a physician and the
sanatarian who serves as the guvernordte cold chain technician. ‘The BPI staft
report to the governorate Preventive Aftairs Director and oversee and advise
the district level EPI supervisor and cold chain technician who dre on the
staff of the District Health Director. The district EPL personnel supervise
the EPI activities of the Local health centers, The clinlc physiclan serves
as the EPI director and one ot the staft 1s trawned as the cold chain
technician,
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The EPI program is well structured but needs considerable upgrading of the
per formance of the service. It is judged that it is administratively feasible
to improve the quality and scope of immunization services with the existing
organization.

The Department of Statistics and Evaluation is directed by a Director General
who currently reports directly to the Undersecretary for the Minister's
Office. The Department collects all the data generated by the health system,
makes assessments and studies on health statistics, amd is responsible for the
collection of all birth and death vital statistics throughout the country.
The governorates have a full statistical staff that gathers the data forwarded
fram the district statistician, who in turn collected the voluminous data
collected by hand at each health facility. The quanity of statistical data is
enormous and except for the life and death registration information, is of
questionable quality. The pilot project in Ishmailia Carried out by the
Ministry with the technical assistance of the US National Center for Health

The vertical program for dealing with acute respiratory infections will fall
under the Preventive Medicine Undersecretariat with the Director General of
Fever Hospitals given the responsibility for the development of the program to
improve the management of acute respiratory infections 1in children by the
Ministry. fThe program will be carr ied out by the Ministry's extensive primary
care system, the fever hospitals for definitive clinical hospital care and by
the wuniversity hospital and other secondary and tertiary care hospital
outpatient and inpatient pediatric services. The program will utilize the
Child Survival Secretariat for developing the mass media programs that will be
required and assistance in developing the epideminlogical studies required.
The training progran will pe developed by the Secretariat's Training Uthit in
collaboration with the FPFever Hospital Directorate and other specialized
entities such as the faculty of medicine pediatr ic depar tments.

The Ministry of Health's training resources are fairly extensive. The
responsibility for training programs is spread over several organizational
entities of the central Ministry and in the case of Fxeservice training of
doctors  newly assigned to districts, highly decentralized. The
Undersecretar iat for Manpower Development and Research is responsible for post
graduate training of physicians and nurses with BS degrees and oper ates the
Rhoda 'I'raining Center which provides training and Production of learning and
audiovisual mater ials. In collaboration with the Ministry of Mlucation, this
Undersecretariat is also responsible For training of Secondary Technical
Nurses, the high school level three year trained nurse that is the principal
source of nursing manpower for the MOH. 3500 are graduated annuaily from 137
smll schools located pr imarily at the district hospital.
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A Jjoint Cairo University/Ministry of Health teaching and research tacility 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 protessionals end in its undergraduate and graduate
training programs for nedical, dental and allied health students. The CSPM
activity is being developed under the Urban Health Delivery Systeins Project
(263-0065).

Manpower Development and Research is responsible for the training of
technicans, such as the two year trailned sanatarians, laboratory technicians,
etc. The training is carried out in seven Technical 'raining Institutes which
are 1in localities having a medical school, which jointly collaborate 1in
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' g is
provided by Basic Health Services and Family Health and some monitors.., ot the
training is done, tne training itself is carried out by the professional statt
at the MOH district orfice in some 137 district level training centers., These
centers are either located in the district hospital or wmore often in a
district health center and are spdrtain iacllities that would benetit by some
training of the trainers, some basic training equipment and inaterials. The
training of the EPI personnel and training courses for ARI, tor nutrition
surveiliance for weaning and anemia, and for child spacing technigues can be
carried out here for the professional and paraprofessional staffs ot the
district facilities,

Development and testing ot 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 of the Ministry ot Health.

Nutrition programs implemented in the Ffield are the responsibility of the MCH
Directorate which works with the governorate 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.
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Family planning services and maternal/child health services are the
responsibility 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 1n the Ministry system but in actual practice,
the responsibility has been divided up on a donor funded project basis, with
the World Bank funded project - bopulation II administered by a Project
Director and the US tunded family planning programs administered by another
Project Director, both responsive to the Undersecretary. In the case of
maternal/child health proyrams, relatively strong Director Generals of the MCH
Directorate have been dppolnted wver the past few years. The delivery of MCH
and FP services are the direct responsibility of the director generals of each
gyovernorate and reCelve a varing emphasis and success, depending on the
individual DG. It has been the experience ot AID's projects that program
developirent that 1s made directly with the respounsible dirctor general at the
governorate level have the best chance of success since these directors have
the ygreatest clout at that level 1n the decentralized organization of the
current Ministry of Health,

The Child bsurvival Project Secretariat will work with the governorates to
develop Lmplementation plans for the components based on national objectives,

These plans will include collection of baseline data (as required), training
progyrains, loyistical support, and a timed scheduled for phased implementation
and evaludtion. Plans for the four components will be coordinated at both the
Secretariat and governorate level to assure adequate technical support and
reasonable 1mplementation schedules.

Governorates will be reguired to prepare annual status reports on progress and
provlems  with  wnplementation and  revised dannual implementation schedules
detarling  yearly requirements  for  technical support services. Special
technical support such as social studies or surveys lnay be requested by the
governorates and tunded by the Secretariat,

wovernorates nay dalso  propose  Lnnovative  service delivery schemes for
childvirth care and child spacing which would have practical application to
the local situation, and could be integrated 1nto existing service delivery
programs. Ihe nonrecurrent developiient costs of implementing these schemes
could be provided through Secretariat grants,

The  secretdrldt way dalso provide support mechdnlsms  for service delivery
through kgyptlan universities, Interested universities may apply for grants
based on proposals which support project interventions  or recelve grant
Support  Lor dactlvities related to Secretariat or governorate implementation
proyrains.,
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ANNEX 2-B3

TECHNICAL ANALYSIS

The ftour maln components of the Child Survival Project address the major
diseases and conditions that contribute directly to the high infant and child
mortality rates 1n BEgypt. Universally accepted and cost-effective medical
technology and health practices dre utilized in each component of the
Project. 'he interventions carried out in  this Project ana the oral
rehydration therapy for didrrhea beiny introduced by the Control of Diarrheal

Disedses Project will have a major impact on the mortality and morbidity of
children through these well tested technical 1nterventions. .

A. LIMAUNIZATION

The Lmmunization program focuses on six major childhood diseases which have
been  selected by the WHO Expanded Program for Imunization (EPI) in
colldboration with other expert organizations such as the US Centers for
Disease  Control  (CDC), Rocketeller Foundation and all other major
international disease control programs and vaccine institutes in the annual
EPL Global Advisory Group meetings which monitor world wide infectious disease
problems and  advise on  the latest vaccines and iimunization program
managenent.  Under WHO coordination working with each of its member countries
and advised by 1ts Global Advisory Group, smallpox has been eradicated
worldwide. Polio, measles, diphtheria, whooping cough (pertussis) and tetanus
dre extremely rare in most developed countries due to Successful immunization
programs dnd practices. tThe effectiveness ot the vaccines for these five
diseases 1s unassdlldable if properly administered.

For imany years, luwmunization of Lebles agalhst tuberculosis has been a common
practice throughout tne worla, using & vaccine called BCG made from an
attenuated 1B bacillus onamed Celmette-suerin atter its discoverers, The
vacclne hds been extensively tested and shown in most studies to lower the
Lncidence ot tuberculosis Ly as mwech a4s 80%.  One recent study in Soutn India
showed a poor response 1n the popuiation being surveyed and the potency of the
vaccine produced tor this drea is oeinyg checked, as is the possibility that
there was o reduced lanunoloyical response of the surveyed population due
elther genetlic or enviromnental reasons. Poor llanagement of the immunization
Progtalt 15 not considered the cause ob this tailure, The WHO advisory group
restudied the world experience with BCS and strongly advises that it continue
das one ot the 1nnoculation given by ERI prograins.,




Insuring the potency of vaccines being administered to children and their
mothers 1s one of the major technical problems in expanded 1mmunization
programs, Vaccine production must meet the high standards set by WHO and the
integrity of the cold chain must ve maintained throughout the distribution and
storage of the vaccines. The technology exists in Eyypt tor the production of
effective vaccines through ygood manutacturihyg practices and the dilution and
packaging of imported bulk vdccines at the vaccine production center,
VACSERA. VACSERA produces an acceptable BCG vaccine, but not in the guanities
required, Production of DPI' (diphtheria-pertussis—-tetanus) will soon be
underway using nigh ifovel technology contributed by the Netherlands. Canada
has a leadingy vaccine production corporation making a study oif VACSERA to
determine what must be done to upgrade the center and make 1t 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 tecnoicians and  the clinic personnel in o the
management of the program so that the vacciones are potent 4t the time ot
administration, 'The technoloyy is practical, cost-ettective and inplace. 'The
introduction of dispusable syrindges 1s practical dnd economical, considering
the the advantages that they will bring in the reduction 1n the i1ocidence of
Hepatitis B through more sterile 1njection technique. The syringes are being
produced in kgypt and technically feasible to use.

The technology for the trdining that will bave to be pertoried 1s well
established. WHO, UNICEF and CDC nhave developed most of the wanuals tor the
subject areas tnat must be covered. 'The CDD Project has demnonstrated that the
Ministry of Health 1s capable of carrylng on a country training program
effectively when supported by goud technical assistance and resources,

The health inftormation and disease surveillance system 1s cechnically
feasible, based on the extensive testing carried out by the Ministry and the
US National Center ftor Health Statistics (considered the most expert
organization 1t the world for the developiment of these systems) in Calro and
Ismailia Governorate, The existing personnel lend themselves easily to
running the system atter a short, on site training course in the operation.

The hardware 1s the simplest type of microcomputer which has been operateu at
district level headyuarters without unusual maintenance problemns, Adinittedly,
the maintenance reyuirements of this eguipuent will take a speciral etfort oun
the part of the Project to builld 1in the training and the voltage regulators
and other technical equipment _hat will ensure the most reliable performance
by the equipment. In the more reinote governorates, the data will continue to
be hand tabulated at district level 1nstead ot being entered on to disks and
then sent to the governorate health ‘weadquarters tor transcription to disks
for local ana.ysis and posting to the central level health statistics and EPI
offices,



B. AaCUTE RESPIRATORY DISEASES:

As polnted out in the project description, the technology the treatment and
prevention ob acute respiratory diseases 1s not as well developed as in
drarrhea or some other childhood diseases, Even now, Lmaunization prevents
certaln ob the disedses that result in serious respiratory complications, e.q.
measles with 1ts attendunt bronchopneunonia, diphtheria with its acute, toxic
pharyngitis, and pertussis witn the classic whooping cough symptomns. However,
nmost ol the chlldhood dcute resplratory 1ntections nave no good means of
prevention and require edrly diagnosis and tredtinent in order to hold down the
extenslVe mortallity caused by them. In Egypt, ARI is the second most frequent
cause ol death, accounting ror at least 20% to 25% of deaths in the under-five
year old aye dgroup dand wetll over halfl of the morbidity seen in the outpatient
clinies, with b to ¢ resprratory intections per chilld per year.

Hoslver, acule respiratory lntections that could threaten the child's life are
only a tarrly small percentage of the total resplratory disease picture, It
Ly tnls siall percentage thal ast be ldentifled early in the course of the
disedse so thal proper antiplotlc therapy can be instituted in the those cases
L whichy 16t Ls tndicated or yuod supportlve therdapy initiated in those cases
where LU 1sn't. ‘the mass medla program tnat will educate the mother 1n the
s1gns  and  symptoms  Chat  lndicate  acute  lonfection is o well developed
techuology Lo Egyprt thal nas proven itself 1o the CDD Project. 'The training
programs  por physierans  dnd o clinice personnel  are  certainly  feasible
technlcally.

AS Stated, there 1s no single wotervention Like oral rehydration therapy that
Call b oenployed 1 the case ol AL but 1t 1y feasible 1o produce a
standardiged reglwen that guves the primdary Cace physic.an the various options
OfF suppor Live and poarilaceutical therapy and adviscs on the time for referral
to  blgher  ccnelon  treatwent  facilitles,  such  as  the  Fever  hospitals,
university nospitals, cte, sShice preventive measures are lunited, early and
adequdte clintcal therapy 1s a top prliority 1o ARL and the technology exists
that, 1 adequately provided «u the secondary and eoertiary level early enouygh
I the coarse  of tne o arsease,  toere will ope g swgnificant  drop 1n the
portality trom ARL Phis faect nas ieen repeatedly demonstratea in the care of
AL, Barly diagnuses andd Creatienl ke o declded dirference in the outcome
oL the discase,

Good ecpldenilological dala 1 pequired Lor the planniog and managenent of the
control prograit oL ARL and Lhe gkeans Looget this data 1s nasically practical
and - technloally  feasibl:  to enploy 1n kBgypt. ‘The  teasibility of  the
nationwide bealtn dororuation and disedse survelllance systeln has already been
discussed under wPi. Bventually much ol the data on ARLD will be reported
through this mediuns The kgyptians have the abrlity when properly supported
Wilh  Che pecessary  resources and  tralnloy to cdrry out good epidemiologic
surveys, Tt ALD Funded  Arthropod  Borne bilsedases Project at Ein  Shams
University Ls dan Hipressive deionstration of o focused vut reliaply verformed
eprdemiologic study.
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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 and
combatting childhood anemia are the two problems that will be dealt with in
this sub-project component. Each will require mass media campaigrs to inform
the public, particularily the nothers, about the problems and the
interventions available ror their correction. As discussed in the sections on
Immunizations and ARI above, use ot IV and radio have been found to be
particularily successful in Eyypt for reaching mothers with health messages.
The response of mothers tou the need for vral rehyuration of their children
during attacks of aiarrhea has been dramatic. 1V and radio 1s established
throughout Egypt and 1s watched and listened to almost universally on a daily
basis by Egyptian mothers. The use ut mass medida has been effective and
technically feasible and should lend 1itself well to messages on weaninyg 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 wedning feod
supplement, the need for breastfeeding, and reasons for detection and
correction of anemia 1n their child is a more ditficult process, particularily
on an administrative basis. Health education 1is 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 techniyues for providing ygood health education services is
well established anu a nutrition specific education program has  been
established in 500 clinics by the Nutrition Institute and the MCH services in
the Urban and Rural Health Projects and by CRS through an AID grant, The
program proposed 1in  this project to establish nutrition education and
monitoring in all of the HMinistry's clinics 1s technically feasivle and is
based on the experience of the avove projects and worldwide experience 1n
nutrition educaton. ‘lhe program is cost-eftective in that 1t utilizes
existing personnel to deliver the services and when properly carried out, has
a definite impact on healtn.

The technology for the production of either a complete weaning tood or weanlng
food supplement has been extensively developed by AID and a number of other
organizations. AID through the years has been particularly interested in tood
extrusion technology, a process that produces a high protein, high calorie
weaning food product that has a longer shelf life and more acceptability since
it taste and appearance can be more fully controlled. Simple extrusion
technology will be wused 1n the production of the weaning food product.
Extensive market analysis and testing of the product will be pertormed to
determine the most culturally dccepted form in which the product should be
manutactured and marketed. 'This testing phase has been thorouyhly examined
and described by a design team made up ot US universities, the usba, and
Egyptian experts in nutrition, all ot whom have had experience wi.h wedning
foods and the preparation of weaning food products. The fedasibility of this
phase has been dealt with in the Project Description section also.

——



I'he technology for detection of anemia at the primary care level has been
cunsiderably refined during the past few years, Inexpensive paper
colorimeioie test Kits with a high degree of accuracy have been developed that
can serve Jds a qgood screeniny mechanisin for detecting children who need
Creatment. Toexpensive and non-toxlc iron preparations are available in the
Ministry of Healtn clinic pharmacies. The treatment of anemia is simple and
eltective with these 1ron preparations and the health education to inform the
mothers of itron rich rouds will be 1n place as a result of this Project. It
Is not knuwn to just what degree the extensive anemia throughout Egypt is due
Lo an 1ron deficlent diet on the one hand or to parasitic infestration on the
other. Most studies have blamed both but have found supplemental iron therapy
Lo bu eftective 1n correcting the anemia, [f dietary, one course of treatment
lasts tor a fairly lony time. 1f due to prasitism, the anenia usually recurs
uch more quickly and the physician should check on the need for treatment of
the child's parasites. 'The training of the doctors and the clinic personnel
to be dlert to the provlenm, to carry out the screening procedures, properly
tredat and tollowdp ou those requlring treatiment will be associated with the
other tralninyg proyrais prepared dnd carried out the Training Unit of the
Secretariat 1 collaboration with the governorate-level and below training
prograns .

D. CHILD SPACING:

Contraceptive tecnnology has been the subject of extensive research and
study. The contraception that will be utilized in this project will be that
which 1s accepted throughout the world as both safe and effective, The
contraceptives are widely distrivuted throughout the Ministry of Health
system.  While an active tamily planning program has not been established at
the clinie level as yet, [4OH doctors have been trained in the medical aspects
of contraception 1n therr nedical training and it is feasible for these
services to be provided vy them. Al active training program will nevertheless
b ylven Lo bthe two month preservice training given newly assigned doctors at
tne district trajning centers and will repeated periodically. ‘The same will
be  che  cdse  during the  loservice  training of nurses and other clinic
personnel,  Particular attention will be given training for IUD insertion.
ALl training will be carried out in close coordination and association with
Lhe training tnal will be provided by the National Population Council.

Mhe tratning of the traditional oilrth attendant, the daya, is considered an
all wmportant  tactor to  the development of o successliul child spacing
proyram.  The da/a nds held o special and  influential posilion 1n Egyptian
s0CLety, witn at  least s0% ol the bLirths still beiny dellvered by these
Lndividuals, despite the tact tnat their unsterile technigues are responsible
for considerable sepsis tor the mother and a very high incidence of neonatal
tetdnus in the bables  due to o unsterile  techniques  in dealing with the

e
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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 cun 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 remaln private practioners deriving income tor their services from
their clients.

The training of the daya has been the subject of a number of studies in Eyypt
and has been successfully carried out by UNICEF in collaboration with the MOH
in four pilots. The training program 1s now belng implemented on a
governorate-wide basis and is found tou be feasible. With the support of the
Project, the program to expand the training to all the dayas in Eyypt during
tne life of the project is technically sound.

A mass media program to explain the health benetits of child spacing is
planned and will be 4 part of the natioral media program developed by the
Secretariat. The health vLenefits have never been the main focus of the
promotion of family planning service, even through the clergyy have always
stated that they would support ftamily planning to insure the health of the
mother and child. For some reason, there has been a lack of enthusiasm on the
part of tne rank and file of the health system to deal with family planning,
which has been felt by many to be an activity that is ftrowned upon tor
religious reasons. Such a campalgn s technically feasible and has a high
prcbability ot increasing the support of tamily wolanning 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 1in 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 stafted and
underutilized and has been adeyuately supplied with eguipment, 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 assunptions necessary for project
Success embodled 1in project design that are controlled by social and cultural
factors. They are stated in the form of assumptions,

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

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

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

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

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

b. Mothers will change their weaning food practices.

Information used in the discussion is drawn from studies conducted over the
past four years in Egypt, analyses prepared for other health projects in Egypt
and the experlence of the present oral rehydration project. The analysis is
Lncomplete and all social and cultural factors cannot be accomodated in the
initial project design nor In  the detailed implementation plans to be
formulated during the first phase of the project. Provision has been made to
gather and analyze social and cultural information pertinent to the success of
project 1nterventions over the course of the activity. Such information will
be used to correct and amplity project plans as the project progresses,

Lo MOLHERS WILL BRING THELR CHILDREN TO THE MOH HEALTH CENTERS FOR TREATMENI
AND PREVENLIVE CARE,

The extent to which the MUH tree health services are used is not precisely
known,  bEstimates vary Letween 20% and 40% of the health care services being
provided by these facilities.  Arguments for the high percentage include the
BeCessity to count services provided by all public hospitals. Arguments for
the low estimate claim that when services provided LY pharmacies and dayas are
counted, the public sector percentage drop.s. Regaraless, all observers of the
seene agree that the facilities are underutilized. These considerations do
not bude well tor the degree of contidence project designers can place in the
correctness of the first assumption.

Recent experlence in the Oral Rehydration Therapy Project places a different
lignt on this picture. An examination of the statistics concerning patients
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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 1933 18,754 cases 0 - 4 years of age
May-August 1984 22,296 cases 0 - 4 years of age.

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

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

Women make little use of clinic services in the area included in this
assumption, This 1is according to recent studies, less true in urban areas
than in rural areas. Women du not reject prenatal medical care. Pregnancy is
Just simply not considered a condition requiring medical attention. The
attitute toward post partum care is similar. Tne 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 ot a
spontaneous acceptance of child spdacing 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 end of the scale, person to person communication made davatilavle 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 1in her and her child's best 1nterest and 1f the project
mounts an information campaign as effective as the ORT project that can
convince her that her best interest lies in sceking 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 promte contraception for the purpose of "child
spacing™ (rather than "limiting" the numver of children) for the purpose ot
improving the chances of survival of both mother and child has never bween
tried in Egypt. We know that the concept of child spacing is understood and
that there are traditional methods in use. It 1s not known, however, what
must at tne minimum be done to get mothers to accept mode.n methods of child
spacing,
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b.  MOIHERS WILLL CHANGE 'THEIR WEANING FOOD PRACIICES.

The cating  habits ot Hygyptians have been changing rapidly due to food
substdies and the comnercial introguction of new ftoods and foods in different
Ltorms,  he cecent nutrition sector study noted that the amount of food per
Capiltd and Lhe types ob tood consuied signiflcantly changed in the 20 year
period trom 1Yoz to L9yl. It was telt that there had been no concomnitant
Loprovement an nutritional status.  On the contrary, there are indications
thal 1t has deteriorated.  Amouy the reasons tor this are:

- lneredsed  lotake ob o osubsidized stacches {(bread and macaroni).  From
1962 to Y8z, the per capita consumption of wheat increased from 80 Kgs
to Lyl Kys per year,

- ducreased lntake ob vedetable protein - beans, peas and other pulses,

- LCredsed consumption of Junk toods and use of same as a convenient
weean Ly tood/pacLiier,

- wereased number  and  percentage of nuclear families where the small
nuiber ot people  covked  for  discourages use of more nutritious
traditronal dishes,

What has been dote (changed eating habits) through subsidies and advertising
will have Lo be undone through counter advertising ("information"), public
educat lon and specitically in this project, to promote better weaning food
practices. There are no wnherent extraordindary social or cultural constraints
Lo changinyg cating patteras, Lt will, nowever, require a concerted education
ctrort and tne ¢ operation and participation of the health delivery system,
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Typically, the daya, is the one of the first notified after a woman becomes
pregnant. ‘lhe daya could be the key dactor in assuring that assumption Number
2 15 warranted. It the daya can be actively involved in this process, the
objectives can be reached. The attitute and otticia) position of the MCH
towards the dayd has reversed 1n the past two y-ars. This, plus the
lncentives of trainlng and equipnment to be supplied to dayas as planned for in
the project should ensure the dayas' participation.

A recent study asserted that until wonmen doctors were available to mothers,
there was Little chance ob success for a program to routinely treat problems
with pregnancy or post partulm problems. As approximately 50% of all medical
students dre wonen, the women doctors are coming, In the interim, and to help
them when they arrive, the daya can serve as a bridge. Further, two years
hence a draduate practical nurse with midwitery training will begin to enter
the scene who can further bridge the gap between mothers and male doctors.

3. DOCLORS AND  OrHBER HEALYH CLINIC STARF WILL PROVIDE NEW SERVICES AFTER
TRAINING AND PROVISION OF NECESSARY EQUIPMENT AND SUPPLIES.

Tnree ongoing activities supported by USALD have demonstrated the willingness
and capability of health care professiondals to provide higher quality services
of the type traditionally oftered and to 1ncorporate new services in their
progyrams. ‘The ORI project, the Rural Health Delivery System Project and

the Urbdan Health Services Project all have elements that have required
doctors, nurses and paraprotessionals to ilmprove the quuality of services. The
ORD' projuect required a ftundamental chdange in the way doctors treat diarrhea,
The clintcal statfs readlly adopted the new technigues. The rural health
pro ject developed and tested the technigues to pe used to initially attack
dcUte resplratory diseases, 1t also introduced an outreach proyram centered
around an expanded  set ob records on health status and health condition
monltoring. In the test arcas the new systeis have been put in operation and
to date are beiny maintained,  The Urban Health Services Project has also
demonstrated that when the Miowstry and USALD have cominltted the resources to
thprove the physical condition ot a clinte, to equip 1it, and to train its
personncl 1n newly developed and tmproved interventlons, the stafts' morale
rlses, they Work harder, take nmore care and pride in what they are doing,
Hence the quality of health services umproves and the case load of the clinic
rLses,

Another lactor 1s that thre demand Loy services dJeneratbed by a mass media
Calipalygn ot Lhe type used oy the ORDT project places great external pressure on
the clintes Lo change: and to provide the services nothers learn should be
available over the television,  This was  agawn  demonstrated by the ORT
project. Fart wav through the limited areas trial phase, the media campaign
had to be stoppe because 1t could not pe contained to the trial area. A
demand was created o geographic darea not yet served by the project. Mothers
were golny to clinies and asking for services that could not be provided. The
demand tor rehydration salts inittially grew taster and 1n a larger geographic
area than the project could satisfy.  Duemand, will be a powerful factor in
inducing the clinile stabt to provide new and better services,
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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 oune to assert that the
MOH health clinics can become effective deliverers of ftamily planning
services. However, the services to be provided by this project will not be
called "tamily planning."™ There is 4 significant distinction between the
purposes for providing contraceptive services for child spacing and for
limiting the size of one's family. In Egypt there has never been a systematic
family planning program based on child spacing tor health reasons. Programs
have heretofore used economic and development considerations as the intended
rotivational 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 not new to Egypt. The Kuran 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 1in 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 motivation. '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 PRUGRAM OF PRE- AND NEO-NATAL CARE, BRING
WOMEN TO THE HEALTH CENTERS AND ENDORSE CHILD SPACING.

Dayas were previously trained and certitiad by the MOH and apparently
mintained good relationships with the formal health system. The Newborn Care
Study found that the trained dayas yave safer care (although they lacked
adeguate clean supplies) and tended to use the furmal health system more Eor
referrals than untrained dayas.

Dayas in interviews state they want to help their clients have safe deliveries
and healthy babies. 1If training is given in a positive way and proyrams do
not interfere with the daya's role as a private practioner or in the
collection of fees, there is nu reason to believe that they would not
cooperate in community prograis. As an incentive, dayas could receive birth
packs and, with media messages, these packs could become status items mak ing
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 ot
pregancies too close together. In some studies dayas hdve 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 can
learn how these methods work aund can intluence their clients to aceept
postpartum contraception. Dayas could be usetul in tollow up of their clients
who are contracepting and Child Spacing services sinould explore incentives tor
these contacts,



ANNEX 2 - D

Economic Analysis

This a quality project. It will improve the quality of life of children
through 1iwproving 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 measuredq -
such as lLicreased money spent-says nothing about how well that money is spent
or the result, The same is true avout increasing numbers of people to
daccomplish a task. In fact, more people may iake accomplishing the task more
difficult. What you can place a bras: plague on with names of officials and
bullders enscribed is not the key to davelopiment but is the easiest to measure
in cost/benetit terms, Improvements inside people's heads and an individual's
ability to perform better combined with a system of incentives for
accomplishment, however, are the most difficult to measure.

Theretore, this economic dnalysis does not rely on mechanical multiplications
or sophisticated manipulation of data of dubious origin and relevance,

The World Baunk has long ago concluded that exercises in attempting to derive
numerical cost benefit ratios for projects of this type is neither cost
etfective nor meaningtul. 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 chiid vs. a sickly and/or dying child.

With regard tu cost effectiveness, costs to the Egyptian government and
economy ol the wasttul and largely ineffective attempts to improve child
survival can be reduced in real terms per surviving healthy child vs the dead
loss of abourtive and costly treatment of children whose lives are impaired or
lost througn inadeyuate medical prevention and curative treatment. While not
Possible Lo quantity, the cost effectiveness of improving the efficiency and
etfectiveness of the ongoing system of health care for small children is
evident. The efricacy of applying new resources to improve the gquality of
this system depends on the actual result, not a priori arbitary assumptions
and numerial calculations.  Tu reassure those with faith in quantitative
fleasures, the cost of this project is less than $10 per live birth over the 8
year lire ot the project. The cost to AID is less that $6 per live birth
throuyh 1993 - zerou thereafter.,

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

Studies over at least L0 years have shown that iron deficiency anemia results
in decreased production output DLy field workers and increased risk of
premature birtns and other pregnancy and birth complications. Past studies
have also suggested that specific types of infections, e.g. respiratory
diseases, are more freguently observed in anemic children,

It is well documented that effective immnunization programs 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 pdckaging and
storage of vaccines would further eliminate waste and duplication in the
immunization system in Egypt making it more effective and efficient.

wWherever 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 dre currently
within the resources and mandate of the M.O.H. AlD inputs will be utilized to
make these programs more effective and efficient,

Long term recurrent costs will be minimized since newly created administrative
units (e.g. the secretariat) will dissulve at the end of the project.
Functions of the implementation units will be absorbed into the regular (but
strengthened) bureaucracy of the government,
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ANNEX

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.l. 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
STANDARD ITEM
CHECKLIST BEEN
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 comnittees
of Senate and House have been
or will be notified ,
concerning the progct
assictance within
(Operational Year Budget)
country or international
organization allocation
reported to Congress (or nor
more than $1 million over
that amount)?

(b) is

2. FAA Sec. 611(a)(l). Prior to
obligation in excess of
$100,000, will there be (a)
engineering, financial or
other plans necessary to
carry out the assistance and
(b) a reasonably firm estlmte
of the cost to the U.S. of
the assistance?

Yes

Yes

Congressional Notification
sent to the Hill and expired
without comment on June 25,
1985. Funds are in the OYB.

(a) Yes
(b) Yes



FAA Sec. 6l1(a)(2)., 1If
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
accomplishinent of purpose of
the assistance?

FAA Sec. 611{b); FY 1985
Continuing 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 fcr 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,)

FAA Sec. 611(e). 1If project
is capital assistance (e.gq.,
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?

FAA Sec. 209. 1Is project
susceptible to execution as
part of regional or
multilateral project? 1If so,
why is preject not so
executed? Information and
conclusion whether assistance
will encourage regional
development programs.

No further legislative action
required except formal approv-
al ¢f Grant Agreement.
Anticipate no difficulty,

N/A

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

No



10.

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

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).

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.

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

Competittonzfor 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. ownd

local currencies available.

N/A



11,

12,

13.

14,

FAA Sec. 60l(e). Will' the
project utilize compet&tive
selection procedures for the
awarding of contracts,
except where aprlicable
procuremen~t rulc:s allow
otherwisez

FY 1985 Continuing

Resolution Sec. 522. 1I1f

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 conmnmodity?

FAA 118(c) and (d). Does

the project comply with the
environomental procedures
set forth in AID Regqulation
16. Does the project or
prograRm taked into
consideration the problem of
the destruction of tropical
forests?

FAA 121(d). If a Sahel

project, has a determination
been made that the host
government has an adequate
sysgm for accounting for and
controlling receipt and
expenditure of project funds
(dollars or local currency
generated therefrom)?

Yes

N/A

¥es; and N/A

N/A



15. FY 1985 Continuing

Resolution Sec. 536. 1Is

disbursement of the
assistance conditioned
solely on the basis of the
policies of any multilateral
institution?

B. FUNDING CRITERIA FOR PROJECT

1. Development Assistance

Project Criteria

al

FAA Sec. 102(b), 111,

113, 281(a). Extent to

which activity will (a)
effectively involve the
poor in development, by
extending access to
economy at local level,
increasing
labor-intensive
Production and the use
of appropriate
technology, spreading
investment cut fronm
cities to small towns
and rural areas, anq
insuring wide
participation of the
poor in the benefits of
development on a
Sustained basis, using
the appropriate Uu.g.
institutions; (b) help
develop Cooperatives,
especially by technicai
assistance, tc assist
rural and urban poor to
help themselves toward
better life, and
otherwise encourage
democratic private and
local governmental
institutions; (c¢)
support the self-help
efforts of developing
countries; (d) promote

No

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

' women encouraged to

participate.



the participation of women,
in the national economies of
developing countries and the
improvement of women's
status, (e) utilize ang
encourage regicnal
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?

FAA Sec. 107. 1s

emphasis on 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)?

FAA Sec. 110{(a). Wwill

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

FAA Sec. 110(b). wWill

grant capital assistance
be disbursed for project
~or more than 3 years?
If so, has justification
satisfactory to Cengress
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.0.;
1232.1 defined a capital
project as "the
construction, expansion,
equipping or alteration
of a nhysical 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
progranm recognizes the
particuiar needs,
desires, and capacities
of the people of the
country; *utilizes the
country's intellectual
resources to encourage
institutional
development; and
supports civil education
and training in skills
required for effective
participation in
governmental processes
essential to
self-government.

Details in Projedt
Paper. Addresses.
desire for healtly
life. Egyptians
providing major
inputs for tech-
nology.

Y
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Development Assistance Project
Criteria (Loans Only) '

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

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

Economic Support Fund Project

Criteria

a. FAA Sec. 531(a). Will this
assistance promote economic
and politice® stability? To
the extent pussible, does it
reflect the policy
directions of FAA Section
1022

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

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? 1If
so, has the President
certified that such use of
funds is indispensable to
nonproliferation objectives?

N/A

N/A

Yes

No

No

g
T



FAA Sec. 609. 1If

commodities are to be
granted so that sale
proceeds will accrue to the
recipient country, have
Special Account
(counterpart) arrangements
been made?

Yes



5C(3) - STANDARD ITEM CHECKLIST

Listed below are the 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

l. FAA Sec. 602. Are there
arrangenents to 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 fromn
him?)f

3. FAA Sec. 604(d). 1If 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?

10 -

Yes

Yes:

Yes



FAA Sec. 604(e); ISDCA of

1980 Sec. 705(a). 1If

offshore procurement of
agricultural commodity 'or
product is to be financed,
is there provision against
such procurement when the
domestic price of such
commnodity is less than
parity? (Exception vhere
commodity financed could not
reasonably be procured in
u.s.)

FAA Sec. 604(qg). 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
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?

FAA Sec. 503. 1Is the

shipping excluded from
conmpliance 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
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?

- 11 -

‘N/A

Yes

No

\O\



FAA Sec. 621, 1If technical
assistance is financed, will
such assistance be furnished
by private enterprise.on a
contract basis to the
fullest extent practicable?
If the facilities of other
Federal agencies will be
utilized, are they
particularly suitable, not
competitive with private
enterprise, and made
available without undue
interference with domestic
programs?

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

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

B. Construction

1,

FAA Sec. 601(d). If capital
{e.g., construction)
project, will U.S,
engineering and professional
services be used?

FAA Sec. 611(c). 1If
contracts for construction
are to be financed, will
they be let on a competitive
basis to naximum extent
practicable?

- 12 -

Prime contractor and maja
subcontractors will be
competed. A PASA with
CDC is being considered.

The CDC is particularily
suited for the EPI/EIS

training and some of
the technology transfer.

Yes

Yes

Only renovation work is
planned. A&E for this
minor work will be Egypt
ian.

Renovation work will be
via FAR mechanism.


http:enterprise,.on

Cl

- 13 -
FAA Sec. 620(k). If for

construction of productive
enterprise, will aggregate
value of assistance to be
furnished by the U.S. not
exceed $100 million (except
for productive enterprises
in Egypt that were described

FAA Sec. 122(b). 1f

development loan, is
interest rate at least 2%
per annum during grace
period and at least 3% per

FAA Sec. 301(d). If fund is

established solely by U.S.

international organization,
does Comptroller General

FAA Sec. 620(h). Do

arrangenmnents exist to insure
that United States foreign
aid is not used in a manner
which, contrary to the best
interests of the United
States, promotes or assists
the foreign aid projects or

Communist-bloc countries?

3'
in the Cp)?
Other Restrictions
1,
annum thereafter?
2.
contributions and
administered by an
have audit rights?
3.
activities of the
4,

Will arrangements preciude
usel of financing:

a. FAA Sec. 104(f); FY 1985
Continuing Resolution
Sec. 527. (1) To pay
for performance of
abortions ac a method of
family planning or to
motivate or coerce
persons to practice

N/A

N/A

N/A

Yes

No



abortions; (2) to pay
for performance of
involuntary

. sterilization as method

of family pPlanning, 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 g
means of family
Planning; (4) to lobby
for abortion?

FAA Sec. 620(g). To

compensate owners for
expropriated
nationalized property?

FAA Sec. 660. To

pProvide training or
advice or provide any
financial support for
police, prisons, or
other law enforcement
forces, except for
narcotics programs?

FAA Sec. 662, For CIa

activities?

FAA Sec. 636(i). For

purchase, sale,
long-term lease,
exchange or guaranty of
the sale of motor
vehicles manufacturegd
outside U.S., unless a
waiver is obtained?

FY 1985 Continuing
Resolution, Sec. 503,

To pay pensions,
annuities, retirement
pPay, or adjusted service
compensation for
military personnel?

- 14 -

No

No

No

No

No

No



FY 1985 Continuing
Resolution, Sec. 5065,

To pay U.N. assessments,
arrearages or dues?

FY 1985 Continuing
Resolution, Scc. 506,
To carry out provisions
of FAA section 209(d)
(Transfer of FAA funds
to multilateral
organizations for
lending)?

FY 1985 Continuing
Resolution, Scc. 510.

To finance the export of
nuclcar cquipment, fuel,
or technology or to
train foreigyn nationals

in nuclear ficlds?

FY 1985 Continuing
Resolution, Sec. 5i1l.
Will assistance be
provided for the purpose
of aiding the efforts of
the government of such
country to repress the
legitimate rights of the
population of such
country «contrary to the
Universal Declaration of
Human Riahts?

FY 1985 Continuing
Resolution, Sec. 516,

To be used for publicity
Or propaganaa purposes
within U.S. not
authorized by Congress?

No

No

No

No

No

\\f)
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ANNEX - 5

 ————

6ll (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:

-L.

Estimates of costs tor participants was provided by AID/Washington
(Notice 85-6 dated 1/i10/85: 1985 Monthly Budget Planning Figures for
U.S. Participant Training). The AID/W tigures 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.

. Bstimates of costs for long-term and short-term technical assistance

were provided by the Otffice of Financial Services, USAID/C. They are
based on 1Y8H average costs tor such services derived from averaging
such costs from aill the Mission's project that include technical
asslstance as an input,

. In some cases the costs of particular kinds of commodities are known for

the base year 1985, Costs for other commodities have been estimated.

. In addition, plans necessary to carry out the assistance are considered

completed tor 6ii (4) purposes.

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

B. Locdl currency reqguirements are based on the GOE mandated rate of 0.83168.

\b\?



ANNEX 6

Bovironmental Lmpact

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 pupulation 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.

)






