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Q 	 'R UNITED STATES AGENCY for INTERNATIONAL DEVELOPMENT 

CAIRO, 	 EGYPT 

ACTION MEMORANDUM TO THE DIRECTOR
 

DATE: 	 August 4, 1993
 

FROM: 	 (A)OD/PDS/PS, e 

THRU: 	 (A)AD/PDS, Jeff yMalick 

SUBJ: 	 Approval of the Health Cost Recovery Programs for Health 
Project Paper Supplement (263-0170) 

PROBLEM: Your signature is required approving the Project Paper.
 
Supplement for the Health Cost Recovery Programs for Health Project
 
(263-0170) for $78.5 million.
 

DISCUSSION: An Executive Committee review of the subject document
 
was held on May 12, 1993 and chaired by the Mission Director. The
 
following summarizes the decisions reached and identifies the
 
actions taken to implement those decisions.
 

Decision - The number of HMOs is to be reduced to two-three as 
the target, in order to provide a model that may be replicated
 
under another project.
 
Action - The PP Supplement was revised to identify two
 
innovative health financing and delivery schemes (see p. 38).
 
The LogFrame was also revised to indicate 2 new HMO-like
 
systems.
 

Decision - HRDC/H and PDS/PS will undertake a sensitivity 

analysis to determine the impact of reducing the Project
 
funding level to $75 million. This will be presented to the
 
Director at a subsequent meeting.
 
Action - HRDC/H and PDS/PS presented a prioritized list of 
possible reductions at a meeting with the Director on May 23, 
1993. As a result of this meeting, it was decided that the 
Project would be reduced from the proposed level of $82
 
million to $78.5 million through reductions in contingency,
 
long-term technical assistance under Components One and Three,
 
and a reduction in the Data for Decision Making Buy-in.
 

Decision - In line with AID procedures, the authorization will
 
be reduced.
 
Action - The First Amendment to the Authorization is included
 
in the PP Supplement package.
 

Decision - It was determined that the renovation cost
 
estimates were acceptable.
 
Action - No additional action required.
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Decision - In response to an indication by the Social
 
Insurance Organization that it was opposed to sharing

insurance user data with the HIO without HIO payment for
 
access to the data, HRDC/H is to draft a-PIL urging HIO to
 
push harder to resolve this issue. Although there will be no
 
formal condition precedent in the Project Agreement, HIO
 
should be informed that we are not prepared to utilize
 
resources to finance procurement of equipment until this issue
 
is resolved.
 
Action - A PIL to HIO was drafted and HIO was so informed.
 

Decision - The preferable contracting procedures would be Host 
Country contracting or FARs for construction/ renovation work 
and AID Direct Contracts for non-construction work. HRDC/H,
FM, LEG, DIR/CS, DR/ENG should meet and develop
recommendations regarding the host country contracting
 
assessment that was undertaken for the Project Directorate.
 
Arbitration from the DDIR should be sought only if agreement

can't be reached on whether contracting should be Direct or
 
Host Country. 
Action - HRDC/H, FM, LEG, DIR/CS, DR/ENG, and PDS/PS met on 
May 18, 1993 and a consensus was reached that the Project
should move forward in seeking approval of the host country 
assessment. An action memorandum to the Director recommending
approval has been drafted and is circulating for clearance.
 
Concurrently, Modified FAR PILs for the first three facilities
 
have also been drafted and are being circulated for clearance.
 

Decision - Although the Project's Host Country Contribution 
has in the past consisted of, in part, budgetary support via 
the Special Account, all reference to Special Account should 
be deleted from the PP Supplement. If budget support is 
agreed to, it will be in the context of the Mission's MOU 
which programs local currency. 
Action - All reference to the Special Account has been deleted 
from both the tables and the text of the PP Supplement.
 

Decision - The Project assumes that as the GOE is able to save 
on funds previously allotted to curative care, these will be 
shifted into preventive care. This has been identified as a 
strategic objective, and though not an outcome of this 
project, the Mission should track potential budgetary shifts. 
Action - The Project Directorate, with assistance from the 
technical assistance contractor, will be responsible for 
development and implementation of a monitoring system which,
inter alia, will track the multiple indicators in the Logical 
Framework (p. 52), including those verifiable indicators at 
the Project Goal level. 

Decision - Move forward with the authorization of the Project
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Paper Supplement, but EAS will revise the Economic Analysis,
 
making it shorter and more useful. FM/FA will revise the
 
Financial Analysis.
 
Action - The Financial and Economic Analyses have been revised
 
as Annex D, now entitled "Financial and Economic Analysis". 
The conclusions of this Analysis are summarized in Section
 
VII.C "Summary of Financial and Economic Analysis" (pp. 60
61).
 

RECOMMENDATION: That you sign the subject Project Paper Supplement
 
facesheet and Project Authorization Amendment.
 

Clearance:
 
(A) OD/FHRDC/H, M.Tanmly '
 
(A)AD/HPRDC, T.McKee
(A)AD/FM, N. Wij esoor' _ 

AD/LEG, T.Carter
 
OD/DIR/CS, J.Dunlap
 
DDIR, C.Crowle J
 

(Drafted:PDS/PS:B.Cypser:C:\H\CRPPSACT:8/1/93)
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_______ 

UNITED STATES GOIflT 

DATE: August 4, 1993 

FROM: (A)OD/PDS/PS, B. 

SUBJ: Cost Recovery grograms for Health (263-0170) Project Paper 
Supplement
 

TO: (A)AD/PDS, Jeffery Malick
 

The Financial and Economic Analysis included in the subject Project

Paper Supplement has been jointly prepared by FM/FA, EAP, HRDC/H,

and PDS/PS. The following individuals have reviewed the document
 
and agree with the format, analysis and presentation.
 

Name 
 ClearanceDate
 

(A)AD/EAP, P.Mulligan 
OD/FM/FA, A.Levenson 4I(&4
(A)OD/HRDC/H, M.Tanamly " - , 



UNITE STATES GOVERNMENT
 

memradum
 

DATE: May 4, 1993 

FROM: OD/HRDC/H, Joy Riggs-Perla 
HRDC/H, Mellen Tanamly (.'--

SUBJ: Cost Recovery Programs for Health (263-0170) Project Paper 
Supplement 

TO: (A)OD/PDS/PS, Beth Cypser
 

The attached project document has been prepared by HRDC/H and
 
PDS/PS for review by the Executive Committee. The Project
 
Committee approved the subject document in a review meeting on
 
April 15, 1993. The Project Committee and Officers named below
 
have reviewed the documsent and agree with the format, analysis and 
presentation.
 

The Project Committee believes that the following unresolved issues
 
need discussion or resolution: (1) the level of funding projected
 
by the PPS is higher than that suggested during review of the
 
concept paper; (2) formal reduction of the authorized level of
 
funding could produce negative political repercussions and be
 
perceived as a loss of face by both the MOH and the Project
 
Directorate; (3) projected renovation costs for some of the
 
facilities are based on Mission/Project Directorate estimates
 
rather than A&E reviews; (4) HRDC/H staffing levels, given the
 
management intensity of the Project; and (5) opposition shown by

SiC for sharing insurance user data with HIO.
 

Project Committee Clearance Date
 

PDS/P, R.Handler
 
LEG, T.Carter
 
EAS, J.Goode
 
DIR/CS, B.Enroth
 
HRDC/ET, F.Naguib 
DR/ENG, R.Imam
 
FM/FA, H.Shawky 

TI/F, M.Khalil 

Mission Environmental Officer,
 
G.Rutanen-Whaley op___
_4___ 

AD/HRDC, D.Miller
 

An Executive Committee meeting could be scheduled after May 11,
 
1993.
 



AMENDMENT TO THE
 
PROJECT AUTHORIZATION
 

Name of Country: Arab Republic Name of Project: Cost Recovery
 
of Eavut Proarams for 

Health
 

Number of Project: 263-0170
 

1. Pursuant to Section 531 of the Foreign Assistance Act of
 
1961, as amended, the Cost Recovery Programs for Health Project
 
was authorized on October 20, 1988. The authorization is hereby
 
amended as follows:
 

a. Paragraph 1 is amended by deleting "Ninety Five Million
 
United States Dollars ($95,000,000)" and replacing it with
 
"Seventy-Eight Million Five Hundred Thousand United States
 
Dollars ($78,500,000)."
 

b. Paragraph 1 is further amended by: (1) deleting the
 
phrase "six years" from the fifth sentence and replacing it with
 
the phrase "eight years"; and (2) deleting the phrase "eight

years" from the last sentence and replacing it with the phrase

"nine years."
 

2. The authorization cited above remains in force except
 
as hereby amended.
 

Henry'H. a*!r 

Director
 

Date
 

Clearances:
 

(A)AD/HRDC, TMcKee
 
(A) AD/PDS, JMalick
 
PDS/PS, BCypser
 
(A)OD/HRDC/H, WManamly
 
(A)AD/FM, NWijesooriya
 
AD/LEG, TCarter
 
D/DIR, CCrowley
 

DRAFTED:LEG:TCarter:ss: (08/19/93) :1PATH170
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ACRONYMS
 

AED Academy for Educational Development
 
BU Boston University
 
CGC Credit Guarantee Corporation
 
CCO Curative Care Organization

CR.P Cost Recovery Programs for Health Project
 
DDM Data for Decision Making Project
 
FP Family Planning

HBCU Historically Black Colleges and Universities
 
HEALTHCOM Health Communications Project
 
HFSP Health Financing and Sustainability Project
 
HIO Health Insurance Organization
 
HMO Health Maintenance Organization

IDC Integrated Development Consultants
 
IFB Invitation for Bids
 
IRR Internal Rate of Return
 
MCH Maternal and Child Health
 
MOH Ministry of Health
 
NPV Net Present Value
 
PACD Project Activity Completion Date
 
PHC Primary Health Care
 
PPRGS Policies, Procedures, Regulations, and Guidelines
 
PSA Procurement Services Agent
 
PY Person years
 
QA Quality Assurance Project
 
SIO Social Insurance Organization
 
WHO World Health Organization
 

Bab Chapter of the GOE Budget
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I. EXECUTIVE BUMIORY
 

A. Overall Rationale and Strategic Obiective for the Project
 

1. Backgvound and Rationale
 

Although the Egyptian governent has for years stated that the
 
provision of health services to the public is a high priority, only

1:8 percent of the total government budget is spent on health care
 
provided through Ministry of Health 
(MOH) supported facilities.
 
The MOH operates an extensive health care system which provides

almost free health care to all as mandated by the constitution. By

attempting to provide health care to all Egyptians from tax-based
 
sources, the needs of the lowest and
income highest risk
 
populations are not addressed. 
 If the objective is to subsidize
 
health care for those who cannot 
pay, then the mode of subsidy

chosen is very inefficient. It has resulted in high costs, low
 
quality of care and low utilization of services. Moreover, this

policy has spread the resources of the MOH so thin that it is
unable to fund the preventive services the population requires.
Most of the government health finances are spent on curative care,

leaving little for the areas where government money would have the
 
biggest payoff: namely, public health programs, preventive care and
 
medical services to the poor (especially the rural poor).
 

The sources and mechanisms used to fund health services, i.e.,

national budgets, beneficiary payments, insurance, and donor funds,
 
are currently limited. As a consequence of the fiscal deficit and
 
economic reforms, the GOE is under pressure to reduce the budget

for social sector programs, including health. The combination of
 
rapid population growth and contracting government budgetary
 
resources has made it increasingly difficult for the GOL to sustain
 
the present level of services.
 

On the positive side. preliminary data from household and inpatient 
surveys conducted by the Cost Recovery Programs for Health Project
(CRHP) reveal Egyptians are willing to pay and do pay for services. 
In addition, some recent policy changes are promising to yield
results in improving the efficiency of public spending in the 
health sector. A series of decrees were issued recently by the 
GOE, beginning in 1988, which relate to cost 
recovery. These
 
include important steps in decentralizing management of hospitals

and especially price setting. 
The GOE Five Year Plan for 1992-1997 
enunciates some new policies and strategies that reveal a shift in
 
MOH orientation away from free care to a social policy that seeks

equity while recognizing the need for new sources of financing for
 
health services. While GOE decrees for 
cost recovery indicate
 
commitment to the concept of charging fees-for-service, much
 
remains to be done in the policy 
area to assure that Project

efforts would have a good chance of success.
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2. Revised Project Goal, Purpose, and Component Sub-Purposes
 

The revised goal of the CRHP is to enhance the quality,
 
sustainability, accessibility, and affordability of health services
 
for the Egyptian people. The revised purpose of the Project is to
 
broaden and diversify approaches for financing personal health
 
services in Egypt. A sub-purpose for each of the Components has
 
been identified, which will feed into and support the attainment of
 
the overall Project Purpose identified above: Component One will
 
seek to develop and test cost recovery systems in MOH facilities as
 
a model for country wide application; Component Two will seek to
 
improve the efficiency, utiLization, and management of existing
 
cost recovery organizations; and Component Three will seek to
 
expand private sector financing of individual, group end pre-paid
 
care practices.
 

3. Project Strategy
 

In order to attain the Project goal and purpose set out above, the
 
Project needs to demonstrate the effectiveness of selected
 
mechanisms for establishing a more rational financial basis for the
 
Egyptian health care system. Although interdependent and
 
supportive of each other, each of the components adopts a strategy
 
which can be viewed as focussing on a particular approach to
 
financing personal health services in Egypt. Component One focuses
 
on mechanisms that will support recovery of the greatest percentage
 
of costs from MOH curative services as possible from those who can
 
afford to pay by allowing public hospitals to function more
 
autonomously and efficiently. As hospitals begin to pay for
 
themselves, MOH resources can be reallocated from curative care for
 
the general public to preventive programs, such as endemic disease
 
control, expanded immunization programs, maternal and child health
 
care, research, etc., and to target scarce MOH resources on the
 
poorest segments of the population. Component Two focuses on
 
mechanisms that will support management improvements of existing
 
cost recovery organizations in order to control costs, provide
 
incentives for preventing illness, and offering services affordable
 
to the clients. As part of this effort, it will examine ways to
 
expand membership and increase the efficiency of existing health
 
insurance systems. Component Three focuses on mechanisms that will
 
facilitate the expansion of private sector service delivery
 
mechanisms and health insurance schemes in order to reduce MOF's
 
burden for direct financing of care for the general public.
 

To increase the cohesion of the three components and to guide the
 
process of achieving policy objectives, Component One of the
 
Project w1.ll also seek to strengthen the MOH capacity to analyze
 
health financing issues and policy options.
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4. 	 Planned Project Outputs
 

Component One 

Demonstration of successful cost recovery operations in
 
a minimum of four MOH hospitals and one MOH polyclinic.
 

+ 	 Technical and management capability in place within the
 
MOH to replicate cost recovery model to other health
 
facilities.
 

+ 	 A system established in the MOH Planning Directorate to
 
track public sector curative and preventive health
 
expenditures.
 

Component Two
 

+ 	 MISs installed and being utilized at Health Insurance 
Organization (HIO) and Curative Care Organization (CCO) 
for impr-aved management, adm.nistration, financial
 
planning and control, and marketing.
 

+ 	 Expanded coverage by both HIO and CCO.
 

Component Three
 

+ 	 Ten commercial banks actively participating in an
 
improved commercial banking system to provide financial
 
services to health care providers.
 

+ 	 Five thousand loans to new or expanding private sector 
health care providers, particularly in rural areas and 
secondary cities. 

+ 	 Viability of new or expanded practices indicated by a 
default rate of no more than 10%. 

+ 	 Two new private managed health care systems (i.e., HMO
like schemes),
 

An extension of the PACD for the Project for an additional year of
 
implementation is projected to provide adequate time to accomplish

the revised outputs and sub-purposes of the Project.
 

B. 	 specific Objectives and Scope of Activities for CoMponent One
 

Component One will include five Phase A and five Phase B pilot

facilities. For the Phase A facilities, USAID will fund a complete

package of technical assistance, training, renovations, and
 
equipment. If the success criteria defined in this paper (see

Section VI.C.2) are met on a timely basis, then the intention is to
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expand the provision of Project funded technical assistance and

training to five additional hospitals and polyclinics. For these
 
five Phase B facilities, USAID will fund technical assistance and

training, while alternate sources of funding will be used for the
 
cost of any renovation and equipment improvement that might be
 
required to upgrade these facilities to basic cost recovery

standards. Sources of such funding would 
consist of revenue
 
generated from the facilities own cost recovery, commercial loans,
 
or possibly other donors. 
The eventual long range objective would

be for the MOH to diffuse the approach nation-wide using the
 
mechanism of the CRHP Directorate, whose capabilities and capacity

to undertake cost recovery would have been strengthened under the
 
Project. However, this nation-wide program is beyond the scope of
 
this Project.
 

The five Phase A facilities selected are: Embaba Hospital in Giza;

15th of May Hospital in Helwan; Shark El Medina Hospital in

Alexandria; El Kantara Gharb in Ismailia; 
and Kafr El-Dawar in
 
Beheira. Component One has developed, or is in the process of

developing, conversion plans (or commissioning plans in the case of
 
new facilities), business plans, marketing strategies, and policies

and procedures for each of the target facilities. The Component is

also providing management training, practical hospital operations

training, commodities, equipment, and limited renovations to meet
 
basic safety and sanitation standards at each facility. A Quality

Assurance program will be introduced to complement the other inputs

and ensure improvements in the 
quality of care offered. The

Component will assist the facilities with start-up expenses in

order to ensure that adequate quality services can be offered to
 
encourage people to use the facility and be willing to pay more for
 
their care. The Component will also continue to conduct
 
preliminary assessments of the five additional Phase B facilities
 
for consideration by the Project. First preference will be given

to facilities that are currently in good condition and could
 
benefit immediately from better management and improved systems.
 

The Project will also strengthen the capability of the CRHP

Directorate in planning, public relations, marketing, analysis, and

monitoring. It will enhance health planning and policy options

through analyses and improved data availability, as well as promote
social 
 financing and insurance plans through conferences,

development of prototypes, and contracts with HIO.
 

C. Project Costs 

The total A.I.D. contribution to the Project is estimated to be

$78.5 million. 
This will be used to finance: technical assistance
 
and training for both Phase A and Phase B facilities, commodities
 
(including biomedical. equipment) and renovations for Phase A

facilities, facility start up costs, and local costs for the MOH
 
under Component One; technical 
 assistance, commodities,

renovations, training, and local costs for both HIO and CCO under
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Component Two; and technical assistance for promotion of the
 
private sector medical market under Component Three; as well as
 
audit and evaluation.
 

The total GOE contribution of the Project is estimated to be $35.2
 
million (EE equivalent), i.e., £E126.1 million including £E69.2
 
million from the USAID FT-800 Account. Planned GOE Project inputs

include: staff salaries, premium pay, office space, utilities,
 
furniture, research, and operating expenses for the CRHP
 
Directorate; salaries, operating expenses, furniture, equipment,
 
and pharmaceuticals for all CRHP facilities. In addition, the GOE
 
is expected to finance any renovations and biomedical equipment for
 
the Phase B facilities.
 

The estimated Project costs are indicated in the following table:
 

SUMMARY TABLE
 
Estimated Project Costs 

($000) 

TOTAL 

COMPONENT ONE 36,713 

COMPONENT TWO 34,908 

COMPONENT THREE 5,111 

AUDIT/EVALUATION 821 

CONTINGENCY 947 

TOTAL 78 500 

D. PROJECT AMENDMENT NEGOTIATION STATUS
 

1. HIO/SIO Data Sharinq - SIO has computerized files of all 
employers and employees who pay into SIO; SIO collects HIO premiums 
on a subset of these, and gives HIO the 4% of total collections set 
aside for HIO premiums. HIO has been trying unsuccessfully to 
obtain data files from SIO containing lists of employees eligible
for HIO benefits. Currently, HIO constructs its registry of 
eligible beneficiaries from lists obtained individually from each 
company. HIO employees spend thousands of hours manually checking
these lists and updating them through visits to employers. We 
cannot build an MIS with such an antiquated method of data 
collection. USAID and the GOE are devoting considerable resources 
to help make HIO a more efficient and better managed organization.
It is USAID's position and the technical view of the contractor 
that there is no other alternative for HIO than to obtain from SIO 
the necessary data on eligible beneficiaries for whom SIO has 
collected premiums. These data files should be made available to 
HIO on magnetic tapes on a regular basis, as needed by HIO, at no 
cost to HIO. HIO already pays SIO for the collection of the 
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premiums and the USAID Prime Contractor and HIO MIS staff can
 
prepare the software program for SIO. The need to resolve this
 
data sharing issue was communicated to HIO with a PIL.
 

2. GOE Contribution - The GOE cash contribution to this project
 
has been growing steadily each year. However, in the next few years
 
the project costs to the components will be higher. For example, as
 
HIO starts running its new automated information system, the
 
operating expenses will increase. It is expected that the system
 
will more than pay for itself in the future through more efficient
 
management and cost containment, but for the next few years
 
additional cash will be needed.
 

3. Project Funding Level - The revised overall project budget is
 
significantly different from the 1987-1988 estimates. Because of
 
the substantial under-budgeting of the MIS work for HIO, and to
 
some extent CCO, Component Two will be allocated $34.9 million
 
rather than $10 million. The number of MOH facilities to be
 
assisted directly by the project has been reduced from 50 to 5-10.
 
Although Component One has been enriched by addition of the
 
proposed strengthening of the Planning Directorate and new
 
dimensions of Quality Assurance and Marketing assistance for the
 
pilot facilities, the total budgeted for this component has been
 
reduced from $45 million to $36.7 million. Even though it has been
 
decided to use LC for most of the Component Three funding, and some
 
of the dollars have been reallocated to Component Two, the net
 
result is a reduced dollar investment in the project, i.e. from
 
$95.0 million to $78.5 million. The MIC and MOH need to both agree
 
to the revisions in funding.
 

II. 	 PURPOSE OF THE PROJECT PAPER SUPPLEMENT
 

The purpose of this Project Paper Supplement is threefold:
 

* 	 To clarify the overall rationale and strategic objective
 
for the Project, including the relationship among the
 
components, and to define a sub-purpose for each
 
component;
 

* 	 To clarify the specific objectives and the scope of
 
activities for Component One. This includes additional
 
technical analyses, as well as refining and recosting the
 
Component inputs; and
 

* 	 To recost the inputs for Component Two and Component 
Three, based on experience to date. 
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III. PROJECT RKTIONALE. GOAL. PURPOSE, AND STRATEGY 

A. Project Background and Rationale
 

1. Description of the Health Care Sector
 

The health care system of Egypt is a vast network of public and

private facilities that covers the 
entire country and extends
 
access to care to nearly 100 percent of the population. Although

the Egyptian government has for years stated that the provision of

health services to the public is a high priority, only 1.8 percent

of the total government budget is 
spent on health care provided

through MOH supported facilities. An estimated 1.1% of GNP is
 
spent on health care with private and public resources. (The US
 
spends approximately 12% of GDP on health care.)
 

The number of hospitals has grown significantly over the past few

decades. 
Today, they are 107,229 hospital beds available in both

public and private facilities according to the Ministry of Health 
(MOH). Of these beds, 80% belong to the MOH, university andteaching organizations, providing almost free care to the majority
of Egypt's 56 million people. 
 The Health Insurance Organization

(HIO) and the Curative Care Organization (CCO), both independent

bodies in the public sector, receiving MOH subsidies, are

responsible for 9%. Voluntary organizations are responsible for

1%; while the private sector claims a growing 10% of available
 
beds. Eighty percent of the MOH budget currently goes to pay the
 
costs of curative care in the public facilities. Most of the funds
 
are used to pay salaries of personnel; very little is left for
 
operating expenses and maintenance.
 

There are now more than 3,500 primary health care facilities: Rural
 
Health Clinics, Urban Health Clinics, and Maternal and Child Health

Clinics. These facilities provide most of the preventive health

services and some curative care, especially in rural areas. In
 
addition, there are indigenous health workers, especially dayas

(who assist in 80% of births), still serving the population.
 

Unfortunately, the Egyptian public is dissatisfied with much of the
 
qlality of care in these facilities. Consequently, government

facilities are underutilized. For example, while bed occupancy may

range between 80 percent and 100 percent in some large city

hospitals, MOH statistics for 1990 indicate a nationwide bed
 
occupancy of only 48.5 percent in general and district hospitals.

Very low occupancy in most regional and district hospitals 
is

responsible for the low national average. 
 Also, Egyptians made

only 1.5 visits per person to MOH outpatient facilities in 1990.

These utilization rates compare unfavorably with countries where
 
the population has equal or more restricted to
access health
 
services. Low utilization rates, combined with the rising cost of
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providing almost free health care to all Egyptians, has resulted in
 

declining cost effectiveness.
 

2. Utilization of Resources
 

The physician dominance of the health sector combined with the
 
almost exclusive curative nature of medical education has led to a
 
predominance of high-technology, curative approaches to health care
 
rather than the low-technology, more cost-effective measures
 
recommended by the WHO and many donors. Most of the government 
health finances are spent on curative care, leaving little for the
 
areas where government money would have the biggest payoff: namely,
 
public health programs, preventive care and medical services to the
 
poor (especially the rural poor). The MOH operates an extensive 
health care system which provides almost free health care to all as 
mandated by the constitution. By attempting to provide health care 
to all Egyptians from tax-based sources, the needs of the lowest
 
income and highest risk populations are not addressed. If the
 
objective is to subsidize health care for those who cannot pay,
 
then the mode of subsidy chosen is very inefficient. It has
 
resulted in high costs, low quality of care and low utilization of
 
services. Moreover, this policy has spread the resources of the
 
MOH so thin that it is unable to fund the preventive services the
 
population requires. An additional factor is the GOE policy to
 
employ all medical school graduates, nurses, etc., which
 
contributes to over staffing in most urban facilities.
 

The combination of rapid population growth and contracting
 
government budgetary resources has made it increasinqly difficult
 
for the GOE to sustain the present level of services. The health
 
sector has struggled unsuccessfully to keep up with the rapidly
 
expanding recurrent cost requirements of operating its facilities,
 
resulting in shortages of essential supplies. In addition, there
 
has also been a steady deterioration of the physical infrastructure
 
due to a lack of funding for maintenance and repairs.
 

The government is not allocating its limited health resources in
 
the most cost-effective manner. Public sector administrators and
 
technical staff have not been trained to manage resources
 
efficiently. There have been few incentives to efficiency
 
improvements and decision making has been centralized. Since most
 
indicators used in public health program monitoring and in planning 
are divorced from the financial information systems, there are few
 
sources of management information that allow managers to evaluate
 
efficiency of their activities. The HIO, for example, estimates
 
that more than 50% of their total costs are for pharmaceuticals for
 
which they do not have a good system for monitoring utilization.
 

The sources and mechanisms used to fund health services, i.e.,
 
national budgets, beneficiary payments, insurance, and donor funds, 
are currently limited. As a consequence of the fiscal deficit and
 
economic reforms, the GOE is under pressure to reduce the budget
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for social sector programs, including health. The MOH still has in

place a policy to provide free or almost free care to all of its
 
citizens which prevents generating significant revenues to finance
 
recurrent costs. 
 Private health care services are a relatively

small proportion of the total health system, -but the GOE 
now
 
welcomes the expansion of the private sector in health. 
As in most
 
countries, private health care practitioners are heavily

concentrated in metropolitan areas. Currently there are no

private health maintenance organizations, and only one newly

established prepaid health care system.
 

A recent survey shows that Egyptians are willing to pay and do pay

for services. Preliminary data from household and inpatient

surveys conducted by the Cost Recovery Programs for Health Project

(CRHP) reveal that residents in a lower income area of Cairo now
 
pay between EE 54 and EE 64n per inpatient visit for services at

the MOH Embaba Hospital. This includes even the "free patients".

The facilities identified cost recovery sites to
now as 	 need 

establish fees line their costs,
in with overall improve the
 
quality of care to attract more clients who are willing to pay or
 
whose employer is willing to pay for their care, contain their
 
costs, and increase their revenue.
 

3. 	 Policy Environment
 

Decrees - Some recent policy changes are promising to yield results 
in improving the efficiency of public spending in the health 
sector. A series of decrees were issued recently by the GOE,

beginning in 1988, which relate to cost recovery. These include
 
important steps in decentralizing management of hospitals and
 
especially price setting. Cost recovery hospitals 
are 	now
 
authorized to retain approximately 95% of the fees collected for
 
use as incentive payments to medical staff and to pay recurrent
 
costs. 
These are important first steps because experience in other
 
countries has shown that where planning, budgeting, and monitoring
 
are 	decentralized and authority to manage resources 
granted to
 
local decision makers, quality of care can be improved and
 
recurrent costs covered.
 

The decrees relating to cost recovery are as follows:
 

+ 	 Ministerial Decree No. 2 H/1988, regarding the
 
Regulatory/Financial By-Law for local governmental
 
hospitals and curative care units.
 

4 
 Ministerial Decree No. 248/1991, delegated to governors

the authority to set prices for curative care services in
 
their governorates, and to modify, as necessary, previous

price lists for economic (for fee) curative health
 
services. This decree was significant in that it
 
authorized hospitals to raise the number of fee-paying

beds (referred to by the MOH as economic beds) from 10%
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to a higher level to be justified in a plan submitted to
 
the MOH.
 

Ministerial Decree No. 248 also authorized the Hospital
 
Board of Directors to be the governing body for local
 
governmental hospitals and curative care units, and
 
ensured the autonomy and institutional identity of
 
hospitals as units granted enhanced management authority
 
and freedom in policy-making decisions.
 

All governorates are preparing plans to initiate fee-for
service for a percentage (which they will establish) of
 
the beds. To date, some five governorates (Ismailia,
 
Cairo, Giza, Sharkeya, and Alexandria) have finalized
 
these plans, identifying the number of beds they will
 
designate as fee-paying. In March 1992, these
 
governorates began charging fees for a higher percentage
 
of beds in all public hospitals. Two other governorates,
 
Port-Said and Kafr El Sheikh, also have instituted fees.
 

The MOH presently plans to reduce government support to
 
hospitals within two years of institution of fee-for
service to 50% of the hospital patients.
 

Cost recovery hospitals are now authorized to retain about 95% of
 
the fees: 40% is paid out to the medical staff as incentive pay;
 
the remaining 45% can be reinvested in the hospital to continue to
 
upgrade its services and to cover operating costs. What is not
 
reinvested must be returned to the governorate.
 

While GOE decrees for cost recovery indicate commitment to the
 
concept of charging fees-for-service, much remains to be done in
 
the policy area to assure that Project efforts would have a good
 
chance of success. Most important is GOE establishment of a legal
 
and regulatory basis for cost recovery hospitals within the MOH,
 
that clearly delegates personnel and budget management decisions to 
the hospital level.
 

Cost recovery hospitals must be able to reward and penalize staff
 
for performance, transfer unsatisfactory staff to other hospitals,
 
hire contract staff, and set terms and conditions for their
 
employment. These hospitals must be able to set up their own
 
management and administrative systems. They must have the
 
authority and flexibility to use retained funds to defray
 
operational costs, to set up building and equipment maintenance
 
schedules, to obtain services and supplies needed for maintenance,
 
and to market their services.
 

While an overall decree giving hospitals the authorities outlined
 
above does not yet exist, considerable leeway has been accorded to
 
governorates in this domain. For example, the progressive Ismailia
 
governorate has accorded to its designated cost recovery hospital
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the authority to choose its own physicians, and also to limit the

number of doctors it will have on its staff. 
It will also have the
 
authority to release or transfer staff that do not perform. 
 The

1964 presidential decree (amended in 1967) which established CCO is

potentially appropriate for cost recovery hospitals. 
This will be
 
further studied as part of Project implementation.
 

The GOE must also think through its future plans on subsidies to
 
cost recovery hospitals. Phasing out subsidies, if implemented too

early, could jeopardize the success of cost recovery hospitals by

removing a needed source of funding. It could actually serve as a

disincentive. Total phasing out of subsidies to curative care may

not be desirable, depending on the number of free beds facilities
 
will need to have. Policies in these areas will need to be

carefully determined in conjunction with findings of the Project.
 

PlanninQ - The GOE Five Year Plan for 1992-1997 enunciates some new
 
policies and strategies that reveal a shift in MOH orientation away

from free care to a social policy that seeks equity while
 
recognizing the need for new sources 
of financing for health

services. The Plan 
lays 	out the following parameters for its
 
activities:
 

* 	 Social justice ini the provision of primary health care
 
within a social solidarity framework to all citizens with
 
an emphasis on improved medical care appropriate to the
 
individual's level of income.
 

* 	 Increased community involvement in financing,

administration and implementation of health services.
 

Expand HIO beneficiaries and introduce other types of
 
insurance schemes that are suitable for businesses and
 
workers and their 
different economic and geographic

situations, and decentralize the organization and
 
affiliate agencies offering insurance services to better
 
serve their beneficiaries.
 

* 
 Utilize the health card system as a tool to strengthen

the referral system for specialized health services and
 
the horizontal integration of the different services
 
offered by the system.
 

* 	 Emphasize the priority importance of MCH, family planning

and community health in all health development programs

and the direct impact they have on health status.
 

Make all Health Services Units, at all levels, potential
 
resources for training, learning and medical research in

coordination with other related ministries, centers and
 
academic institutions.
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* 	 Increase the emphasis on studies related to health
 
economics to assist in the development of the budgets of
 
governmental health care systems.
 

* 	 The selection criteria for new health projects and
 
programs will be:
 

" Primary health care, particularly MCH and FP.
 
* Focus on underserved groups and areas.
 
* Focus on preventive and emergency services.
 
* Focus on the implementation of on-going investment
 
projects.
 

* 	 Emphasize the continual upgrading of the health
 
information system and its use to develop health plans
 
and policies as well in evaluating services.
 

Continually review and modify health legislation to fit
 
the social changes and to serve the citizens.
 

B. 	 Project Goal and Purpose
 

1. 	 original Project Goal, Purpose, and Components 

The original Project design was undertaken between 1986 and 1988
 
and was documented in the original Project Paper, entitled, "Egypt:
 
Cost Recovery Programs for Health Project" (CRHP). The original
 
Project Paper stated that the Project goal was to improve the
 
health of the Egyptian people by enhancing the quality,
 
availability, sustainability, and accessibility of health services,
 
while the Project purpose was to establish a sound financial basis
 
for the health sector through cost recovery systems. It has three
 
main components: (1) implementation of policy changes to convert 
selected hospitals and clinics to fee-for-service facilities; (2)
 
promotion of improved management practices in two leading health
 
care systems currently using cost recovery systems; and (3)

expansion of the private health care sector by providing credit to
 
private practitioners, the development of prepaid group practices,
 
and improved practice management for private physicians.
 

However, it became clear during Project implementation that the 
original Project design did not adequately elaborate the individual 
objectives (or sub-purposes) for each component. In addition, the 
magnitude of Project inputs was not explicitly defined,
 
particularly with respect to the renovations and equipment to be 
purchased under Component One. Therefore, the budget for Component 
One was not accurately estimated. The budget for Component Two was 
also seriously underestimated. As these aspects have become
 
clearer during implementation of the Project, it was determined
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that a better definition of a cost recovery facility was needed and
 
the steps required to get there should be described in more detail.
 

Further, it has become clear during the early years of this Project

that considerable policy dialogue with the GOE is required in order
 
to agree upon the target definition of cost recovery and the many

and complex systems changes that will be required to get there. The
 
Mission has begun discussions with the MOH regarding the long range

objective of the Project, i. e. to reduce the quantity of general

government subsidies to personal care and 
free up resources for
 
public health activities and care of the truly indigent. This
 
discussion has been hampered by a shortage of information at the
 
MOH on total costs of health care and a lack of capability of

Planning Directorate staff to do appropriate analysis of funding

trends and priorities, or participate in true planning and policy

formulation.
 

Therefore, it was decided that a supplement to the Project Paper
would be necessary to document changes in the budget and clarify
the extent of change required for cost recovery both within the 
hospitals and polyclinics and within the institutional framework.
 
An extension of the PACD for the Project for an additional year of

implementation is projected to provide adequate time to 
accomplish

the revised outputs and sub-purposes of the Project.
 

2. Revised Project Goal, Purpose, and Component Sub-Purposes
 

Project Goal - The revised goal of the CRHP is to enhance the 
quality, sustainability, accessibility, and affordability of health 
services for the Egyptian people. 

Project Purpose - The revised purpose of the Project is to broaden
 
and diversify approaches for financing personal health services in
 
Egypt.
 

Component Sub-purposes - A sub-purpose for each of the Components

has been identified, which will feed into and support the
 
attainment of the overall Project Purpose identified above:
 

COMPONETONE COPONENT TWO COMPONENT TEREE 

To develop and test 
cost recovery 
systems in MOH 
facilities as a 
model for country 
wide application. 

To improve the 
efficiency, 
utilization, and 
management of 
existing cost 
recovery 

To expand private 
sector financing of 
individual, group 
and pre-paid care 
practices. 

organizations. 
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3. 	 Project Strateqv
 

In order to attain the Project goal and purpose set out above, the
 
Project needs to demonstrate the effectiveness of selected
 
mechanisms for establishing a more rational financial basis for the
 
Egyptian health care system. From a broad perspective, the
 
mechanisms have been selected on the basis of their potential

ability to contribute in the longer term to the following:
 

* 	 A shift of allocative priorities so that GOE funds are
 
used (1) for the highest priority preventive health
 
programs which cannot be financed privately and (2) for
 
the poorest segment of the population who cannot afford
 
to pay for their own medical care. The objective is to
 
make the GOE the provider of "last resort", the regulator

of quality and equity, and the protector of the poor.
 

A new generation of resources and alternatives in the 
provision of health care created through the expansion of 
the role of private sector providers in the care of those 
who can afford to pay, and in the expansion of health 
insurance schemes, as well as fee-for-service payments
for personal care at MOH facilities. The objective is to 
allow the maximum level of cost recovery feasible for MOH 
facilities in order to reduce the burden on the GOE
 
budget and to allow for the reallocation of these funds
 
to preventive health care over time.
 

* 	 The design of a health system which subsidizes the poor

population groups 
service providers. 

directly 
The 

rather than 
objective is 

subsidizing 
to reduce 

inefficiency and maximize opportunities for cost 
recovery. 

Although interdependent and supportive of each other, each of the
 
components adopts a strategy which can be viewed as focussing on a
 
particular approach to financing personal health services in Egypt.

Component One focuses on mechanisms that will support recovery of
 
the greatest percentage of costs from MOH curative services as
 
possible from those who can afford to pay by allowing public

hospitals to function more autonomously and efficiently. As
 
hospitals begin to pay for themselves, MOH resources can be
 
reallocated from curative care for the general public to preventive
 
programs, such as endemic disease control, expanded immunization
 
programs, maternal and child health care, research, etc., and to
 
target scarce MOH resources on the poorest segments of the
 
population. Component Two focuses on mechanisms that will support
 
management improvements of existing cost recovery organizations in
 
order to control costs, provide incentives for preventing illness,

and offering services affordable to the clients. As part of this
 
effort, it will examine ways to expand membership and increase the
 
efficiency of existing health insurance systems. Component Three
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focuses on mechanisms that will facilitate the expansion of private

sector service delivery mechanisms and health insurance schemes in
 
order to reduce MOH's burden for direct financing of care for the
 
general public.
 

To increase the cohesion of the three components and to guide the
 
process of achieving policy objectives, Component One of the
 
Project will also seek to strengthen the MOH capacity to analyze

health financing issues and policy options. 
 This will require an
 
operations research approach to identify what is feasible in Egypt

and how to proceed. A great deal of information needs to be

collected and analyzed about health 
service utilization, the
 
effects of pricing changes on the demand for care, how perception

of quality affects demand, what kinds of health insurance systems

work best, how to cross-subsidize across income groups, and whether

there are hidden subsidies in the system. A pressing need is to
 
assist the GOE in developing a mechanism to provide subsidized care

targeted only to the truly indigent, rather than the current 
practice of providing a general subsidy to all public hospitals.
 

C. Component Aproaches
 

1. Component One
 

To achieve its sub-purpose (i.e., to develop and test cost recovery

systems in MOH facilities as a model for country wide application)

and contribute to the 
overall goal and purpose, the Component

includes a comprehensive approach. The Component will assist the

Government of Egypt in implementing policy changes, and management

and quality of care improvements in selected MOH hospitals and

polyclinics to pilot test and demonstrate the use 
of a rational
 
economic basis for the provision and financing of medical services
 
based on cost recovery. In view of the lack of experience of the

GOE and AID in 
 implementing this type of experimental

transformation, it was decided to focus on five facilities as pilot

sites to test the approach and determine whether this approach can
 
be successful in the Egyptian context. For these 
"Phase A"
 
facilities, USAID will 
fund a complete package of technical
 
assistance, training, renovations, and equipment. If the success

criteria defined in this paper (see Section VI.C.2) are met on a
 
timely basis, then the intention is to expand the provision of
 
Project funded technical assistance and training to five additional
 
hospitals and polyclinics. For these five "Phase B" facilities,

USAID will fund technical assistance and training, while alternate
 
sources of funding will be used for the cost of any renovation and

equipment improvement that might be required to upgrade these
 
facilities to basic 
cost recovery standards. Sources of such
 
funding would consist of revenue generated from the facilities own
 
cost recovery, commercial loans, or possibly other donors. 
If the
 
approach outlined in the paper is not successful based on the
 
experience with five pilots, 
then alternate strategies may be
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considered to achieve the Project goal. Assuming that the approach

is successful, the eventual long range objective would be for the
 
MOH to diffuse the approach nation-wide using the mechanism of the
 
CRHP Directorate, whose capabilities and capacity to undertake cost
 
recovery would have been strengthened under the Project. However,
 
this nation-wide program is beyond the scope of this Project.
 

Component One will include five Phase A and five Phase B pilot
facilities. The five Phase A facilities selected are: Embaba 
Hospital in Giza; 15th of May Hospital in Helwan; Shark El Medina 
Hospital in Alexandria; El Kantara Gharb in Ismailia; and Kafr El-
Dawwar in Beheira. Component One has developed, or is in the 
process of developing, conversion plans (or commissioning plans in 
the case of new facilities), business plans, marketing strategies,
and policies and procedures for each of the target facilities. The 
Component is also providing management training, practical hospital
operations training, commodities, equipment, and limited 
renovations to meet basic safety and sanitation standards at each 
facility. A Quality Assurance program will be introduced to 
coplement the other inputs and ensure improvements in the quality
of care offered. The Component will assist the facilities with 
start-up expenses in order to ensure that adequate quality services 
can be offered to encourage people to use the facility and be 
willing to pay more for their care. As part of the GOE
 
contribution to the Project, the MOH will capitalize a revolving

fund for essential drugs. The Component will also continue to
 
conduct preliminary assessments of the five additional Phase B
 
facilities for consideration by the Project. First preference will 
be given to facilities that are currently in good condition and
 
could benefit immediately from better management and improved
 
systems.
 

A Technical Advisory Group (TAG) for Component One will be formed,
 
to provide the Project with an easily accessible source of Egyptian 
expert technical advice and program review on a regular basis. 
This innovative mechanism provides an independent, objective source 
of advice and information about technical issues, strategies, and
 
the "state of the art" in relation to health care financing issues.
 
It will meet at least quarterly and will consist of resident health
 
economists, health planners, hospital administrators, and other
 
technical experts as required. Each of the Phase A pilot

facilities will be individually assessed by TAG members according
 
to a defined set of success criteria, which are outlined in Section
 
VI.C.2. The individual assessment approach is necessary due to the
 
staggered schedule for renovation, equipment purchase, and system

conversion to cost recovery proposed for each of the five Phase A
 
pilot facilities.
 

Information derived from the TAG assessments will be channeled into
 
a formal mid-term evaluation conducted by an independent external
 
group. This evaluation will be conducted when sufficient
 
implementation experience in cost recovery has been obtained, and
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will take place no later than the fourth quarter of FY 1995 at
 
which time all five pilot facilities will have been in operation as
 
cost recovery facilities for at least eighteen month3.
 

The decision whether to proceed with intensive involvement of Phase
 
B hospitals will be based on documented progress of Phase A
 
facilities towards meeting all benchmarks. However, from time to
 
time, management or technical staff of Phase B candidates may be
 
invited to participate in courses, conferences, or other training

opportunities.
 

Dialogue has been initiated with the World Bank concerning possible

collaboration in the Health Care Financing area. (Similar efforts
 
are ongoing with the World Bank and AID, as well as other donors,

in several other countries. These includc useful ways to combine
 
limited resources and effect policy changes through both project

and non-project assistance.)
 

Principles of Cost Recovery - The princip'.es used to develop a 
rational basis for the provision and financing of hospital services 
are: 

Achieve greater efficiency through:
 

* Public money allocated to pay for programs which
 
affect the health and well-being of the public, and
 
private funds to personal curative services.
 

e MOH facilities would market their services and recover 
costs, allowing the MOH to reallocate funds to support
the costs of child survival and preventive health care 
programs.
 

W Improve interpersonal equity by targeting a limited 
amount of government funds for curative services for the 
truly medically indigent.
 

* Relieve macroeconomic strains by reducing the burden on 
government spending by substitutional private payment for 
hospital services by those able to pay. 

* 
 Improve quality both to improve clinical outcomes and as
 
a necessary condition to generate user payment.
 

Increase efficiency through improved

management/incentives and reduce unit costs, given a menu
 
of primary and secondary hospital services of accepted
 
quality.
 

A cost recovery hospital offers general, community services for
 
inpatients, outpatients and emergency/casualty care to the local
 
community on a fee-for-service basis. Its costs are recovered from
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a variety of sources, including patients, social insurance,
business contracts, and the Government. The primary markets of a 
Cost recovery hospital are the middle an4 low income segments of 
the population. The funds collected are utilized to operate a 
quality hospital and provide for regular- 2eplacement and
 
maintenance of equipment and facilities. Specialized services are
 
offered only when they are medically necessary and can be supported

from the revenues collected. The physical facilities and
 
environment are appropriate and pleasant to patients and visitors,

the equipment serves the needs of the community and the medical
 
staff, and the management philosophy is one of service and
 
commitment to patients. Patient satisfaction and a team-oriented
 
working environment for physicians and staff are key commitments.
 
A cost recovery hospital, after an initial transition, is largely

self-sufficient and serves as a valuable and responsible health
 
care provider within the local medical care community.
 

2. Component Two
 

There are two health care systems currently operating in Egypt on
 
a fee-for-service basis and recovering most of their costs. 
They
 
are the Health Insurance Organization (HIO) and the Curative Care
 
Organization (CCO). The HIO and CCO clearly demonstrate that
 
health care systems can operate on a cost recovery basis in Egypt.

They provide a paradigm for the level of service, organization, and
 
operation of financially viable health care facilities.
 

HIO has been providing health care to insured public and private
sector workers throughout Egypt since 1964. Services are provided
to covered workers through clinics and hospitals located throughout
the country. Organizationally, the HIO is divided into six 
branches, containing various numbers or hospitals, clinics and 
polyclinics. Approximately million beneficiaries are currently
registered through their employers, including public sector 
agencies and firms. Funding for the program is provided by the GOE 
plus worker and employer contributions. Under Law 79, health 
insurance premiums collected the Insurance andare by Pensions 
National Organizations and the Social Insurance Organization (SAO)
and transferred to HIO. Under Law 32, HIO collects health insurance 
premiums directly from the government agency employers. 

In 1992 the People's Assembly passed a law called the School
 
Children's Medical Program transferring the care of all of the
 
nation's school children, kindergarten through technical schools,
 
to HIO. It is estimated the 14.5 million students will be eligible

for coverage by 1995 when the program is completely phased in. This
 
means that by 1995 HIO will be the insurer of 40% of the Egyptian
 
population.
 

HIO has begun contracting for provision of services in some areas
 
where their own facilities are limited, especially for the school
 
children's program. This is viewed as a very positive step as it
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has been shown throughout the world that it is more cost effective
 
for government agencies to contract for services than to provide

them. HI5 has contracts with CCO hospitals, MOH hospitals, and
 
private soctor facilities. The success of this new policy will be
 
dependent on adequate financial management both within HIO and its
 
contractual partners.
 

CCO was established by Presidential decree in 1964 and currently
 
operates in 4 Governorates. Each CCO has its headquarters in the
 
capital city of that Governorate. Component Two of CRHP is working

with CCO in Cairo. The Cairo CCO consists of 12 hospitals, 3 of
 
which are very new, modern facilities. The number of Lospital days

in 1990 were 670,000 of which 8.3% were "free patients" and 862,000
 
outpatient visits were recorded. The GOE gives CCO an annual
 
allocation for the 10% of its beds reserved for "free care". CCO
 
Headquarters is responsible for policy setting, quality monitoring

and insuring compliance with CCO regulations.
 

Although the HIO and CCO are currently operating on a sound
 
financial basis, they can be significantly improved. The HIO and
 
CCO have both outgrown their rudimentary management procedures as
 
they expanded from single cac'e institutions to larger systems of
 
facilities. Both organizations use outdated management practices,
 
and could expand their utilization rates by using modern management
 
systems to improve their efficiency and contain their costs.
 
Component Two will provide effective programs to modernize the HIO
 
and CCO management systems; investigate and apply other management
 
ideas through operations research; and introduce these innovative
 
systems to other health care programs. This component will also
 
provide limited assistance to both HIO and CCO in the form of
 
marketing advice and feasibility studies in order to improve the
 
marketing of their organizations and to expand the utilization of
 
their services.
 

HIO - The HIO already has a computerized MIS for beneficiary 
registration and drug usage at its Alexandria branch, developed
under an earlier USAID project. Under the current project to date, 
design studies have been completed for the development of an 
organization-wide MIS to encompass cost accounting, patient 
records, and quality assessment modules, in addition to 
registration and drug usage. The Project will provide the 
necessary technical assistance:, training, and computer equipment 
initially for the development and implementation of the MIS for the 
HIO headquarters and branches in three branches. If the mid-term 
evaluation confirms that this program has been successfully
implemented, the expansion of the MIS to an additional two branches 
will be considered. The p. ,curement process for the MIS TA and 
software and hardware was completed early in FY 93 and mobilization 
of the contractor team is targeted for May 1993.
 

CCO - The CCO has had relatively little experience in MIS design

and installation. Design studies have been completed for the
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development of an MIS, and a US technical assistance contractor
 
will be contracted to develop and provide support for
 

on
implementation of the system. Initial activities will focus 

developing a comprehensive system to encompass the current CCO
 
manual practices for financial and accounting systems and inventory
 
control. Once the manual procedures have been developed and
 
integrated into a system, computerization of financial an patient
 
care systems will be undertaken.
 

Spread Effects - The original Project Paper suggested that support 
also be provided to somewhat smaller initiatives for improvement of 
management practices in university health care facilities and 
professional health organizations. This was to have been in the 
form of two manual or computerized MISs for university health care 
providers, and the development of a model computerized MIS for 
group and individual health practices. However, given the 
refinement and refocusing of Project inputs resulting from this 
current exercise, this activity will be considerably reduced under 
Component Two and will be limited to promoting the systems 
devlp under IO and CCO as models for !' health care 
providers. Any work with the university system will be undertaken 
under Component 3 as part of management improveient of existing 
managed health care.
 

3. Component Three
 

Expansion of the private health sector must be part of any
 
comprehensive strategy for improving Egyptian health services.
 
This component takes a three pronged approach to encouraging this
 
expansion: credit, management improvement, and development of new
 
health care systems. The major activities proposed under this
 
component are: augmenting the institutional capacity and financial
 
motivation of private sector commercial lending institutions to
 
provide loans to private health care practitioners, while improving
 
the technical canability of commercial banks for financial analysis
 
and services; and improving the capacity of private health care 
providers to develop cost effective private, group, and prepaid
 
health care practices.
 

Credit - Private health care practitioners comprise a small
 
proportion of the total in Egypt, and are highly concentrated in 
metropolitan areas. The original PP identified inadequate access
 
to commercial credit for start up and expansion of private
 
practices as a critical constraint to the expansion of private 
sector health care outside the major metropolitan centers. In 
particular, it was found that many doctors who worked at MOH 
facilities and moonlighted after hours would have preferred to 
leave government service and set up full time private practice if
 
they could have secured credit for the considerable investment
 
required. Thus credit availability would not only stimulate
 
expansion of the private sector in underserved areas and thereby
 
diminish the burden of the MOH system, but would also absorb
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surplus skilled labor which may be displaced by the conversion of
 
MOH facilities to cost recovery operation.
 

The major emphasis of this component is the expansion of credit
 
accessibility for individual and group practitioners by

capitalizing a credit guarantee fund for loans to private health
 
practitioners, with high priority 
given to new or expanded

practices in non-metropolitan or other underserved areas. 
Loans by

participating banks have repayment of principal guaranteed up to 80
 
percent by the program initially. This percentage depends on the
 
size of the loan, with the smaller loans receiving a higher

percentage of guarantee. It is also expected that CGC will 
leverage the funds provided for the guarantee facility to exceed 
the ratio of one to one. Twenty-nine of Egypt's thirty-six banks 
are participating in the credit guarantee program of the CGC,
although the health window is still considered to be in its pilot
stage. To date, the Project has engaged in some promotional
activities; however, it has contracted all the banks and explained
the program to them and encouraged the bank managers to explain the 
program to their local health providers. CGC has met with private
and public health providers in almost all governorates to explain

the program and generate participation.
 

Local technical assistance has assisted the CGC in establishing an
 
accreditation and rating system for participating banks. Ceilings

for loans under the guarantee program have been established for

each bank, and criteria for loans have been specified. Any loan
 
within the guarantee ceiling and meeting CGC criteria is virtually

automatic. The criteria for selection under the CGC guarantee
 
program are as follows:
 

The medical practitioner should be registered by the
 
Medical Syndicate, the MOH, be a practitioner for a
 
period of at least three years, and the CGC sees that
 
he/she is competent to generate an income that would meet 
his/her commitments towards the lending bank and CGC.
 

* The medical practitioner could be a solo or a group 
practitioner.
 

4 Priority is given to medical practitioners and small
medical establishments which operate in underserved 
regions, towns, urban areas of Egypt, and provide their
 
medical services to low and middle income groups.
 

* Encouragement is given to female practitioners, social 
medical centers, and basic health services to apply for
 
these loans.
 

The medical practitioner should enjoy a good professional

and ethical reputation.
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Good practical experience is extremely necessary in case of
 
obtaining a bank loan for the purchase of any necessary medical
 
equipment. The CGC and the lending bank possess their full rights
 
to inquire and collect credit information about the client from
 
different sources as necessary.
 

Technical assistance and training are also being provided to 
develop a support capability within the CGC to assist participating 
banks in improving their efficiency for servicing loans to private 
practitioners. This will include financial analysis, loan 
evaluation, access to and exchange of credit information, insurance 
claims settlement and guarantee recovery, and marketing of credit 
to the health community. These techniques will decrease loan 
origination and processing costs and increase collections, making 
loan activity to the private health sector more attractive. To 
date, loans have been guaranteed by CGC in 23 governorates. 

Management Improvesent - Another basic constraint to development of 
the private medical market is a relative lack of modern management 
capabilities. Individual, group and prepaid health care practices 
use rudimentary systems for monitoring and controlling personnel 
and physical resources, and for managing costs and billing clients. 
This component will provide technical assistance and training to 
enhance the managerial capabilities of these private practices, 
improving the quality of health care and facilitating greater 
efficiency and profitability. This should encourage expansion of 
private health care practices and diminish the burden of government 
facilities.
 

No training of private health care providers has yet been held,
 
although it is recognized that the credit for doctors must be
 
accompanied by training in the concepts of private health provision
 
and financial management. The creditors should receive orientation
 
in the concepts of health insurance, social marketing, and other
 
prepayment methods, so that they share the perceptions and overall
 
understandings and vision of the Project in various methods of
 
spreading the risks for health coverage through sharing costs with
 
industry, prepayment schemes, social insurance, etc.
 

One early opportunity for supporting a model Health Maintenance
 
Organization (HMO) in Egypt, is presented by the Suez Canal Medical
 
School, located in Ismailia. This school, started with AID
 
assistance to build a program with emphasis on community and family
 
medicine, has a thriving group practice, a network of rural primary
 
care centers and a new tertiary care hospital. The leadership of
 
the faculty is desirous of melding the elements of the system into
 
an HMO, and has asked USAID to assist. USAID resources will finance
 
a feasibility study for the HMO and, assuming a favorable analysis,
 
a detailed business plan. A grant to the University is contemplated
 
to allow the leadership to secure its own technical assistance and
 
arrange for training its staff. This will be the first HMO in Egypt
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and can serve as a model, not only for the private sector, but also
 
for other University medical schools.
 

New Health Care Systems - Expansion of the private health sector
 
can also be fostered by supporting the development of group

practices, which are inherently more efficient in the utilization
 
of skilled manpower. Prepaid systems are also an attractive
 
alternative to fee-for service private health care, because they

focus on preventive health measures and motivate physici~-s 
to
 
control health care costs. Private health care practitioners in
 
Egypt have had limited experience with designing and implementing

prepaid health care systems. Component Three will devote a major

portion of its technical assistance to developing new prepaid

health systems, such as Health Management Organizations (HMOs).

The 	prime technical assistance contractor will develop a model
 
encompassing the complex empirical variables and estimates which
 
must be considered in the design of a prepaid system. It will also
 
develop a model management information system for monitoring and
 
control of the resource inputs, financial operations, and service
 
outputs charactristic of prepaid health care systems. These 
models will be adapted to the particular objectives and 
circumstances of each prepaid group health care system to
 
facilitate the design process. The component will also encourage

credit accessibility for developing group and prepaid nealth care
 
systems under the CGC credit guarantee program. This approach will
 
stimulate an expansion of the private health sector and diminish
 
the burden on government facilities.
 

D. 	 Planned Project Outputs
 

1. 	 Component One
 

+ 	 Demonstration of successful cost recovery operations in
 
a minimum of four MOH hospitals and one MOH polyclinic.
 

+ 	 Technical and management capability in place within the
 
MOH to replicate cost recovery model 'o other health
 
facilities.
 

* 	 A system established in the MOH Planning Directorate to
 
track public sector curative and preventive health
 
expenditures.
 

2. 	 Coaponent Two
 

* 	 MISs installed and being utilized at HIO and CCO for
 
improved management, administration, financial planning

and control, and marketing.
 

Expanded coverage by both HIO and CCO.
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3. Convonent Three 

Ten commercial banks actively participating in an 
improved commercial banking system to provide financial 
services to health care providers. 

* Five thousand loans to new or expanding private sector 
health care providers, particularly in rural areas and
 
secondary cities.
 

Viability of new or expankded practicez indicated by a
 
default rate of no more than 10%.
 

* Two new private managed health care systems (i.e., HMO
like schemes). 

B.- PlamM4 YTDjt 11ms 

Planned USAID Poj inpts include: tacbnical ammistance and 
training for both Phase A and Phase B facilities, commodities 
(including biomedical equipment) and renovations for Phase A 
facilities, facility start up costs, and local costs for the MOH 
under Component One; technical assistance, commodities,
 
renovations, training, and local costs for both HIO and CCO under
 
Component Two; and technical assistance for CGC and the private
 
sector medical market under Component Three; as well as audit and
 
evaluation.
 

Planned GOE Project inputs include: staff salaries, premium pay,
 
office space, utilities, furniture, research, and operating
 
expenses for the CRHP Directorate; salaries, operating expenses,
 
furniture, equipment, and pharmaceuticals for all CRHP facilities;
 
as well as renovations and biomedical equipment for any Phase B
 
facilities that my require then. GOE FT-800 funds will be used to
 
finance Project participant trainee travel and the Credit Guarantee 
Fund.
 

IV. DZSCRPTON OF PROJ ACTIVITIES UNDER COMNENT ONE
 

This section focuses on Component One in order to clarify and 
redefine Project activities to be undertaken under that component.
 
It will first describe the activities undertaken to date and will
 
then describe the plan of action for the remainder of the Project.
 
For the most part, detailed activity descriptions are not provided
 
for the other two components, as the scope of activities to be 
undertaken under the other two components has not been 
substantially modified from that detailed in the original Project 
Paper. The exception to this is with respect to the technical 
assistance to be provided under Component Three, which will be 
contracted for as part of the overall Project prime contract. This 
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section therefore also amplifies the description of this technical
 
assistance in light of the evolution of the Project during
 
implementation.
 

A. Current Implementation Status
 

1. Backaround
 

Since the Project Agreement was signed in September, 1988, a CRHP
 
Directorate has been authorized by the MOH, and has been delegated
 
authority to manage and implement the Project, and to let and
 
manage host country contracts for technical assistance, facility
 
renovation, commodity procurement and training. (An assessment of
 
the CRHP Directorate is in process to determine whether its host
 
country contracting procedures are up to standard and whether the
 
CRHP Directorate should receive host country contracting
 
certification.) The assistance over the past two years has
 
prepared the CRHP Directorate for the full-scale implementation of
 
renovation and revitalization. The CRHP Directorate has basic 
systems and staff in place to carry out its functions to guide and
 
oversee implementation: an organizational structure has been
 
established, job descriptions have been developed, operational and
 
management policies and procedures have been created, a financial
 
and accounting system has been established, and the CRHP staff's
 
capacity and proficiency in the selection and assessment process
 
for candidate facilities for cost recovery has been developed.
 

The planning action is now complete. The CRHP Directorate has
 
developed conversion plans, or commissioning plans in the case of
 
new facilities, business plans, marketing strategies, and policies
 
and procedures for each of the facilities. It is now time to begin
 
implementation.
 

The MOH initially saw Component One primarily as renovation rather
 
than the economic and management system defined by AID. During the 
past three and a half years, both USAID and the short-term 
technical assistance through a buy-in to HFSP (an AID/W project) 
have spent considerable time doing work that could be characterized 
as a more in-depth design effort which accomplished not only the
 
task of providing necessary background information and think pieces 
on the many complex issues involved in transforming public 
hospitals into cost recovery facilities, but also served to expand 
MOH understanding of the concept of cost recovery and what was 
necessary to accomplish it. 

In July-August, 1991, there was an exchange of letters between 
USAID/Cairo and the MOH regarding Ministry commitment to an
 
understanding of the CRHP. The letter sent from the Minister of
 
Health detailed his commitment to cost recovery as a system which
 
includes, not only equipment and renovation, but also
 
organizational and policy changes. This letter was significant in
 
that it established written MOH commitment to the full cost
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recovery concept and was intended to settle the question of a lack
 
of shared understandings of the purpose and objectives of the
 
Project.
 

2. 	 Development of Policies. Procedures, RecMlations, Guidelines
 
and Standards (PPRGS)
 

When the Project was designed, an assumption was made that models
 
for instituting cost recovery practices existed at the CCO and the
 
HIO, and that these could be easily applied to the Project. The
 
CRHP Directorate was expected to produce conversion plans for a
 
group of health facilities that included:
 

* 	 Assessments of baseline institutional, physical and
 
financial conditions;
 

* 	 Specifications of scope and quality of planned services
 
and anticipated patient load;
 

* 	 Detailed plans, cost estimates and schedules for cost 
effective rehabilitation and conversion of facilities to 
support improved services;
 

+ 	 Specifications, cost estimates and rationale for new 
equipment;
 

* 	 Plans fer staff training and development;
 

+ 	 Plans for design and installation of management systems, 
including information systems, maintenance and inventory 
controls, and financial management systems; 

+ 	 Integrated system plan and schedule for completing
 
conversion of the facility;
 

* 	 Specifications of fee structure and projection of revenue 
and expenses, demonstrating financial feasibility of 
conversion to cost recovery. 

The first of these plans was to be completed by Month 8 of year two
 
(around April, 1990). However, when implementation began, Project
 
personnel found that no systems for these two institutions existed
 
on paper, and that the Project would need to develop these itself.
 
Although the CCO system was not fully documented in written
 
policies, rules, operating procedures, or guidelines, there was 
still considerable information available about CCO management and
 
organization. It therefore continued to be used as a model, to the
 
extent possible, while progressively introducing appropriate
 
advancements to the existing MOH service delivery and management
 
systems. To facilitate the interchange of information and
 
capabilities, the CCO system has agreed to serve as a training site
 
and provide CCO personnel, as appropriate, to assist in the
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conversion of MOH facilities and the training of MOH staff in cost
 
recovery facilities.
 

The CRHP Directorate (working with the HFSP) has now developed the
 
following instruments:
 

The Criteria for Selection of Facilities developed by the 
HFSP stress the ability of catchment area to pay; general 
perceived commitment of hospital staff to the idea of 
cost recovery; location of hospitals in governorates with 
commitment to cost recovery; and, low estimates costs and 
time needed to make technical and management changes 
needed at the facility.
 

* 	 A Facility Assessment Instrument to use in undertaking a 
rapid assessment of the equipment, technical assistance
 
and physical needs of hospitals being considered for the
 
Project.
 

* 	 Facility Standards
 

* 	 A Socio-Economic Study which consists of inpatient
 
surveys, household surveys, a costing survey, and
 
alternative provider surveys to describe catchment areas 
for the Embaba Hospital. The CRHP Directorate has 
conducted the inpatient survey and has completed 
preliminary analysis of these data. The Household and 
Alternative Provider survey has recently started and data 
should be available for analysis by the end of April. 
The Costing Survey was initiated in early October, 1991.
 

* 	 Business Plans for all five Phase A facilities which
 
identify their technical strengths, assess other
 
hospitals in their catchment areas and discuss
 
competitiveness under cost recovery plans, and suggest
 
user fees that could be charged in the pilot phase.
 

A time-phased Conversion Plan of Embaba Hospital, Shark
 
El Medina Hospital, 15th May Hospital, and Kafr El Dawar
 
Polyclinic; a time-phased commissioning plan for El
 
Kantara Gharb Hospital. The model Conversion Plan, which
 
was applied to the Phase A facilities, contains generic

guidelines and provides details in the form of a Business
 
Plan, an Architectural and Engineering Plan Equipment
 
Plan, Training Plan, and a Technical Assistance Plan
 

Hospital Financial Systems including formats and
 
accounting records which comply to the GOE system,
 
presented in a Uniform Financial Accounting Practices
 
Handbook; this is now being implemented in Embaba
 
Hospital.
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* 	 HFSP papers on Economic Analysis, Standards and
 
Assessment, and Quality Assurance, and Business Planning.
 
Each paper discusses CRHP activities, products, and
 
lessons learned.
 

* 	 Project Operations and Management Handbook for the CRHP
 
Directorate
 

* 	 Management Training Modules on the following subjects:
 
Principles of Management, Decision Making, Personnel
 
Management, Hospital Organization, Basic Accounting and
 
Budgeting, Business Planning, Conducting Management
 
Meetings, Leadership and Team Building, and Productivity
 
and Performance.
 

The CRHP Directorate initially tested this package of instruments
 
at Embaba Hospital. The Facility assessment has now been carried
 
out at all facilities. The screening and quality assessment
 
instruidents allowed Directorate personnel to evaluate a facility's
 
needed improvements to meet the CRHP quality standards. The CRHP
 
Directorate then prepared a business plan that integrated cost,
 
pricing, and marketing information on each facility. The business
 
plan provides information that will permit facility managers to
 
manage the facility and ensure financial success under cost
 
recovery. Systems are in place for planning facility conversions
 
and needs assessment in architecture and engineering, equipment,
 
technical assistance, and training. These are being utilized by
 
facility staff with guidance from the CRHP Directorate personnel.
 
Model accounting systems, administrative procedures, and business
 
plans have been developed to assist in the implementation of
 
management systems as cost recovery begins.
 

3. 	 CRHP Directorate Institutional Strengthening
 

The CRHP Directorate has started work on designing administrative
 
and management systems, as well as on cost recovery hospital
 
information systems. Training needs assessments of Embaba, El
 
Kantara Gharb and 15th of May hospitals have been undertaken, and
 
a training plan was submitted to USAID for implementation in FY 92.
 
The Project intends to work with the training facility at Nasr
 
Institute. Modules for Management training are being developed,
 
while those for clinical training are complete and clinical
 
training for nurses from Embaba, El Kantara Gharb and 15th of May
 
hospitals is now underway at CCO.
 

The CRHP Directorate, in collaboration with a central project
 
called HEALTHCOM, has established a marketing unit and hired a
 
consultant to develop marketing plans for each of the cost recovery
 
facilities. The marketing plans will include information on
 
pricing of services, strategies for informing the public about
 
available services, and the development of prepaid, managed health
 
care packages suitable for marketing to large firms and businesses.
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4. Health Facilities
 

Relative to the original Project Paper, there are 
two basic
 
concerns about the renovation component: there might not be enough
 
money to do all 50 hospitals; how could the amounts for renovation
 
be better limited or defined?
 

The Project Paper called for renovation of up to 50 hospitals or
 
other health facilities. After Project implementation began, an
 
initial estimate for renovation of Embaba Hospital for $2 million,

led to question on whether the $21 million programmed for this
 
activity would be sufficient to renovate all these facilities.
 
Within the first two years, it also became clear that assistance
 
and commodities for other parts of the Project were undercosted in
 
the original design.
 

The HFSP team provided several short-term consultants to assist the

CRHP Directorate to refine the parameters to be used in determining
the amount of renovation to be undertaken. While the criteria is

still necessarily somewhat subjective, HFSP members recommended 
that hospitals chosen for participation in the Project should have 
relatively modest needs for renovation and equipment; that it be 
possible for renovation to be done in phases; that the overall time
 
needed would 
not be excessive; and that physical renovation be
 
limited to changes needed to assure sanitation, and physical safety

and stop physical deterioration. In other words, the improvements

made to the facilities will focus on the minimum amount of
 
renovation necessary to transform the facilities into functioning
 
cost recovery facilities.
 

Although the Project Paper and original plans called for a maximum
 
of 50 health facilities to be renovated, there appears to be
 
general agreement between the CRHP Directorate and USAID that, at
 
this point, a much smaller number should be selected to be used as
 
models and to generate some lessons.
 

Five facilities have been selected for the initial Phase A of the
 
Project: the CRHP Directorate has selected a hospital in four of
 
the governorates that have now finalized plans for cost recovery

(Embaba Hospital in Giza, 15th of May in Helwan, Shark El-Madina in
 
Alexandria, and El Kantara Gharb in Ismailia); plus one polyclinic

(Kafr EL-Dawwar in Beheira Governorate), as candidates for initial
 
renovation. Equipment lists have been prepared for these five
 
facilities. These have been reviewed by USAID and the HFSP and
 
finalized by CCC, the interim technical assistance contractor on
 
board since early FY93. The CRHP Directorate engineer has drawn up

plans for all facilities and bids and have been solicited from
 
local A&E firms to finalize plans and prepare cost estimates for
 
Embaba Hospital, 15th of May Hospital, and Kafr El-Dawwar
 
polyclinic. An A&E firm was selected in July, 1991, 
for Embaba
 
Hospital, but this component has been delayed because of a
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grievance filed by another firm which did not receive the award (as

discussed above). A&E firms have been selected for 15th of May

Hospital in Helwan and Kafr El Dawar Polyclinic, and contracts have
 
been submitted to AID for approval.
 

B. 	 Detailed Description of Modified Activities to Be Undertaken 
Under Component One 

The TA contractors (both interim and prime) will develop policies,

procedures, systems, and programs that will provide the CRHP
 
Directorate economic methods to manage the CRHP Facilities. By

LOP, the cost recovery facilities will have the management skills
 
and necessary information for decision making. The following

activities will be undertaken by the CRHP Directorate and the
 
technical assistance contractors during the time remaining under
 
the Project.
 

101 	 Rules.1- !~~I~ 	 .cfw Regulat ions, 

* 	 Revision of Existing PPRGSs - General administrative 
procedures for managing the Project and functional 
procedures for operating each facility will continue to 
be developed to assist the CRHP Directorate. These PPRGS 
are being outlined in Handbooks which will be kept 
current by the TA contractors, under the supervision of 
the CRHP Directorate, to guide planning, administration,
 
implementation, monitoring and evaluation of the Project.
 
They will be used to ensure achievement of acceptable
 
cost recovery standards, both at the CRHP Directorate and
 
at the selected participating facilities. For those
 
manuals that have been completed to date, the technical
 
assistance contractors will utilize the initial versions
 
in order to develop further editions with modifications
 
incorporating the guidance and approval of USAID and the
 
CRHP Directorate.
 

Development of Additional PPRGSs - Additional manuals to 
be completed include: 

A facility personnel managment and procedures manual 
will be developed. The system will include an
 
organization structure, staffing levels/patterns, job
descriptions, and a performance review system. The 
performance review system will incorporate the policies
 
and procedures developed for the Directorate.
 

A health care facility operations management policy and
 
procedures manual will be developed for health care
 
facility operations management. This will include
 
physical plant maintenance, logistics, procurement and
 

30
 



materials inventory management, hotelry services, and
 
infection control. The development of draft sample

contracts for food service, housekeeping, laundry, and
 
physical plant maintenance will facilitate the possible

contracting of these services with the private sector.
 

Bio-medical equipment maintenance and repair policies and
 
procedures will be developed for use in the facilities.
 

2. Cost Recovery Facilities
 

Plan Development 
- For each of the five Phase A cost 
recovery facilities, plans and detailed work scopes will
 
be developed in accordance with procedures outlined in

the PPRGS by the CRHP Directorate staff in collaboration
 
with the facility staff, and with support from the
 
technical assistance contractors. The TA contractors
 
will complete and/or review and update the Conversion
 
Plan for each Phase A facility developed by the CRHP
 
Directorate 
and HFSP with the CRHP Directorate and
 
facility management and update as needed.
 

A similar process will be undertaken on a phased in basis
 
for the five facilities identified for Phase B, pending

the decision to 
proceed with Phase B cost recovery

conversions.
 

Facility Training, Staff Development and Improvement - A 
training needs assessment was performed by the CRHP
 
Directorate and HFSP for the purpose of determining the

training to be provided over the LOP. This assessment
 
has been reviewed and updated to finalize the details of

training for the Phase A facilities. It will later be
 
updated to also include the training needs of the Phase
 
B facilities.
 

On-the-job training will be provided in the areas 
of
 
health care facility management, administration, and
 
operation. The training will re-enforce the policies and
 
procedures which are implemented.
 

Specialized training will be provided the
in form of
 
observational tours abroad and/or internship programs.

Such training will directly 
enhance the participants'

skills in the areas 
of hospital and nursing management

administration. This training is dependent on the outcome
 
of the needs assessment, and its timing would be
 
scheduled in consideration of other tasks 
 and
 
availability of personnel.
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The interim technical assistance contractor (and later 
the Prime Contractor) will be responsible, under the 
direction of the CRHP Directorate, for providing 
appropriate conferences, workshops, classroom, 
observational, and on-the-job training-of facility staff 
to achieve cost recovery operational systems in the 
selected facilities. In line with the needs of each 
individual facility, the contractor will provide a 
concentrated, coordinated and timely training program
which , at a minimum, will include: administrative and 
financial management; patient satisfaction/hotelry; 
maintendnce and logistics/ and improved cost-effective 
diagnostic and therapeutics for nursing and medical cars. 
Maxi-mum utilization of the CCO facilities should be made 
in the provision of training and observational travel and
 
in-country technical assistance expertise.
 

Quality Assurance and MarketinQ - Technical assistant 
consultants will assist the facilities in developing and
 
supporting quality services through specific activities
 
that focus on developing the capacity of the facility
 
staff to improve the overall quality of services,
 
individual patient satisfaction, facility utilization,
 
and the marketing of facility services to the general
 
population, industry, government, private sector, and
 
health professionals. These will include recommendations
 
for improvements in the areas of: client/patient
 
reception, registration, and check-out; provision of
 
quality hotel services, (e.g. dietetic and food services;
 
functional rooms, treatment areas and visitor waiting
 
areas; housekeeping services; bedside/room service for
 
all practical personal and diagnostic/therapeutic
 
services; bedside/room communication services and
 
transport services); provision of quality care services
 
(e.g., enhanced patient care services and patient care
 
records; patient surveys and comment systems; staff
 
development; staffing patterns and clinical privileges;
 
problem identification and correction; patient care
 
monitoring, appropriate financial charges, and
 
utilization review systems; patient privacy and rights;
 
patient discharge plans and family notification.
 

The technical assistance consultants will advise the
 
facilities on means to maximize utilization of hospital
 
services and thereby increase revenues through:

examination of catchment area population demand;
 
insurance organizations, prepaid systems or other third
 
party payers; local industry, including private companies
 
and public sector parastatals; local commercial
 
activities and shop owners; public sector employees;
 
clients of local health professionals and others.
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Systems Imnlementation - Implementation Plans will be 
developed for each of the PPRGSs. Training programs will 
be implemented to introduce operational management,
administrative and personnel systems for each facility by
 
adapting and applying the general procedures systems
 
outlined in the PPRGS Handbooks, the facility plans, and
 
CCO. 

Management Information Systens - Drawing from the 
experience of CCO, design and implement an appropriate 
MIS capability for each cost recovery facility to 
facilitate the management of appropriate cost recovery 
activities. Application areas include financial, 
management, administration, and patient care. Develop a 
plan identifying the application areas which are the best 
candidates for computer automation. Implementation of 
basic MIS training programs to develop skills in areas 
identified by each individual facility. The 
i1mpI tation strategy will be to install the 
applications in one pilot facility and test the 
performance (both functional and technical) before 
expanding the installation in other pilot facilities. 

3. 	 CREP Directorate Institutional Strengthening
 

* 	 Planning Capability - The TA contractors will develop an 
analytic and planning capability within the CRHP 
Directorate to identify, study, analyze and evaluate 
appropriate goals, strategies and activities for 
introducing cost recovery systems and technologies into 
the GOE health system. Planning for Phase A and Phase b 
facilities will be undertaken with assistance from the TA 
contractors. Planning for Phase C is outside of the 
scope of this Project and will be undertaken solo by the
 
CRHP Directorate. By LOP, the CRHP Directorate should be 
capable of undertaking the following types of planning 
activities for each facility: assessment of baseline 
institutional, physical and financial conditions to
 
include client utilization of services and
 
financial/economic indicators; assessment of baseline 
community, industry and agricultural economic capacity to 
support cost recovery; specification of scop and quality
of planned services and specific activities to improve

patient satisfaction, facility utilization, and marketing 
o* hospital services; detailed plans, cost estimates and 
schedules of cost effective rehabilitation and conversion 
of facilities to support improved services; detailed 
plans for staff training development; detailed plans for 
design and installation of management systems, including 
management information systems, maintenance and inventory
controls and financial management systems; detailed 
computerization and integrated systems plans, schedules 
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and timelines for completing conversion of the facility;

specification of the fee structures, projection of
 
revenues and expenses, to include GOE budgetary component

for non-paying patients, in order to demonstrate
 
financial feasibility of conversion -models for cost
 
recovery; documentation of written procedures for
 
facility conversion, planning and publication of those
 
procedures in Project PPRGS handbooks.
 

CRHP Directorate Management Training and Staff
 
Development - The CRHP Directorate training plan will
 
identify specific training to be provided to the CRHP
 
Directorate personnel that will assist them the
in 

implementation process. Training will be targeted to 
management personnel in support of project objectives in
 
the areas of hospital operations, financial management,
 
and nursing administration.
 

The Long Term TA Prime Contractor will be responsible for
 
the training of CRHP Directorate and appropriate MOH
 
management staff at central and regional levels in order
 
to enable them to manage cost recovery activities, to
 
implement cost recovery programs within the MOH and to
 
carry on the conversion and training of all Phase C cost
 
recovery facilities after the completion of the technical
 
assistance resources of the Project funded technical
 
assistance.
 

The CRHP Directorate will be assisted in developing a
 
human resource planning/appraisal system to assist the
 
Directorate in planning manpower schedules and measuring

personnel performance. The system will provide personal

work plans (tied to the objectives of the Directorate),
 
measure actual performance against the work plan, and
 
plan for the career growth of each staff member. To
 
promote a sense of unity, a team building workshop f or 
Directorate personnel will be conducted.
 

Project monitoring and Management Information Systems
(M&MIS) - A project monitoring system for the CRHP 
Directorate will be developed to facilitate the tracking
and reporting of Project activities to the MOH and USAID. 
Project monitoring criteria will be determine and 
develop, resulting in a Project reporting system and an 
appropriate modern computerized MIS for the CRHP 
Directorate. This should include: report for program
monitoring and management; implementation plans;
financial plans, budgets; training plans, training
participants, purchase/commodity plans; Project status. 
The applications will be PC-based and utilize standard 
software packages (i.e., spreadsheets, database 
management, graphics, etc.). It is expected that 
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additional software will be procured to complement those
 
already installed at the CRHP Directorate.
 

Public Relations and Marketing Capability - A public
relation and marketing function in the CRHP Directorate 
will be developed to market the quality, accessibility
and availability of services.
 

The CRHP Directorate will undertake the production of a
 
newsletter for the CRHP Directorate which will outline
 
Project progress, new cost recovery technologies, new
 
private sector management principles, key personnel

changes and other Project notices. The audience of this
 
low cost quarterly newsletter in English and Arabic will
 
be the staffs of the pilot facilities, Directorate and
 
other MOH personnel, HIO, CCO, governorate, and community

leaders.
 

To facilitate the development and dissemination of
 
information, appropriate seminars will be developed and
 
conducted by the CRHP Directorate. The Project will
 
conduct at least two seminars/workshops per year to
 
review the development and implementation of Project
 
activities.
 

The Project will also examine the feasibility of
 
producing low cost but appropriate and electronic media
based information materials to assist in marketing the
 
cost recovery services of the public health system.
 

Analysis Capability - Provide TA in the AnalYsis of the
 
Egyptian Health Sector review CCC documentation and
 
continue to assist CRHP pilot hospitals in collecting

various data, analyzing macroeconomic data, performing

rapid assessment, and providing research and economic
 
analysis activities.
 

4. Social Financing 

* Baseline Data Collection - The following social insurance 
baseline data from cost recovery pilot facilities will be 
collected: patients covered fully or partly by employer

contracts, HIO insurance or other social insurance, and
 
information on socio-economic status (family size,

educational attainment, employment history, etc.)
 

Conference on Social Financing A conference on social
-

financing of health care will be and
organized

coordinated as a forum for CRHP Directorate personnel and
 
other key GOE officials to present findings and the
 
experiences of other countries in social financing of
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health care, and to discuss options for social financing
 
in Egypt.
 

Review of Social Financing and Insurance Plans in Egypt -
An understanding of the current state of social financing 
of health care in Egypt will be ascertained. A review of 
social financing mechanisms and obtaining material on 
health insurance plans offered and operating in Egypt
will be undertaken. Objectives will be to determine 
organization structure for social insurance, designing
 
products to be offered and estimating price of products,

developing promotional material for organizations,
 
insurance groups, and facilities, develop training

material for CRHP Directorate and facility personnel, and
 
develop monitoring system and success criteria.
 

# 	 Prototype Insurance Plan - A prototype prepaid insurance 
plan for the CRHP pilot facilities will be designed by
the interim technical assistance contractor for use in 
negotiating packages with employers in the catchment 
area. The Prime Contractor will be charged with the
 
design and implementation of a social insurance mechanism
 
appropriate for Egypt that will target resources to the
 
poor and provide an alternative to out-of-pocket payments

for middle and working class patients.
 

# 	 Contracts with HIO - The CRHP Directorate will assist the 
pilot facilities to negotiate contracts with HIO to 
provide services to beneficiaries, particularly in areas 
served by CRHP facilities where HIO has no facilities. 

5. 	 Health Planning and Policy Options
 

National Health Accounts - The Project will enhance the
 
ability of the MOH Directorate of Planning to develop
 
recent estimates for national health accounts and
 
parallel estimate.; at the governorate level. This will
 
be undertaken through gathering and analyzing existing 
data, and will result in a study that provides an
 
informational baseline for future evaluation efforts.
 

* 	 Budget Tracking System - The Project will support the on
going analyses of trends in the composition and role of 
public health care finance through the development of a 
computer-bascd budget tracking system. In addition to
 
the provision of essential equipment, Directorate of
 
Planning personnel will be trained to operate the system,
 
gather and input new data, analyze data, and present the
 
results of their findings. This will result in the
 
permanent establishment of a database system.
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+ 	 Aational Household Health and Provider Surveys 
- Little

data is available in Egypt today that reflects changing
patterns in morbidity and mortality in 
different subgroups of the population,the use by different groups of

public and private health care services, and the

financial impact of changing fees and other health care

related costs on families. The Project will support a
national survey 
in this area, by first developing

protocols, gathering data, 
and then developing a data
base. Teclhnical assistance, in collaboration with

Egyptian researchers, carry out the analysis.
 

* 	 Mapping of the Decision Making Process - Mapping out the

decision making process in connection with one or more
 
recent, important policy issues will serve to identify

other institutional counterparts who 
 may play a

significant role, or serve as collaborators, or be in a

position to use data developed under the Project.
 

+ 	 Cost-Effectiveess Analysis for Priority Setting -The

Project will use the technique of analyzing actual costs

and outcomes of preventive and curative programs in order
to compare the cost effectiveness of various

interventions and to thereby assist in developing health
 
system priorities. This training activity will be
applied at the sub-national, i.e. service, level of the
 
health system.
 

C. 	 Amplified Description of Technical Assistance to be Provided
 
Under Component Three
 

+ 	 Private Sector Administrative and Management Guidelines -
The Project will develop general guidelines for the

improveint of the management, administration and quality
care systes for private practices, group practices, and
prepaid health care systems within Egypt. These
Principles should revised
be 	 on a regular basis to
maintain state-of-the-art administrative, management and

quality care techniques which are appropriate to Egypt.

Key areas for initial concentration will be financial
 
management, including insurance billing.
 

+ 	 Workshops and Seminars - Appropriate workshops and
seminars (e.g. in financial management, MIS for private
practices, etc.), and conferences (on topics such as

HMOs, private sector cost containment, prepaid practices,

advantages of group practice, etc.) will be implemented

to upgrade private sector management, administrative and

quality care skills to operate successful private sector

health practices. 
The private sector, group practices,

and prepaid system professionals will be identified by
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the contractor with assistance from the CGC, the Medical
 
Syndicate, and other organizations.
 

4 	 Models - Development of one Health Maintenance
 
Organization (HMO) model will be supported. Technical
 
assistance and training, as well as MIS support, will be
 
provided to the Suez Canal Medical School to assist them
 
in organizing their Primary health Care Units, Referral
 
Hospital, and Group Practice into a cohesive HMO serving
 
the population of Ismailia Governorate.
 

The Project will assist the Medical Syndicate to expand
 
their existing not-for-profit health insurance plan to 
other syndicates in Egypt. An assessment of this plan 
carried out in early 1993 documents the high quality of
 
the plan and lays out several feasible options for
 
expansion. The Project will provide technical assistance
 
and training, as well as MIS support, to assist in
 
expansion of health insurance in several other
 
professional syndicates.
 

These two activities will serve as models of innovative
 
financing and delivery schemes for the private profit and
 
nonprofit sector.
 

V. SUMMARY ILLUSTRATIVE FINANCIAL PLAN
 

The financial plan presented in the body of the Project Paper 
Supplement represents the funding required for the entire Project, 
as revised. The detailed assumptions supporting the planned 
funding for the revised Component One can be found in the Cost 
Analysis, Annex C. The funding levels for Component Two are based 
on either actual contracted amounts or projected amounts developed 
for inclusion in procurement solicitation documents. 

A. 	 USAID Contribution
 

The total A.I.D. contribution to the Project is estimated to be 
$78.5 million. This will be used to finance: technical assistance 
and training for both Phase A and Phase B facilities, commodities
 
(including biomedical equipment) and renovations for Phase A
 
facilities, facility start up costs, and local costs for the MOH
 
under Component One; technical assistance, covr-"dities,
 
renovations, training, and local costs for both HIO and CCO under
 
Component Two; and technical assistance for promotion of the
 
private sector medical market under Component Three; as well as
 
audit and evaluation.
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B. Host Country Contribution
 

The total GOE contribution of the Project is estimated to be $35.2
 
million (EE eq.ivalent), i.e., £E126.1 million including £E69.2
 
million from th USAID FT-800 Account. Planned GOE Project inputs
 
include: staff salaries, premium pay, office space, utilities,
 
furniture, research, and operating expenses for the CRHP
 
Directorate; salaries, operating expenses, furniture, equipment,

and pharmaceuticals for all CRHP facilities. In addition, the GOE
 
is expected to finance any renovations and biomedical equipment for
 
the Phase B facilities.
 

The GOE contribution will be both cash and in-kind, and represents

approximately 31.,t of the total Project cost. Table III, below,
 
shows the expected contribution by GOE fiscal year. The method of
 
verifying the GOE in-kind contribution will be by observation. The
 
USAID Project Officer will be working closely with staff of the
 
CRHP Directorate in order to establish a system for monitoring,

verifying, and reporting on the GOE in-kind counterpart
 
contribution. The tOE cash contribution will be monitored through
 
review of GOE budgetary documentation, when applicable.
 

C. Project Costs
 

The estimated Project costs by fiscal year over the life of the
 
Project are shown in Table I. The estimated allocation of Project
 
costs by Foreign Exchange and Local Currency is shown in Table II.
 
Additional detail on the make up of the costs to be incurred under
 
Component One over each year of the Project is presented in the
 
Cost Analysis, Annex C.
 

D. Methods of TDimentation and Financing 

Table IV, below, illustrates the methods of implementation and
 
financing of Project elements. The methods of implementation and
 
financing are all in accordance with the Agency's payment and
 
verification guidelines. The implementation methods proposed for
 
this Project are PIO/Ts, direct contracts, PIO/Cs, and Host Country

Contracts. Each is standard, and has been used successfully in the
 
Egyptian context under the Project.
 

SOURCE SELECTION INFORMATION -- See FAR 3.104
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TABLE I 
Cost Estimates by Fiscal Year
 

($000)
 

THRU
 
FY92 FY93 FY94 FY95 FY96 FY97 TOTAL
 

COMPONENT ONE
 
Technical Assistance 1,156 4,087 4,564 3,936 3,502 3,802 21,047
 
Codities 117 3,800 3,247 0 0 0 7,164
 
Renovations 20 543 2,447 978 0 0 3,988
 
Training 20 307 374 472 409 427 2,008
 
Local Facility Start Up 0 134 186 69 600 400 1,389
 
Local Operating Costs 317 191 137 155 157 159 1,117
 

COMPONENT SUBTOTAL 1,630 9,062 10,956 5,610 4,668 4,788 36,713 

COMPONENT TWO - HIO 
Interim TA Contract * 1,671 800 400 0 0 0 2,871 
HIS TA Contract * 0 3,151 7,377 5,958 3,343 3,255 23,084 
Local Costs 100 135 142 149 156 164 846 

. . .- - . .-- -.-
-
-
- - - - . - .-- - - -. . - . -

COMPONENT TWO - HIO SUBTOTAL 1,771 4,086 7,919 6,107 3,499 3,419 26,801
 

COMPONENT TWO - CCO 
Interim TA Contract 572 577 500 425 0 0 2,074 
Prime TA (Marketing) 0 0 16 17 18 19 71 
MIS TA Contract * 0 0 750 2,000 1,500 750 5,000 
Local Costs 216 135 142 149 156 164 962
 

.... .... .... .... .... ....---
COMPONENT TWO - CCO SUBTOTAL 788 712 1,408 2,591 1,674 
.... 
933 8,107 

COMPONENT THREE
 
Interim TA & Grants 102 114 300 300 200 100 1,116
 
Prime TA 0 0 792 841 754 223 2,609
 
Training/Workshops 0 0 203 226 251 279 958
 
Local Costs 28 0 100 100 100 100 428
 

COMPONENT THREE SUBTOTAL 130 114 1,394 1,467 1,304 701 5,111
 

AUDIT/EVALUATION 23 63 66 269 73 327 821
 
CONTINGENCY 0 182 281 208 145 132 947
 

A.I.D. CONTRIBUTION 4,342 14,218 22,025 16,251 11,364 10,299 78,500
 

USAID FT-800 10,000 0 10,022 22 21 21 20,087 

OTHER GOE CONTRIBUTION 1,819 3,980 3,056 2,334 2,046 1,919 15,155
 

PROJECT TOTAL 16,161 18,198 35,103 18,607 13,432 12,240 113,742
 

* These technical assistance contracts also include training and the purchase of commodities. 

SOURCE SELECTION INFORMATION -- See FAR 3.104
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TABLE II
 
Cost Estimate and Financial Plan
 

($000) -

FX LC TOTAL 

COMPONENT ONE 34,113 2,600 36,713 

COPNENT TWO 1,80833,100 34,908 

COMPONENT THREE 4,683 428 5,111 

AUJIT/EVALUATION 450 
 371 821
 

CONTINGENCY 884 64 947 
........-.- ..
 °........ ..........
 

TOTAL 73,229 5,271 78,500 

Table III
 
an cxnm = fifopa able
but o r 


(EE 000) 

THRU First Q
 
FY91/92 FY92/93 FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 TOTAL
 

GOE CONTRIBUTION SUMMARY (EE 000) 
THRU
 

FY91/92 FY92/93 FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 TOTAL
 
.... .... .... 

....--In-Kind Contribution 
.... .... .... .... 

225 5,827 6,789 6,823 6,884 6,951 1,688 35,187

Cash Contribution 2,300 8,300 
 4,924 2,459 1,640 1,629 444 21,697
 
GOE CONTRIBUTION (EEOOO) 2,525 14,127 11,714 9,282 8,524 8,580 2,132 56,884
 

GOE CONTRIBUTION (SOOO Eq.) 
 765 4,217 3,268 2,420 2,077 1,954 454 15,155
 

USAID FT-800 Account (EEOOO) 33,000 0 35,925 84 88 93 0 69,190

USAID FT-800 Account (SOOO Eq.) 10,000 10,022 21 21 0
0 22 20,087
 

TOTAL GOE ($000 Eq.) 10,765 4,217 13,290 2,442 2,099 1,975 454 35,242
 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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TABLE IV 
Methods of Implementation and Financing
 

($000)
 

Method of Method of 
ElmntImptementation Financing Amount 

OMON1TONE 
Technical Assistance Direct Con~tract Direct Payment 21,047
Commodities NC Contract Bank L/CON 7,164
Ilnov tions HC Contract Direct Payment 3,988 
Participant Training Direct Contract Direct Payment 914 
Local Training PIL Reimbursement 1,094
Locl Start Lp Costs PIL Reimuemnt 1,389
Local Operating Costs PIL Reimbursem t 1,117 

CWNPIIENT TWO 
TechnicaL Assistance Direct Contract Direct Payment 31,026
Technical Assistance HC Contract Direct Payment 2,074
Locat Operating Costs PIL Reimbursement 1,808 

ENT TIEE
 
k mTdcCSL I Direct Contract Direct P-ymnt 2,725

Training Direct Contract Direct Payment 958
TA & Training Grant Advance/Reimb 1,000
Locat Operating Costs PIL Reimbursement 428 

AL)IT/EVALUATION Direct Contract 
 Direct Payment 821

CONT INGENCY 
 947
 

78,500
 

E. Audit Concerns
 

During the life of this Project, non-federal/recipient audits will
 
be performed to determine whether the recipients have properly

accounted for and used A.I.D. funds for the purposes intended in
 
accordance with applicable laws and regulations. USAID will ensure 
that all c-itents over $25,000 under this Project are in the 
Mission's audit universe. The Mission will schedule audits for
 
those commitments over $25,000 and ensure funds are available for
 
audits (see budget line item in Table II) in accordance with AID/W

guidance dated 3/31/92 on Audit Management and Resolution Program.
Not all of the planned commitments over $25,000 under this Project

will require non-federal/recipient audits because of the nature of
 
the activity (i.e., PSCs, NFAs).
 

The Regional Inspector General for Audit will perform quality and
 
compliance reviews of non-federal/recipient audits under this
 
Project and provide or arrange for additional audit coverage

requested by USAID, if deemed necessary.
 

SOURCE SELECTION INFORMATION -- See FAR 3.104
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VI. IMPLEMINTATION PLAN
 

The MOH is the lead GOE implementing agency for Component One of

this Project. The HIO and the CCO are the lead agencies for the
 
implementation of Component Two. 
 The Ministry -of International
 
Cooperation (MIC) is the lead GOE implementing agency for Component

Three, although actual implementation is being undertaken by CGC.
 
In line with the focus of the rest of this Project Paper

Supplement, this Section will focus Component
on One, with
 
references to the other two components where applicable.
 

A. Proiect Manaaement
 

The Cost Recovery for Health CRHP Directorate was established as a

semi-autonomous unit within the MOH to assist in the implementation

and coordination of Project activities. 
 The key organizational

elements are the Project Steering Committee and the CRHP
 
Directorate. These are outlined below, with more detail provided

in the Administrative Analysis, Annex F.
 

1. Project Steering Committee
 

The Steering Committee is the Project's main policy-making body

with responsibility for reviewing 
and revising the policies,

procedures, and guidelines to 
ensure that the activities address
 
the Project's goal, strategies and purposes. The Steering

Committee was established by Ministerial Decree and is chaired by

the Minister of Health.
 

2. CRHP Directorate
 

The CRHP Directorate is staffed with MOH personnel, local employed

personnel, local contract professionals, and USAID/Cairo personal

services contractors. From June 1990 through October 1992 the
 
CRHP Directorate was assisted by the Health Financing 
and
 
Sustainability Project (HFSP). 
 During this period procedures and
 
systems for planning and overseeing renovation and revitalization
 
activities were developed. Directorate and HFSP developed

Directorate personnel job descriptions, reporting and control
 
systems for management of individual facility conversions, and
 
management information systems requirements.
 

In support of the Component One activities described in Section
 
IV.B, above, both the interim short term and the prime technical

assistance contractors will develop detailed Action Plans on an 
annual basis. The action plans will detail the work to be
performed and will correspond with the CRHP Directorate's 
implementation plan. The CRHP Directorate, with assistance from
 
the interim short term technical assistance contractor, will use a
 
computer application to track actual performance against the
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Implementation Plan which will serve as the baseline for project
 
monitoring.
 

In addition to annual implementation plans, both the short term
 
technical assistance contractor and the prime- contractor will
 
provide management assistance to the CRHP Directorate when it comes
 
to the development of procurement plans, TA plans, training plans,

financial plans; compliance with GOE and USAID regulations; and
 
preparation of documentation pertaining to contracting actions.
 

3. UBKID Project Management and Monitorin 

The USAID Office of Health is responsible for coordinating and 
monitoring the Project activities, including the management of the
 
Direct AID contracts. Assuming requested staffing

reclassifications and allocations are implemented, the Office will 
be staffed with a direct hire Office Director, three direct hire
 
Project Officers, three FSN Project Management Specialists, one US
 
PSC, one FSN secretary, and one AID Development Clerk. The PSC's
 
role will be as Project Implementation Coordinator, and is expected
 
to be in place in the third quarter of FY93.
 

The USAID Project Officer maintains contact with the CRHP
 
Directorate's staff, has access to all Project-associated

documentation, and serves as an ex officio member of the Steering
 
Committee. The Project .Officer makes on-site inspections and
 
reviews Project progress.
 

The Cost Recovery Programs for Health Project Committee will
 
continue to also monitor the implementation of the Project. In
 
addition to members of HRDC/H staff, the Committee is composed of
 
representatives from the Program Office, the Office of Project

Support, the Legal Office, the Financial Management Office, the
 
Contracts Office, the Commodities Management Office, and the
 
Economic Affairs Staff.
 

The Office Director of the USAID Office of Health and the Associate
 
Director of the Human Resources Development and Cooperation

Directorate also represent USAID in key policy dialogue issues.
 
Further involvement of USAID senior officers will be required on
 
occasion to place health issues more prominently on the
 
"development agenda."
 

An important function of the short term interim technical 
assistance contractor is to design and develop a Management
Information System to track activities by the CRHP Directorate. 
(See Section VI.C.1.) The contractor will implement the systems in 
order to gather, analyze, and evaluate data regarding the 
activities and impact of the program, as well as ensure the timely

submission and analysis of necessary reports (e.g., revenue
 
reports; quarterly service performance statistics; vehicle and
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commodity reports; participant training follow-up). Information

generated by this system will be readily available to USAID.
 

B. Procurement Plan
 

. Technical Assistance
 

The original Project Paper called for one 
long-term technical

assistance team to manage 
all three Project components, with

interim short-term technical assistance to assist the Project in

implementation while the long term technical assistance team was

recruited. 
The original Project Paper also calls for two contracts
 
to provide management information systems assistance to the HIO and
 
the CCO.
 

The original implementation plan envisioned that an interim

technical assistance contractor would provide assistance 
until

long-term technical assistance arrived in month twelve (about

September 1990) of the second year of implementation. This has not
been the case. To date, intermittent short-term technical

assistance has been provided under a buy-in to the centrally funded

Health Financing and Sustainability Project (HFSP), rather than the

interim technical assistance anticipated by the original Project

Paper. This assistance, provided by a consortium headed by Abt

Associates, has made periodic visits to 
Cairo since July, 1990.
During this time, they have assisted the Project to help set up the

CRHP Directorate, initiated the development of standards and
systems, developed skills within the CRHP Directorate staff, and

assisted in selection of facilities for conversion to cost
 
recovery.
 

On November 1, 1992, Cambridge Consulting Corporation (CCC) began

a fifteen month technical assistance project to the CRHP

Directorate and the five pilot facilities. This contract will

provide on-site assistance to strengthen the CRHP Directorate and
to assist in the initial implementation of the five pilot

facilities. The CCC will provide management training, practical

hospital operations training, commodities and equipment

procurement, and develop financial management systems for the pilot

facilities.
 

The arrival of the long-term technical assistance Prime Contractor
 
team is critical to successful implementation of the Project, as it

is expected to provide 
a wide range of complex and specialized

expertise as well as the necessary coordination for all Project

activities. 
The RFP for the long term TA is expected to be issued

shortly after this Project Paper Supplement is approved. The Prime

Contractor will be responsible for assisting the CRHP Directorate
 
to plan, program, and provide: (1) appropriate technical

assistance, training, and commodity purchase; 
(2) detailed A&E

design and administration/supervison of the actual major renovation
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of the five pilot hospitals by general construction contractors;

(3) monitoring requirements; and (4) other services to assist in

the implementation of the individual facility plans.
 

The Prime Contractor will be contracted during the first quarter of

fiscal year 1994. 
 As many of the prime contractor tasks are to be
 
a continuation of the CCC technical assistance tasks, CCC will

undertake the coordination of the efforts to bring on 
the prime

contractor and will fully brief the new technical assistance team
 
concerning Project activities and accomplishments.
 

For both HIO and CCO, interim short-term technical assistance has

been provided in order to define MIS needS, undertake strategic

planning exercises, both in terms of the organizational goals, as

well as the managements uses of the MIS, its potential 
for added

efficiency, costs containment, etc. For HIO, a contract has been
 
recently negotiated for long term MIS 
technical assistance for
 
procurement of computer equipment, training, and the installation
 
of a new anagement information system to upgrade and substantially
expand what it now has. The bidding process has not yet started
for the CCO system, although a draft RFP has been prepared and is
being refined. 
 In addition to the technical assistance outline

above, the long-term technical assistance Prime Contract will
 
include 
 limited support to Component Two organizations,

particularly in the area of marketing and product promotion.
 

Since Component Three began, technical assistance has been provided

to CGC by a local banking consultant. The contractor has prepared

a manual for application forms, a guarantee policy, and follow-.up

forms to be used by the banks to follow-up on the use of the loans

by the doctors receiving credit. It is not anticipated that

additional technical assistance of this kind will be required in

the future under Component Three. The long-term technical
 
assistance Prime Contractor will include technical assistance to
 
support other Component Three activities, i.e. management

improvement for private sector health care and
practices the
 
development of new health care systems.
 

The table below outlines the anticipated Level of Effort to be

provided under the Prime Contract, along with the expected

categories of skills. 
In addition to the categories listed below,

it is also anticipated that the contract will include short term
Egyptian consultants in the same general skill areas identified for
 
the long term Egyptian consultants.
 

Buy-ins to AID/W Research and Development/Office of Health (R&D/H)

projects will be used primarily to obtain specialized technical
 
assistance requirements which go beyond the scope of 
the prime

contract. If a determination is made that the required expertise

is not available through a buy-in, competitive selection will be
 
used to enter into either a Cooperative Agreement or Contract, as
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appropriate. In addition to specific policy and research needs,
these will include external consultants to provide both mid-term
 
Type of Technical Assistance Under Prime Contractor Illustrative Person Months
 

COMPONENT ONE
 
US Long Term TA (PM)

Hospital Administration Advisor (COP) 
 45
Hospital Financial Management Advisor 45
HeaLth Insurance Specialist 


45
Training Advisor 

45
Marketing Advisor 

45
Nursing Advisor 

45
 

US Short Term TA (PM)

Health Economist 

Hospital Maintenance Advisor 

12
 
18
Inventory Control Advisor 


Management Information System Advisor 
12
 
18
 

US Home Office (PM)

Project Manager 


45
Program Assistant 

23
 

Egyptian Long Term TA (PM)

Planning Consultant 

Hospital Management Consultant 	 45
 

45
Infection Control Consultant 

45
Hospital Finance Consultant 


Hospital Costing Consultant 
45
 
45
Health Economist 

45
System Analyst 

45
Medical Records Consultant 

45
Training Consultant 

45
Maintenance Consultant 

45
Hospital Engineering Standards Consultant / A&E Consultant 
 45
 

for Renovation Program
 

COMPONENT TWO
 
US Short Term TA (PM)

Marketing Advisor 


4
 

COMPONENT THREE
 
US Long Term TA (PM)

Business Development Advisor 

Group & Prepaid Practice Mgm Advisor 

24
 
36
 

US Short Term TA (PM)

Insurance Advisor 


12Marketing Advisor 

12
Private Practice MIS Advisor 
 12
 

and final evaluations. 
 At this point, the following have been
 
identified:
 

Quality Assurance Project, implemented by University

Research Corporation/ Center for Human Services, 
 will
introduce a program that will complement other technical

assistance activities 
and ensure improvements in the
quality of care offered at the pilot facilities. The QA
Project will be working with Quality Councils in each
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pilot facility to assess quality of care problems and
 
develop solutions. It is expected that by improving

quality of services available to the public, clients will
 
be more willing to pay for their care.
 

Data 	for Decision Making Project, implemented by Harvard
 
School of Public Health, will undertake a series of
 
activities to strengthen the institutional capacity of
 
the MOH Directorate of Planning through the creation of
 
an Information Unit. The Information Unit will serve as
 
the base for a series of data gathering and analysis

activities which Harvard will undertake on behalf of the
 
MOH. Those activities will enhance current MOH efforts
 
to strengthen the health sector reform process currently
 
underway via the CRHP by providing essential information
 
to key policy makers for the allocation of scarce
 
resources. With assistance from the Directorate of
 
Planning, the Harvard Consortium will, over a three year

period, create: data bases for national health accounts
 
for the public and private sectors; design, equip and
 
make operational through training, a budget tracking
 
system for public sector expenditures; design and
 
implement national household health care use and health
 
care provider surveys and provide detailed analysis of
 
findings; examine and analyze decision making processes
 
ii. the health sector; and provide or arrange for 
training, both in-country and external, in analytic
techniques such as cost-effectiveness analysis for 
priority setting and other areas critical to informed 
decision making. 

* 	 HealthComm, implemented by AED and Porter Novelli, is
 
assisting the CRHP Directorate to train marketing staff
 
of the pilot facilities as well as to upgrade its own
 
marketing expertise. After initial training in marketing
 
basics, technical assistance will be provided to the
 
marketing staffs to develop communications strategies,

conduct limited market research, and implement marketing
 
plans.
 

A Project funded Personal Services Contractor (PSC) will be
 
identified through competitive procedures to help USAID fulfill its
 
responsibilities in terms of implementing and monitoring Project
 
implementation. The PSC will be housed in HRDC/H and serve as a
 
liaison between the Prime Contractor, the CRHP Directorate, and
 
HRDC/H. A Project funded Foreign Service National (FSN PSC) with
 
MIS experience and expertise will also be contracted to help USAID
 
implement and monitor all aspects of computerization and MIS under
 
the Project.
 

2. 	 Training
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The training strategy of the Project emphasizes in-country

training, supported as required by opportunities for observational
 
trips and/or international seminars/conferences. This recognizes

the following: participant training is relatively costly and
 
therefore can support only limited numbers- of individuals;
 
participant training is likely to be constrained by English

language capability of trainees, despite pre-departure language

training; and technical assistance under the Project will be of
 
limited duration, thereby making it imperative that a sound
 
training capability be institutionalized within the CRHP
 
Directorate to address their long term needs.
 

HFSP has developed a methodology to assess the training needs of
 
each staff section within the CRHP Directorate and the facilities
 
to determine the type, quality and quantity of Project training to
 
be programmed. CCC, and subsequently the Prime Contractor, will
 
use this methodology to design and manage a training program for
 
CRHP Directorate personnel which primarily utilized in-country and
 
on-the-job training activities. Based upon the technical
 
capabilities of the CRHP Directorate staff and the staff of each 
cost recovery facility, the contractor will adapt the standard 
training programs to the needs of the MOH/GOE personnel and 
facilities to achieve an acceptable level of operation and trainina 
for personnel of cost recovery facilities. By the PACD, the staff 
of the CRHP Directorate should be capable of implementing all 
Project activities and operating the in-country training program
designed by the contractors for cost recovery facility conversion 
with minimal follow-on assistance from the contractor. A draft 
training assessment was completed in April 1993. When finalized,
this will be used to develop a Training Plan for USAID approval, in
 
line with Handbook 10 and USAID Mission Order 10-1.
 

Local Training - Local training will be provided under the Project
through the mechanism of the technical assistance contract, which 
will include both long and short-term advisors to carry out the 
required training. The planned Level of Effort for these advisors 
is summarized in the preceding section. Updating of the training
plans, appropriate selection methods, backstopping, and 
coordination will also be included in the scope of work under the
 
Prime Contractor technical assistance contract. The local costs of
 
implementing these workshops and training seminars (e.g., per diem,
transportation, etc.) will be the responsibility of the CRHP 
Directorate and included in the Local Training Costs PIL. The 
system for monitoring local training is the responsibility of the 
Training and Human Resource Development Department of the Project
Directorate. Technical assistance provided by the Prime Contractor 
will be used to strengthen the capability of the staff in this 
department. 

Based on the preliminary results of the Training Needs Assessment
 
recently conducted for Component One, training in management and
 
financial management will continue to be given high priority.
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Recognizing the important role nurses 
play in the health care
 
system, particularly for quality improvements, nurses training will
 
be given a high priority. The content of the training will be
 
primarily based on the new cost recove.y systems (and their
 
policies, procedures, guidelines, and standards) and will focus on
 
practical applications. Adult learning principles and
 
participatory training methods will be utilized fox 
all training
 
programs.
 

Participant Training - The Prime Contractor will be responsible for 
augmenting this in-country and on-the-job training with appropriate
observational travel and overseas short-term training for selected 
CRHP Directorate and facility personnel in the US and other 
countries with relevant cost recovery systems. This training is 
expected to focus on management, nursing, quality assurance,
marketing, financial management, and equipment/ building
maintenance, as well as the training to be provided through the 
Data for Decision Making program. The Prime Contractor will be 
responsible toarrxmnqng and monitoring the relevant participant
traInJng proram and contracting with appropriate institutions. 
Consideration should be given to use Historically Black Colleges
and Universities (HBCUs) where such training may be relevant and 
feasible.
 

It is expected that the contract will fund at least 40 person
months of short-term training and at least 40 person nonths of 
intense observational travel and technical work experiences.
 

3. Commodities
 

The procurement of commodities, consisting primarily of biomedical 
equipment, has been included under the relevant technical 
assistance contracts. Each contractor will be responsible for the 
timely off-shore procurement of the relevant commodities using
their own staff or through a USAID approved sub-contracted PSA.
The contractor will also assist the facilities to establish systems
to monitor the installation, use, and disposition of the equipment.
 

In preparation for the launching of cost recovery at the various
 
Phase A facilities, CCC will procure and provide assistance in
 
installing biomedical equipment. Equipment and estimated cost
 
lists were developed by the CRHP Directorate and HFSP for the five
 
Phase A pilot facilities. These equipment specifications were then
 
carefully reviewed by CCC, and are summarized in the technical
 
analysis to this document (Annex B). Appropriate procurement
related actions to be undertaken by the CCC will include
 
advertising, issuing invitations for bids, evaluating bids,

preparing contracts, shipping, clearing equipment from customs,

accepting shipments, and overseeing the delivery and installation.
 
All work performed will conform with A.I.D. procurement regulations

(i.e., Handbook 14) and the FAR. Equipment vendors will be paid
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through a bank letter of 
 commitment issued by USAID/Cairo

Controller's Office.
 

For the purchase of equipment under Local Start Up Costs of

Component One, the Prime Contractor will be responsible for
 
providing specifications and draft IFBs, with 
 procurement

undertaken by the CRHP Directorate.
 

4. Construction/Renovation
 

Assuming a positive finding results from the assessment of the CRHP

Directorate's host contracting
country capability, the CRHP

Directorate will be responsible for entering into local contracts
 
to implement construction activities and other support activities
 
for cost recovery facilities. 
 The interim technical assistance
 
contractor will assist the CRHP Directorate in the preparation of
work scopes, budgets, and workplans in order to facilitate contract
 
preparation, bidding, evaluation. interim
and The technical
 
assistance contractor (and later the Prime Contractor) will advise

the CRHP Directorate in 
contract management for renovations and

provide the advisory services of a full-time, senior level Egyptian

engineer with USAID construction administration and management

experience for the full duration of the renovation program.
 

5. Local Costs
 

Local Costs are expected to be comprised of operating costs (e.g.,

non-GOE project personnel, consultants, office renovations, office

supplies, office equipment, furniture, maintenance, CRHP

Directorate training, travel, per diem, and telecommunications);

facility training costs (e.g., furniture/equipment for facility

training centers, honoraria, travel, per diem, training materials,

coiference space rental); and facility start up costs (e.g.,

medical supplies).
 

6. Buy America Considerations
 

As the Project funds were originally authorized in 1988, they are
 
not subject to the current Buy America requirements which came into

effect in December of 1990. However, the procurements, as outlined
 
above, are in compliance with the requirements.
 

All of the technical assistance contracts, which include

commodities and training, will be undertaken U.S.
with firms.
 
Although it is anticipated that 
a portion of the funds financing
the US TA contracts will be spent locally by the contractors on
 
residential rent, utilities, temporary lodging allowance, education
 
allowance, local per diem, and salaries of local staff, as 
these
 
are composed of commodities and services that are available only

locally, local procurement of these items is eligible in accordance
 
with A.I.D. Handbook 1B, Chapter 18Alc(6).
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Local professional services contracts for CRHP Directorate
 
personnel and consultants are not expected to exceed $250,000,
 
therefore local procurement is eligible in accordance with HB lB
 
Chapter 18Alc(4). Local construction services contracts are not
 
expected to exceed $5,000,000, therefore local procurement is
 
eligible in accordance with HB lB Chapter 18Aic(5). Certain Local
 
Costs, funded under PILs, consist of commodities and services that
 
are available only locally (e.g., office renovations, maintenance,
 
CRHP Directorate training, telecommunications, honoraria, travel,
 
per diem, training materials, and conference space rental),
 
therefore local procurement of these items is eligible in
 
accordance with HB lB Chapter 18Aic(6). Other Local Operating Costs
 
(e.g., office supplies, office equipment, furniture) Local Training
 
Costs e.g., furniture/equipment for facility training centers) and
 
Facility Start-up Costs (e.g., medical supplies) are available from
 
the U.S., however since no single transaction is expected to exceed
 
$5,000, local procurement of these items is eligible in accordance
 
with HB lB Chapter 18Alc(3).
 

Audit services will be obtained locally, but as these will be
 
professional services contracts estimated not to exceed $250,000,
 
they are exceptions in line with HB 1B Chapter 18Alc(4).
 

C. Project Evaluation
 

Project monitoring will provide basic indicators of Project
 
implementation and become the basis for in-depth evaluation.
 
Summative evaluations will assess Project impact. Formative
 
evaluations will provide guidance for modifications and amendments
 
to Project structure, staffing, and financing. Individualized
 
studies from various components will be tailored to address
 
specific management concerns or research issues.
 

1. Monitorina and Information Plan
 

The CRHP Directorate, with assistance from CCC, will be responsible
 
for the development and implementation of a monitoring system which
 
will provide timely information on the cost recovery progress and
 
status of each Project facility to achieve operational cost
 
recovery systems. It will provide a computerized data base at the
 
central CRHP Directorate level, which relies on input from manual
 
systems in the pilot facilities. This information system should
 
cover progress of planning, training, A&E activities, commodity
 
purchases, equipment, operational status, budgetary
 
expenditures/balances, and host country contribution, as well as
 
track the multiple indicators in the logical framework. It will
 
also be used to prepare monthly status reports, Project annual
 
workplans, and as needed, timely public relations information.
 
Thus, the monitoring system will provide systematic information for
 
Project management as well as important references for the
 
Project's interim and final evaluation.
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2. 	 Assessments and Criteria for Success of a Cost Recovery
 
Hospital or Clinic
 

The TAG will be requested by the CRHP Directorate to undertake
 
assessments of each cost recovery facility 12 -months after the
 
conversion process has been formally initiated in order to measure
 
progress. The following outlines the criteria that will be used to
 
determine whether or not a given cost recovery facility has
 
successfully attained cost recovery status.
 

Facility revenues will increase annually compared to a
 
baseline level of 1990-1991 total revenue (revenues
 
earned from fees plus GOE allocations). Percentage levels
 
will be used to compare this baseline to future periods
 
at the ends of Years 1, 2, and 3.
 

* 	 Within three years, the facility will recover a set
 
percentage of Operating costs, equipment depreciation,
 
and building depreciation from user-fees. Operating
 
costs are defined as GOE Bab 2 allotments. Annual
 
benchmarks will be the following:
 

0 Operating expenses recovered: First year (50%), Second 
year (60%), and Third year (100%); 

• Equipment depreciation recovered: First year (40%),
 
Second year (60%), and Third year (80%).
 

* Building depreciation recovered: First year (10%),
 
Second year (20%), and Third year (30%).
 

The proportion of patients whose care is paid for through
 
social financing mechanisms (e.g., HIO, private
 
insurance, alternative insurance (i.e. managed care,
 
etc.), and others (i.e. companies, social groups, etc.)),
 
will be higher than the level existing currently.
 

* 	 Quality of care will be improved. This will be indicated
 
by the following:
 

* Increased utilization rates of in-patient and out
patient services.
 

* Three months or more of basic medical supplies in
 
stock.
 

0 One month or more of essential drugs listed in the 
hospital formulary in stock. 

0 Top management personnel will have completed the nine
 
(9) Cost Recovery for Health Management Training Modules,
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and others will have completed training in selected
 
modules. Top management and CRHP will designate training
 
modules for other personnel. These programs will be
 
completed by mid-1994.
 

0 One-hundred percent of nursing personnel will have 
completed the Cost Recovery for Health Nursing & Skills 
Training Program. 

* A Quality Assurance program will be in place as
 
indicated by the following: The hospital has a QA plan,

which is being implemented; there are hospital (or

departmental) standards which specify the services,
 
staffing and equipment that should be present at the
 
facility; indicators have been developed for monitoring

quality; there is an effective process in place to
 
identify and solve quality problems; and there have been
 
five significant improvements in patient care or support

services in the last year as the result of the QA

a=tixinties.
 

e There is a process for determining client satisfaction 
on a regular basis. 

0 A management structure will be implemented which 
defines authority and responsibility, and delegates
authority to appropriate personnel and positions. 

Facility and equipment maintenance programs will be
 
instituted and funding provided for these programs. The
 
facility will have a contract with a maintenance company
 
or an internally funded program within documented staff
 
and budgetary allocations.
 

Financial and management information systems will be
 
established which provide data for decision-making and
 
fee setting (based on operational and market changes).
 

A Board of Directors, composed of mixed public and
 
private representation, will be created with written
 
responsibilities, authorities and legal status and will
 
be approved within the Governorate.
 

Creation of a database to monitor the free-patient target

in the facility with respect to numbers served, types of
 
services utilized, and total costs incurred to ensure
 
adequate GOE reimbursement for free care.
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3. Evaluation Plan
 

Baseline data is being developed by the Project Directorate and the
 
technical assistance team as part of the intensive effort that goes

into preparing each facility conversion or commissioning plan.

Information derived from the TAG assessments will be channeled into
 
a formal mid-term evaluation conducted by an independent external
 
group. This evaluation will be conducted when sufficient
 
implementation experience in cost recovery has been obtained, and
 
will take place no later than the fourth quarter of FY 1995 at
 
which time all five pilot facilities will have been in operation as
 
cost recovery facilities for at least eighteen months. Assuming

the mid-term evaluation indicates the pilots have been successful,
 
the decision will be made as to initiate the cost recovery process

for the additional five hospitals and polyclinics identified for
 
assistance under the Phase B program.
 

The final evaluation will focus on the critical points of: quality

of care, cost effectiveness, institutionalization, and
 
sustainability and replicability. It will focus on documenting

lessons learned over the life of Project and establish priorities

for any follow-on program for funding by the GOE or other donors.
 

D. Project Implementation Schedule
 

The Implementation Schedule, which follows, has been developed as
 
an illustrative guide to the sequencing of activities with an
 
understanding that, while the Project purpose must be clearly

stated and adhered to, there needs to be sufficient flexibility to
 
allow the Project to adapt to changing needs.
 

FY93 FY94 FY95 FY96 FY97
 

ACTIVITY RESPONSIBILITY .... Q U A R T E R ---

1234 1234 1234 1234 1234
 

GENRAL 
Project Paper Supplement Signed USAID 

Amded Budget Approved USAID/MIC
 

Long-term TA 
- RFP issued USAID 
- Proposals evaluated USAID 
- Contract negotiated and signed USAID, PC ......
 

Develop Annual Implementation Plans PD, CCC/PC .... .... .... .... . 

Develop Computerized Project Monitoring System CCC 

Interim Evaluation 
- Buy-in executed USAID ........ . 
. Evaluation completed Contractor ........... 

Final Evaluation 
SBuy-in executed US D ............... 
- Evaluation completed Contractor ................ 

PAC 
 USAID ................
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FY93 FY94 FY95 FY96 FY97
 
ACTIVITY 
 RESPONSIBILITY 	 .--- Q U A R T E R ---

1234 1234 1234 1234 1234 

POLICIES. PROCEDURES. RULES. REGULATIONS. GUIDEUNES. STANDARDS 

Implement PPRGs for the facilities manual financial management Facilities, CCC/PC.... ,.oo ooo 0000 0o= 

system 

)evelop and implement PPRGs for facilities personr.l Facilities, CCC 
evelop and implement PPRGs for facilities operations Facilities, CCC/PC.... 
evetop and implement PPRGs for facilities maintenance and Facilities, CCC/PC..... .oo 

rep4ai r 
te PO Policies and Procedures NanMbook CCC 

COST RECOVERY FACIlUTIES 

eview and update facility conversion plans CCC 

evetop Informetion Systems Plan 
Implement Computer Applications 

PD, CCC 
CCC/PC . .II.... .... . 

evise Information Systems Plan PD, PC ..... ......... 
Facility Renovations for Embaba Hospital 

- ALE Drawings Approved USAID,PD 
- Sign Contract for Construction PD 
- Renovations Begin 
- Renovations End 

Constr.Contractor 
Constr.Contractor 

... , 

....... 
- Medical Equipment Delivered and Installed CCC ....... 

Facility Renovations for Shark El Medina Hospital 
- A&E Drawings Approved 
- Sign Contract for Construction 

USAID,PD 
PD 

- Renovations Begin Constr.Contractor ... * 

- Renovations End Constr.Contractor ....... 
- Medical Equipment Delivered and Installed 	 CCC .......
 

I Kantara Gharb Hospital
 
- Renovations End 
 Constr.Contractor .......
 
- Medical Equipment Delivered and Installed CCC .......
 

Facility Renovations for 15th of May Hospital

A&E Drawings Approved USAID,PD
 
Sign Contract for Construction PD
 

- Renovations Begin Constr.Contractor ... * 
- Renovations End Constr.Contractor .......
 
Medical Equipment Delivered and Installed CCC .......
 

Facility Renovations for Kafr El Dawar Polyclinic

- AE Drawings Approved 	 USAID,PD 
- Sign Contract for Construction 	 PD ... 
- Renovations Begin 	 Constr.Contractor ... • 
- Renovations End 	 Constr.Contractor .......
 
- Medical Equipment Delivered and Installed 	 CCC .......
 

onduct Training Activities:
Conduct Needs Assessment 	 PD, CCC 
Develop Project Training Plan PD, CCC 
On-the-Job Training in Hospital Management, Administration CCC/PC . .00 0000 0000 0000 
and Operation 
Observational Tours and/or Internship Program CCC/PC . .00 0000 0000 0000 

Provide Equipment 	 Support:
Review/Revise Equipment Lists 	 AID,Facilities,CCC.....................
 
Review/Revise Equipment Specifications 	 CCC ....................
 
Approve Equipment 	Eligibility AID ....................
 
Prepare PIO/Cs 	 AID 
 ................
 

- Advertising/Issuing IFB 	 CCC ...................
 
. Evaluate Bids/Contract for Equipment CCC 	 .... ................
 

Initiate Marketing Strategy

Marketing training for staff and hospital management AED,PD,Facilities .... ..00 0000 OO 0000
 
Marketing stritegy designed for each facility AED,P,Facilities .... ..
 
Comunications plan for each facilities 	 AED,PD,Facilities ......
 
Client centered training 	 AEDPDFacitities .... ..00 oooo ooo OO
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ACTIVITY 


Cost Recovery launch planned and executed
 
Embalm Hospital 

Shark EL Medina Hospital 

EL Kantara Gharb Hospital 

15th of May Hospital 

Kafr EL Dawar Polyclinic 


Systems introduced
 
. Emba Hospital 

- Shark EL Medina Hospital 


El Kantara Gharb Hospital 

. 15th of May Hospital 

. Kafr EL Dawar Polyclinic 


Luality Assurance activities initiated
 
- Facility QA coordinator appointed 

- Facility QA plans prepared 


Quality Assurance seminars 
- Embaba Hospital 

- Shark Ft Medina Hospital


El Kw tara Gharb Hospital 

15th of May Hospital 


. Kafr El Dauer Polycltinic 
- National awareness seminar for MOHand other 

QA program instituted
 
Embaba Hospital 

Shark El Medina Hospital 
El Kantara Gharb Hospital 

15th of May Hospital 

Kafr EL Dawar Polyclinic 


Identify Phase B cost recovery facilities 


components 

CRHP Directorate INSTITUTIONAL 

Assist in Devetoping Human Resource System 
Develop Project Monitoring System 

Develop Information Systems Plan 

Implementation of Computer Applications 
Revise Information System Plans 


RESPONSIBILITY 


AED,PD,Facility 

AED,PD,Facitity 

AED,PD,FaciLity 

AED,PD,Facitity 

AED,PD,Facitity 


CCC/PC,PD 

CCC/PC,PD 

CCC/PC,PD 
CCC/PC,PD 

CCC/PC,PD 


PD,QA 


PD,QA
 

PD,QA 

PD,QA 

PD,QA 
PD,QA 
PD,QA 

PD,QA 

PD,QA 

PD,QA 
PD,QA
 
PD,QA
 
PD,QA 


USAID, PD, PC 


STRENGTHENING 

CCC,PC 


CCC
 

PD, CCC
 
CCC/PC 

PD, PC 


SOCIAL FINANCING 

Review social financing and insurance plans in Egypt CCC 
Conct conference on social financing of health care CCC 
)esign prototype insurance plan CCC 
:olLect baseline data from cost recovery facilities CCC 
tefine/design insurance plans 
 PC 


HEALTH PLANNING AND POUCY OPTIONS 
FrLysis of Egyptian health sector 


apping the decision making process 


ltysis of national health accounts 
udget tracking database 
ost effectiveness analysis 

Health household survey 

Analysis of health services demand 
Provider analysis 


Project Uorkshops 


Harvard/BU/MPH training 


CCC 


FY93 FY94 FY95 FY96 FY97
 
QUARTER
 

1234 1234 1234 1234 1234
 

.......
 

......
 

.. I
 

.......
 

.......
 

.. 10 0000 0000 0000 
.... ..00 o000 0000 0000 
.,,, 00 0000 0000 0000 
.@0 13Do0000000 0000 

.... ..oo ooo onoo ono 

... , 

.... ...
 

.......
 

.......
 

......
 

...... 

.......
 
.......
 

......
 

........
 

. . DCoo: 

.... .... .... .... ....
 

.... .............
 

......... o......o
 

.. 0.0000on 0000r 0000 

DDM,MOH PLan.Dir....
 

DDM,MOH Plan.Dir . . 

DON,NO Pian.Dir ..... ... 

DDM,MOH Plan.Dir.
 

DDM,MOH Ptan.Dir..............
 
DDN,MOH Plan.Dir............ ..
 

DDM,MOH Ptan.Dir...............
 

DDM,MOH Plan.Dir...............
 

DDM,MOH Ptan.Dir ..... ....
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VII. SUMMARY ANALYSES
 

A. 	 Summary of Technical Analysis
 

This summarizes the Technical Analysis of Component One, which is
 
presented fully in Annex B to this paper. The CRHP intends to
 
impact four hospitals and one polyclinic in three basic areas:
 
institutional development, including management systems,
 
information systems, maintenance systems and management and
 
technical training; financial systems development, including
 
accounting, budgeting, and financial planning; and the improvement
 
of facilities and technology, including renovations and equipment
 
purchases. The resulting institutions will thus be able to provide
 
services at a higher level of quality as a result of the additional
 
revenues which will be obtained from the charging of appropriate
 
fees for the services being rendered.
 

The budgets of these hospital are presently at the point where the 
funding is so inadequate that facilities have not been able to 
provide a reasonable standard of care, and the reputation of these 
facilities has become extremely poor. As the list of alternative 
providers is long, the CRHP hospitals and polyclinics must define 
and work toward a particular niche, or market orientation, within 
the range of options and possibilities. This analysis assumes that 
the appropriate market orientation (or placement) for the CRHP 
facility is with the middle and lower income segments of the 
Egyptian population. In addition, as noted above, we believe the 
service approach should be direct and community-oriented, with few 
specialty or high technology services. The CRHP pilot facilities 
must focus on offering the basic services of a general, community 
hospital and not try to provide specialized or high technology 
services. 

The analysis concludes the following:
 

+ 	 As part of the partnership between the CRHP facility and 
its community, the facility should utilize a Board of
 
Directors or Trustees.
 

+ 	 The facilities and their directors/managers should adopt
 
a restructuring which will allow patient service to be a
 
key goal and priority.
 

+ 	 The facilities and their directors/managers should
 
develop a "management team" structure.
 

+ 	 The Board of Directors should grant to the
 
Hospital/Polyclinic Director is the responsibility for
 
the financial management of the operations and capital of
 
the facility.
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Other key management team roles should be acknowledge.

and promoted by the Hospital/Polyclinic Director.
 

The need for a new and equitable incentive program for 
employee pay should be recognized. -

Freedom or special exemptions from the personnel

regulations of the Ministries of Health and Manpower

should be sought, as has been achieved by the Health
 
Insurance Organization (HIO) and the Curative Care
 
Organization (CCO).
 

* 	 The use of the management team, the practice of
 
delegation, the upgraded role for the financial manager,

the oversight of an active Board of Directors, and
 
increased flexibility and responsibility toward personnel
 
management should be promoted.
 

Key personnel issues for the cost recovery facilities
 
should be dealt with, including: hospital/polyclinic

control over the selection and assignment of personnel;
 
hospital/polyclinic control over discipline and firing;

evaluating and rewarding good performance; clarity
 
regarding job responsibilities; overall pay levels for
 
employees and physicians; the "physical" working

environment; pay for hours worked; hospital/polyclinic
 
control of staffing levels; management training for
 
middle and upper level managers; personnel management
 

A new set of standards for their operations and financial
 
management should be implemented, a set of standards
 
which ensures a quality environment and provides clarity

regarding expectations for performance.
 

+ 	 Internal policies for patient care should be developed,
 
including: the appropriate allocation of Ist, 2nd, 3rd,

and free class beds; the reasonable minimum standard for
 
free care in the inpatient, outpatient, and casualty
 
areas; the methodology for determining ability-to-pay

levels and the selection of free care patients; the fair
 
and equitable delivery of medical care to all patients;

and procedures for the admission and discharge of
 
patients which ensure proper financial and records
 
management.
 

Finally, emphasis needs to be placed on the development of social
 
financing mechanisms, whether through insurance, government, or
 
business.. Second, research needs to determine what Egyptians
 
expect from their local facilities and what they will pay to obtain
 
these results. Finally, each CRHP facility should implement a
 
practical approach for determining a patient's ability to pay for
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services and should be consistent and fair in the use of this
 
system.
 

B. Summary of Cost Analysis
 

This summarizes the Cost Analysis of Component One, which is
 
presented fully in Annex C to this paper. The Cost Analysis
 
provides a detailed illustrative budget for Component One,
 
including standard unit costs.
 

C. Summary of Financial and Economic Analysis
 

This summarizes the Financial and Economic Analysis of Component
 
One, which is presented fully in Annex D to this paper. This
 
analysis consists of three parts: (1) an analysis of the cost
 
recovery and self-sufficiency considerations from the perspective
 
of the individual Phase A facilities under Component One; (2) an
 
analysis of the overall financial feasibility of the activities
 
proposed under Component One; and (3) an analysis of the Component
 
One activities from an economic perspective.
 

The aim of the cost recovery and self-sufficiency section of this
 
analysis is to show that the proposed project is "financially
 
viable" from the perspective of a cost recovery facility, i.e., the
 
expected stream of revenues to the facilities exceeds the costs
 
when suitably discounted and totaled. This analysis attempts to
 
identify and describe the anticipated value of a CRHP pilot
 
facility before and after renovation and revitalization and
 
examines patient revenue and related expenses based on inpatient
 
beds; inpatient, outpatient, and casualty productive services; and
 
outpatient and casualty visits. This section concludes that the
 
stream of incorte generated by the pilot facilities points to a
 
potentially viable investment in the CRHP pilot facilities, from
 
the facilities' perspective, through fiscal year 1995/96.
 

The aim of the financial analysis section of this analysis is to
 
examine the direct financial benefits to be obtained as a result of
 
the Project. The five pilot facilities identified for conversion
 
to cost recovery operations are intended to serve as a
 
demonstration of the effectiveness of the cost recovery system.
 
Given the low rate of return projected for the Phase A
 
demonstration units, this section concludes that conversion of a
 
minimum of 21 additional Phase B and C facilities by the GOE will
 
be required to achieve an internal rate of return (IRR) over 10%.
 
This minimum number of additional conversions is based on a very
 
favorable set of assumptions. Changes in critical assumptions
 
could have a dramatic effect on the results of the analysis.
 
However given the large population of hospitals, there is the
 
potential for conversion of a substantially larger number of
 
facilities. The larger number of conversions would generate a
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higher rate of return, or off set the expected lower return if key

assumptions do not hold. The large population also presents the
 
opportunity to select facilities for conversion carefully, which
 
increases the possibility of favorable results.
 

This section concludes that although this is a high risk endeavor
 
from a financial standpoint, there is a reasonable chance of
 
success. Even if a favorable financial rate return is not
of 

achieved, significant improvements in Egypt's health care delivery
 
system could be achieved.
 

Building on the financial analysis section, the economic analysis

section analyzes the impact of the Project on government

expenditures. Hospitals consume the major share of the government

budget for health. Consequently, the hospital sector is the most
 
likely source for finding additional funding for primary health
 
care and public health measures. It is the expectation of this
 
Project that significant cost recovery by government hospitals will
 
facilitate the diversion of some public funding that otherwise
 
would have gone to the hospital sector to the primary health care
 
sector, especially to public health services. An assumption of the
 
Project is that the conversion to cost recovery facilities will
 
reduce the needs of these hospitals for budget allocations under
 
Babs 1,2 and 3. These budget reductions or savings also are a
 
benefit of the Project and should be added to the cther benefits,

i.e. net patient revenues, in order to complete the analysis. To
 
the extent that these savings are used for primary health care
 
(public health measures) as the Project assumes, the benefits will
 
be larger than the budget savings.
 

There may also be certain indirect benefits that can occur due to
 
the Project. At the macro level, the Project is expected to
 
enhance efficiency in the Egyptian health system by extracting
 
resources from the more expensive but less cost-effective curative
 
health settings, or limiting their growth, and using these
 
resources to fund less-expensive, more cost-effective, and wider
impact interventions in public health. At the micro level, the
 
Project may lead to greater operational efficiency in each of the
 
individual cost 
recovery hospitals. Aside from its beneficial
 
supply-side effects, the cost recovery program in hospitals may

help rationalize demand for and utilization of hospital services.
 
Cost recovery programs in MOH hospitals can play a complementary

role in the development of third-party payment systems. At the
 
same time, health insurance schemes can increase the probability of
 
hospitals being paid for their services.
 

This section concludes that the savings from Babs 1,2 and 3, when
 
combined with the benefit-cost analysis of the operations of cost
 
recovery facilities, qualify the Project as one that can be
 
justified marginally on economic grounds.
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D. 	 summary of Beneficiary Analysis
 

This summarizes the Beneficiary Analysis of Component One, which is
 
presented fully in Annex E to this paper. This analysis provides
 
a profile of each of the communities in the catchment areas of the
 
five facilities (15 May Hospital/ Cairo Governorate, El Kantara
 
Gharb Hospital/Ismailia Governorate, Kafr El Dawar Polyclinic/El
 
Bahira Governorate, and Shark El Medina Hospital/Alexandria
 
Governorate, and Embaba Hospital/Giza Governorate), that are to be
 
included as CRHP pilots. In addition, information is provided
 
about the services offered by each facility and about other
 
facilities in the area of each which may compete for patients.
 

The analysis concludes by recommending the following:
 

* 	 The management of the facilities should be given autonomy
 
in pharmaceutical and supplies procurement since
 
availability of supplies and medicines is a determining
 
factor in attracting patients.
 

* 	 The level of user charges should be competitive with
 
other health providers.
 

* 	 The user charges should be implemented only after the
 
facility establishes itself as a "quality" health care
 
facility.
 

* 	 Approximately 40-65 percent of the population in
 
catchment areas if each CRHP facility may require some
 
form of subsidy to be able to meet the charges of
 
treatment in the CRHP facilities.
 

* 	 The groups that should be targeted for subsidy are
 
households headed by unskilled workers, farm workers,
 
small traders, and low-level clerical and administrative
 
staff.
 

* 	 The system of exemption from payment for treatment should
 
be clearly outlined and should not be left solely to the
 
discretion of the social workers.
 

4 	 More efforts should be made to attract insured patients,
 
particularly workers.
 

* 	 The system of health insurance offered by employers
 
should be expanded to include employees dependents.
 

E. 	 Summary of Administrative Analysis
 

This summarizes the Administrative Analysis of Component One, which
 
is presented fully in Annex F to this paper. The Ministry of
 

62
 



Health (MOH) is the lead GOE agency for implementing this Project. 
The Ministry of International Cooperation (MIC) is the signatory on 
behalf of the Government of Egypt to the Project Agreement and any 
subsequent amendments to that Agreement. In 1987, the Minister of 
Health, in collaboration with the Minister - of International 
Cooperation, issued a Decree establishing the Cost Recovery for 
Health Project Executive Steering Committee and the Component One 
Cost Recovery for Health Project Directorate (CRHP Directorate) as 
semi-autonomous units under the Ministry of Health. The Executive 
Steering Committee of the Cost Recovery Programs for Health is 
expected to provide policy, advisory, and coordinating assistance 
for overall Project Implementation. Informal Project Coordination 
Madonnas will also be head to coordinate activities of the three 
components, share experiences and resources, and discuss current 
topics of mutual interest. The technical advisory Group (TAG) for 
Component One will advise the Project Directorate, USAID, and the 
Steering Committee on progress towards full cost recovery of the 
pilot facilities and be available for other technical support. 

The Project Directorate is the lead agency for planning,
 
implementing, and evaluating the activities of this Component. The
 
MOH is responsible for delegating authority to the Directorate, the
 
individual facilities and their respective Governorate for project
 
implementation for implementation of the CRHP activities, host
 
country contracts for technical assistance, facility renovation,
 
commodity procurement, and training.
 

The Project Directorate is managed by a Project Director reporting
 
to the MOH Undersecretary overseeing the project activities. The
 
Project Directorate is organized in the following functional
 
departments: Hospital Operations and Management, Training & Human
 
Resource Development, Architecture & Engineering, Biomedical
 
Equipment, Directorate Administration and Supportive Services, and
 
Market and Public Relations.
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ANNEX A 

LOGICAL FRAMEWORK 

A. LOGICAL FRAMEWORK 

NARRATIVE SUMMARY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

PROJECT GOAL MEASURES OF ACHIEVEMENI 

To enhance the quality, sustainability, 
accessibility, and affordability of health 
services for the Egyptian people. 

*Progressive increase in life expectancy. 

*Decrease in infant and under-five 
mortality, 

*GOE statistics. *Difease specific technologies remain 
effective. 
#Cost recovery remains a top GOE 
strategy. 

*lncrease in percentage of GOi. Ilealth 
Sector budget allocated for preventive 
public health care activities, 

*MOH will shift priorities to preventive
public health activities. 
#Current economic growth and income 
distribution maintained. 
#Role of the private sector in the 
Egyptian economy will continue to 
expand. 
#Population programs will receive top 
level support. 

PROJECT PURPOSE END OF PROJECT STATUS 
O~atinntlhlpolir-al and health 
stability maintained. 

eI-lnr 

To broaden and diversify approaches for 
financing personal health services in 
Egypt. 

Olncreased proportion of total health care 
cxpenditures financed by private sctor 
payments. 

*l'rojcct reports. 
#GOF statistics. 

#Egyptians will continue to utilize cost 
recovery GOB facilities for quality 
curative/health care. 

COMPONENT ONE SUB-
PURPOSE: To develop and 
test cost recovery systems in 
MOH facilities a a model for 

country wide application. 

eWacilities will be covering 100% of non-
personnel operating costs, 80% of 
equipment depreciation, and 30% of 
building depreciation from private sector 

paymens. 

.GOE financial records. 
Ofost Recovery facility reports. 

#Private sector health care providers can 
not fully meet health care needs. 
*Egyptlans will progressively use private 
health sector as ource of quality care. 
#Reasonable profit possibilities, including 

managed health care schemes, exist for 
COMPONENT TWO SUB-
PURPOSE. To Improve the 
management, efficiency, and 

#Improved, cost-effective services being 
provided to 20 million people through 
1110 and CCO facilities. 

011l¢ and CCO financial rcords 
#1110 and CCO MIS reports. 

private health cae providers'within the 
economy. 

utilization of existing cost 
recovery organizations. 

COMPONENT TIIREE SUB-
PURPOSE. To expand private 
sector financing of individual, 

4100,000 additional people using private 
sector prepaid health care services. 

*CGC reports. 
#Project reports. 
*Project evaluation. 

group, and pie-pald care 
practices. 
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NARRATIVE SUMMARY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMP'IIONS 

OUTPUTS MAGNITUDE OF OUTPUTS 

COMPONENT ONE: *GO."records. 

#Demonstration of successful cost 
recovery operations. 

$A minimum of 4 MOII hospitals and I 
MOIl polyclinic converted to cost recovery 

*Site visit reports.
*Project evaluation. *GOE issues necessary decrees to 

support cost recovery. 
operations. 

#Technical and management capability in *CRllP Directorate staffed with MOII *CRHP Directorate records. 
place within the MOH to replicate cost personnel experienced in cost recovery. #Project evaluation. 
recovery model to other health facilities. 

#A system established in the MOH *lnformation available to MOll decision 
Planning Directorate to track public makers. 
sector curative and preventive health 
expenditures. 

COMPONENT TWO: 91110 & CCO records. 

aMISs installed and being utilized at 1110 aMISs installed, reports being gencratcd 
*Site visit reports. 
*Project evaluation. .110 and CCO can retain trained 

and CCO for improved management, and utilized for decision making. personnel. 
administrative, financial, and marketing. 

#Cost containment and system efficiency ,25 % increase it; utilization of 1110 and 
leading to expanded coverage by both CCO facilities. 
1110 and CCO. 

COMPONENT TiREE: #CGC records. 

*An improved commercial banking system 
to provide financial services to health care 

00 commercial banks actively 
participating. 

*Site visit reports. 
Project evaluation. 

*Organization records. 
#Commercial banking sector continues to 
serve health care providers. 

providers. 

aIncreased number of new or expanding *5,000 loans to new or expanding private 
private sector health care providers, sector health care providers 
particularly in rural areas and secondary 
cities. 

*Viability of new or expanded practices. Ilndicated by a default rate of no more *Private physicians continue to be good 
than 10%. credit risks. 

oNew private managed health care 
sytcms (i.e., HMO-like schemes). 

02 new systems. 
.. 

*GOE continues support of private 
sector. 
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LOGICAL FRAMEWORK 

NARRATIVE SUMMARY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT' ASSUMPIIONS 

INPUT ($00) 0Financial disbursement records. *GOE continues to support public and 

COMPONENT ONE 
Technical Assistance 
Commodities 

21.047 
7.164 

private health sector development. 
*Technical assistance, training, 
equipment, and resource levels can 
improve effectiveness of the health sector. 

Renovations 
Training 

3,988 
2,008 

*lnputs will be provided on a timely basis. 

Local Costs 2.506 

COMPONENT TWO 
Technical Assistance 33,100 
(w/commodities & training) 
Local Cu)sts 1.808 

COMPONENT TitREE 0 
Technical Assistance & Training 4,683 
Local Costs 428 

AUDIT/EVALUATION 821 
CONTINGENCY 947 

TOTAL 78500 
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TECHNICAL ANALYSIS
 

B. TECHNICAL ANALYSIS 

COMPONIET ONE 

1. DESCRIPTION/RpzAIONSxIP TO OTHRt KREALT CARE PROVIDERS
 

The scope of the Cost Recovery for Health Project (CRHP) at the 
present time includes four hospitals and one polyclinic, ranging in
geographic location from a southern suburb of Cairo Governorate and 
the northern portion of Giza Governorate (home of the Pyramids) to 
the suburbs of Alexandria and the Suez coastal town of Ismailia. 
The CRHP intends to impact these five facilities in three basic 
areas: institutional development, including management systems,

information systems, maintenance systems and management and
 
technical training; financial systems development, including

accounting, budgeting, and financial planning; and the improvement

of facilities and technology, including renovations and equipment

purchases. The resulting institutions will thus be able to provide

services at a higher level of quality as a result of the additional
 
revenues which will be obtained from the charging of appropriate

fees for the services being rendered.
 

It is important and pertinent to note the significance of the
 
relationship between 
quality levels and the acceptability of

"charging" for hospital and clinic services. 
 For more than four
 
decades, the Government of Egypt (GOE) has promised

constitutionally and generally provided free health 
care to the
 
population. Unfortunately, in recent years, as a result of ever
increasing economic pressures, the Government 
has been able to

provide less and less money to the more than 225 Ministry of Health 
(MOH) hospitals. Other health programs have suffered as well,
especially those normally viewed as "public health and welfare"
 
programs.
 

One only has to look at the impact of the Ministry of Health
 
facilities, however, to understand their relative place in the

health care delivery system in Egypt. The recent edition of the
 
GOE book of statistical information (CAPMAS) shows the following

from 1990:
 

All hospital beds 107,880 100%
 
MOH hospital beds 64,592 60%
 
Other GOE hosp. beds 21,980 20%
 
Public & private
 
sector hospital beds 21,308 20%
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With almost two thirds of the hospital beds in the country, it is
 
obvious that the Ministry of Health facilities -are an important
 
part of the hospital and health services delivery system. Yet when
 
one looks at quality or the amount of money available to this
 
sector of the hospitals, the picture is different and less
 
interesting.
 

The budgets of these hospital are at the point where the funding is 
so inadequate that facilities have not been able to provide a 
reasonable standard of care, and the reputation of these facilities 
has become extremely poor. Personal income and/or access to 
insurance or business coverage has become the deciding factor in 
the selection of a facility, and only those with minimal resources 
go to the MOH facilities. In addition, the list of alternative 
providers is long, as the MOH facilities are part of a varied and 
diverse set of Imal.h care providers in Egypt. There are numerous 
large hospitals, such as the University facilities, and quasi
government "systems" such as the Health Insurance Organization (HIO 
- 26 hospitals) and Curative Care Organization (CCO - 16
 
hospitals), private hospitals which range from five to several
 
hundred beds, and hundreds of multiple and single specialty
 
clinics. Only in the rural sectors of Egypt does one find a
 
limited selection. The list of choices is rather considerable for
 
patients and their physicians, depending on the location of the
 
patient, the type of illness, and the resources availablc t9 the
 
patient for his or her care.
 

The MOH facility is clearly yet unfortunately located at the bottom 
of this considerable range of options for the patient, especially 
if the patient or his or her family has the ability to pay for the 
needed services. As might be expected, the choice of facility is 
often made in part from a perception or interpretation of quality, 
with an underlying assumption which suggests that the higher the 
price, the better the quality. The bed price is often related to 
the amenities provided, such as the number of patients in the room, 
the type of bathroom facilities, and the inclusion or absence of 
air conditioning. While private patients also attempt to evaluate 
the medical care, these %atients often pay for the amenities 
without any assurance that che quality of the medical services they 
will receive at the hospital will be adequate or even appropriate. 

A further distinction is also made within Egypt regarding the 
relative quality of the various "types" of hospitals. The private
 
hospitals, especially the large and usually high priced ones, and
 
the University Hospitals are viewed as the best, with the HIO, CCO
 
and smaller private hospitals (defined as less than 20 beds) in the
 
middle, and the KOH facilities at the bottom. CRHP facilities must
 
scale this perceptional ladder of quality, perhaps not to the top
 
or even to the median, but at least to a level of respectability,
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a level which is sometimes defined as 
"the same as HIO or CCO".

Translated, this means to say, close to the levcl of quality, both

in real and perceived terms, of the facilities within the HIO and

CCO systems. The CRHP has utilized and to a large degree accepted

this "model" of quality, even while recognizing that it is
 
imprecise and relative.
 

The CRHP hospitals and polyclinics must therefore define and work
toward a particular niche, or market orientation, within this range
of options and possibilities. The appropriate status within this
broad market must be carefully defined and stated in a mission 
statement and in the delineation of goals so that everyone
associated with one of these facilities can understand what the
goals are and what the organization seeks to achieve in both the
short range and the long term. These statements can be valuable to 
many different grcups, including government, the comnity, and the
employees and w-nagement, among others. The value comes from
clarity regarding the mission of the organization and a common
understanding of and commitment to the stated purposes, goals and
 
objectives.
 

This analysis assumes that the appropriate market orientation (or

placement) for the CRHP facility is with the middle and 
lower

income segments of the Egyptian population. In addition, as noted

above, we believe the service approach should be direct and
community-oriented, with few specialty or high technology services.
 
There are numerous hospitals offering high cost/high quality

services in Egypt, and many others offering every type of specialty

service. The CRHP facilities will not have the financial or human
 
resources to compete with these better facilities, and it is not

their appropriate role or place. Emphasis 
should be on the

performance of the basics and in the provision of quality services
 
at a reasonable price to the local community. Service to the
middle and low income groups is a critical part of the MOH mission,
and this should remain a priority under cost recovery. These

facilities can be successful in this market as long as quality andservice are emphasized, and the hospitals are efficient, reasonably
priced, and responsive to their communities. 

a. 
 The General Comunity Hosntal and Polyclinic aprom ch 

The Health Financing and Sustainability Project (HFSP) team and theCRHP Directorate staff worked together on the planning and

development of the CRHP from mid-1990 until the end of 1992. 
This
team clearly sees the need 
for a clear definition of what

constitutes a cost recovery facility.
 

The CRHP pilot facilities must focus on offering the basic services

of a general, community hospital and not try to provide specialized
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or high technology services. These facilities do not and will not
 
have the financial resources to offer specialty services. They

cannot afford to "compete" with the private hospitals for various
 
reasons; the fee level differences, the amount of free and reduced
 
price care provided, and the differences in mission, resources,

staff training, physical facilities and equipment. The focuses of
 
these facilities should be on patient service, quality of care, and 
performance of the primary mission, which is to serve the community 
as a dependable, general service, community-oriented facility.
 

As noted above, the MOH facilities have two prominent difficulties: 
poor quality and inadequate funding. These problems are highly

interrelated, for without funds, quality is hard to improve, and
 
without a perception of quality, patients will not choose the
 
facility and utilization will be low and funds short. The
 
objectives are clear; (1) to improve the quality of the services of
 
the facilities, and (2) to increase funding in order to sustain the
 
quality improvements and allow the facility to do more for
 
patients, employees, and the local community. The five CRHP
 
facilities will be able to achieve more because they have more
 
resources available as a rcsult of the additional funds derived
 
from patient fees. A related issue, which is discussed later in
 
some detail, is the ieed for appropriate management skills to
 
ensure effective utilization of the additional resources which will
 
be available to the facility as a result of cost recovery.
 

The five facilities will need to be efficient in their utilization
 
of resources and have effective management by the
 
Hospital/Polyclinic Directors and the others responsible for the
 
management of services and programs. The CRHP must teach these
 
skills and provide them in a way which is practical and directly

relevant to the Egyptian environment.
 

Yet there is another, less obvious, issue within the question of
 
balance between the quality of services and the availability of
 
funds. The cost of services within the facility is actually a
 
combination of two elements; the quality of the services and the
 
extent or range of the services. Each service has different
 
patient care components which in total make up its quality level,

and the variety of services within the hospital or clinic together

constitute the collective range of services. The facility can
 
therefore manage funds by controlling the expense of individual
 
services or by limiting the number of services it offers. And
 
because there is a clear desire to increase the quality of each and
 
every service within these facilities, the maihagement tool most
 
available to Hospital/Polyclinic Directors is the control of the
 
quantity or technologicaA composition of the services and programs

offered at their facilities.
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The need for limiting the offered services and their technological

component cannot be understated. Expensive, specialized services
 
are simply not affordable within the limited resource base of the
 
MOH or the CRHP. Services :uch as burn units, advanced radiology

equipment (CT scanners, MRI, etc.), specialized technology-oriented

surgical procedures, and pediatric intensive care units are

examples of these specialized, and costly, services. The impact of
 
ongoing operational costs and/or the renovation and equipment

maintenance and depreciation costs will simply be too much for the
 
facility to recover.
 

The CRHP facilities must carefully consider this important issue,

and evaluate the long range effect of each specialized service
 
being considered from both capital and operating cost perspectives.

CRHP facilities may have a difficult time maintaining financial
 
solvency as it is, and the burden of cash-draining, specialized

services may be the difference between success and failure in the
 
long term.
 

2. COMMUNITY. LOCAL BUSINESS 
ND GOVERNANCE RELATIONSHIPS
 

If the CRHP pilot facility is to be successful as a service 
provider, it must also take an active role in its community anC be 
recognized as a leader of the community it 
serves. One of tae

possibilities for community participation is to allow the community

representation on the Board of Directors so that views are heard.
 
The facility also needs to take an active 
interest in the
 
perspectives of community leaders and members, and to 
search out

their thoughts and ideas. The marketing/public relations
 
department can generally be responsible for this research effort,

but the Hospital/Polyclinic Director must also be active as a
 
spokesman and representative of the organization.
 

Relationships with the community and local businesses can provide
direct, tangible benefits, such as contracts for health services,
and other more indirect benefits, such as community expertise
regarding financial management or similar fields, marketing

assistanco, and feedback regarding the facility's strengths,
weakn'7_sies and proqrams. Involvement within the community also
strengthens the facility's image with community andleaders will
provide direct benefits in terms of patient use of the programs and 
services. 

Another critical relationship within this context is the dialogue

with local businesses and government. In Egypt, the number of 
private businesses is growing, and the majority of these companies

have no arrangements for the health care needs of their employees.

Per capita contracts may be a large potential market, and
 
particularly valuable because 
of the relative predictability of
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monthly cash payments. Specific planning regarding these types of
 
arrangements must done the CRHP faci-lities,
be by and the
 
service/financial package needs to be presented in a manner which
 
is interesting to these local businesses and agencies. 
 The CRHP
 
facilities can a package which will
likely provide be enticing

within the market, as many small enterprises may want to offer some
 
coverage, but are not necessarily willing to pay the higher rates
 
of the private "competitor" facilities. The low-end product of the
 
upgraded CRHP facility may better meet the needs of these
 
businesses. The facility's job will be to clearly demonstrate the
 
benefits of the "new" MOH/CRHP facilities and to provide value to
 
these businesses within the health service/financial package.
 

a. The Board of Directors (Trustees)
 

As part of -the partnership between the CRHP facility and its
community, the facility must utilize a Board of Directors (see
Appendix 1) to further its goals. 
The Board can obtain additional
 
expertise, in such areas as finance, insurance, and marketing,
through the careful selection of community and business
 
representatives. These members 
can also be valuable to the
 
organization because they can provide a balance of opinion on
 
important, business-related issues. This "alternative" opinion can
 
be useful in offsetting the views of a strong Board member, whether
 
he or she is "strong" as a result of personality or position (such
 
as a MOH representative or even the Hospital/Polyclinic Director
 
himself). Boards work primarily as 
a result of an understanding
 
among the Board members that reason and compromise are the mode of
 
operation, but they also are important for the value created by the
 
introduction and consideration of new ideas. The acceptance of
 
these Board principles is yet to be established firmly in Egypt,

but at the s time, there is some precedent f cr their use and 
acceptance. The CRHP facilities will need to break a considerable 
amount of new ground in this area. 

At the current time in Ministry of Health facilitie~s (and thus in
the CRHP facilities), Boards of Directors do exist and are in fact 
defined by the rules and regulations of the MOH. However, in
actuality, their role and composition is actually more like that of 
a management team than of a Board. First, the membership includes 
only two individuals from outside the facility, one chosen by the
local Community Council and the other chosen by the Governor (a
person who interested is public service or the health sector). The 
remainder of the Board includes the Hospital Director (as

Chairman), the Deputy Director, one to eight physician department

(service) chiefs, the Matron (or the most senior nurse), and two
 
workers chosen by the Hospital Director. With six to thirteen
 
"hospital" members in comparison to two outsiders, it is clear that
 
this is not an objective membership. This point is further
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emphasized by the Chairmanship, as the Hospital Director is
 
designated by the regulations to serve as the Chair.
 

The definition of the roles and responsibilities of the Board of
 
Directors for these hospitals by the MOH is a bit more interesting,

and much more sensible. The MOH regulations suggest the following:
 

* 	 Supervises all services,

* 	 Seeks to improve the efficiency of the services,

• 	 Approves the internal organization of the hospital,
 
* 	 Approves the annual budget,

* 	 Implements the activities of the budget,

* 	 Authorizes the use of fees for some services,
 
* 	 Organizes the use of the funds collected,

* 	 Contracts with doctors from collected funds,

* 	 Performs contracts for other needs, as required, and
 
* 	 Implements all authorities granted to the hospital by the 

MOH or the Governorate. 

However, as --. might predict from discovering the composition of
 
the Board, mu-.omeetings are spent discussing internal problems and
 
issues. Some formal activities are performed, as minutes must be
 
sent to the Governor for review, but the Board clearly is not
 
independent and does not have true planning, financial or governing

authority. The decision-making authority for these facilities,

when the issue or process is not specified in the very detailed MOH
 
regulations, is found either at the Governor/District Director
 
level (depending of the District) or with the Hospital Director.
 
Little responsibility is actually allowed to the Board, and 
as
 
mentioned above, the group would much more appropriately be called
 
a "management team".
 

One of the clearly defined roles of a "proper" Board of Directors 
is to hire and oversee the Hospital/Polyclinic Director in the
completion of duties. before they hishis Yet 	 can monitor 
performance, they must first carefully define his role through the
 
development of a concise job description (see Appendix 2). Just as
 
it does for other employees, the ob description should explain the

duties, responsibilities, authorities, and educational requirements
of the position, as well as the expectations the Board has of the
Director in areas such as finance, results reporting, and planning.
The job description should also outline responsibilities which the 
Board believes should be delegated by the Hospital/Polyclinic
Director to deputies or area managers, while still retaining the 
overall responsibility.
 

As health care facilities become increasingly complex, both

technologically and financially, Hospital/Polyclinic Directors must
 
learn to delegate the responsibility for tasks they previously kept
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in touch with. This is a difficult change, but it will be critical
 
to survival for both the facility and the Director.
 

One final comment regarding the Board of Directors, or Trustees,
 
has to do with the name itself. As discussed above, the MOH system 
designates a Board of Directors and assigns it duties. Because the 
Project wishes to revise the role and responsibilities of the
 
Board, it is suggested that the name also be changed from Board of
 
Direc'-ors to Board of Trustees in order to separate it from the 
histoical perceptions of the current situation. The title "Board 
of Trustees" is not familiar in the Egyptian system, and this new 
term will thus help in the creation of a "new" model. 

3. MANAGEMENT RESPONSIBILITIES. OBLIGATIONS, AND AUTHORITIES 

The history of these facilities is one of financial and operational 
struggle, as has been mentioned previously. These facilities have 
been extremely underfunded, and the result has been poor service
 
and poor quality. They must literally forget this history and
 
develop new approaches and perspectives toward management, the
 
quality of medical services, and patient service.
 

In each of these three areas, the underlying assumption is the 
same; changes are required, both in theory and practice. 
Management restructuring must take place t two levels: first, in 
the relations between the MOH and the individual facilities, and 
second, within the facilities themselves. The quality of the 
services provided must also be revised, as the facilities must 
improve all aspects of the medical care, including physician and 
nursing care, the quality and responsiveness of support 
departments, such as the laboratory and pharmacy, and the physical 
condition of the building. 

The facilities and their directors/managers must also adopt a new
 
way of being towards patients, a restructuring which will allow
 
patient service to be a key goal and priority. Patients who feel
 
cared for will become committed consumers and will create
 
additional patient referrals, clearly an important "commodity". 
Viewing service as a priority, and implementing systems and 
programs which highlight this goal, may, in the overall cost 
recovery process, be one of the most significant elements in the 
differentiation between success and failure. 

It is clear that the beneficiary population has limited financial
 
resources, and the critical factor which determines whether they
 
will spend or not spend their resources on health care may be their
 
perceptions and knowledge of the medical care, the management, and
 
the patient service. Satisfied patients will talk to relatives and
 
friends, and over time, these conversations will create a
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"community" perception of the facility and develop its
 
"reputation". A reputation of quality, service and commitment will
 
be a mandatory aspect of long term success for these CRHP
 
facilities.
 

a. The Management Team
 

One of the first management tasks for the Hospital/Polyclinic

Directors is to develop a "management team" structure. The purpose

of this group is to develop a key team of top managers who can
 
accept responsibility for delegated tasks, as noted above, and be
 
v luable contributors to decision-making and information
 
distribution. The key focuses are communication the
and 

development of a management team, a practical synergy of talents
which can be utilized to move the organization ahead in productive 
ways. The m&a-mgesent team should meet weekly and should primarily
focus on the issues which affect the facility managers most 
directly.
 

The exact composition of this team may vary from facility 
to
 
facility, depending on the strengths of the key managers, but
 
should generally consist of the Hospital/Polyclinic Director,
 
Deputy Directors, Finance Manager, Nurse Manager (Matron),

Personnel Officer/Manager, Chief of the Medical Staff, and any of 
the stronger technical departmtlit managers, such as laboratory 
manager, radiology manager, pharmacy manager, operating theater 
manager or the head of engineering. The group should not *include 
all of these people, but be selective based on the particular
situation at the facility. A rotation system is another approach 
to department head involvement, allowing one or two department 
managers to join the management team for three months or so, and 
then rotating others into the meetings for the following three 
months. Again, the composition is not the key element here. What 
is important is the team approach to the completion of tasks, to 
planning, and to decision-making. 

b. The Finance Manager 

One of the other authorities the Board of Directors will grant to
 
the Hospital/Polyclinic Director is the responsibility for the 
financial manageuent of the operations and capital of the facility.
Financial management is a crucial role, as it is the life blood of 
the institution. Without proper financial controls and monitoring,
the Facility can lose assets, lose patients, develop credit 
problems, get "cut off" by suppliers and equipment vendors, suffer 
major payment difficulties, and the list could likely be extended 
considerably. While both the Board and the Hospital/Polyclinic
Director are responsible for the financial status of the 
organization, the Director is responsible for obtaining the 
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services of a qualified financial manager, and this is clearly one
 
of his most significant duties.
 

The financial manager serves as the overseer of the financial 
tasks, including budgeting, the accounting discipline, the accounts
receivable function, accounts payable, cash management, inventory
management, capital assets management and internal controls, and is 
responsible to the Director for financial and statistical reports
 
on a regular and timely basis. The importance of this role and
function cannot be understated, as the Director must have a person
who is knowle ale and dedicated strictly to the f inanial 
matters of the organization. It is not a part-time job, and it is
 
not a part of the job description of the Hospital/Polyclinic
 
Director.
 

a. Zb. Dur anv SNMMMit &"ae 

Other key management team roles include 
Manager, the Personnel Manager/Officer, 

the 
and 

Matron, or Nurse 
the Chief of the 

Medical Staff. The Nursing Manager and the Medical Staff Chief
 
will be largely responsible for the management of the employees in

their departments, while the Personnel Officer role is primarily in 
the areas of policy development, the management of employee salary

and benefit programs, and problem-solving.
 

Each of these positions must be acknowledged and promoted by the
 
Hospital/Polyclinic Director, and job descriptions for these 
positions must include both authority and responsibility for the
employees and the key tasks of these departments. Problems and 
proposals in these areas should 
 be handled or developed,

respectively, by the individuals in these jobs for presentation to
 
and discussion by the management team. Powermust-be dele , as

appropriate, so these people can achieve the level of 
responsibility given to them by the Hospital/Polyclinic Director 
and by their level within the organization. 

d. Financial Controls and Monitoring
 

The Hospital/Polyclinic Director under cost recovery will have a 
greatly increased responsibility for finances, as the overall
budgets will increase and more money will actually flow through the
organization. The control of funds, whether in the cashiering
function at discharge, in the outpatient areas, in the payments for
significantly larger pharmacy and medical supply inventories, or in
other areas, will become increasing complex and important. More 
control in the payment system for personnel will create the need 
for a new and equitable incentive program for employee pay, also
adding to increased accounting requirements. New or expanded
facility departments, such as maintenance, engineering, food and 
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catering services, and social services, to mention a few, will also
 
require additional management, financial attention, and clear lines 
of management authority. The Board and the Hospital/Polyclinic

Director will need to work together to clarify the responsibilities
of these "new" departments and to find appropriate managers for the
supervision of these service and support departments. Time and 
effort must be expended on these clarifications, as the status quo

(the old way) will not be sufficient to move the organization

forward with a workable management structure or a financial control 
system which is responsive and adequate to the new organization.
 

e. Personnel Manaaement 

The CRHP must continue to seek freedom or special exemptions from
 
the personnel regulations of the Ministries of Health and Manpower,
as has been achieved by the Health Insurance Organization (HIO) and 
the Curative Care Organization (CCO). Much i has been 
held regarding the development of the "Decree", yet little formal
 
resolution has been achieved up to this point.
 

A list of the major personnel issues which need to be addressed in
 
the Decree or in specific regulations regarding the Cost Recovery

for Health Project are presented in the next section of this
 
technical review. While there are many specific points of concern,

the primary issues regard management flexibility with pay and
 
benefits, control over discipline and firing, and the ability to
 
retain employees indefinitely after expending both time and money

to increase their skills through training programs.
 

While increased flexibility is a major goal of these desired
 
changes, the CRHP must not forget the impact and importance of the
labor laws of Egypt. It is clear from initial rem h that
Egyptian law will strongly influence the pesozmel policies of the
facilities. The laws are significantly pro-employee, and the right
to fire and discipline is carefully controlled.
 

f. Historical Aproach versus "New" Management Thinking 

Finally, with all that has been discussed regarding the

responsibilities and authorities of management, we are left with 
the issue of management style and practice. Management of the CRHP 
facilities will require new ways of thinking, as has been

demonstrated in various areas. The use of the management team, the 
practice of delegation, the upgraded role for the financial
 
manager, the oversight of an active Board of Directors, and
 
increased flexibility and responsibility toward personnel

management are just a few of new ideas and
the approaches.

Hospital/Polyclinic Directors must also change their thinking from
 
a traditional "hold expenses down" approach to one more
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appropriately described as "a customer service orientation combined
 
with financial flexibility". This is not to suggest that there
 
will be freedom to spend as the Director wishes, but the new
 
orientation will allow for the creation of quality services and
 
encourage a service orientation to patients. In other words, if
 
patients are happy with the services they receive while in the
 
facility, they will come back and they will recommend the facility

when services are needed by their families or their friends.
 

Service orientation will make the facility a better place, and
 
patients, employees and physicians will benefit from an

organization which focuses on human needs, health, and well-being.

The Hospital/Polyclinic Director will have to learn a new way of
 
thinking, and in turn, he will be responsible for promoting and
 
rewarding this type of thinking and behavior within the facility

staff. Yet expansion of service to patients and the additional
 
marginal expense for quality services will have its rewards in the
 
patient volume increases which will occur as a result.
 

4. KEY PERSONNEL ISSUES FOR THE COST RECOVERY FACILITIES
 

For some time, the HFSP technical team has suggested that the CRHP 
facilities must have considerably more autonomy in the management
of personnel and medical staff members than currently exists within 
the MOH system. The current system presents significant problems,
including a lack of local (facility) control over the quantity and 
quality of staff members, an inability to ensure that trained 
employees will not be transferred by the MOH, and an inability to 
reward employees for good performance or discipline them for poor
performance. These are only a few of the issues; the point is that 
changes must occur in the personnel system if these hospitals ane 
polyclinics are to be successful in the cost recovery proces,
These changes are rauireunts for success and must be considered 
as such by each of the parties in the CRHP, including USAID, the 
Ministry of Health, the CRHP Office and the expatriate technical 
consultants.
 

Because the area of personnel and physician management is --,o vital 
to Component One's long-term outcome, a review of the various 
issues is appropriate. The following list is an attempt at
 
comprehensiveness, although it is likely that new issues will arise
 
as negotiations move forward between the CRHP, the MOH and the
 
Governorates. These issues will be addressed and resolved 
by

negotiation and work results in a of
hard which memorandum 

understanding, a governmental decree, or legislation.
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a. 	 Hospital/Polyclinic Control Over the Selection and Assignment
 
of Personnel
 

If the quality of medical care is to be improved, many employees

must be retrained and new employees must be hired to fill unmet
 
personnel needs. This is 
true for physician staff, technical
 
staff, and support staff. However, the improvements in quality

cannot be maintained if employees are routinely reassigned to other
 
non-CRHP facilities, as is the current practice. Quality

improvements are critical to the cost recovery process, and quality

employees are critical to sustaining quality changes.
 

b. 	 Hospital/Polyclinic Control Over Discipline and Firing
 

A related but distinct issue is facility control over the
 
discipline and nanaement of employees and physicians. In the
 
current system, there is no useful mechanism for "encouraging" an
 
employee to do the job well and with integrity. Disciplinary 
measures are rigid and ineffective, and employees can perform at
 
totally unacceptable levels from a management perspective (fairly

routine absenteeism, for example) and still be within the
 
acceptable limits of the current government system. The present

system also makes it very difficult to fire an employee, and then
 
the 	government can overrule the Hospital/Polyclinic Director's
 
decision. In order to maintain quality personnel, the Facility
 
must 	gain control over these activities.
 

c. 	 Evaluating and Rewarding Good Performance
 

Another aspect in the development of quality employees is being
able to reward employees for a job well done. Incentive pay and
bonuses can provide substantive reasons for employees to do what is 
expected in a quality manner or to reach beyond the "normal" level
of performance. Management needs to have a system which allows 
rewards for above average !Sar ,rmance, and which relates
performance to specific job dt ties and expectations. A
performance-based evaluation p o.grAm can greatly increase the 
output of the facility's employees, as long as it is fair and 
provides incentives valuable enough to be interesting to the 
employees. Gaining employee commitment to their jobs in these 
former MOH facilities will be an important and significant task, as 
the current situation is one of poor employee performance and 
substantial indifference regarding the work and the organization. 

In regard to Hospital/Polyclinic Directors, it is important to note
 
that an entirely different situation exists. There are provisions

in the MOH system for bonuses for the Directors, but there is
 
little relationship of the value of these bonuses to actual
 
performance. The Facility Board 
of Trustees must be directly
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responsible for the incentive pay of these Directors, and as will
 
be the situation for every other employee, the- reward should be
 
directly tied to successful performance of the tasks and duties of
 
the position (job) description.
 

d. Clarity ReQarding Job Responsibilities
 

An important step toward the improvement of employee performance is
the clarification of job duties and expectations - that is, the 
development of job descriptions. In many instances currently, it 
is clear that employees have no idea of what is expented of then. 
Historically, there has been little thought given by management to 
the specific tasks and duties of most jobs (beyond the obvious),
and the result is that little else gets accomplished.
Communication rearding expectations is most often incomplete, and
job rm is not tied to seific tasks or duties (see
discussion above). Job descriptions which are clear and concise 
and communicated to employees will allow for better 
employee

performance and a mechanism for the evaluation of employees.
 

e. 
 Overall Pay Levels for Employees and Physicians
 

Employee morale is generally quite poor in these facilities, and
 
much of this can be attributed to the low level of pay. In at

least one .ituation, it has been suggested that the cost of public

transportation to and from the facility actually costs employees
 
more than they make while they are at work for the day. Pay will

continue to be a morale and equity issue until pay levels can be
 
improved in these facilities. Without a financial incentive to
 
come to work and perform, both doctors and staff will be unlikely

to make meaningful contributions to the conversion process.
 

A related morale issue, especially for the physicians, is the state
of the physical facilities and the equipment. The working

environment is as buildings often in
poor, the are disrepair

because of poor or non-existent maintenance. Equipment is not
repaired when it is broken, nor when it isreplaced obsolete or
out-of-date. Improvements to the physical environment are 
critical, not only to the .quality of care, but also for the morale
 
of physicians and facility employees.
 

g. RIM For ouws Warkd 

In the current MOH system, there is no apparent mechanism for
 
monitoring hours worked by employees. In fact, it seems that most

if not all employees receive monthly salaries, with no

accountability for the actual hours worked during the month. 
The
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CRHP facilities need to develop more accountability for employee
 

pay.
 

h. Hospital/Polvclinic Control of Staffing Levels 

Egypt has a somewhat unique situation in regard to the supply of
 
medical personnel. The supply of physicians, most of whom are
 
trained by the national government at government expense, is higher

than the demand, with a resulting surplus. In addition, under the
 
national system, all physicians trained by the GOE are assigned to
 
a MOH hospital or cliiuic as part of their "repayment" obligation to
 
the GOE for their medical education. The result for these
 
facilities is an oversupply of largely inexperienced physicians,

and a budget which is overwhelmed by the salaries and benefits
 
allocated to them.
 

In turn, an opposite situation exists for nurses and specialty
technicians. There is a significant shortage of trained, much less 
experienced, nursing and technical personnel. Because of the 
ability of the private hospitals to pay better salaries, the 
shortage is particularly dramatic within the MOH facilities. The 
MOH, the CRHP Directorate, and the CRHP facilities together must 
work to evolve a solution to this significant problem, and training
and retraining programs will need to be a part of the solution. 

For the CRHP facilities, the problem of oversupply of physicians

should be a bit easier to handle than that of the shortage of
 
nurses and technicians, although this will only be true if the MOH
 
cooperates with CRHP recommendations. One key goal for these
 
facilities is to reduce the number of physicians on the payroll,

and then to be able to utilize the savings for other expenses,

including increases in salaries, an incentive pzgr'iilch relas
 
pay to performance, amdit nance and repairs, s I ims and others. 
Clearly this will require the full and generous cooperation of the 
MOH, as they must provide the "released" physicians with other 
positions and provide cash payments to the hospitals in exchange
for their salaries. While the exact MOH/CRHP mechanism is not yet
clear, the goal is to improve efficiency and provide ore money for 
hospital expenses other than salaries. 

One of the other "new" expenses which the CRHP facilities will
 
encounter is the increase in salaries and the related personnel 
costs for nurses and technical personnel, such as lab and radiology
technicians, operating theater, intensive care and emergency 
nurses, and maintenance and repair technicians. These facilities 
must increase the quantity of these categories of personnel, if 
they are to maintain an acceptable level of quality, and they will 
be expensive in comparison to the "average" employee. They may
also be somewhat difficult to find, and in some instances, the 
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facilities will need to retrain or upgrade current employees. The
 
CRHP Directorate will take an active role in the development of the
 
necessary training programs, but the task is significant
 
nevertheless. The area of technical training is quite clearly a
 
key to the long-term viability and success of Cost Recovery.
 

i. Managqsaet Training for Middle and Upper Level Nanagers 

Management training is weak in all levels of the MOH and CRHP 
facilities. There has been little effort made to develop top 
managers beyond the Hospital/Polyclinic Directors and even less 
focus on the department managers and chief technicians. This will 
be an important focus for the cost recovery process, as these 
managers must take on more responsibility and be more active in the 
various managerial and financial tasks of the organization. 

The personnel systems of the CRHP hospitals and polyclinics must be
 
developed comV.jetely by the cost recovery process, as personnel
 
management has been handled entirely at the MOH. This
 
decentralization effort must include many of the issues discussed
 
herein, including performance review, manpower planning and
 
budgeting, job descriptions, pay and incentives, benefits planning,
 
and employee hiring, firing and selection. Each facility will need
 
to create and support a human resources/personnel department as
 
part of the cost recovery effort. The department will be
 
responsible for the development and implementation of thesc and
 
other programs and for protecting the rights of all employees of
 
the organization.
 

----- IIWUPO OF STANDARDS5. MM DWUAND IMON QUALMT AND 

The CRHP facilities, in order to upgrade the quality of their 
services and programs, must implement a new set of standards for 
their operations and financial management, a set of standards which 
ensures a quality environment and provides clarity regarding 
expectations for performance. The CRHP staff and the HFSP team 
have worked diligently on this set of standards for the CRHP pilot 
facilities, and they will be utilized by the initial five. The 
headings for the thirty standards are listed below: 

Governing Body and Chief Executive Officer
 
(Hospital/Polyclinic Director)
 

* Management and Administrative Services
 
* Personnel Policies and Procedures
 
* Financial Management
 
* Utilization Review and Quality Assurance
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* 	 Patient Satisfaction and Facility Promotion
 
* 	 Medical Staff
 
* 	 Nursing Staff
 
* 	 Emergency Services
 
* 	 Surgical and Anesthesia Services
 
* 	 Physical Rehabilitation Services
 
* 	 Ambulatory Services
 
* 	 Respiratory Care
 
* 	 Social Services
 
* 	 Special Care Units (ICU, CCU, Burn Unit)

* 	 Pediatric Care
 
* 	 Facility Conversion and Renovation
 
* 	 Infection Control
 
* 	 Laboratory
 
* 	 Pharmacy
 
• 	 Radiology
 
• 	 Dietary Services
 
* 	 Medical Records
 
* 	 Medical Library

* 	 Housekeeping, Physical Plant Maintenance and Operations,


Safety and Sanitation
 
* 	 Biomedical Equipment Maintenance
 
* 	 Engineering and Architecture
 
* 	 Staff Development and Trainir]
 
* 	 Security

* 	 Purchasing, Central Supply, and Sterile Supply
 

The Government of Egypt has traditionally provided the majority of

the funds for the CRHP facilities, and as previously discussed, the

funds have been inadequate to allow for proper management or the
 
provision of quality services.
 

In response to the "cost recovery" approach to funding, the

Hospital/Polyclinic Directors 
 must take on new management

strategies and view their roles and responsibilities in entirely

new ways from those of the past. The new role, as discussed above,

emphasizes central coordination of a management team with a

proactive approach to facility services and activities. Expertise

will be more decentralized, and specialists or outside assistance
 
will be needed in 
areas such as finance, planning and marketing,

information systems, and business contracting.
 

In addition, the medical services of the CRHP pilot facilities will
need new standards and requirements, as higher quality can be

achieved and will be expected. The Quality Assurance (QA) program

will set specific standards for each medical service (specialty),

each technical department, and each non-medical (support)

department. Monitoring and evaluation of the criteria and

benchmarks of the QA program will 
be an ongoing activity, and
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performance will be linked to the pay incentives of medical service
 
chiefs aad department heads. In order to accomplish this, the
 
standards must be clearly presented and communicated so that the
 
responsible service chiefs and department heads are clear abost
 
their responsibilities regarding the implementation of the new
 
standards within their units or departments. The Quality Assu-a, ice
 
Program will be a key aspect of the overall success of the C1HP
 
facilities, as quality improvements must be maintained in order to
 
provide an appropriate level of medical care and to satisfy
 
patients and ensure that they will utilize the facility when it is
 
required by themselves or their family members.
 

6. THE DeVoPMMNT OF INTERNAL POLICIES FOR PATIENT CA"
 

There are numerous facility policies and guidelines which must be
 
developed for the CRHP facilities, especially for the hospitals.
 
These policies and procedures should be consistent from facility to
 
facility in order to fully gain the benefits of the technical
 
assistance provided by the various specialists within Component
 
One. It is intended that CRHP facilities will be both the "model"
 
and trial sites for the development of standards for the MOH
 
facilities of the future, particularly in regard to quality
 
standards, financial management, and policies and procedures.
 
Several policy areas of particular concern include: (1) the
 
appropriate allocation of 1st, 2nd, 3rd, and free class beds, (2)
 
the reasonable minimum standard for free care in the inpatient,
 
outpatient, and casualty areas, (3) the methodology for determining
 
ability-to-pay levels and the selection of free care patients, (4)
 
the fair and equitable delivery of medical care to all patients,

and (5) procedures for the admission and discharge of patients
 
which ensure proper financial ind records management. Considerable
 
work has been done by the HFSP and CRHP team on these guidelines,
 
although the final review is not yet complete.
 

Training, or employee development, is a key aspect for the "new"
 
CRHP facility, and communication with employees about their roles
 
and the expectations of them in these roles will be an important
 
and ongoing activity. Training programs will need to be routine in
 
these facilities, as there are many immediate and ongoing
 
requirements for the upgrading of management skills, theoretical
 
knowledge, and technical skills.
 

7. IMPROVENENT OF FACILITIES AND TECHNOLOGY
 

a. Biomedical M uipment 

A basic underlying tenet of sustainability is to "live within your 
means". In cther words, do not over-use resources in the beginning 
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only to suffer a greater shortage later in the process. This
 
principle must be applied to the situation facing Component One of
the Cost Recovery Project in determining equipment needs.

Resources must not be overused in the beginning of a project if it
will result in a reduced quality of patient care at a later time.
The same is true of infusions of capital goods through donations.
Health services that cannot be supported by local means will result
in a reduced level of quality of through thecare diversion of 
resources to a technology that cannot be maintained over the long

term. 

In the conversion of a CRHP pilot facility, the purchase of bio
medical equipment means fewer resources will be for
available 

competing needs such as medications, supplies, and manpower. There
 
is general agreement that the most effective method of allocating

scarce resources is through cost effectiveness analysis. Using
this method, one first assesses what is available, then distributes
(utilizes) resources in a manner that will achieve the highest

return in terms of reduced morbidity and mortality. In a world of
 scarce resources, there is a trade-off involved in choosing to use
 
any particular resource: choosing a higher level of 
equipment

necessarily means that fewer resources 
will be available for
 
competing needs such as manpower or medications.
 

In an ideal world, a cost effectiveness analysis would be performed

in each and every procurement decision. Unfortunately given the

analytical resources available to CRHP hospitals and the thousands
 
of purchasing decisions that are made in the course of operations,
 
a less precise and simpler methodology must be used. This

methodology is based on the assumption that the relative mix uf
 
resources devoted to salaries, medicines, and material resources by
the CCO is a succful model, and one that should be used as aguide in determining overall funding levels for thesp different 
areas. The one area of exception to the CCO model is in biomedical 
equipment. As the following section points 
out, the goal of

sustainability of resources must-be met by the CRHP, and a system

adopted where the long term viability of the facility is assured
 
using its own financial capacity.
 

Following this line of reasoning, a facility or health system must

seek to achieve the highest level of patient care that is constant.
In other words, seek a level that is sustainable. In order to
determine this level, the basic rule of allocating scarce resources
is used: determine what is available. In a project such as the
CRHP where improvement of health facilities is a major goal, one isfaced with a situation where potential funding in the beginning is
 
very high, while lnng-term financial resources are much more
 
limited. 
Since the goal is to determine what is sustainable, the

level of long term financial resources must be assessed. isIt the 
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availability of long term resources that determines the quality of 
care that can be sustained at a constant level. - It is the ability 
of a facility to repair or replace broken or obsolete equipment 
that determines its sustainable level of equipment. 

In the "Facility Standards Manual" of the CRHP Directorate , there 
is a fully developed system for prioritizing the purchase of 
biomedical equipment. Section 17 of the manual contains a Decision 
Matrix for prioritizing the purchase of equipment based on cost 
effectiveness in terms of reducing morbidity and mortality. This 
decision system should be used in conjunction with the results 
gathered from the "Facility Assessment Instrument". 

The "Facility Assessment Instrument" assists in determining 
equipment needs through a process of decentralized decision making 
by the end umws. The end users are asked to specify their 
equipment naes, and to prioritize them. 7e is guidance 
provided in order to help the end users make the most complete and 
accurate determination of their needs. The results of this 
assessment process are then collated by the hospital administration 
and the CRHP Directorate The Decision Matrix is then employed to 
rank items in terms of priority. The items are then priced, and 
those items of the highest priority are purchased up to the ceiling 
amount. 

Biomedical equipment costs were developed based on Phase A pilot
 
facilities requests to CRHP Directorate. Table 1 presents
 
estimates for the five Pilot Facilities. The equipment requests
 
are for basis diagnostic and therapeutic services. The equipment
 
will provide continued patient services at existing hospitals and
 
polyclinics.
 

b. ui§ &o n 

Cost recovery success requires that the CRHP Pilot Facilities are
 
in a condition in which adequate levels of health care can be 
delivered. In the case of the CRHP pilot hospitals, those 
facilities that are presently functioning pose significant threats 
to the safety and sanitation of patients and staff. These threats 
are primarily in the form of sewage contamination in patient and 
service rooms of the facilities, and a generally unsanitary 
environment. In addition, there are some structural deficiencies 
that require immediate repair. To ascertain the extent of these 
problems, the CRHP Directorate has contracted, or is in the process 
of contracting, with Architectural and Engineering (A&E) firms to 
conduct studies of building conditions, and to develop plans and 
cost estimates for the rehabilitation of the facilities.
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Table 1 
MAY 15TH EMBA9A SHARK ELMEDINA KAFR EL DAUAR EL KANTARA GHARB TOTALS
 

BAD 
DAB 
BAB 
BAB 
BAN 
BAB 
BAB 
BAB 
BAN 
BAN 
BAB 
BAI 
BA 
BAE 
BA8 
OAS 
BAB 
BAB 
BAD 

CODE 

01 
02 
03 
03-1 
04 
05 
06 
07 
08 
05-1 
10 
11 
13 
14 
15 
16 
17 
18 
19 

ITEM 

INCUBATOR, INFANT 
INCUBATOR, INFANT, ICU 
INCUBATOR, INFANT, TRANSPORT 
INCUBATOR, INFANT, SERVO 
WARMING UNIT (THERMOSED)
PHOTOTHERAPY 
ASPIRATOR, INFANT 
INFUSION PUMP, PEDIATRIC 
SCALE, NEONATAL 
SCALE, PED, MANUAL 
HUMIDIFIER WITH NEBULIZER 
MONITOR, ECG, PEDIATRIC 
VENTILATOR PEDIATRIC 
INFANT CARi CENTER. SERVO 
BILIRUBIN ABI GLUCOSE METER 
RESUSCITATOR, PEDIATRIC, AMBU 
CIRCUIT, ANESTH, JACKSON REES 
ANALYZER, OXYGEN 
DEFIBRILLATOR, PEDIATRIC 

UNITCOST 

6.5 
9.0 
7.0 

5.0 
1.5 
0.9 

0.3 
0.3 
2.0 
7.5 
9.0 
18.0 
3.5 
0.2 
0.5 
0.6 
3.6 

QTY 

2 
1 

2 

1 

ETNEEXTENDEDCOOSTS 

0.0 
0.0 
0.0 
0.0 
0.0 
3.0 
0.9 
0.0 
0.0 
0.5 
0.0 
0.0 
0.0 
18.0 
0.0 
0.0 
0.0 
0.0 
0.0 

QTY 

9 
2 
2 

2 
6 
6 

4 
2 
3 
2 
2 
1 
2 
2 
1 
1 

EXTENDED
COSTS 

58.5 
18.0 
14.0 
0.0 
10.0 
9.0 
5.4 
0.0 
0.0 
1.0 
4.0 

22.5 
18.0 
36.0 
3.5 
0.4 
1.0 
0.6 
3.6 

OTY 

2 

2 

1 

3 
2 

EXTENDED 
COSTS 

. 
0.0 
0.0 
0.0 
0.0 
0.0 
1.8 
0.0 
0.6 
0.0 
0.0 
7.5 
0.0 
0.0 
0.0 
0.6 
1.0 
0.0 
0.0 

OTY 
EXTENDED 
COSTS 

. 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

UNIT 
COST 

5.5 
9.0 
9.0 
9.0 
6.0 
1.5 
0.9 
2.8 
0.3 

1.5 
5.2 
8.0 
17.0 
3.0 
0.4 
0.3 
0.6 

QTY 

2 
1 
1 
2 
1 
2 
5 
6 
2 

3 
2 
2 
2 
1 
3 
1 
6 

EXTENDED 
COSTS 

11.0 
9.0 
9.0 
18.0 
6.0 
3.0 
4.3 
16.8 
0.6 
0.0 
4.5 

10.4 
16.0 
34.0 
3.0 
1.1 
0.3 
3.5 
0.0 

QTY 

11 
3 
3 
2 
3 

10 
14 

4 
6 
5 
6 
4 
5 
2 
8 
5 
7 
1 

EXTENDED 
COSTS 

9. 
7.0 
23.0 
8.0 
6.0 

15.0 
12.4 
16.8 
1.2 
5 

40.4 
0 

6.5 
2.1 
2.3 
4.1 
. 

BAB
BAB 
BAS 
BAS 

20
24 
27 
28 

SYRINGE PUMP, PEDSPHYGMOMANOMETER, PED 
MONITOR, INFANT, BP, RESP 
AEROSOL NEBULIZER 

3.5
0.1 
7.0 
2.0 

6 0.0
0.3 
0.0 
0.0 

2 7.0
0.0 
0.0 
0.0 

3 
3 

0.0
0.0 
21.0 
6.0 

0.00.0 
0.0 
0.0 

3.6 6 21.30.0 
0.0 
0.0 

86 
3 
3 

21.30.3 
21.0 
6.0 

BAB 
OUR 
BUR 
BURN 
BURN 
BURN 
CARD 
CARD 
CCU 

29 
02 
03 
04 
12 
15 
01 
04 
03 

THERMOMETER, ELECTRONIC 
IMMERSION M4ASSAGE TANK 
AIR MATTRESS, ALT PRESS U/PUMP
SKIN GRAFT CUTTER, (MESHER) 
PATIENT LIFT 
RAZOR, SKIN GRAFTING 
STRESS SYSTEM, ECG 
ELECTROCARDIOGRAPH, 1 CHANNEL 
ASPIRATOR, DOUBLE JAR 

0.1 
11.0 
0.9 
2.6 
3.6 
0.7 

18.0 
4.5 
1.5 

1 
3 
1 
1 
1 

1 

0.0 
11.0 
2.7 
2.6 
3.6 
0.7 
0.0 
4.5 
0.0 

1 
3 
1 

1
1 

0.0 
11.0 
2.7 
2.6 
0.0 
0.0 

18.0 
4.5 
0.0 

5 

1 
2 

0.3 
0.0 
0.0 
0.0 
0.0 
0.0 
18.0 
9.0 
0.0 

1
1 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
18.0 
4.5 
0.0 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

5 
2 
6 
2. 
1. 
1 
3
5 
0 

0.3 
22.0 
5.4 

1.0 
5 .0 
. 
. 

CCU 
CCUCCU 
CHIT 
CHIT 
CSSD 
CSIo 
CSSO 
CSSo 
CSSD 

05 
0607 
01 
02 
04 
04 
11 
13 
14 

SYRINGE PUMP 
BED, HOSP, 4UALVENTILATOR, ADULT, ICU 
SPIROMETER 
RESPIROMETER, PORTABLE 
RINSER, WATER GUN 
HEAT SEAING UNIT 
ULTRASONIC CLEANER 
STERILIZER, STEAM, LARGE 
STERILIZER, DRY HEAT, TABLETOP 

3.5 
2.09.0 
0.3 
1.0 
0.5 
0.6 

25.0 
45.0 
0.6 

0.0 
0.00.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

8 
83 

1 
1 
1 
2 
1 

28.0 
16.027.0 
0.0 
0.0 
0.5 
0.6 
25.0 
90.0 
0.6 

2 
1 

0.0 
0.00.0 
0.6 
1.0 
0.0 
0.0 
0.0 
0.0 
0.0 

0.0 
0.00.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

8.5 

0.5 

2 

1 

0.0 
0.017.0 
0.0 
0.0 
0.0 
0.5 
0.0 
0.0 
0.0 

8 
85 
2 
1 
1 
2 
1 
2 
1 

. 

.i0.0 

.6 

.0 
0.5 
1.1 
.0 
.0 

CSSD 
CSso 
CSSO 
DERN 
DERN 
DERM 
DERN 

15 
15 
16 
01 
03 
04 
05 

DISINFECTING AFPARATUS,AJTO 
DISINFECT AND CLEANING MACH 
WASHER/STERILIZER
ELECTROSURG UNIT, HYFRECATOR 
LAMP, ULTRAVIOLET 
INJECTION DEVICE, NEEDLE FREE 
DERNATOME, PUNCH 

98.0 
100.0 
0.6 
1.0 
2.0 
0.5 
2.2 

1 

1 

0.0 
0.0 
0.0 
1.0 
0.0 
0.0 
2.2 

1 
1 
1 
1 
2 
1 
1 

98.0 
100.0 
0.6 
1.0 
4.0 
0.5 
2.2 

2 
2 

0.0 
0.0 
0.0 
2.0
4.0 
0.0 
0.0 

9 
2 

0.0 
0.0 
0.0 
1.0 
4.0 
0.0 
0.0 

0.7 
2.0 

1 
1 

0.0 
0.0 
0.0 
0.7 
2.0 
0.0 
0.0 

1 
1 
1 
6 
7 
1 
2 

i0 
1 .0 

.6
5.7 
1,.0 

DERN 
DER 
DERN 
DERN 

07 
09 
10 
12 

MICROSCOPE, BINOCULAR 
CENTRIFUGE, TABLE-TOP 
WATER BATH 10L 
HENOCYTOMETER. SLIDE 

2.0 
1.5 
3.0 
0.5 

3 
1 

6.0 
1.5 
0.0 
0.0 

4 
1 
1 
2 

8.0 
1.5 
3.0 
1.0 

6 
2 

12.0 
3.0 
0.0
0.0 

3 
1 
1 

6.0 
1.5 
3.0
0.0 

2.9 1 

0.0 
0.0 
2.9
0.0 

16 
5 
3
2 

]t.0 
.3 



COE ITEM UNIT - EXTENDED EXTENDED I IEEDE EXTENDED UEXTENDED XTENDED
N EXTENDED
 

COST QTY COSTS QTY COSTS OTY COSTS OTY COSTS COST QTY I COSTS QTY COSTS
DERM 14 CRYODERMATOLOGY UNIT .0.5 0.0 0.0 2 1.0 10 15
 
DLS 03 CHAIR, PATIENT, RECLINING 1.0 0.0 6 6.0 0.0 0.0 0.0 6 6.0

DNT 101 DENTAL UNIT 7.0 1 7.0 2 14.0 
 4 28.0 1 7.0 0.0 8 56.0
DNT 102 X-RAY UNIT, DENTAL 15.0 0.0 1 15.0 1 15.0 
 0.0 8.9 1 8.9 3 38.9
DNT 103 X-RAY, DENTAL, PANORAMIC 23.0 0.0 1 23.0 0.0 0.0 G.0 1 
 23.0
DNT 104 CHAIR, DENTAL HYDRAULIC 7.0 0.0 2 14.0 3 21.0 
 2 14.0 0.0 7 49.0
DNT 105 DEVELOPER, DENTAL X-RAY FILM 3.5 
 0.0 1 3.5 1 3.5 1 3.5 2.5 1 2.5 4 13.0
DNT 106 STERILIZER, DRY HEAT, 2OL 
 2.7 0.0 0.0 3 8.1 1 2.7 0.0 4 10.8
DNT 106-1 STERILIZER, DRY HEAT, 30L 5.5 2 11.0 0.0 0.0 0.0 
 0.0 2 11.0
DNT 107 ANESTHESIA UNIT, DENTAL 11.0 1
0.0 11.0 
 0.0 0.0 0.0 1 11.0
DNT 108 AMALGAMATOR 1.0 
 0.0 2 2.0 1 1.0 1 1.0 0.9 2 1.9 6 5.9
DNT 109 ULTRASONIC SCALER, CAVITRON 2.0 1 2.0 2 
 4.0 2 4.0 1 2.0 0.5 1 0.5 7 12.5
DNT 110 LIGHT CURE 0.6 0.0 1 0.6 1 0.6 1 0.6 
 0.0 3 1.7
DNT Ill RUBBER DAN ISOLATION SET 0.4 0.0 
 0.0 2 0.8 0.0 0.0 2 0.8
DNT 113 STOOL, DENTIST 
 0.6 0.0 0.0 4 2.2 1 0.6 0.0 5 2.8
DNT 114 FORCEPS SET, DENTAL, CHILDREN 2.5 
 0.0 0.0 3 7.5 0.0 0.0 3 7.5
DNT 115 FORCEPS SET, rSNTAL, ADULT 2.7 0.0 
 0.0 3 8.1 0.0 0.0 3 8.1
DNT 117 INST SET, DENT ROOT ELEVATOR 0.7 0.0 0.0 1 0.7 
 0.0 0.0 1 0.7
DNT 201 FURNACE FOR RINGS, AUTO 
 0.5 1 0.5 1 0.5 0.0 0.0 0.0 2 1.0
DNT 201-1 FURNACE ELECTRIC, DENT 2.0 1 2.0 0.0 0.0
0.0 0.0 1 2.0
DNT 202 INDUCTION, CASTING MACHINE 11.0 1 11.0 1 11.0 
 0.0 0.0 0.0 2 22.0
DNT 203 VACUIUM INVESTING MACHINE 
 1.0 0.0 1 1.0 0.0 0.0 0.0 1 1.0
DNT 204 SANDbLASTING MACHINE, DENTAL 0.6 
 1 0.6 1 0.6 0.0 0.0 0.0 2 2
DNT 2G5 DUPLICATING MACHINE AUTO 2.6 0.0 1 2.6 
 0.0 0.0 0.0 1
DNT 206 SURVEYOR 
 0.5 0.0 1 0.5 0.0 0.0 0.0 1 0.5
DNT 207 MICRONOTOR, DENTAL, LAB 0.9 2 1.8 1 
 0.9 
 0.0 0.0 0.0 3 Z.7
DNT 208 MELTING WAX CURING BATH 
 0.3 0.3 1 0.3 0.0 0.0 0.0 2 0.6
DNT 209 CUTTING DEVICE, PLASTER, DENT 0.5 0.0 1 0.5 3 1.4 
 0.0 0.0 4 1.8
DNT 210 VIBRATOR 
 0.2 2 0.4 1 0.2 3 0.6 0.0 0.0 6 1.2
DNT 211 POLISHER, ELECTROLYTIC, DENTAL 
 3.0 0.0 1 3.0 4 12.0 
 0.0 0.0 5 15.0
DNT 214 DIPPING WAX APPARATUS 0.4 1 0.4 0.0 
 0.0 0.0 0.0 1 4
DNT 221 WAX ELIMINATING MACHINE 0.3 
 0.0 0.0 2 0.6 0.0 0.0 2 0.6

DNT 222 CURING DEVICE, ELECTRIC 2.0 0.0 0.0 2 4.0 0.0 0.0 2 4.0
DNT 224 ARTICULATOR, DENTAL 0.5 0.0 0.0 40 
 20.0 0.0 0.0 40 20.0
DNT 225 ULTRASONIC CLEANER, DENTAL 
 2.1 0.0 0.0 1 2.1 0.0 0.0 1 8.1
DNT 226 FLASK HYDRAULIC 0.5 0.0 0.0 
 0.0 1 0.5 0.0 1 0.5

DNT 226-1 FLASKS, DENTAL 0.1 0.0 
 0.0 40 3.0 0.0 0.0 40 0
DNT 227 MOTOR, POLISHING, DENT LAB 1.5 0.0 0.0 4 6.0 0.0 0.0 4
DNT 228 MOTOR, DENTAL LAB 0.3 0.0 0.0 12 3.6 0.0 0.0 12
 
DNT 229 HAND PIECE, DENTAL LAB 0.0
0.4 0.0 12 4.8 0.0 0.0 12 .8
EMRG 01 TABLE, OPERATING, GENERAL 27.0 1 27.0 3 81.0 1 27.0 1 27.0 0.0 6 16 .0ENRO 05-1 STRETCHER, TRAUMA 
 7.0 0.0 0.0 1 7.0 0.0 6.5 1 6.5 2 13.5
EMil 06 PROCESSOR, X-RAY FILM, AUTO 20.0 0.0 2 40.0 2 
 40.0 0.0 15.0 2 30.0 6 11.0
ENO 09 DEFIBRILLATOR W/ECG 
 6.0 0.0 1 6.0 0.0 0.0 3.6 2 7.2 3
EN 12 VENTILATOR, ANESTHESIA 12.7 2 25.4 9 114.3 0.0 0.0 12.7 1 12.7 12 15.4
ENRO 14 RESUSCITATOR, ADULT AMBU 0.2 1 0.2 0.0 
 2 0.4 0.0 0.0 3 .6
ENC 01 GLUCOMETER, DRY TEST 0.2 
 0.0 0.0 2 0.4 0.0 0.0 2 .
END 10 LIGHT SOURCE, HALOGEN LAMP 1.5 
 0.0 0.0 3 4.5 2 3.0 0.0 5END 11-1 COUCH, PATIENT ENDOSCOPY 2.0 0.0 
 0.0 0.0 1 2.0 0.0 1
END 12 CART, ENDOSCOPY PROCEDURE 
 0.5 0.0 0.0 0.0 1 0.5 0.0 1
END 13 DISINFECTION STATIONFIBERSCOPE 1.5 0.0 0.0 
 0.0 1 1.5 0.0 1
END 14 CABINET, FIBERSCOPE 0.6 0.0 0.0 0.0 1 
 0.6 0.0 1
END 15 ASP;RATOR, ENDOSCOPIC IRRIG 1.0 
 0.0 0.0 2.0 1 1.0 0.0 1 .0
END 16 ELECTROSURO UNIT, DIATHERMY 3.3 0.0 0.0 0.0 
 1 3.3 0.0 13
END GOl GASTROSCOPE, 9.5rrvn 13.5 1 13.5 
 0.0 1 13.5 1 13.5 0.0 3 40.5
END G02 GASTROSCOPE, lim 
 13.5 0.0 0.0 1 13.5 1 13.5 0.0 2 27.0
END G05 GASTROSCOPE, 13m 12.0 
 0.0 0.0 1 12.0 1 12.0 0.0 2 24.0
END UO1 RESECTOSCOPE WORKING ELEMEN 0.7 0.0 
 0.0 0.0 1 0.7 0.0 1 0.7
END U01 CYSTOSCOPE, ADULT 
 15.0 0.0 0.0 1 15.0 1 15.0 0.0 2 30.0
END U02 RESECTOSCPE, ADULT 2.6 
 0.0 0.0 1 2.6 0.0 2.6 1 2.6 2 5.2
END U03 URETHROTONE, ADULT 2.1 0.0 0.0 1 2.1 0.0 0.0 1 2.1
END U04 LITROTITE, BLIND 
 1.0 0.0 0.0 1 1.0 0.0 0.0 1 1.0
END U04 URETROTOME, OPTICAL, ADULT 2.5 
 0.0 0.0 0.0 1 2.5 0.0 1 2.5
END U05 LITROTITE, VISUAL 1.0 0.0 0.0 1 1.0 1 1.0 0.0 2 2.0
END U08 INST SET, CYSTOSCOPE 3.0 0.0 0.0 1 3.0 1 3.0 
 0.0 2 6.0
END U09 RESECTOSCOPE, PAEDIATRIC 2.0 0.0 
 0.0 0.0 1 2.0 0.0 1 2.0
END U16 DIATHERMY UNIT, UNDER WATER 3.5 
 0.0 0.0 0.0 1 3.5 0.0 1 3.5
ENT 01 AUDIOMETRIC BOOTH 12.5 0.0 1 
 12.5 1 0.0 2
12.5 0.0 
 25.0
 



-MAY 15TH EMBABA SHARK ELMEDINA KAFR EL DAWAR EL KANTARA GHARB TOTALS
CODE ITE UNI EXENE EXENE
COSjUNT XEDDI S EXTENDED'COST QTY I COSTS IETNE ETENDED UNIT 'EXTENDED EXTENDED
QTY COSTS QTY COSTS OTY COSTS COST QTY COSTS QTY COSTS
 

ENT 
EN? 
ENT 
ENT 
ENT 
ENT 
ENT
ENT 
ENT 
ENTENT 

02 
04 
05 
07 
08 
10 
11 
302 
303 
304412 

AUJIOMETER 
CHAIR, PATIENT, ENT 
ENT UNIT 
STOOL ENT, PHYSICIAN 
ELECTROSURGERY UNIT, ENT 
SINOSCOPE 
AURAL SYRINGE, SIMPSON
LARYNGOSCOPE 
LARYNGOSCOPE, NASO PHARYNGO 
ESOPHAGOSCOPETYMPANOMETER 

5.0 
4.0 
0.6 
5.0 
0.4 
0.1 
0.3 
0.6 
11.01.5 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.00.0 

1 
1 
1 
1 

3.0 
5.0 
4.0 
0.6 
0.0 
0.0 
0.0
0.0 
0.0 
0.00.0 

1 
2
1 
1 
1 

0.0 
0.0 
0.0 
0.0 
0.0 
0.4 
0.2 
0.3 
0.6 
0.05 

1 

1 
11 

3.0 
0.0 
0.0 
0.0 
5.0 
0.0 
0.0
0.3 
0.0 
11.01.5 

3.6 
2.9 
0.6 

1 
1 
1 
1 

2.7 
3.6 
2.9 
0.6 
0.0 
0.0 
0.0
0.0 
0.0 
0.00.0 

3 
2 
2 
2 
1 
1 

2
2 
1 
12 

1.7 

.9 

.1 

.2II 
10 

ENT 
ENT 
ENT 
GAS 
GAS 
GAS 
GYN 
GYN 
GYg 

501 
502 
503 
01 
02 
03 
02 
03 
04 

INST SET, FORCEPS 
TRACHEOSTOMY KIT 
INST SET, MICRO-LARYNGEAL 
FLOW METER, NITROUS OXIDE 
FLOW METER, AIR 
FLOW METER, OXYGEN 
COLPOSCOPE 
FETAL HEART MONITOR 
HYSTEROSCOPY & INSUFFLATOR 

1.5 
0.5 
1.4 

8.5 
6.8 
6.0 

1 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
6.8 
0.0 

1 
2 
1 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
8.5 
13.6 
6.0 

1 
1 

10 
5 

0.0 
0. 
.0 
.0 
.0 
0.0 

1 

2 

1.5 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
13.6 
0.0 

0.1 
0.1 
0.1 
8.2 
6.8 
6.0 

5 
3 
12 
1 
1 
1 

0.0 
0.0 
0.0 
0.6 
0.4 
1.5 
8.2 
6.8 
6.0 

1 
1 
1 
5 
3 
12 
2 
6 
2 

1.5 
5 

0.6 
. 
.54.1 

1 0 
GY 
GYM 
GY 
GM 

ICU 
ICU 
ICU 
ICU 
ICU 

05 
06 
10 
18 
03 
04 
07 
09 
11 
12 

EXAMINATION UNIT, GYN 
SCALE, ADULT 
ELECTROCAUTERY UNIT 
FETAL HEART DETECTOR 
EEG, 8-CHANNEL 
ELECTROCARDIOGRAPH, 3-CHANNEL 
INFUSION PUMP 
CRASH CART 
ANALYZER, BLOOD/GAS 
HUMIDIFIER 

5.0 
0.4 
1.5 
0.9 
8.5 
5.5 
2.8 
15.0 
34.0 
1.5 

1 

1 

0.0 
0.4 
0.0 
0.9 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

1 
2 
1 

1 
5 
3 
1 
4 

5.0 
0.7 
1.5 
0.0 
0.0 
5.5 

14.0 
45.0 
34.0 
6.0 

1 

0.0 
0.0 
0.0 
00 

8.5 
0.0 
0.0 
0.0 
0.0 
0.0 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

1.0 
0.7 

7.0 
2.8 

35.0 
1.5 

1 
2 

1 
4 

1 
4 

0.0 
0.0 
1.0 
1.4 
0.0 
7.0 
11.2 
0.0 
35.0 
6.0 

1 
3 
2 
3 
1
2 
9 
3 
2 
8 

1.0 
.1 
.5 
.3 

1 .5 
.2 

LAD
LAi 
LAS 
LAB 
LAD 
LAB 
LAO 
LAB 
LAI 
LAS 
LAB 
LAB 

102
102-1 
103 
'04-1 
105 
106 
107 
108 
109 
115 
116 
117 

SPECTROPHOTOMETER, VISIBLEPHOTOMETER SYSTEM 
PHOTOMETER, FLAME 
WATERBATH, 3L 
INCUBATOR, LABORATORY 
PH METER 
VORTEX AGITATOR 
STIRRER 
REFLOMETER 
DISTILLING UNIT, WATER 
PIPETTE, AUTO 
DEIONIZER 

3.9
17.5 
5.5 
1.5 
1.5 
1.0 
0.4 
0.5 
0.5 

2.9 
4.1 

1
1 
1 
2 
1 
1 

1 

1 

3.9
17.5 
5.5 
3.0 
1.5 
1.0 
0.0 
0.0 
0.5 
0.0 
2.9 
0.0 

3 

1 
1 

2 
1 

0.0
0.0 
0.0 
0.0 
4.5 
0.0 
0.4 
0.5 
0.0 
0.0 
5.8 
4.1 

1 

2 

3.9
0.0 
0.0 
0.0 
3.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

1 

1 

3.9
0.0 
0.0 
0.0 
1.5 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

3.6 

5.5 

1.0 
1.0 

6.0 
2.9 
4.1 

1 

1 

1 
1 

2 
2 
1 

3.6
0.0 
5.5 
0.0 
1.0 
1.0 
0.0 
0.0 
0.0 
11.9 
5.8 
4.1 

4
1 
2 
2 
8 
2 
1 
1 
1 
2 
5 
2 

.311.5 
11
.0 

11.5 
2.0 
0.4 
0.5 
0.5 

11.9 
1 .5 
.2 

LAB 
LAB 
LAB 
LA 
LA 
LAI 
LAI 
LA 
LAI 
LA 
L 
LA 

119 
152 
153 
159 
03 
5 

j03-1 
4 

402 

OVEN, DRYING, HOT AIR 
PIPETTE, AUTO VARIABLE 
PIPETTE, AUTO HANDHELD, FIXED 
DISPENSER, SERIE DOSING 
ANAEROBIC CULTURE JAR 
STERILIZER, DRY HEAT, SMALL 
DISPENSER, SENSITIVITY DISC 
COUNTER, BLOO CELL, AUTO 
PLATELET COUNTER AUTO 
CENTRIFUGE HENAfOCRIT 
ELECTROPH0RESIS SYSTEM 

ROTHROMBIN TIM UNIT 

5.5 
0.4 
0.4 
5.0 
0.7 
3.5 
0.6 
0.8 
3.5 
2.8 
7.4 
0.2 

1 
1 
1 
1 

1 
1 
1 

5.5 
0.4 
0.4 
5.0 
0.0 
0.0 
0.0 
0.8 
3.5 
2.8 
0.0 
0.0 

1 

1 
4 
1 

1 
1 

0.0 
0.4 
0.0 
0.0 
0.7 
14.0 
0.6 
0.0 
0.0 
2.8 
7.4 
0.0 

2 

1 

1 

10.9 
0.0 
0.0 
0.0 
0.0 
3.5 
0.0 
0.0 
0.0 
0.0 
0.0 

2 

1 

10.9 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.2 

3.0 

0.7 
2.9 

0.7 

1 

1 
2 

1 

3.0 
0.0 
0.0 
0.0 
0.7 
5.7 
0.0 
0.7 
0.0 
0.0 
0.0 
0.0 

6 
2 
1 
1 
2 
7 
1 
2 
1 
2 
1 
1 

.4 

.8 

.4 

.0 

.4 

.2 

.6 

.5 

.5 

.5 
1.4 
. 

LAS 
LAI 
LAB 
LAB 
LAB 
LAO 
OPH 
OPH 
OPH 
OPH 
OPH 

403 
406 
407 
408 
505 
506 
01 
02 
03 
04 
05 

SHARPENER, MICROTOME KNIFEMICROTOME, ROTARY 
FLOTATION BATH 
HOT PLATE 
CAMERA 
SHAKER 
REFRIGERATOR, BLOOD BANK 
SLIT LAMP 
OPHTHALMOSCOPE, INDIRECT 
CAMERA FOR FUNDUS 
RETINOSCOPE 
REFRACTOMETER, AUTOMATIC 

4.0
8.9 
0.3 
0.5 
1.5 
1.1 
9.0 
5.0 
0.1 
19.0 
0.6 
4.0 

11.1 

1 

1 
1 

0.0
0.0 
0.0 
0.0 
0.0 

0.0 
0.0 
0.1 
0.0 
0.6 
4.0 

1 
1 
1 
1 

1 
1 
1 
1 

0.0
8.9 
0.3 
0.5 
1.5 
0.0 
0.0 
0.0 
0.1 
19.0 
0.6 
4.0 

1 

2 
1
3 
1 

.
8.9 
0.0 
0.0 
0.0 
0.0 
18.0 
5.0 
0.3 
19.0 
0.0 
0.0 

1
1 
1 

1 

0.0
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
5.0
0.1 
19.0 
0.0 
4.0 

0.5 

0.8 

0.6 
3.5 

1 

1 

1 
1 

. 
0.0 
0.0 
0.5 
0.0 
0.0 
0.0 
0.0
0.8 
0.0 
0.6 
3.5 

2 
1 
2 
1 
111 
2 
27 
3 
3 
4 

1. 
.3 

18.0 
11.0 
57.0 
1.8 

15.5 
OPH 
OPH 

07 
14 

CONSULTING EXAM UNIT 
TRIAL FRAME, CHILD 

5.5 
0.3 1 

0.0 
0.3 

1 
1 

5.5 
0.3 

0.0 
0.0 

0.0 
0.0 0.2 1 

0.0 
0.2 

1 
3 ...... 

I.5
 



CDIT1 UNT MAY 15TH EMBABA SHARK ELMEDINA KAFR EL DAVA EL KANTARA GHARB TOTALS 
COE ITEM UNIT EXTENDED EXTENDED EXTENDED EXTENDED UNIT EXTENDED ED 

OPH 
O 

OP 
OP 
OP 

5I 
20 
24 
32 

41 
42 
43 

LENSOdETER 
TONOMETER, OPHTHALMIC 
ALBUM, ISHIHARA TEST 
TRIAL FRAME, ADULT 
LENS, 200 
CRYOPENCIL FOR CATARACT 
INST SET, GLAUCOMA SURGERY 
INST SET, CATARACT SURG 
INST SET, LACRIMAL 

COST 
8.8 

0.3 
0.3 
0.2 
5.9 
1.2 
3.0 
1.2 

OTY 
1 

1 
1 
1 

COSTS 
8.8 
0.0
0.0
0.3 
0.2 
5.9 
0.0 
0.0 
0.0 

OTY 

1 

COSTS 
. 

0.0 
0.3
0.0
0.0 
0.0 
0.0 
0.0
0.0 

QTY 

1 
11 
1 
1 

COSTS 
0.0 
0.0 
0.0
0.0 
0.0 
5.9 

3.0 
1.2 

OTT CO3TS 
0.0 
0.0 
0.0
0.0 
0.0 
0.0 

0.0
0.0 

COST 

2.9 
0.2 

OTY 

1 
1 

COSTS 
0.0 
2.9 
0.200 
0.0 
0.0 

0.00.0 

OTY h cosT 
1 .8 
1 .9
2 .51.3 
1 .2 
2 11.8 

.2 
1 .01 .2 

OPH 
OPH 

44 
45 
46 

INST SET, OPHTHALMIC, MUSCLE 
INST SET, GEM EYE SURGERY 
DIATHERMY UNIT, OPHTHALMIC 

1.2 
1.6 
3.0 

0.0 
0.0 
0.0 

0.0 
0.0 
0.0 

1 
1 
1 

1. 
1:6 
3.0 

0.0 
0.0 
0.0 

0.0 
0.0 
0.0 

1 
1 
1 

.2 

.6 

.0 
OPTO 06 ASPIRATOR, SURGICAL MOBILE 0.9 1 0.9 0.0 1 0.0 0.0 0.0 2 .8 

OD" A27OAT O
ODRILL 
ORT 0 

TABLE, FRACTUREFVM SYSTEM
SET, AIR 

ARTHROSCOPE 

&,0THO 0.8
10.0 

7.0 

0.0 
0.0 
0.0 

1.0.00.0 

1 

0.0 

0.0 
7.0 

1 0.8 
0. 

. 

0.0
0.0 

2.9
7.0 

1
1 

0.0 
0.0 
2.9
7.0 

1 
1 
1 

.8 
.0 

.9 
OR," EXTERNAL FIXATOR SET 2.0 0.0 1 2.0 1 0 2 1 .0 

ON 
OA 7 TOURNIQUET, PNEU, PEDIATRIC08 TOURNIQUET, PNEU, ADULT 
ORDRIVER, MICROELECTRIC 

1.0
0.6 
0.8 

0.0
0.0 
0.0 

11 1.00.6 
0.0 

1 
1 

0 

0.8 
.0.0 

0.0 
0.6 2 1.2 

0.0 
4 
1 

.4 

.4 

OR 
OI 

ORT 
ORTH 
ORT 
ORT 
ORTH 
OATH 
ORTg
OT 
ORTI 
ORTh 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 

2 
3 
4 
15 
16 
17 
18 
19 
10 
1 
22 
33 
02 
03 
107 
108 
109 
110 
111 
13 

120 
122 
116 
1 7 
28 
129 
130 

NAILING SET INTRANEDULLARY 
INST SET, MENISCUSA.0. SCREW SET 
A.. PLATE SET 
FORCEPS SET, BONE HOLDING 
CAST CUTTER 
INST SET, STAPLE 
INST SET MEDULLARY 
BENDING INSTRUMENT FOR PLATES 
INST SET, AUSTIN-MORE 
INST SET, ANGLED BLADE PLATE 
FORCEPS SET, BONE CUTTING 
LOUPE,OPERATING, MAGNIFYING 
IMPLANTS FOR FRAGMENTS, SET 
LAMP, OPERATING CEILING 
LAMP, OPERATING, EMERGENCY 
MONITOR, ECG, DUAL CHANNEL 
CHAIR, SURGEON SWIVEL 
ENDOTRACHEAL TUBE SET 
FORCEPS SET, MACGILL 
REGULATOR OXYGEN PRESSURE 
ANESTHESIA MACHINE 
DEFIBRILLATOR 
SCRUB UNIT, SURGERY, 2 PERSON 
OXIMETER 
INST SET, GENERAL SURGERY 
INST SET, VASCULAR SURGERY 
LARYNGOSCOPE, MACKINTOSH 
X-RAY UNIT, FIXED 

1.5 
1.5 
0.8 
0.6 
1.2 
1.2 
0.7 
0.9 
0.9 
0.8 
0.5 
15.0 
18.0 
4.5 
7.5 
0.3 
0.5 
0.6 
0.3 
19.0 
4.0 
6.0 
4.3 

23.4 
7.0 
0.3 

200.0 

1 

1 
1 
2 

0.0 
0.00.0 
.0 

0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
15.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

23.4 
7.0 
0.5 
0.0 

2 

20 
12 

6 
4 
5 
8 

0.0 
0.00.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
36.0 
0.0 

150.4 
3.0 
0.0 
0.0 
0.0 

114.0 
16.0 
30.0 
34.4 
0.0 
0.0 
0.0 
0.0 

1 
1I: 
1 

1 
1 
1 
1 
1 
1 
1 

1 
1 

6 
6 
4 
2 
1 

-11 
1 

0.0 
0.01: 

0.8 
0.0 
1.2 
1.2 
0.7 
0.9 
0.9 
0.8 
0.5 
0.0 
18.0 
4.5 
0.0 
0 
.0 

1.2 
38.0 
4.0 
0.0 
0.0 
0.0 
0.0 
3.0 

200.0 

2 

1 

0.0 
0.00.0 
0.0 
0.0 
1.2 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
4.0 
O.a 

0.0 
0.0 
0.0 
0.0 

2.2 
2.11.2 
1.1 

17.5 

7.5 

3.5 
4.6 
4.3 

200.0 

1 
11 
1 

4 

9 

1 
2 
6 

1 

2.2 
2.11.2 
1.1 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 
0.0 

70.1 
0.0 
67.7 
0.0 
0.0 
0.0 
0.0 
0.0 
3.5 
9.2 

w.U'25.8 
0.0 
0.0 
0.0 

200.0 

1 
12 
2 
1 
2 
1 
1 
1 
1 
1 
1 
1 
1 
7 
1 

29 
12 
6 
6 
4 
8 
7 
7 

14 
1 
1 

13 
2 

.2 

.1.7 

.6 

.8 

.2 

.2 

.2 

.7 

.9 

.9 

.8 

.5 
1 .0 

12 .1 
.5 

21 .1 
0 

.0 

.6 

15 .0 

. 

24 
.0 
.5 

4 o 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 
OT 

134 
135 
136 
201 
202 
203 
204 
204 
301 
303 
304 

CRYOSURGICAL SYSTEM 
SUTURE UNIT, AUTO 
INST SET, MICRO SURGERY 
TABLE, OPERATING, GYN 
LAPAROSCOPE 
EXTRACTOR, VACAM DEL, MAN 
EXTRACTOR, VACUUM DEL, ELEC 
INST SET, GYN 
TABLE, OPERATING, ORTH 
DRILL, BONE 
X-RAY UNIT, C-ARM 

4.5 
0.5 
4.0 

2.5 
0.4 
2.5 
3.5 
26.0 
2.9 

150.0 

1 
1 
1 

1 

1 

4.5 
0.5 
4.0 
0.0 
2.5 
0.0 
0.0 
3.5 
0.0 
0.0 
0.0 

1 
2 

1 
1 

0.0 
0.0 
0.0 
0.0 
2.5 
0.8 
0.0 
0.0 
26.0 
2.9 
0.0 

2 

1 

1 

0.0 
0.0 
0.0 
0.0 
5.0 
0.0 
0.0 
0.0 

26.0 
0.0 

150.0 

1 
1 

0.0 
0.0 
0.0 
0.0 
0.0 
0.4 
2.5 
0.0 
0.0 
0.0 
0.0 

33.0 
2.5 
0.3 
2.5 

20.6 

136.5 

1 
1
2 
1 

1 

1 

0.0 
0.0 
0.0 
33.0 
2.5
0.7 
2.5 
0.0 

20.6 
0.0 

136.5 

1 
1 
1 
1 
5
5 
2 
1 
3 
1 
2 

.5 

.5 

.0 
3 .0 i .5.9 
.0 
.5 
.6 
.9 

286.5 
OT 330 INST SET, LAMINECTONY 3.0 1 3.0 0.0 
 0.0 0.0 0.0 1 .0
OT 401 TABLE, OPERATING, UROLOGY 35.0 0.0 1 
 35.0 0.0 0.0 32.5 1 32.5 2
OT 402 CYSTOSCOPE, RIGID 4.0 0.0 1 

6

4.0 0.0 0.0 3.6 1 3.6 2
OT 405 NEPIHROSCOPE, FLEXIBLE 9.8 0.0 1 
 9.8 0.0 0.0 0.3 1
OT 405-1 URETHROSCOPE 5.0 0.0 
 0.0 1 5.0 0.0 5.0 1 5.0 2 1 I 



MAY 15TH 
 EMBABA SHARK ELMEDINA KAFR EL DAWAR EL KANTARA GHARB TOTALS
 
COST EXTENDED EXTENDED EXTENDED EXTENDED 
 UNIT EXTENDED EXTENDED
COSTS Q COSTS QTY COSTS TY COSTS COST OTY COSTS QTY COSTS
OT 406 ULTRASONIC LITHOLAPAXY UNIT 
 0.0 
 0.0 0.0 0 .0 16.0 1 .
OT 407 INST SET, UROLOGY 13.0 1 13.0 0.0 0.0 
 0.0 12.5 1 12.5 2 25.5
OT 409 CYSTOSCOPE, RIGID, PEDIATRIC 4.0 
 0.0 1 4.0 0.0 
 0.0 3.6 1 3.6 2 7.6
OT 409-1 CYSTOSCOPE, PED, DIAG 4.0 0.0 
 0.0 0.0 1 4.0 0.0 1 4.0
OT 409-2 CYSTOSCOPE, ADULT, DIAG 4.0 0.0 
 0.0 0.0 1 4.0 
 0.0 1 4.0
OT 410 FORCEPS, STONE-MANIPULATING 0.0 
 0.0 0.0 0.0 0.2 
 1 0.2 1 0.2
OT 411 FORCEPS, BIOPSY 1.5 1 1.5 
 0.0 0.0 0.0 1.5 
 1 1.5 2 3.0
OT 414 ULTRASONIC PRCBE/BLADDER ST. 3.6 0.0 1 3.6 0.0 
 0.0 3.6 1 3.6 2 7.2
OT 418 URETHROTOME, VISUAL 
 0.0 0.0 0.0 0.0 0.8 1
OT 501 SURGICAL MICROSCOPE, OPNTR 15.0 0.0 0.8 1 0.8
1 15.0 0.0 0.0 
 0.0 1 15.0
OT 501 MICROSCOPE, OPHTHALMIC SURG 25.0 0.0 
 1 25.0 0.0 0.0 
 0.0 1 25.0
OT 502 CRYOSURGICAL UNIT, OPHTHALMIC 4.5 1 
 4.5 1 4.5 0.0 
 0.0 0.0 2 9.0
OT 519 INSTRUMENT SET, OPHTHALMIC 4.5 
 0.0 0.0 1 4.5 
 0.0 0.0 1 4.5
OT 601 SURGICAL MICROSCOPE, ENT 35.0 
 0.0 1 35.0 0.0 0.0 0.0 1 
 35.0
OT 602 INST SET, ENT 6.5 1 
 6.5 0.0 0.0 
 0.0 0.0 1 6.5
OT 701 INST SET PLASTIC SURGERY 3.8 1 3.8 0.0 
 0.0 0.0
PHYS 01 SHORTWAVE THERAPY APPARATUS 0.0 1 3.8
3.5 2 7.0 2 7.0 0.0 2 
 7.0 0.0 6 21.1
PHY$ 03 ULTRASONIC THERAPEUTIC MACH 3.5 2 7.0 
 1 3.5 0.0 1 3.5 0.0 4 14.1
PHY$ 033 COLD PACK 
 1.2 2 2.4 0.0 1 1.2 0.0 
 0.0 3 3.6PHYS 04 LAMP, INFRARED 0.7 
 0.0 3 2.1 0.0 1 0.7 0.0 4
PHYS C6 ELECTRO-STIMULATOR (GALVANIC) 
 2.0 1 2.0 1 2.0 1 2.0 1 2.0 
 0.0 4
PaYS 07 LASER THERAPY UNIT 
 3.9 2 7.8 1 3.9 0.0 0.0 
 0.0 3 11.7
PHYS 10 PARAFFIN BATH 1.2 0.0 1 
 1.2 0.0 0.0 
 0.0 1 1.2
PHYS 13 ERGOMETER, CLINICAL 1.9 1 1.9 2 
 3.8 0.0 2 3.8 1.5 1 1.5 6 11.0
PHYS 16 MIRROR, CORRECTION 0.3 0.0 1 
 0.3 0.0 0.0 
 0.0 1 0.3
PHYS 17 TRACTION UNIT, COMPUTERIZED 2.5 1 2.5 
 1 2.5 1 2.5 1 2.5
PHYS 18 SPIROMETER, POCKET SIZE, DRY 0.2 0.0 1 

0.0 4 10.0

0.2 0.0 0.0 
 0.0 1 0.2
PHYS 19 EMG, 2-CHANNEL 3.0 0.0 0.0 1 
 3.0 0.0 
 0.0 1 3.0
PHYS 20 TREADMILL, ELECTRIC 1.5 0.0 0.0 
 1 1.5 0.0 
 0.0 1 1.5
PHYS 23 INTERFERENTIAL THERAPY UNIT 0.2 1 0.2 
 0.0 1 0.2 0.0 
 0.0 2 0.4
PHYS 24 LASER SCANNER, THERAPEUTIC 4.0 1 4.0 
 0.0 0.0 0.0 
 0.0 1 4.0
PHYS 25 SHOULDER WHEEL 0.7 0.0 
 0.0 0.0 1 0.7 
 0.0 1 0.7
PHYS 26 OVERHEAD WALKING UNIT 1.2 
 0.0 0.0 1 1.2 
 0.0 0.0 1 1.2
PHYS 27 QUADRICEPS BENCH UNIT 1.1 0.0 
 0.0 1 1.1 0.0 
 0.0 1 1.1
PHYS 15 HAND, WRIST & FOREARM UNIT 0.9 0.0 
 0.0 1 0.9 0.0 0.0 1 .9
PHY 3 HOT PACK 1.2 2 2.4 
 0.0 1 1.2 0.0 
 0.0 3 .6
PSC 01 ELECTROMYOGRAPHY SYSTEM 7.0 0.0 
 0.0 1 7.0 0.0 
 0.0 1 .0
HAD 02 X-RAY UNIT, MOSILE 45.0 
 0.0 2 90.0 1 45.0 0.0 45.0 1 45.0 4 1 .0
RAD 03 TV SCREEN, X-RAY 28.1 
 0.0 1 28.1 0.0 0.0 
 0.0 1 .1
RAD p4 CASSETTES, X-RAY 
 0.6 0.0 20 12.4 1 0.6 5 3.1 
 0.0 26
RAD 05 HANGER, X-RAY 0.2 0.0 20 3.2 0.0 0.0 
 0.0 20 .2
RAD 06 INTENSIFYING SCREEN X-RAY 0.2 0.0 
 20 4.8 1 0.2 1 0.2 0.0 22 .3RAD 07 CAMERA, RADIOLOGY, ID 0.6 
 0.0 1 0.6 1 0.6 0.0 0.0 2 .1
AD 10 ULTRASOUND, LINEAR/SECTOR 30.0 0.0 0.0 0.0 1 30.0 30.0 1 30.0 2 .0
RAD 124 X-RAY SYSTEM, R&F, 500n 225.0 
 0.0 0.0 1 225.0 0.0 0.0 
 1 2 .0
RAD 13 VIDEO PRINTER FOR ULTRASOUND 2.8 1 2.8 0.0 
 0.0 0.0 
 0.0 1 .8
RAD 14 SHIELD, X-RAY, APRON 0.2 0.0 0.0 
 7 1.4 0.0 
 0.0 7 .4
RAD I SHIELD, X-RAY, OVARIES 0.2 0.0 
 0.0 1 0.2 0.0 0.0 1 1.2RAD 16 SHIELDS, X-RAY GONADAL 0.2 0.0 0.0 1 0.2 0.0 0.0 1 .2
SUl 01 ULTRASOUND DOPhER 2.5 0.0 0.0 0.0 1 2.5 0.0 1UPS 01 UNINTERRUPTED POWER SUPPLY 
 0.0 0.0 0.0 0.0 
 0.8 6 4.5 6 .5
UPS 02 SURGE PROTECTOR 
 0.0 0.0 .0 0.0 
 0.0 10 0.3 10 .30379.1 1,990.2 1,2 20.6 1, 66 -5,EST. SHIPPING US TO EGYPT 
 18.0 92.0 
 .0 16.0 5.0 * .0
EST. INSTALLATION COST 
 14.0 73.0 $7.0 
 13.0 0.0 * .0

EST. MAINTENANCE CONTRACTS 
 77.0 404.0 261.1 66.7 
 227.9 1,0 IEST. COST/FACILITY 
 488.1 2.559.2 1.676.2 424.3 
 1,399.2 6 .0
*The costs of shipping and InstaLlation are already Included In the estimates for Kantara Gharb, with the exception of the afrfreight for the mobile X-ray unit.
 



ANNEX B
 
TECHNICAL ANALYSIS
 

The following summarizes the expected renovations for each
 
facility: at Embaba hospital, electro-mechanical, plumbia work,
 
and civil and architectural work; at Shark El Medina Hospital,
 
minimal level of civil and architectural modifications, plus
 
electrical and plumbing connections for the new equipment; at EJ
 
Kantara Gharb, a sewage treatment plant or hook up to the nearest
 
point on the city main sewer line; at 15th of May Hospital,
 
electro-mechanical work and civil and architectural work; and at
 
Kafr El Dawar Polyclinic, civil and architectural work, plumbing,
 
electrical, and minimal of mechanical work. A&E drawings for 15th
 
May Hospital and Kafr el Dawar Polyclinic have been received by
 
USAID and are kept in DR/ENG files. Initial estimates for the
 
other three facilities have been undertaken by Project Directorate
 
staff. In general, the plans appear sound, and appear to address
 
safety and sanitation problems. The plans do not appear to propose 
more than modest functional changes to the facilities in terms of
 
new construction. There is no need for an A&E study for Shark El
 
Medina, as the work is limited to minor modifications and proper
 
connections for equipment.
 

Table 4 in the Cost Analysis (Annex C) presents building renovation
 

estimates for the five Phase A pilot facilities.
 

8. AFFORDING THE COST OF HOSPITAL AND CLINIC CARE
 

a. The Eqvptian Context
 

The current Ministry of Health facility is subsidized largely by
 
the GOE allotments from Babs 1 and 2. These facilities are allowed
 
by the MOH to charge for "economic" beds, and most facilities do
 
collect some revenue from patient fees. In addition, there are
 
small fees for visitors and outpatient visits. In combination, the
 
revenues from the different fees vary considerably as a percentage
 
of total revenues. The chart below shows the calculations for four
 
of the five CRHP facilities foL the fiscal year 1990-91. The
 
fifth, Kantara Gharb, is not yet operating.
 

The chart of these four CRHP facilities, two hospitals and two
 
polyclinics, shows a range from 10% to 33%. It is anticipated that
 
these percentages will increase dramatically as a result of cost
 
recovery. The preliminary targets being proposed are 70 to 15%
 
from fees, with the remainder from the GOE allocation. The total
 
revenues will also increase dramatically for these facilities, as
 
shown in the Financial Analysis.
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ANNEX B
 
TECHNICAL ANALYSIS
 

Table 2
 
Fee Revenues as a Percentage of Total Revenue (F90/91)
 

(EE)
 

Revemie Percentage 
Earned GOE Totat Fees/ 
From Fees Babs 1&2 Revenue Revenis 

Hospitat 484,900 1,900,000 2,384,900 M 

15th of May 82,700 750,000 832,700 10% 

Sork Et $edinat 178,800 1,300,000 1,478,800 12% 

Kafr Et Dawar* 136,400 275,000 411,400 33% 

* Ozttient linics only 

. no~ AMft&"±tv -ft Ot "eCow*r 

Initial research suggests that patients will have a difficult time
 
paying the anticipated bills for their medical and hospital care at
 
CRHP facilities. These facilities are at the lower end of the
 
spectrum of health care providers in Egypt, and the current patient

population is generally from the low end of the income
 
distribution. While this may change slightly after cost recovery

is implemented, the market for these facilities will generally

remain the same. There are limited insurance mechanisms existing

in Egypt currently, so patients and their families will often be
 
directly responsible for their own hospital and outpatient bills.
 

To respond to this concern, several steps should be considered.
 
First, emphasis needs to be placed on the development of social
 
financing mechamime, whether through insurance, germe-mr nt, or 
business. Second, research needs to determine what Egyptians
expect from their local facilities and what they will pay to obtain 
these results. Finally, each CRHP facility must implement a 
practical approach for determining a patient's ability to pay for 
services and must be consistent and fair in the use of this system.
The user fees initially established at the pilot CRHP facilities 
are likely to scare patients. Over time, however, if the CRHP 
facilities clearly demtrate to patients the "new and improved"
services, products, and attitudes, they will gain comfort with the 
fee-for-service approach. 

C. The Nee4 for Social Fimaninc-

As noted above, social financing, business contracting, and other
 
systems which help reduce the burden on patients and their families
 
must also be part of the cost recovery process. CRHP facilities
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will eventually have fees which will be considerable for the lower
 
income family, yet this is necessary in order to improve the
 
quality level. Policy and decision-makers in Egypt must become
 
more involved in the health care arena, and health care
 
professionals must educate them continuously on the needs for
 
social financing mechanisms, including health insurance, health
 
maintenance organizations, and contracts with businesses on behalf

of their employees and their dependents. These systems must grow
concurrently with the fee-for-service approach if cost recovery is 
to truly have a substantial impact on the health delivery system in 
the Arab Republic of Egypt. 
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APPENDIX 1 

COST RECOVERY FOR HEALTH (CRHP) PROJECT 
ARAB REPUBLIC OF EGYPT
 

THE BOARD OF DIRECTORS 

I. PURPOSE 

The Board of Governors, Directors or Trustees serves the hospital or polyclinic
in several capacities; (1) to oversee the overall management of the organization,
(2) to set policies for the operations and financial management of the 
organization and to monitor adherence to these policies, (3) to hire and oversee 
the Hospital/PolyclinicDirector, (4) to ensure the facility fulfills its purpose
and safeguards its assets as defined by its mission, its goals and its plans, and 
(5) to ensure compliance with government regulations.
 

II. STRUCTURE
 

While there are many different options for the membership structure of a Board 
of Directors, there are two significant guidelines which are valuable to 
consider: (1) the size of the Board should be manageable and reasonable, and (2)
the representation of different groups should be such that a balance is 
maintained and no group is dominant over any other due to the number of 
representatives.
 

The Board, in its role as a representative body, seeks to provide representation
 
to various groups significant to the medical services and financial operations

of the Facility, such as management, the medical staff, the local government and
 
the community. Again, however, it is important to create balance so that no one 
group is dominant over the others as a result of an imbalance of numbers. The
 
suggested structure for the Board of Directors for CRHP Hospitals and Polyclinics

is presented below:
 

(1) 	 Hospital/Polyclinic Director
 
(2) 	 Medical Staff Chief (or elected representative from a major

specialty fsurgery, medicine, or obstetrics])
(3) 	 A second medical staff representative elected by the physicians 

actively working at the facility 
(4) 	 A Ministry of Health representative, appointed by the Minister of 

Health or the Undersecretary 
(5) 	 A representative of the Governorate of the facility, preferably from
 

the Office of Health Affairs, and appointed by the Governor
 
(6) 	 A comunity or business leader of the district, appointed by the 

Governor
 
(7) 	 A community or business leader of the district, appointed by the 

nominating committee of the Board 
(8) 	 A business leader of the district, appointed by a nominating

committee of the Board, preferably from a large organization in or 
near the district of the Facility and with a direct health services 
contract with the Facility
 

(9) 	 An *at-large" member, appointed by the nominating committee or the
 
Hospital/Polyclinic Director, because of particular skills or
 
contributions which can be provided to the Facility, preferably in
 
finance, insurance or marketing
 

Ex-officio members (allowed to attend but not vote) 
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(10) 	Facility Deputy Director
 
(11) 	 Facility Financial Manager 

This eleven person group will provide guidance to the organization, but hopefully
allow the Hospital/PolyclinicDirector the space to manage the facility without 
significant interference. In the Board/Management relationship, this is always 
a delicate balance, and researchhas shown that in Egypt, Boards have a tendency
to involve themselves deeply into the activities and operations of their 
organizations. Guidelines and authoritiesshould be clearly defined to provide 
clarity surrounding this issue.
 

III. CHARTER/ARTICLES OF AU.THORITY AND RESPONSIBILITY/BYLAWS 

A. Responsibilities and Authorities of the Board of Trustees 

According to the American Hospital Association, the Board of Trustees, Directors 
or Governors (hereafter referred to as Board of Trustees) has nine main 
functions:
 

1. 	 Establishand maintain procedures for conducting the business of the 

Board,
 

2. 	 Establish and update the goals and policies for the hospital,
 

3. 	 Develup and continuously update a long-range plan for the hospital
 
and ensure that decisions are made in accordance with that plan,
 

4. 	 Monitor and evaluate plans and programs to ensure that they meet
 
goals and policies and the objectives of the long-range plan,
 

5. 	 Ensure the hospital's long-range financial stability,
 

6. 	 Select the CEO (Hospital/Polyclinic Director), define his duties and
 
responsibilities, and evaluate his performance,
 

7. 	 Approve the selection of medical staff and ensure that it is
 
properly organized,
 

8. 	 Provide a process for evaluation of all phases of hospital
performance, including the quality of medical care, and 

9. 	 Ensure that the community the hospital serves is well informed about 
the goals and performance of the hospital; ensure that the hospital 
is meeting the cormunity's needs.'
 

Thes- functions (responsibilities) are applicable to any Board of Trustees,
whether the entity is a hospital or a polyclinic, and they should be adopted by
the CRHP Hospital and Polyclinic Boards. The Board will be responsible for the 
development of goals, policies and procedures to guide the Board's activities, 
to ensure the completion of these nine functions, and to direct the activities 
of management and the medical staff.
 

American Hospital Association, Trustee Developent Program-Voume 1, American Hospital Association: 
American Hospital Publishing, Inc., 1979, pp. 6, 8.
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In order to clearly define the authoritiesof the Board of Trustees, the Facility
will have a charter and a set of 
bylaws. The charter is the facility's

organizational document, and it may be derived from a statute or governmental
decree or developed by the initial Facility Board. The charter is then
supplemented by bylaws which guide the Board's activities. The bylaws will
usually include the following elements: organization description, Board set upand membership process, schedule of meetings, types of committees, duties of the
Hospital/Polyclinic Director and other key managers, responsibilitiesof themedical staff, and the process for bylaw amendment. 2 Other areas can be
included, depending on the type of organization and the needs of the Board and
the Governorateand the MOH. Each of these documents - the charter, the facility
bylaws, and the goals, policies, and procedures - will be developed in a
cooperative effort of the facility Boards, the CRHP Office and the MOH. The
primary responsibilitywill be at the individual Board and facility level, with
technical assistance from the CRHP staff and the U.S. Contractor. 

B. Responsibilitiesand Authorities of the Hospital/PolyclinicDirectorand Other 
Key Managers
 

As noted above, the facility bylaws will be the document responsible foroutLinIng the duties -and athoritesof the Hospital/PolyclinicDirectorand for
developing the selection and evaluation processes. The bylaws can also includethe job duties for other key managers, and it is recommended that the Chief
Financial Officer, the Nursing Director, and the Chief of the Medical Staff alsobe included in the bylaws. Selection and performance evaluation of these
 
individuals should remain the responsibility of the Hospital/Polyclinic Director,
but the Board should help in the definition of their duties and areas of

responsibility. This will be especially valuable because of the need for clarity
regarding these "expanded" roles within the post-CRHP hospital or polyclinic. 

C. Relationship with the Ministry of Health and the Local Governorate
 

Considerable discussion has been presented in other sections of this Paper on the

desired changes in the relationshipbetween the MOH and the CRHP facilities. An 
argument for increased local autonomy and authority has been presented,

particularly in regard to personnel management and financial responsibility.
This responsibility should be transferred from the MOH to the local Hospital or
Polyclinic Board of Trustees, and both the MOH and the local Gove orate should
limit their roles to partipation in the Board's activities. While recognizing
the concerns inheet in this proposed change in regard to control, thegovernment must find a way to create local autonomy for theso facilities to be
successful in cost recovery. 
Quality demands local control and responsiveness,

both in relation to personnel and financial decision-making. As stated

previously, this is a critical point which cannot be overlooked or ignored.
 

D. Camittees and Meetings
 

The Board of Trustees, as part of the Charter and/or Bylaws, will designate
var-ious standing (regular) cn=Littees to serve its needs and to provide focus tospecific areasof priority. Possiblecommittees include the Executive Committee,
often created to act on behalf of the entire Board at interim periods or to act on specific responsibilities; the Finance Committee, developed to oversee onbehalf of the Board the long-range financial plan and other financial matters;
the Planning Committee, utilized to guide the long-range strategic plan and 
specific facility and program planning, and Medical Affairs, whose activities
 

Ibid., p. 12. 
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include oversight of the medical staff, review of new medical staff members, and 
coordination of the issues which require joint administrative and medical staff 
action. Other committees can be created by the Board of Trustees based on need, 
such as a Personnel/Human Resources Committee, a Marketing Committee, and a 
Development Comittee. While it is valuable to remember that committees, 
especially standing committees, should only be created based on a clear, ongoing 
need, there are times when an additionalBoard-designatedcommittee is warranted. 

The issue of meetings of the Board and its designated committees is also fairly 
flexible, yet there should be a clear statement of the schedule in the Bylaws.
The key question for the Board is how to maintain the appropriatebalance between 
oversight and over management. dany Boards meet monthly, along with the key 
comittees, while others meet every other month, especially if they have created 
an Executive Comftbee to act on their behalf on many issues. Few Boards meet 
more often than monthly, primarilybecause the preparationand follow-up workload 
becomes voluminous and aun nageable. In addition, in this situation, the Board 
often involves itself in areas that are more appropriately managed by the 
Hospital/PolyclinicDirector and his staff. Again, balance is the key, and the 
Board should try to fied the comfortable lavel between -eir overall social 
respicibility -amd thke appropriate level of delegated authority granted to the 
Hoapftal1Poly=liA=i *utor and the managwt staff . 

E. Paid vs. Volunteer Status for Board Participation
 

It is common in Egypt to pay individuals for service on Boards and Committees. 
As a result, the CRHP facilities will be required to make a decision regardinp
this question. Our belief is that participation is the key issue. Board and 
Committee meetings short in attendance will likely be frustrating and 
unproductive, as some meetings will be unable to make decisions and others will
 
result in reviewing and rediscussing for those who were not there previously.
 
The CRHP Directorate, in conjunction with the facilities, should look carefully
 
at this issue and the impact of volunteer status. While volunteer status is
 
preferable, it may not be the best model for Egypt.
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APPENDIX 2 

COST RECOVERY FOR HEALTH (CRHP) PROJECT
 
ARAB REPUBLIC OF EGYPT
 

JOB DESCRIPTION FOR A HOSPITAL/POLYCLINIC DIRECTOR
 

The Hospital/PolyclinicDirector, or Chief Executive Officer (CEO), is appointedby the Board of Trur.-ees to manage the day-to-day operationsof the facility, andhe is directly accountable to the Board. He is the equivalent of a president ofa corporation, and his role includes periodic reporting to the Board regardingthe activities of the facility, just as other subordinates are responsible to himin regard to their performance. The Board of Trustees has clear, directauthority over the Hospital/Polyclinic Director, and this relationship must be
remembered and respected at all times. 

In writing a job description for the Hospital/PolyclinicDirector, the Board ofTrustees must keep in mind the issue of . ty, am noted above. TheBoard is responsible for evaluating the parfozeance of the Hospital/Polyclinic
Director, so the job description should include tasks and assignments which canbe measured during the performance evaluation process. The job descriptionshould also include specific criteria which help in the selection process, such
 as educational requirements, specific skill requirements (management trainingand/or experience, medical background, demonstrated abilities in the management
of people, etc.), and experience requirements (years of experience in medicine,

management, etc.). 
 These criteria should be fairly specific, thus helping the
Board to eliminate candidateswho do not have the skills and abilities needed tomeet the rigorous demands of the position.
 

The Hospital/PolyclinicDirectorhas six principalareas of responsibilityin thecompletion of his role, each of which must be considered as primary and of no 
less significance than any other:3
 

1. 
 To develop and maintain programs and services that implement Board
authorized goals and policies,
 

2. To develop and, with Board approval, imlemnt an ruanizmtional and
staffina-sian for fa-ility operations, 

3. To act as a liaison to the community and to other health care 
institutions,
 

4. To coordinate and facilitate appropriate interaction and
communication among the various groups within the facility, 

5. To develop and implement evaluation procedures for all functional 
areas of the facility, and 

6. To safeguard (protect) and ensure appropriate use of facility 
resources and assets.
 

Within these six general areas of responsibility, there are many significant andspecific requirements and expectations for the Hospital/Polyclinic Director 

3 Ibid., p. 16. 
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within his position. For example, the Director musz hire and oversee the key
administrative team members, such as the Deputy Directoz, the Finance Manager,
the Nursing Manager and the Chief of the Medical Staff. He zmust also develop and 
implement the medical staff organization, in conjunction with the leadership of
 
the medical staff, ensuring that the quality and scoae e- their services is 
appropriate. The Directormust also direct the strategic and financial planning 
processes on behalf of the Board of Trustees, ensuring timely, comprehensive
reportingand programmaticand financial results. He is also the coordinatorand 
leader of communications, ensuring that information is disseminated in a timely
and appropriate manner and to the appropi.-ate groups, whether internal or 
external to the organization. 

This list could be continued for some time, however, the point should be clear 
by now. The Hospital/PolyclinicDirectorhas a central and vital role within the 
facility, and he mr-st provide leadership while simultaneously balancing the 
numerous requiremen.s and demands of the position. To do this successfully, the 
Hospital/PolyclinicDirectormust be able to delegate effectively and utilize a 
team approach to the management of the organization. The responsibilitiesare 
simply too much for one individual, and Hospital/PolyclinicDirectorsmust allow 
teamwork and employee development to come to the forefront of their management
ffstyle". Without this commitment, which will be a significant adjustment for 
some, these Hospital/Polyclinic Directors will quickly find themselves 
overwhelmed by the duties of the "new" CRHP facility. 
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C. COST ANALYSIS
 

The following items are included in this cost analysis:
 

Illustrative budgets, including detailed cost estimates
 
by project year and standard unit costs; and 

* 	 Host-country contributions, by type of contribution (cash 
vs. in-kind).
 

1. 	 Detailed Cost Estimates 

Table 1 below presents the detailed cost estimates for Component
One, with year-by-yaar--get figures disagqregated into somewhat 
greater detail than in -the cost estimate tables presented in the 
body of the Project Pper Supplement. The following assumptions 
have been made throughout: a dollar inflation rate of 
5.00%; a 1993 local inflation rate of 12.00%, continuing to 
gradually decrease over the LOP; contingency of 1.29%; and a 1993 
exchange rate of EE 3.35 to the dollar, continuing to adjust
gradually upward over the LOP.
 

Costs were derived from the standard unit costs developed under
 
Section 2 below; local cost estimates have been developed in
 
Section 3 below; and the GOE contribution is described in Section
 
3 below.
 

2. 	 Standard Unit Cost Estimates
 

a. 	 Standazd labor and R&1ata Costs 

A large share of the total cost of this project is allocated to 
expatriate short-term and long-term technical assistance 
and
 
related costs. For budgeting purposes, standard costs were

developed for:
 

+ 	 A person-year of US resident TA labor with a long-term 
contract for personal services working under a long-term 
contractor. The contract period is estimated to be 3.75 
years. 

+ 	 A person-month of US short-term TA labor with a short
term contract for personal services working under a long
term contract. The average contract period is estimated
 
to be 1.5 months.
 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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Table 1 
Detailed Costs of Component One .........($O000)
 

FY92 FY93 FY94 FY35 FY96 FY97 TOTAL
 
TECNIICAL ASSI STANCE 
ST Contracts and Buy-ins 1,156 4,087 1, 91 1,044 400 400 9,058 
Prim TA Contrator 
- US Long Teom TA 0 0 1,712 1,801 2,015 2,380 7,909 
- US Short Tern TA 0 0 263 345 290 152 1,049- US Home Office 0 0 130 175 184, 192 682 
- Egyptian LT Staff 0 0 266 372 390 410 1,438 
- Egytian ST TA 0 0 24 34 35 37 131 

..-- ... 
 .
Subtotal Prime TA .. ... ---....-0 a 2,394 2,727 2,915 3,172 11,208 

US PSC 0 0 177 141 162 204 684F PSC 0 0 23 24 25 26 98 
UTTAL TICIICAL S 1,156 4,087 4,564 3,936 3,502 3,802 21,047 

UIUIODITIES
 
Office Equipment 117 0 0 0 0 0 117 
MedicaL SuppLies

Embaba Hospital 0 
 0 100 0 0 0 100
Shark EL Medina Hospital 0 100 0 0 0 0 100El Kantara Gharb Hospital 0 100 0 0 0 
 0 100

15th of May Hospital 0 
 0 100 0 0 0 100

Kafr Dawar PoLyclinic 0 100 
 0 0 00 100
 

Subtotal Medical SuppLies 0 300 200 0 0 0 500 

Biomedical Equipment
Embaba Hospital 0 0 2,559 0 0 0 2,559
Shark EL Medina Hospital 0 1,676 
 0 0 0 0 1,676

EL Kantara Gharb Hospital 0 1,399 0 
 0 0 0 1,399
15th of May Hospital 
 0 0 488 0 0 
 0 488
Kafr Dawar Polyclinic 0 1,24 0 0 0
0 424
----. -.--
 ---.. ---. ----. .--- .... 

Subtotal Biomedical Equi uont 0 3,500 3,047 0 0 0 6,547 
z2== -~~x= - - = xz= =:5:2AL- VES 117 3,600 3,247 0 0 0 7,164 

ME Drawins & Supmrvision 20 95 194 89 0 0 398
Phase A Renovations 

Enahbe Hospital 0 0 1,243 323 0 0 1,566
Shark EL Nedins Hospital 0 149 155 0 0 0 305EL Kntara Gherb Hospital 0 149 155 0 0 0 30515th of NeyNoqptta 0 0 544 566 0 0 1,110Kafr Dinr PoLycLinic 0 149 155 0 0 0 305 

Subtotal Rnw mtiomn 0 448 2,253 889 0 0 3,590 
====== =ZSUrrOTAL RENMOTIMIS 20 543 2,447 978 0 0 3,988 

TRAINING
 
Local Facitities Training 20 307 162 249 175 181 1,094Poti c ipnt/Obsovmti oneL 0 0 212 223 234 246 914 

SUBTOTAL TRAINING 
 20 307 374 472 409 427 2,008
 

LOCAL OPERATING COSTS 317 191 137 155 157 159 1,117
 
LOCAL FACILITY START UP COSTS 0 134 186 69 600 400 1,389 
TOTAL COMPONENT ONE 1,630 9,062 10,956 5,610 4,668 4,788 36,713
 

DO ' IUNEVTION WATION --OINO See FM 3.104 
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* 	 A person-month of US Home Office Staff of the long-term
 
contractor, working either full or part time on the
 
project.
 

* 	 A person-year of Egyptian staff labor with a long-term
 
contract for personal services working under a long-term
 
contract.
 

A person-month of Egyptian short-term labor with a short
term contract for personal services working under a long
term 	contract
 

* 	 A person year of US PSC labor with a long-term direct 
contract.
 

These standard costs are presented in Table 2, below. The planned

level of technical assistance has been detailed in Section VI.B.1.
 
The costs associated with level of effort under the Prime
 
Contractor were estimated, given the standard person-month costs
 
for long- and short-term technical assistance developed herein,,and
 
assuming the planned Component One level of effort (23 person years

of US long term TA, 60 person months of US short term TA, 68 person

months of home office support, 41 person years of Egyptian long
 
term TA, and 30 person months of Egyptian short term TA) and
 
Component Three level of effort (5 person years of US long term TA,

36 person months of US short term TA, and 4 person years of
 
Egyptian long term TA), these costs are shown in Table 1, above,
 
under the line item entitled "Technical Assistance".
 

b. 	 Standard Costs for Participant Training and
 
Consultation/Invitational Travel
 

Using information provided by USAID/Egypt FN/FA Office, standard
 
costs for participant training and consultation/invitational travel
 
were developed. These are shown in Table 2, below.
 

Taking into consideration inflation and contingency, the
 
illustrative planning level of 40 5-month participant training

activities and 40 consultations/invitational travel was used to
 
estimate the cost. These costs are shown in Table 1, above, under
 
the line item entitled "Training". This does not include the
 
airfare for participant training, which is a host-country
 
contribution.
 

SOURCE SELECTION INFORMATION -- See FAR 3.104
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C. 	 Standard Costs for Biomedical Equipment
 

Detailed lists of biomedical equipment were prepared by the interim
 
technical assistance contractor and reviewed and updated by the
 
short-term technical assistance contractor who is currently

assisting the CRHP Directorate in finalizing the procurement.
These lists have been summarized as part of the Technical Analysis,
Annex B and the costs are presented in Table 3, below. These 
estimated costs have been included in Table 1, above, under the 
line 	item entitled "Biomedical Equipment".
 

d. Standard Costs for Commodities
 

The c.i.f. costs for commodities were derived from the experience
of other projects supported by USAID and from the USAID/Egypt FM/FA
Office. 
They are shown in Table 4 below, in 1993 dollars.
 

Given these standard costs, costs associated with the commodities
 
to be procured under this Project (identified in the Technical
 
Analysis, Annex B) were estimated. These are shown in Table 1,

above, under the line item entitled "Commodities".
 

e. 	 Renovations
 

The renovation cost estimates have been prepared as follows:
 

* 	 Cost estiiates for preparation and implementation of
 
working drawings for renovation of Embaba Hospital were
 
prepared by the CRHP Directorate Engineering Unit.
 
Selection of an A&E firm is underway.


• 	 Shark el Medina Hospital is under construction via a
 
consulting firm and construction contractor contracted by
local authorities. Cost estimates above represent

engineering modifications requested by the CRHP 
Directorate Engineering Unit.
 
El Kantara Gharb Hospital is a new facility and requires
 
no renovation/reconstruction works. The figure above
 
represents costs estimated for the establishment of a
 
sewage treatment plant.

Costs of preparation of working drawings for 15th of May

Hospital and Kafr El Dawar Polyclinic are actual expenses

(not estimates) because the drawings were finalized. The
 
above cost estimates for implementation were prepared by

the consulting firms but are subjecZ to review in early
 
April.
 

SOURCE SELECTION INFORMATION -- See FAR 3.104
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f. Other Costs
 

It is assumed that a total of 10 audits or assessments will be held
 
over the remaining LOP. The standard unit cost for an audit is 
included in Table 2, below.
 

It is also assumed that additional technical assistance will
 
continue to be procured through the mechanism of A.I.D./W buy-ins.

These costs are outlined in Table 5, below, and included in Table
 
1, above, under the line item "Short Term Contracts and Buy-ins".
 

Table 2 
Standard Unit Costs
 

F93 94 FY95 FY96 FY97 
US Long Term TA (PY)* -- 346,325 300,232 335,898 396,698
US Short Term TA (P)* 
 -- 16,419 17,240 18,102 19,008
US Hone Office (PN)* 
 "- 9,294 9,738 10,204 10,693

Egyptian LT (PY)* 
 - 32,189 33,799 35,488 37,263
Egyptian Short Term (PM)* 
 -- 4,024 4,225 4,436 4,658
PSC (PY) 
 -- 176,597 140,818 162,480 203,623
 

ST Participant Training 
 -- 13,865 14,559 15,286 16,051
Participant Travel 
 -- 8,000 8,400 8,820 9,261

Consu tation/Invitationat 
 -- 7,350 7,718 8,103 8,509 

Audit 
 32 33 36
35 38
 
* IncLudes muLtipLier. 

Table 3 
Biomedical Equipment 

Shark Et Et Katw Kafr EL 
ENeb edina Ghr 15th of May€ Dawa. TOTAL 

Equiment Costs 
Installtation 
aintenance Contracts 

Trauspotat ion 

1,990 
92 
73 

404 

1,286 
72 
57 

261 

1,166 
5 
0 

228 

379 
is 
14 
77 

329 
16 
13 
67 

5,151 
203 
157 

1,037 
---- .. .... ------ .... ..... 

Total 2,559 1,676 1,399 488 424 6,547 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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Table 4
 
Renovations
 

(EE) 

Shark EL EL Kentara Kafr EL 
Embabe Medina Gharb 15th of Nay Dewar TOTAL 

Preparation of Working 
Working Drawings and 200,000 0 0 80,000 30,000 310,000 
Tender Docamnts (by 
AMlE Consulting Firm) 

Iq n ntation of 

i.e., Trvdtti l/ 4,a00,000 1,000,000 0 3,420,000 970,000 10,190,000 
Etectro-NechanicaL 
-rks (by Contruction 
Contractors) 

do tmmlittan of 
'Evi"o-n0 0 1,00080 0 0 1,000,000 

TOTAL RENOVATIONS 5,000,000 1.000,000 1OO00,000 3,50000 1,000,000. 11,500,000
 
Notes: Embaba Hospital - The selection of an A&E consulting firm is still *in process. Cost estimates are 

therefore derived from estimates undertaken by the Project Directorate ALE Department (EE4.15 mil lion),
and subsequently adjusted by DR/ENG because of the dated nature of the original estimates. 
Shark El Medina Hospital - This facility is currently under construction contracted by the Alexandria 
local authorities. DIR/ENG has adjusted the Project Directorate ALE Unit estimate of £E400,000 upward 
due to the size of the facility and the requirement for special connections for the equipment. 
El Kantara Gharb Hospital - This is a new facility and requires no renovation or reconstruction work. 
Based on DR/ENG's estimates, this is the minimum realistic cost of a "packaged" sewage treatment plant.

A water and sewerage specialist has been contracted to do an assessment.
 
15th of May HospitaL - Cost of preparation is based on working drawings prepared by an A&E consulting

firm (EE3.07 miLlion), which were then adjusted to accommodate construction contingencies by DR/ENG.

Kafr EL Dawar PolycLinic - Cost of preparation is based on working drawings prepared by an A&E
 
consulting firm (EE828,000), which were then adjusted to accomodate construction contingencies by
 
DR/ENG.
 

Table 5 

TNRU
 
FY92 FY93 FY94 FY95 FY96 FY97
 

Interim TA (Abt)Short Term 7A (CC 1,156- 3232,167 19178 0.40 ... 0 1,4792,955 
MnOl in 

.4k u- in 
--
--

a97 
400 

483 
400 

644 ... 2,024 
am..0 

t"tthcm=- 300 300 --. . 600 
Other Misc. Buy-ina . . . 400 400 400 1,200 

---1,156 ----4,087 .. .---1,971 
. ....

1,044 
---.--
400 400 

.... 

9,058 

Grant - Suez Canl *fn4m pty - 100 300 300 200 100 1,00 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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3. Local Costs Estimates
 

Table 6 
Local Costs


($) 
THRU 
FY92 FY93 FY94 FY95 FY96 FY97 TOTAL 

LOCAL OPERATING COSTS
Building Renovations 
CRNP Consultants 
CRNP Staff SaLaries 
Office Supplies 
Office Equipment & Furniture 
Maintenance 

47 
79 

204 
51 

508 
37 

150 
45 

150 
45 
100 
50 

0 
58 

192 
55 

0 
72 

0 
74 

246 
66 

0 
76 

0 
82 

273 
70 

0 
80 

0 
91 

304 
73 

0 
83 

197 
428 

1,369 
359 
608 
397Travel & Per Dim 25 
 20 24 
 30 31 32 162
Project Directorate Training 33 40 49 59 62 65 308Telecomunication 64 40 43 45 48 50 290 

SUBTOTAL LOCAL OPERATING COSTS 1,047 640 493 596 645 698 4,119 
LOCAL TRAINING COSTS
 

Furnish/Equip Trng. Centers 
 4 250 0 310 
 0 0 563
Training Honoraria 
 59 100 111 124 138 153 685
Teaching Materials 
 5 45 50 56 69
62 287
Secretariat/Admin Support 
 1 15 17 19 21 23 95
Translation Services 
 8 200 223 248 
 276 306 1,260
Travel Perdiem for Trainees 
 56 100 111 124 138 153 682
Conference Space Rental 
 17 60 74
67 83 92 393
Contingency 66 260 0 0 0.... .... ... 0 326.... ....... ---


SUBTOTAL LOCAL TRAINING COSTS 
 215 1,030 955
579 717 796 4,291
 

LOCAL FACILITY START UP COSTS

Embaba Hospital 
 0 152 246 97 0
0 494
Shark Et Medina Hospital 0 65 61 
 0 0 0 126
El Kantara Gharb Hospital 0 124 197 108 
 0 0 429
15th of May Hospital 0 
 19 24 0

Kafr Damr PoLycLinic 0 

6 0 49
 
90 139 52 0 0
Phase B Start Up 281 

.... 0 
.... 0 0 

.... 0 2,462 1,756.... .... 4,219....---


SUBTOTAL LOCAL START UP COSTS 
---

0 450 667 263 2,462 1,756 5,599 

TOTAL LOCAL COSTS 
 1,262 2,119 1,739 1,814 3,250
3,825 14,009
TOTAL LOCAL COSTS (US SO00) 382 633 485 473 932 740 3,645
Note: It has bee assund that the GOE it t begin to dertake an increasing proportion of the local costsrelated to CRNP Directorate salaries, office supplies, maintenance, and telecomuication such that bythe PACD a .ini.u of 50% of these costs will have been incorporated into the GOE budget. 

4. Host-Country Contributions
 

Tables 7 through 
9, below, present the estimated host-country
contributions over 
the life of the Project. As shown, the
contribution is estimated at EE 19.4 million in cash and EE 35.0
million in-kind over the 
remaining LOP. Added 
to the GOE
contribution of EE 35.5 
million already provided through GOE
 

SOURCE SELECTION INFORMATION 
-- See FAR 3.104 
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ANNEX C
 
COST 	ANALYSIS
 

FY91/92, this total contribution of EE 126.1 million (approximately

$35.2 million) constitutes approximately 31.0% of the total value
 
of the Project.
 

a. 	 Estimates of Host-Country Contributions
 

The estimate of host-country contributions is conservative for a
 
variety of reasons:
 

* 	 A large share of actual contributions were excluded from
the calculations because of difficulties in monitoring
and auditing. For example, depreciation of government

buildings (e.g. hospitals) and other capital goods is
 
excluded from this estimate, although it clearly is a
 
contribution of the GOE 
 to the Project. These
 
calculations do not include the "economic fees" charged

to patients which will result in incm to 
the facilities
 
and thereby allow for continued upgrading of facilities
 
and services. The estimates of the value of 
both 	the
 
depreciation 
and ;he fees have been included in the
 
proforma statements for each facility in Annex D
 
following.
 

* 	 The contribution that will be associated with the Phase
 
B facilities was not included. 
 Since the actual
 
facilities have not been identified, the value of the
 
contribution, either cash or in-kind, cannot be
 
calculated at this time.
 

Therefore, the estimates presented below should be 
considered a
 
minimum.
 

Table 7 
GOB Contribution - CRHP Directorate 

(EE 000) 

THRU First Q
FY91/92 FY92/93 Ff93/94 FY94/95 Ff95/96 Ff96/97 FY97/YB TOYTAL 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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ANNEX C 
COST ANALYSIS 

Table 7 
GOE Contribution - CREP 

(EE 000) 
Directorate 

THRU 
FY91/92 FY92/93 FY93/94 FY94/95 FY95/96 FY96/97 

First 0 
FY97/98 TOTAL 

CRHP - In-Kind ContributionMON Staff Salaries (Bab 1) 
Facility Premium Pay (Bab 1)
Office Spece/Naint. (Est.) 
Furniture (Bab 1) 

"-
--

225 

. . 

127 
105 
240 
20 . .---

140 
173 
256 
21 . ..... 

147 
193 
285 
0 -- -

154 
215 
317 
0 -- -

162 
238 
352 
0 

...- --

40 
0 
98 
0 

...- --

769 
924 

1,772 
41 

- -
Subtotal In-Kind Contribution 225 492 590 624 685 752 138 3,507 
CRHP - Cash Contribution 

MON Premium Pay 
Op. Expenses 
Research 
Participant Travel (FT-800) 
Hospital Start Up 

1,650 
--
--
-

0 
0 

173 
66 
25 
0 
0 

193 
86 
28 
80 
300 

214 
113 
31 
84 
300 

238 
142 
34 
88 
300 

265 
177 
38 
93 
200 

0 
70 
11 
0 

100 

1,650 
1,083 

654 
168 
345 

1,200 
Subtotal CRHP Cash Contribution 1,650 2. 687 742 803 773 181 5,100 
TOTAL CRHP PROJECT DIRECTORATE 1,875 756 1,277 1,366 1,488 1,524 319 8,606Notes: 
 *Uith the exception of participant traveL, these estimates are based on actual GOE allocations provided
in FY92/93, and inflated as appropriate for future years.
*MOH staff salaries represents basic salary to 26 MOH employees seconded to the CRHP Directorate on a
full-time or part-time basis. The amount of time comnitted to CRHP by part-time employees is assumedto average 50% of their total MOH employment. Annual 
increase of 5% is included in the calculations,
rather than the full 
level of inflation.


@It is assumed that the GOE will take on an increasing portion of 
the CRHP staff salaries currently
funded by the Operating Costs PIL. 
 This portion is included in the POH Staff Salaries line item.
*Facility Premium Pay is paid through the CRHP Directorate to staff of MOH facilities participating in

the CRHP.

*Office Space and Maintenance was estimated at 660 mz at EE 30/m2/month in FY92/93, with an additional2
40 m in 1993.
 
eMOH Staff Premium Pay is paid to the CRHP Directorate staff.
@It is assumed that the GOE will take on an increasing portion of the operating expenses currentlyfunded by the Operating Costs PIL. 
 This portion is included in the Operating Expenses Line item.
 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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Table 8 
GOB Contribution - Cost Recovery Facilities
 

(EE 000)
 
THRU First Q

FY91/92 FY92/93 FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 TOTAL 

COST RECOVERY FACILITIES - Bab 1 and Bab 2
 
- Exba Hospital 

Bab 1 	 -- 1,000 1,000 1,000 1,000 1,000 250 5,250
1Z 2 -- 600 600 600 600 600 150 3,150 

- Shark Et Medina Hospital 
Bab 1 1,250 1,250 1,250 1,250 1,250 313 6,563 
1b 2 -- 426 426 426 426 426 107 2,237 

- EL Kentra Gharb Hospital 
Bab 1 -- 800436 800 800 800 200 3,836

Bab 2 	 -- 0 500 500 500 500 125 2,125 

- 15th of May Hospital
Bab1 -- 693 693 	 693 693 693 173 3,638

ab 2 
 -- 166 166 166 166 166 42 872 

- Kafr Dawar Polyclinic 
M 1 
 -- 613 613 613 613 613 153 3,218
Bab 2 -- 151 151 151 151 151 38 793 

...
---...
--. .. ....
. . .
----.-.--.-.
Subtotal In-Kind Contribution 0 5,335 6,199 6,199 6,199 6,199 1,550 31,681 

COST RECOVERY FACILITIES - Bab 3
 
Phase A Facilities
 

- Embaba Hospital
 
Buildings 40 200 
 0 0 0 0 240
 
Equipment -- 160 0 0 0 0 0 160 
Furniture -- 300 0 0 0 	 0 0 300
 
Pharmaceuticals 0 0 0 873 0 0 0 873 

- Shark El Medina Hospital
Buildings 	 -- 1,100 2,000 0 0 0 0 3,100

Equipment 	 -- 0 0 0 0 00 	 0 
Furniture 	 - 400 0 0 
 0 	 0 0 400
 
Pharmaceuticals 	 0 0 560 0 0 0
0 560
 

- El Kantara Gharb Hospital 
Buildings -- 2,300 300 0 0 0 0 2,600
Equipment -- 2,500 0 0 0 0 	 0 2,500
Furniture 
 0 0 0 0 0 0 0 
Phamaceuticals 0 0 224 0 0 0 0 224 

- 15th of fay Nospital 
Buildirige -- 0 0 0 0 00 	 0 
Equipmerit "- 0 0 0 0 0 0 0
Furniture -- 0 0 0 0 0 0 0 
Pharmceuticals 	 0 0 
 0 125 0 0 0 125
 

- Kafr Daar Polyclinic
 
Buildings -- 1,000 0 0 0 
 0 	 0 1,000

Equipment -- 0 0 0 0 0 0 0 
Furniture -- 0 0 0 0 0 	 0 0 
Pharnceuticals 	 0 0 252 0 0 0 0 252 

----. -.-- ---.. ---. .... .... .... ....--

Subtotal Cash Contribution 0 7,800 
 3,536 998 0 0 0 12,334
 

TOTAL COST RECOVERY FACILITIES :=-	 -- ==== ==== =::: 
0 13.135 9,735 7,197 6,199 6,199 1,550 44,015 

Notes: 	 eBab I Bab 2 exnses are taken fram the budget allocations for FY92/93, with the exception of 
Kantara. These are straight lined through the remaining years of the Project. This assumes continuing
inflation and increasing funds dedicated to mintenance balanced by an increase in staff. 
*IEcomicm repremto the GOE subsidy for free beds. 

Bab 3 expenses for building and equipment are based on figures identified in the "MOH Facility
Development Plan" for FY92/93 and FY93/94.
eRequirements for pharmceuticals are based on a three month supply of drugs and medical supplies for 
a CCO hospital of similar size. These are included as a Bab 3 expenditure; however, these my be 
funded as a Bab 2 expense.
eThe GOE is expected to also provide similar Bab 3 contribution for Phase B facilities; however, as the 
facilities have yet to be selected, the value-of this contribution cannot be calculated at this time. 

SOURCE SELECTION IMPORMATION -- See FAR 3.104 
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Table 9

GOB Contribution - Components Two and Three 

(E 000)
 

THRU 
 First QFY91/92 FY92/93 FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 TOTAL 
H1l - Cash Contribution 
 550 

Staff Premium Pay 550 
-- 57 7163 79 87 24 381Op. Expses 

----- 73 500 500 600... --...- ..-- -
600 200 2,473 

- ... ----..
Subtotal NIO Cash Contribution 550 

- ... ... 
130 563 571 679 687 191 3,371 

CCO - Cash Contribution 100 
Staff Prmium Pay -- 70 78 87 

100 
96 107 30 468
Op. Expenses 
 - 36 145 155 115 741-.. 140 150
---. . ---.. . . ..... 
 ....--
....
 

Subtotal CCO Cash Contribution 
 100 106 218 232 246 262 73 1,237
 

CGC - Cash Contribution
 
Guarantee Fund eFT-800) 
 33 000 0 35,845 0 0 0 0 68,845 

b. In-kind Contributions 

GOE in-kind contributions, as identified in the above tables,
consist of Bab 1 and Bab 2 expenditures, i.e., mainly salaries and
 
operations and maintenance costs.
 

Several hundreds of regular GOE employees (full time and part-time)

are employed by the Ministry of Neither the
Health. payroll

records at the central MOH in Cairo 
nor the annual budget line
items are established in 
a manner that readily identifies those
employees assigned by the MOH to the A.I.D. Project, either at the

CRHP Directorate or at the governorate facility levels. 
The same

situation applies to operations and maintenance costs (Bab 2 of the

GOE annual budget document). This situation creates a major
difficulty in acounting, reorting and verification of these
inputs on a straightforward basis. However, the information isavailable peripherally the officeat of the CRHP Directorate (forthe CRHP Directorate data) and in the form of facility payroll
records and facility expenditure records (for the facility data).
Therefore, a system will be established to ensure the regular
reporting of this data and its incorporation into the overall
Project monitoring system described in Section VI.C.1. 

C. Cash Contributions
 

The GOE cash contribution consists of 
premium pay, operating
expenses, research, and travel for participant training. Ifpremium pay, operating expenses, or research appear as a separate

line item in GOE budgetary documents, review of this line item to
 
ensure that funds have been allocated will suffice; if it is not
 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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identifiable as a separate line item, USAID will rely on reports

from the GOE, which will be verified as needed. The GOE
 
contribution for air line tickets will be verified by reviewing

both USAID and GOE records pertaining to the number of trainees
 
actually sent and applying a standard cost for a round trip ticket
 
Cairo/Washington/Cairo. In 
all of the above cases, the CRHP
 
Directorate (with input from the facilities) will be required to 
provide A.I.D. with reports on its cash contributions, as part of
 
the overall Project monitoring system described in Section VI.C.l.
 

SOURCE SELECTION INFORMATION -- See FAR 3.104 
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FINANCIAL & ECONOMIC ANALYSIS
 

D. FINANCIAL AND ECONOMIC ANALYSIS
 
This 	financial and economic analysis consists of three parts:
 

4 An analysis of the cost recovery and self-sufficiency

considerations from the perspective of 
the individual
 
Phase A facilities under Component One.
 

# 	 An analysis of the overall financial feasibility of the
 
activities proposed under Component One; and
 

* 	 An analysis of the Component One activities from an
 
economic perspective.
 

1. 	 Cost Recovery and Self-Sufficiency Considerations for the Cost 

Recovery Facilities under component One 

a. 	 Summary
 

The Component One sub-purpose is to develop and test cost recovery

systems in MOH facilities as a model for country wide application.

The 	objective is to increase 
the 	resources available for the

GOE/MOH health care system by implementing policy changes toconvert selected hospitals and polyclinics to fee for service
 
facilities. It focuses on mechanisms that will support recovery of
the greatest percent of costs for curative services from those who
 
can afford to pay. This will be accomplished by allowing MOH

public hospitals and polyclinics to function more autonomously and

efficiently. Component One utilizes 
a fee for service model to

expand the revenue generating capabilities of the CRHP pilot

facilities. As CRHP pilot facilities begin to support themselves
 
financially, MOH resources can be reallocated from curative care

for the general public to preventive programs, such endemic
as

disease control, expanded immunization programs, maternal and child
 
health care, research, and others.
 

The aim of this section of the analysis is to show that the

proposed project is "financially viable" from the perspective of a
 cost recovery facility, i.e., the expected stream of revenues to

the facilities exceeds the 
costs when suitably discounted and
totaled. 
 This analysis attempts to identify and describe the

anticipated value 
of a CRHP pilot facility before and after

renovation and revitalization. Achieving a reduced cost to the

GOE/MOH after CRHP renovation and revitalization will determine
 
whether or not to pursue the Project past the pilot phase.
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b. Methodology and Assumptions
 

Exhibits I through 5 provide a ProForma Statement of Operations for
 
each Pilot Facility for a period of five years. The ProForma
 
Statements of Operations provide estimates of patient revenue and
 
related expenses based on inpatient beds; inpatient, outpatient,

and casualty productive services; and outpatient and casualty

visits. The projected revenue and expense assumptions for each
 
pilot facility are shown in current Egyptian Pounds and are not
 
annually adjusted for inflation. Changes in annual projected
 
revenues and expenses are due to changes in utilization of services
 
and occupancy of inpatient beds.
 

Estimates for Inpatient Revenue are produced for three categories

of general service beds (First Class, Second Class, and Third
 
Class), obstetric delivery beds, and intensive/coronary

Care(ICU/CCU)/necmtal bes. These revenues are assumed to be
 
generated solely through user fees on the pay beds. The number of 
free beds varies at each pilot facility and is determined by the
 
respective governorates. The Productive Services Revenue is
 
projected from patient medical services (laboratory, radiology,
physiotherapy, pharmacy, supplies, and surgery). The Outpatient
Revenue is projected from outpatient clinics and casualty visits. 

Operating Expenses are the expenditures of the facility related to 
the support of patient services. Besides salaries, these include
 
utilities, telephone, food, laundry and clothes, supplies (medical,
laboratory, radiology, pharmacy, cleaning, and administrative),
marketing, transport, and maintenance. Another expense included in 
this ProForma Statement of Operations which normally is not
 
considered by government operations is that of the cost of physical

capital, referred to as depreciation of buildings and equipment.
 

Conversion of the five pilot facilities will require improvements

in physical plant, operations, and management capability. These
 
will include institutional improvements in administration, finance,
 
maintenance, health services, and information systems, and
 
improvements in the service delivery environment through new and
 
repaired equipment, facility renovations, and service quality 
standards. 

In each Exhibit 
same as the Bab 

it 
1 

is assumed that the government 
funds for fiscal year 1992/93. 

allotment is the 
In each scenario 

the overall occupancy rate increases as service quality is
 
improved. The occupancy rate varies among facilities, from a low
 
of 50 percent for Shark El Medina Hospital in 1993/94 to a high of
 
80.2 percent for El Kantara Gharb Hospital in 1996/97.
 

2 
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Exhibit 1-A
 
EMBBA HOSPITAL
 

Pzolorza Statemnt of Operations M£E) 

FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 

INCOME 
lrntient 

First CLass 
Second Class 
Third class 
Geneial - Free 
ICJ/CCU/MeonataL 

230,000 
465,000 
253,000 

0 
73,000 

256,000 
512,000 
276,000 

0 
73,000 

281,000 
558,000 
322,000 

0 
73,000 

307,000 
605,000 
345,000 

0 
73,000 

307,000 
605,000 
345,000 

0 
73,000 

t0mttmt Income 
...... 

1,021,000 
..-----

1,117,000 
------

1,234,000 

------. 

1,330,-,, 

...... 

1,330,000 
Delivery 
Prluctive Services 

Lworatory 
OdioLogy 
Pharacy 
a, ks 
*A"ry 
*"L Dialysis 
Other 

511,000 

247,000 
104,000 

1,859,000 
"n00 
419,000 
82,000 
12,000 

562,000 

275,000 
116,000 

2,068,000 
622,000 
61,000 
82,000 
14,000 

624,000 

326,000 
137,000 

2,450,000 
737,r00 
516,10 
82,000 
16,000 

675,000 

354,000 
149,000 

2,659,000 
UaJ 
5,0 
82,000 
18,000 

675,000 

354,000 
149,000 

2,659,000 
00,000 

558,000 
82,000 
18,000 

Productive Services Incowe 3,282,000 3,638,000 4,264,000 4,620,000 4,620,000 
Outpatient Income 
ALLowance for Free Service 

650,000 
(325,000) 

650,000 
(325,000) 

650,000 
(325,000) 

650,000 
(325,000) 

650,000 
(325,000) 

PATIENT INCOME 5,139,000 5,642,000 6,447,000 6,950,000 6,950,000 

GOVERNMENT ALLOTMENT 1,600,000 1,600,000 1,600,000 1,600,000 1,600,000 

TOTAL INCOME 6,739,000 7,242,000 8,047,000 8,550,000 8,550,000 

OPERATING EXPENSES 
SaLaries and Benefits 
UtiLities 
TeLephone 
Food 
Laundry and CLothes 
Supplies
lfiial 
Laboratory 
Radiology 
Pharmcy 
Cleaning 
Administrative 

2,159,000 
240,000 
19,000 

501,000 
215,000 

55400 
82,000 

104,000 
2,179,000 

57,000 
18,000 

2,159,000 
254,000 
20,000 

530,000 
227,000 

505,000 
87,000 

110,000 
2,302,000 

61,000 
19,000 

2,159,000 
278,000 
22,000 

581,000 
249,000 

642,0OO 
96,000 

121,000 
2,526,000 

66,000 
21,000 

2,159,000 
292,000 
23,000 
609,000 
261,000 

673,4 
77,000 

127,000 
2,648,000 

70,000 
22,000 

2,159,000 
292,000 
23,000 
609,000 
261,000 

673,000 
77,000 

127,000 
2,648,000 

70,000 
22,000 

TotaL Supplies 
Nim eting 
Trapm 
Ntnltenimce 

2,994,000 
15,000 
25,000 
145,000 

3,164,000 
15,000 
25,000 
145,000 

3,472,000 
15,000 
25,00 
145,000 

3,617,000 
15,000 
25,000 
145,000 

3,617,000 
15,000 
25,000 
145,000 

TOrAL WERATING EXPENSS 6,313,000 6,539,000 6,946,000 7,146,000 7,146,000 

OPERATING INOME 426,000 703,000 1,101,000 1,404,000 1,404,000 

NOWOPERATING EXPENSE 
Building Depreciation 
Equip ent Depreciation 

345,000 
1,100,000 

345,000 
1,100,000 

345,000 
1,100,000 

345,000 
1,100,000 

345,000 
1,100,000 

NET INCONE (1,019,000) (742,000) (34, 000) (41,000) (41,000) 

3
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Exhibit 1-B 
EMBABA HOSPITAL 
success Criteria 

FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 

TARGET 
OPERATING - Bab 2 50.00% 60.00% 100.00% 100.00% 100.00% 
BUILDING DEPRECIATION 
EQUIPMENT DEPRECIATION 

10.00% 
40.00% 

20.00% 
60.00% 

30.00% 
80.00% 

100.00% 
100.0O% 

100.00% 
100.00% 

CALCULATION 
OPERATING 
PERCENT 

2,077,000 
247.42% 

2,628,000 
214.69% 

4,787,000 
134.68% 

4,967,000 
139.36% 

4,967,000 
139.36% 

DEPRECIATION 474,500 729,000 983,500 1,45,000 1,445,000 
PERCENT 69.78% 96.43% 111.95% 97.16% 97.16% 

INPATIENT COST (75% TOTAL) 4,734,750 4,904,250 5,209,500 5,359,500 5,359,500 
TOTAL BEDS 334 334 334 334 334 
OCCUPANCY 
INPATIENT DAYS 

61.5% 
71,631 

65.0% 
75,665 

71.3% 
83,019 

74,8% 
87,053 

74.8% 
87,053 

COST EXCLUDING DEPRECIATION 
COST PER BED 14,176 14,683 15,597 16,046 16,046 
COST PER INPATIENT DAY 66 65 63 62 62 

COST INCLUDING DEPRECIATION 
COST PER BED 17,421 17,928 18,842 19,291 19,291 
COST PER INPATIENT DAY 81 79 76 74 74 

4
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Exhibit 2-A 
SHARK EL MEDINA HOSPITAL -

Prolorua Statezent of Operations (.E) 

FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 

INCOME 
Inpatient 

First CLass 88,000 131,000 161,000 190,000 190,000

Second CLass 
 256,000 319,000 415,000 .15,000 415,000

Third cLass 205,000 246,000 287,000 308,000 308,000
General - Free 0 0 0 0 0 
ICUICCUlNeonatal 27,000 32,000 46,000 50,000 50,000
 

. . . .
- - - - - -. .
 
. .
- - - - - - . . . .
 

Inlatient Income 576,000 728,000 909,000 963,000 963,000 

Delivery 409,000 522,000 653,000 686,000 686,000 
Productive Services
 

Laboratory 293,000 431,000 552,000 583,000 583,000
Radiology 76,000 111,000 143,000 
 151,000 151,000
Pharmacy 1,464,000 2,150,000 2,756,000 2,909,000 2,909,000
SuppLies 629,000 924,000 1,184,000 1,250,000 1,250,000
Surgery 331,000 431,000 530,000 574,000 574,000
Renal Dialysis 0 0 0 0 0 
Other 10,000 14,000 19,000 20,000 20,000
 

Productive Services Income 
 2,803,000 4,061,000 5,184,000 5,487,000 5,487,000
 

Outpatient Income 1,250,000 1,250,000 1,250,000 1,250,000 1,250,000
 
AlLowance for Free Service 
 (750,000) (750,000) (750,000) (750,000) (750,000)
 

PATIENT INCOME 
 4,288,000 5,811,000 7,246,000 7,636,000 7,636,000
 
..............................--


GOVERNMENT ALLOTMENT 1,686,000 1,686,000 1,686,000 
 1,686,000 1,686,000
 
TOTAL INCOME 5,974,000 7,497,000 8,932,000 9,322,000 9,322,000
 

OPERATING EXPENSES
 
Salaries and Benefits 2,133,000 2,133,000 2,133,000 2,133,000 2,133,000

Utilities 135,000 166,000 194,000 201,000 201,000

Telephone 
 11,000 13,000 16,000 16,000 16,000

Food 281,000 347,000 405,000 420,000 420,000
 
Laundry aio4 Clothes 
 120,000 149,000 174,000 180,000 180,000

Sulpies

Medical 296,000 365,000 426,000 442,000 442,000
Lratory 76,000 94,000 110,000 76,000 76,000
Radiology 138,000 170,000 199,000 206,000 206,000
Pharmacy 992,000 1,225,000 1,430,000 1,482,000 1,482,000 
CLeaning 
 32,000 40,000 46,000 48,000 48,000

Administrative 10,000 12,000 14,000 15,000 15,000
 

Total SuppLies 1,54,000 1,906,000 2,225,000 2,269,000 2,269,000
 
Marketing 15,000 15,000 15,000 15,000 15,000

Transport 25,000 25,000 25,000 25,000 25,000 
Maintenance 195,000 195,000 195,000 195,000 195,000
 

TOTAL OPERATING EXPENSES 
 4,459,000 4,949,000 5,382,000 5,454,000 5,454,000
 

OPERATING INCOME 1,515,000 2,548,000 3,550,000 3,868,000 
 3,868,000
 

NOW OPERATING EXPENSE
 
Building Depreciation 753,000 753,000 753,000 753,000 753,000

Equipment Depreciation 1,200,000 1,200,000 1,200,000 1,200,000 1,200,000
 

NET INCOME (438,000) 595,000 1,597,000 1,915,000 1,915,000
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ANNEX D
 
FINANCIAL & ECONOMIC ANALYSIS
 

Exhibit 2-B 
SHARK EL MEDINA HOSPITAL 

Success Criteria 

FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 

TARGET 
OPERATING - Bab 2 50.00% 60.00% 100.00% 100.00% 100.00% 
BUILDING DEPRECIATION 10.00% 20.00% 30.00% 100.00% 100.00% 
EQUIPMENT DEPRECIATION 40.00% 60.00% 80.00% 100.00% 100.00% 

CALOJLATION 
OPERATING 1,163,000 1,689,600 3,249,000 3,321,000 3,321,000 
PER ENT 368.70% 343.93% 223.02% 229.93% 229.93% 

DEPRECIATION 555,300 870,600 1,185,900 1,953,000 1,953,000 
PERCENT 272.83% 292.67% 299.35% 198.05% 198.05% 

IMPATIENT COST (75% TOTAL) 3,34,250 3,711,750 4,036,500 4,090,500 4,090,500 
TOTAL 9ES 230 230 230 230 230 
OCCUPANCY 50.0% 61.7% 72.0% 74.7% 74.7% 
INPATIENT DAYS 40,150 49,549 57,853 59,951 59,951 

COST EXCLUDING DEPRECIATION 
COST PER BED 14,540 16,138 17,550 17,785 17,785 
COST PER INPATIENT DAY 83 75 70 68 68 

COST INCLUDING DEPRECIATION 
COST PER BED 20,909 22,507 23,918 24,153 24,153 
COST PER INPATIENT DAY 120 104 95 93 93 
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.... Proor 

INCOE 
Inpatient
First Class 

Second Class 

Third class 

General - Free 

I CJlCCU/Meonata 1 


lqtiant Income 

Delivery 
Productive Services
 

Laatory 

Radiology 
Pharmcy 
mpi+es 


10a 

Ienst Dialysis 
Other 


Productive Services Income 


Outpatient Income 

Allowance for Free Service 


PATIENT INCOME 


GOVERNMENT ALLOTMENT 


TOTAL INCOME 


OPERATING EXPENSES
 
Salaries and Benefits 

Utilities 

Telephone 

Food 

Lindry and Clothes 
suplies

lmaduat 
Lotory 


adiology 

Pharmacy 
Cleaning 

Administrative 


Total Supplies 
Marketing 
TripOt 
Mmlntenmce 

TOTAL OPERATING EXPENSES 

OPERATING INCOME 

NON OPERATING EXPENSE 
uilding Depreciation 

Equipment Depreciation 

NET INCOME 

ANNEX D
 
FINANCIAL & ECONOMIC ANALYSIS
 

Exhibit 3-A
 
EL KANTARA GRARB HOSPITAL
 
a Statemont of O rations (£ ) 

FT93/94 FY94/95 FY95/96 FY96197 FY97/98 

51,000 66,000 80,000 95,000 95,000

183,000 228,000 297,000 342,000 342,000
192,000 230,000 268,000 257,000 287,000


0 0 0 0 0

22,000 26,000 37,000 40,000 
 40,000 

448,000 550,000 682,000 764,000 764,000 

420,000 522,000 653,000 745,000 745,000 

36,000 62,000 83,000 93,000 93,000

32,000 55,000 72,000 81,000 81,000


310,000 535,000 710,000 796,000 796,000

4Ur0 161,000 214,=0 N 240,o00

97 0 431,000 530000 60,00 603,000


0 0 0 0 0 
1,000 2,000 3,000 3,000 3,000
 

819,000 1,246,000 1,612,000 1,816,000 1,816,000
 

100,000 100,000 100,000 100,000 100,000

(60,000) (60,000) (60,000) (60,000) (60,000)
 

1,727,000 2,358,000 2,987,000 3,365,000 3,365,000
 

1,300,000 1,300,000 1,300,000 1,300,000 1,300,000
 

3,027,000 3,658,000 4,287,000 4,665,000 4,665,000
 

1,409,000 1,409,000 1,409,000 1,409,000 1,409,000

263,000 320,000 365,000 386,000 386,000

21,000 26,000 29,000 31,000 31,000

293,000 356,000 406,000 431,000 431,000

125,000 153,000 174,000 185,000 185,000 

30 448,000 511,90 541,800 541,000

91,000 111,000 127,000 104,000 104,000
 
95,000 115,000 131,00 139,000 139,000


441,000 538,000 613,000 649,000 649,000
 
33,000 41,000 46,000 49,000 49,000
 
10,000 13,000 15,000
----- ------...------........15,000 15,000
 

1,038,000 1,266,000 1,443,000 1,497,000 1,497,000
15,000 15,000 15,000 15,000 15,000

25,000 25,000 25,000 25,000 25,000
61,000 61,000 61,000 61,000 61,000
 

3,250,000 3,631,000 3,927,000 4,040,000 4,040,000
 
(223,000) 27,000 360,000 625,000 
 625,000 

278,000 278,000 278,000 278,000 278,000

330,000 330,000 330,000 330,000 
 330,000 

(831,000) (581,000) (248,000) 17,000 17,000 
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ANNEX D 
FINANCIAL & ECONOMIC ANALYSIS
 

Exhibit 3-B 
EL KANTARA GNARB HOSPITAL
 

Success Criteria 

TARGET
 
OPERATING - Bab 2 
BUILDING DEPRECIATION 
EQUIPMENT DEPRECIATION 


CALCULATION 
OPERATING 

PERCENT 


DEPRECIATION 
PERCENT 

INPATIENT COST (75% TOTAL) 
TOTAL BEDS 
OCCUPANCY 
INPATIENT DAYS 


COST EXCLUDING DEPRECIATION
 
COST PER BED 

COST PER INPATIENT DAY 


COST INCLLDING DEPRECIATION
 
COST PER BED 

COST PER INPATIENT DAY 


FY93/94 

50.00(
10.00% 
40.00% 

920,500 

187.621 


159,800 
-139.55% 

2,437,500 

218 


54.5% 
41,793 

11,181 

58 


13,273 

69 


FY94/95 

60.001 
20.00% 
60.00% 


1,333,200 

176.87% 


253,600 
10.65% 

2,723,250 

218 


66.4% 
50,918 


i2,492 

53 


14,584 

62 


FY95/96 

100.001 
30.00 
80.001 

2,518,000 

118.63% 

347,400 
103.63% 

2,945,250 

218 


75.7 

58,035 

13,510 

51 


15,602 

59 


FT96/97 

100.001 
100.001 
100.00% 

2,631,000 

127.90% 

608,000 
102.801 

3,030,000 
218 


80.2 
61;3 

13,899 

49 


15,991 

57 


FY97/98 

100.00% 
100.00 
100.001
 

2,631,000
 
127.901
 

608,000 
102.801 

3,030,000
 
218
 
80.21
 

61,50 

13,899
 
49
 

15,991
 
57
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ANNEX D 
FINANCIAL & ECONOMIC ANALYSIS
 

Exhibit 4-A 
15th OF KAY HOSPITAL
 

ProForma Statement of Oprations (s) 

FY93/94 FY94/95 FY95/96 FY96%/97 FY97/98 

INCOME
Inpatient 

First Class 
Second Class 
Third class 
General - Free 
ICU/CCU/Neonrtal 

36,000 
161,000 
93,000 

0 
22,000 

41,000 
181,000 
102,000 

0 
26,000 

56,000 
241,000 
130,000 

0 
37,000 

61,000 
261,000 
140,000 

0 
40,000 

61,000 
261,000 
140,000 

0 
40,000 

Inpatient Inceme 312,000 350,000 464,000 502,000 502,000 

Delivery
Produtive Services 159,000 177,000 230,000 248,000 248,000 

Laboratory 
Radiology 
Pharmacy 
Supplies 
Surgery 
Renal Dialysis 
Other 

23,000 
9,000 

173,000 
53,000 
347,000 

0 
2,000 

26,000 
11,000 

196,000 
60.000 

389,000 
0 

2,000 

37,000 
15,000 

273,000 
83,000 
516,000 

0 
2,000 

40,000 
16,000 
296,000 
90,000 
558,000 

0 
3,000 

40,000 
16,000 

296,000 
90,000 
558,000 

0 
3,000 

Productive Services Income 
Outpatient Income 
Allowance for Free Service 

607,000 
150,000 
(75,000) 

684,000 
150,000 
(75,000) 

926,000 
150,000 
(75,000) 

1,003,000 
150,000 
(75,000) 

1,003,000 
150,000 
(75,000) 

PATIENT INCOME 1,153,000 1,286,000 1,695,000 1,828,000 1,828,000 

GOVERNMENT ALLOTMENT 859,000 859,000 859,000 859,000 859,000 

TOTAL INCOME 2,012,000 2,145,000 2,554,000 2,687,000 2,687,000 

OPERATING EXPENSES 
Salaries and Benefits 
Utilities 
Telephone 
Food 
Laundry and Clothes 

Supplies
Medical 
Labxratory 
RadioLogy 
Pharmacy 
CLeaning 
Administrative 

814,000 
80,000 
6,000 

166,000 
71,000 

184,000 
27,000 
35,000 
273,000 
19,000 
6,000 

8-4,000 
115,000 
7,000 

177,000 
76,000 

196,000 
29,000 
37,000 
291,000 
20,000 
6,000 

814,000 
103,000 
8,000 

214,000 
92,000 

236,000 
35,000 
44,000 
351,000 
24,000 
8,000 

814,000 
108,000 
9,000 

225,000 
96,000 

248,000 
28,000 
47,000 
369,000 
26,000 
8,000 

814,000 
108,000 
9,000 

225,000 
96,000 

248,000 
28,000 
47,000 
369,000 
26,u00 
8,000 

Total Supplies 
Marketing 
Transport 
Maintenance 

544,000 
15,000 
25,0OO 
38,000 

579,000 
15,000 
25,000 
38,OOu 

698,000 
15,000 
25,000 
38,000 

726,000 
15,000 
25,000 
38,000 

726,000 
15,000 
25,000 
38,000 

TOTAL OPERATING EXPENSES 1,759,000 1,816,000 2,007,000 2,056,000 2,056,000 

OPERATING INCOME 253,000 329,000 547,000 631,000 631,000 

NON OPERATING EXPENSE 
Building Depreciation 
Equipment Depreciation 

268,000 
110,000 

268,000 
110,000 

268,000 
110,000 

268,000 
110,000 

268,000 
110,000 

NET INCOME (125,000) (49,000) 169,000 253,000 253,000 
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ANNEX D
 
FINANCIAL & ECONOMIC ANALYSIS
 

Exhibit 4-B 
15th OF MAY HOSPITAL 

success Criteria 
FY93/94 Ft94/95 FY95/96 FY96197 FY97/98 

TARGET 
OPERATING - Bob 2 
BUILDING DEPRECIATION 

50.00% 
10.00% 

60.00% 
20.00% 

100.00% 
30.00% 

100.00% 
100.00% 

100.00% 
100.00% 

EQUIPMENT DEPRECIATION 40.00t w Y'i. 8V .6% r.00% 100.00% 

CALCULATION 
OPERATING 
PERCENT 

472,500 
24.02% 

601,200 
213.91% 

1,193,000 
142.08% 

1,242,000 
147.18% 

1,242,000 
147.18% 

DEPRECIATION 
PERCENT 

70,800 
357.34% 

119,600 
275.08% 

168,400 
324.82n 

378,000 
166.93% 

378,000 
166.93% 

INPATIENT COST (75% TOTAL) 
TOTAL BEDS 
OCCUPANCY 
IWMATIBIT DAYS 

1,319,250 
126 

55.2% 
23,762 

1,362,000 
126 

58.8% 
25,313 

1,505,?50 
126 

71.0% 
30,569 

1,542,000 
126 

74.6% 
32,120 

1,542,000 
126 

74.6% 
32,120 

COST EXCLUDING DEPRECIATION 
COST PER BED 
COST PER INPATIENT DAY 

10,470 
56 

10,810 
54 

11,946 
49 

12,238 
48 

12,238 
48 

COST INCLUDING DEPRECIATION 
COST PER BED 
COST PER INPATIENT DAY 

12,720 
67 

i3,060 
65 

14,196 
59 

14,488 
57 

14,488 
57 
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ANNEX D
 
FINANCIAL & ECONOMIC ANALYSIS
 

Exhibit S-A 
KAFR EL DAWAR POLYCLINIC -

ProFora Statement of Oerations (ME) 

INCOME 
Inpatient 

First CLass 

Second Class 

Third clas 

General - Free 

ICU/CCU/NeonataL 


hnltient Incoe 

Delivery 

Pructive Services
 

Lebratory 

aldoLogy 

Pharmacy 
lilies 

gyary 
Renal Dialysis 

Other 


Productive Services Income 


Outpatient Income 

Allowance for Free Service 


PATIENT INCOME 


GOVERNMENT ALLOTMENT 


TOTAL INCOME 


OPERATING EXPENSES
 
Salaries and Benefits 

Utilities 

Telephone 

Food 

Laundry and CLothes 

SuppLies


Nsdical 
Lobatori'y 
Radiology 

Pharmacy 

Cleaning 

Administrative 


Total Supplies 


Nerckting 
Transport 
Maintenance 

TOTAL OPERATING EXPENSES 


OPERATING INCOME 


NON OPERATING EXPENSE 
Building Depeiation 

Equipment Depreciation 


NET INCOME 


/Y93194 FY94/95 

0 0 
0 0 
0 0 

0 0 

0 0 

0 0 

0 0 


0 0 

0 0 

97,000 101,000 

76,000 79,000 


490,000 511,000 

23,00 243,000 

0 0 
0 0 

0 0 


896,000 934,000 


180,000 180,000 

(90,000) (90,000) 

986,000 1,024,000 


..... ........ 


764,000 764,000 


1,750,000 1,788,000 


168,000 168,000 

87,000 90,000 

7,000 7,000 


0 0 

0 0 


150,000 156,000 
100,000 104,000 
70,000 73,000 

300,000 312,000 
21,000 21,000 

6,000 7,000 


647,000 673,000 


10,000 10,000 
5,000 5,000 

20,000 20,000 


944,000 973,000 

806,000 815,000 


48,000 48,000 

150,000 150,000 


608,000 617,000 


FY95/96 

0 
0 
0 

0 

0 

0 

0 


0 

0 

112,000 

W,000 

564,000 

268,000 

0 
0 

0 


1,032,000 


180,000 

(90,000) 


1,122,000 

.. .... 


764,000 


1,886,000 


168,000 

105,000 

8,000 


0 

0 


172,000 
114,000 

80,000 

343,000 

25,000 

8,000 


742,000 


10,000 

5,000 

20,000 


1,058,000 


828,000 


48,000 

150,000 


630,000 


FY96/97 

0 
0 

0 

0 

0 

0 

0 


0 

0 

123,000 

97,000 


623,000 
296,000 


0 
0 

0 


1,139,000 


180,000 

(90,000) 


1,229,000 

.........--

FY97/98 

0 
0
 
0
 
0
 
0
 
0
 
0
 

0 

0 

123,000
 
97,000
 
623,000
 
296,000
 

0 
0
 
0
 

1,139,000
 

180,000
 
(90,000)
 

1,229,000
 

764,000 


1,993,000 


168,000 

105,000 

9,000 


0 

0 


189,000 

126,000 
88,000 

378,000 

26,000 

8,000 


815,000 


10,000 

5,000 
20,000 


1,132,000 


861,000 


48,000 

150,000 


663,000 


764,000
 

1,993,000
 

168,000
 
105,000
 
9,000
 

0
 
0
 

189,000 
126,000
 
88,000
 
378,000
 
26,000
 
8,000
 

815,000
 

10,000
 
5,000
 
20,000
 

1,132,000
 

861,000 

48,000
 
150,000
 

663,000
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ANNEX D
FINANCIAL & ECONOMIC ANALYSIS 

Exhibit 5-B 
KAFR EL DAWAR POLYCLINIC 

Success Criteria 
FY93/94 FY94/95 FY95/96 FY96/97 FY97/98 

TARGET
OPERATING - Bab 2 
BUILDING DEPRE-CIATION 
EQUIPMENT DEPRECIATION 

50.00% 
10.00% 
40.00% 

60.00% 
20.00% 
60.00% 

100.00% 
30.00% 
80.00% 

100.00% 
100.00% 
100.00% 

100.00% 
100.00% 
100.00% 

CALCULATION 
OPERATING 
PERCENT 

388,000 
254.12% 

483,000 
212.01% 

890,000 
126.07% 

964.000 
127.49% 

964,000 
127.49% 

DEPRECIATION 64,800 99,600 134,400 198,000 198,000 
PERCENT 1243.83% 818.27% 616.07% 434.85% 434.85X 

TOTAL VISITS 60,000 62,400 68,640 75,504 83,054 

COST EXCLWING DEPRECIATION 
COST PER VISIT 16 16 15 15 14 

COST INCLUDING DEPRECIATION 
COST PER VISIT 19 19 18 18 16 
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ANNEX D
 
FINANCIAL & ECONOMIC ANALYSIS
 

Exhibit 6
 
Assumptions for Estimating Facility Revenues and Costs
 

FIRST YEAR OF PROJECTION 
SECOND YEAR OF PROJECTION 
THIRD YEAR OF PROJECTION 
FOURTH YEAR OF PROJECTION 
FIFTH YEAR OF PROJECTION 
DEBT SERVICE INTEREST 
WORKING CAPITAL - 120 DAYS 
CAPITAL COSTS 

UTILITIES - PRIOR YEAR COST-ESTINATE 
TELEPHONE - PRIOR YEAR COST-ESTIMATE 
CLEANING SIPPLIES - PRIOR YEAR COST-ESTIMATE 
MARKETING -FIXED 
TRANSPORT - PRIOR YEAR COST-ESTIMATE 
BUILDING COST - REPLACEMENT VALUE 
CONSTRUCTION COST - RENOVATION 
DEPRECIATION BUILDING LIFE 
DEPRECIATION - STRAIGHT LINE-ANNUAL 
EQUIPMENT COST 
DEPRECIATION EQUIPNENT LIFE 
DEPRECIATION - STRAIGHT LINE-AN"UAL 
GOVERUEIFT SUBSIDY 
GOVERNMENT SUBSIDY INCREASE-ESTIMATE 
INFLATION -- ESTIMATE ANNUALLY 

General 

Salary 

Bed Rates 


BED RATES (CHARGE)

First Class 

Second Class 

Third Class 

General - Free 

ICU 

Neonatal 

Renal 


DELIVERY CHARGE 

First Class 

Second Class 

Third Class 

General - Free 


TPATIENT VISIT CHARGE 

UMBER OF BEDS 


First Class 

Second Class 

Third Class 

General - Free 

CCU 

ICU & Neontat 
Renal 


LIVERIES PER YEAR -- AVERAGE 

LIVERIES -- OCCIPANCY -- ESTIMATE


General - Free 12/32 beds 

iOR YEAR PATIENT DAYS - TOTAL 

ION YEAR ADMISSIONS - TOTAL 


General - Free 

ERAGE LENGTH OF STAY -- YEARS 1 THROUGH 5First CLass 


Second CLass 

Third CLass 

General - Free 

CCU/ICU/NeanataL 


£E 
EMBABA SHR L EL KANTARA 15th OF MAY IKAFR EL 

MEDINA GHARB DAWAR 
1993/94
1994/95
1995/96
1996/97 
1997/98

0.00% 
30.00% 
10.00% 

1993/94
1994/95
1995/96
1996/97
1997/98

0.00% 
30.00% 
10.00% 

1993/94
1994/95
1995/96
1996/97 
1997/98

0.00% 
30.00% 
10.00% 

1993/94
1994/95
1995/96
1996/97
1997/98

0.00% 
30.00% 
10.00% 

1993/9
1994/9
1995/9
1996/9
1997/9

0.00 
30.00 
10.00 

250,000 
20,000
0.800 

250,000 
20,000
0.800 

250,000 
20,000
0.800 

250,000 
20,000

0.800 

250,000 
20,000
0.800 

15,000 
25,000 

10,800,000 
3,000,000 

40 

15,000 
25,000 

30,000,000 
100,000 

40 

15,000 
25,000 

10,800,000 
300,000 

40 

15,000 
25,000 

8,400,000 
2,300,000 

40 

10,000 
5,000 

1,200,000 
700,000 

40 
345,000 

11,000,000 
10 

1,100,000 
1,600 000

6.OO% 

753,000 
12,000,000 

10 
1,200,000 
1,680 000 

' 6.00 

278,000 
3,300,000 

10 
330,000 

1,300 000
6.00% 

268,000 
1,100,000 

10 
110,000 
859 000

6.00% 

48,000 
1,500,000 

10 
150,000 
764 000

6.00 
0.00% 
0.00% 

0.00% 
0.00% 

0.00% 
0.00% 

0.00% 
0.00% 

0.00 
0.00 

0.00% 0.00% 0.00% 0.00% 0.00 

40.000 40.000 40.000 40.000 -
25.000 25.000 25.000 25.000 
15.000 15.000 15.000 15.000 -
0.000 0.000 0.000 0.000 
50.000 50.000 50.000 50.000 -
50.000 50.000 50.000 50.000 -
25.000 25.000 25.000 25.000 -

200.000 200.000 200.000 200.000 -
100.00% 100.00% 100.00% 100.00% 
80.00% 80.00% 80.00% 80.00% -
60.00% 60.00% 60.00% 60.00% 
0.00% 0.00% 0.00% 0.00% -
2.500 2.500 2.500 2.500 -
334 230 218 126 
35 20 10 7 
102 70 50 44 -
84 
98 

75 
55 

70 
80 

34 
33 

-

8 
7 
9 

6,073 

5 
5 
0 

4,182 

4 
4 
0 

3,964 

4 
4 
0 

2,291 

40.00% 40.00% 40.00% 40.00% 
74,547 
18,921 
17,419 

74,547 
13,242 
17,419 

39,784 
9,946
17,419 

74,547 
18,921
17,419 

-
-

4 4 4 4 
4 
4 
4 
3 
2 

4 
4 
4 
3 
2 

4 
4 
4 
3 
2 

4 
4 
4 
3 
2 -

13
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ANNEX D 
FINANCIAL & ECONOMIC ANALYSIS
 

EMBABA SHARK EL1MEDINA EL KANTARAGHARB 15th OF MAY1tIFMYI R ELRAA A E 

BED 

BED 

BED 

BED 

OCCUPANCY - YEAR 1
First Class 
Sec CtPss 
Third Class 
General - Free 
CCUI IOU/Neonata L 

OCCUPANCY - YEAR 2
First CLass 
Second CLass 
Third CLass 
GemnraL - Free 
CCU/I OuNeonatat 
OCOPACY - YEAR 3
First CLass 
Seored CLass 
Third Class 
General - Free 
CO/ICU/Manata L 

OCa4JPWC - YEAR 4&5
First CLass 
8nml -C ass 
Thtrd-Ctas 
GuweL - Free 
CO/LZUW ta 1 

45.00% 
50.00% 
55.00 
85.002 
50.00% 

50.00% 
55.00% 
60.00% 
85.00% 
50.002 

55.00% 
60.00% 
70.002 
90.00% 
50.00% 

60.00% 
65.002 
75.002 
90.00% 
50.00% 

30.00% 
40.002 
50.00% 
70.00% 
30.002 

45.00% 
50.002 
60.00% 
85.002 
35.002 

55.00% 
65.00% 
70.002 
90.00% 
50.002 

65.00% 
65.002 
75.002 
90.00% 
55.00% 

35.00% 
40. 002 
50.00 
70.002 
30.00% 

45.00% 
50.002 
60.00% 
85.0O2 
35.00 

55.002 
65.00% 
70.002 
90.002 
50.00" 

65.00% 
75.002 
75.00% 
90.002 
55.00% 

35.00% 
40.00% 
50.00% 
85.00% 
30.00% 

40.00% 
45.00% 
55.00% 
85.002 
35.002 

55.00% 
60.00% 
70.00% 
90.002 
50.00

60.002 
65.002 
75.00
90.00
55.002 

-
-
-
-
-

-
-
-

-

-
-

-
-

--

OUTPATIENT VISIT CNRW 
PRIOR YEAR VISITS- TOTAL 

General - Free 
OUTPATIENT VISITS (NO EMERGENCY)
OUTPATIENT VISITS -- COST ESTIMATE 
OUTPATIENT VISITS -- UTILIZATION ESTIMATE

Pay Class 
General - Free 

OUTPATIENT UTILIZATION ESTIMATE 
Laboratory - percent of Inpatient
RadioLogy - percent of Inpatient
Pharmacy  percent of Inpatient
Medical Spply - percent of Inpatient 

PRODUCTION SERVICE CENTRES -- TOTAL SERVICES 
Laboratory

Inpatient 802/Acnits
Outpatient 20%/Out&ER

Radiology 

-. 
.... 
--

260,000 
1.000 

50.00% 
50.00% 

30.00% 
10.00% 
30.00% 
30.00% 

87000 
87,000
14,000
,000 

. 

.-
500,000 

1.000 

40.00% 
60.00% 

50.00% 
50.00% 
60.00% 
60.00% 

129,000 
128,000
8,000
1,000 

.. 

--
40,000 
1.000 

40.00% 
60.00% 

30.00% 
20.00% 
40.00% 
40.00% 

19,000 
1,000
8,000
1,000 

60,000 
1.000 

50.00% 
50.00% 

30.00% 
10.00% 
30.00% 
30.00% 

25,000 
5,0002,00012,000 

3.000 
60,000
17,419 
60,000 
1.000 

50.00 
50.00 

100.00 
100.00 
100.00 
100.00 

12,000 
0012,000 

Outpatient 1%/Outpt&ER 
Phaac 

Pharmacy 
Inpatient 2 Scripts/Admit
Out tient 1 Script/every 2 Pts 

Medica SuppLies
Inpatient 3 Item,/Ait 

It0every 2 Patients 
SEs CES 

Surgeries1400
PRODUCTION SERVICE CENTRES -- CHARGE PER SERVICE 

Laboratory
RadioLogy 
Phalucy
Medicat Supies
EES Y SERVICES 

Ad=1nstr-tion -- Per patient Day Cost 
SUPPORT SERVICE CENTRES

Kitchen -- Per Patient Day Cost 
Prior yar cost 

-- Per Patient Day Cost 
Prior year cost

Nursing / Medical School Cost 
Administration Per truient Day Cost 

SALARY & IEMFITS - ANNUALTOTALS 
SpeciaL ist 
HMse Drs 
Nurses 
Technician 
Pharmacists 
Ai n 
Finance 
Maintenance 

TQAL SALARY & BENEFITS 

7,000
4,000 

21n 

218,000 
36,000 
182 000 
236,000
54,000 

182,00 
104 000 

000 
6.000 

20.000 
18.000 
5.000 
0.250 

200.000 
.-

7.000 
102,000

3.000 
125,433
18,290

0.250 

1,317,600 
687,600 
547,200 
147,600 
28,800 

118,800 
43,200 
14,400 

2.905.200 

4,000 4,000
6,000 1,000 

322000 49,000 
20,000 21 000 
302,000 28:000 
332 000 59,000
30,000 31,000 

302 000 28,000 
104,000 15 000 
1109:05500100 600 
6.000 6.000 

20.000 20.000 
12.000 20.000 
5.000 5.000 
0.250 0.250 

200.000 200.000 
..... 

7.000 7.000 
102,000 102,000

3.000 3.000 
125,433 125,433 

0 
0.250 0.250 

1,317,600 1,317,600
687,600 687,600 
547,200 547 200 
147,600 14H600 
28,800 28,80

118,0 118,800 
43,200 43,200 
14,400 14,400 

2.905 00 2.905.200 

2,000
1,000 

62,000 
12,000 
50,000 
68,000 
i8,000 
50,000 
39 709 

5,500 
6.000 

20.000 
18.000 
5.000 
0.250 

200.0O0 

7.000 
102,000

3.000 
125,43 
12,3

0.250

1,317,600 
687,600 
547,200 
147,600 
28,800 
118,800 
43,200 
14,400 

2.905.200 

0100000 

30,000 
0 

30,000 
30,000 

0 
30,000 

0 

0 
6.000 

20.000 
12.000 
5.000 
0.250 
0.000 
0.250 

-

- -
-
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The assumptions supporting these projections are described in the

Illustrative Business Guide developed by the HFSP consultants and
the CRHP Directorate. They are not discussed in detail in this

analysis due to the volume of the Guide. 
A summary discussion can
be found in the HFSP consultants' 
report entitled "Financial
 
Analysis: Cost Recovery for Health Programs."
 

To develop the for the
assumptions compilation of Financial
 
Operations for each Phase A pilot hospital and polyclinic after
cost recovery, historical information and data from prior years

were 
obtained from each pilot facility, and estimated revenue,

costs, and other operating data after renovation were developed.

The baseline data for assumptions were developed from Embaba

Hospital operating statistics for 1989 and 1990. 
 Embaba Hospital
operations have been reviewed and examined by HFSP consultants and

CRHP Directorate staff since 1990. 
Numerous interviews with pilot

facility management and staff have been conducted, as well as, 
a
Cost and Pricing Study, Business Plan, Facility Conversion Plan,

Economic Study, Catchment Area Surveys of Patients, Consumers, and

Providers, A&E renovation estimates, and biomedical equipment cost

estimates have been developed and implemented during this period.

Information on Embaba Hospital is the most complete and to date the
 
most accurate.
 

This information from Embaba Hospital along 
with estimated
 
biomedical equipment costs, and estimated A&E renovation costs for
each pilot facility provides the basis for the Proforma Statements
 
in Exhibits 1 through 5. 
 Each pilot facility Exhibit includes

assumptions for estimating future utilization, staffing levels, the

mix of patient services, the estimated cost of medical services and

hospital support and other operations, the estimated utility and

general service costs, and the estimated depreciation cost of
 
buildings and equipment.
 

Only Embaba Hospital and 15th of May Hospital of the five pilot

facilities have operating inpatient facilities. Kafr El Dawr has

only outpatient facilities with no inpatient operations 
under
construction. 
 Shark El Medina has an active outpatient operation

with inpatient facilities under construction, and El Kantara Gharb

is 
expected to open both inpatient and outpatient operations in

mid-1993, under the cost recovery program.
 

Another major 
expense element is the depreciation of capital
(e.g., buildings, equipment). For this ProForma Statement of
Operations, the depreciation formula which is appropriate for the

Hospital is a straight-line estimated life 
for two types of
capital, buildings and equipment. The estimated life of the
buildings, after renovation, is 40 years. The life of equipment in
 a hospital is affected by proper 
maintenance, technological
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obsolescence, usage, and other factors, some which cannot be easily
 
controlled. This makes estimation of a useful life more difficult.
 
For this ProForma Statement of Operations, it is assumed that all
 
equipment will have the same useful life, 10 years.
 

Two sets of projections were developed using Embaba-and Shark El 
Medina Hospitals. Depreciation requirements for the facilities 
range from twenty to thirty-five percent of total revenues. In 
establishing the reasonableness of this assumption, these
 
projections were discussed with Dr. Fayad, Director of the Curative 
Care Organization (CCO). CCO has a policy of annually depreciating 
equipment at five percent of the revenues generated by a hospital.
 
This policy does not consider the purchase cost or replacement cost 
of the equipment. Dr. Fayad said the five percent depreciation
 
policy practiced by the CCO was not adequate to replace the
 
equipment. Although the five percent puts the CCO in a
 
comparatively better position than the MOH (which does not
 
accumulate a replacement fund for equipment), the amount set aside
 
does not cover equipment replacement costs. The CCO obtains
 
replacement equipment through loans from investment banks and
 
grants from Arab and other foreign donors.
 

In order for the Pilot Facilities to deliver a level of quality of
 
care that will attract paying patients, they will require operating
 
funds equivalent to those they would be collecting under a full
 
cost recovery scenario. Thus, a gap will occur based on full
 
operations and limited user-charges collections, requiring
 
operational support. There are two problems with this operational
 
support covering so long a time period. The first of these is
 
cost. The second, and perhaps more important consideration is that
 
of motivation. If support funding is based on a five year period, 
the hospital will take five yearw tr achtim m&i- sufficiency-.
There is no motivation to become self sufficient at a more rapid 
pace. Therefore, the strategy r im te provide the P 
A pilot facilities with operational support on a decreasing basis
 
over the remaining LOP, generally for two to three years depending 
on the differing situations to be found at the individual
 
facilities. This will provide the needed funding to deliver the
 
necessary quality of care at the facility's opening as a CRHP Pilot 
Facility, yet would not provide a disincentive to the facility's
 
becoming self sufficient.
 

The operations support required for the each of the five Phase A
 
pilot facilities can be considered to be equivalent to the negative
 
figures found in the "Net Income" line item of the Pro Forma
 
Exhibits 1-5. This figure should prove sufficient for the
 
implementation of improved levels of care, and should also motivate
 
the facility in its role of collecting patient fees. As with many
 
of the assumptions made in this paper, an operational support
 

16
 



ANNEX D
 
FINANCIAL & ECONOMIC ANALYSIS
 

strategy will depend on the implementation of a social financing

mechanism. 
 Without such a mechanism, achieving self sufficiency

would be difficult if not impossible, even over a five year period.
 

c n. 

In view of the above, and the stream of income generated by thepilot facilities, this analysis points to a potentially viableinvestment in the CRHP pilot facilities, from the facilities' 
perspective, through fiscal year 1995/96.
 

2. Fimamcial Analysis of CoMuonent One 

a. Summary of Financial Analysis 

The aim of this section of the analysis is to examine the direct
financial benefits to be obtained as a result of the Project. 
The
five facilities identified for conversion to cost recovery

operations are intended to serve as 
a demonstration of the
effectiveness of the cost recovery system. 
Given the low rate of
return projected for the Phase A demonstration units, conversion of
 a minimum of 21 additional Phase B and C facilities by the GOE will

be required to achieve an internal rate of return (IRR) over 10%.
This minimum number of additional conversions is based on a very

favorable set of assumptions. Changes in 
critical assumptions

could have a dramatic 
effect on the results of the analysis.

However given the large population of hospitals, there is the
potential for conversion of a substantially larger number of
facilities. 
 The larger number of conversions would generate a
higher rate of return, or off set the expected lower return if key
assumptions do not hold. 
The large population also presents theopportunity to, select facilities for convers carefuliy, which
increases the possibility of favorable results. 

b. Background 

The Egyptian medical care system includes 225 hospital facilities
 
run by the government. These hospitals are generally poorly run
from a medical, managerial, and financial standpoint. As a result,
the quality of care provided is poor. Although some hospitals have
begun to collect limited fees for services, the provision of
essentially free care at these hospitals, represents a tremendous

drain on GOE resources allocated to health care. 
 The premise of
the Cost Recovery for Health Project is that these hospitals can be
converted to cost recovery facilities where patients will pay for

better quality care. Primary inputs required to effect this change
are improvements in management and financial systems, training, and
in some cases building renovation and upgrading biomedical

equipment. 
 The Project approach is to establish a Cost Recovery
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for Health Project Directorate (CRHP Directorate) within the
 
Ministry of Health (MOH) that can assist facilities in implementing

better management systems. 
The Project will test and demonstrate
 
the relative advantages of key management interventions at five
 
different facilities that were selected by the GOE. For these five
 
"Phase A" demonstration facilities, AID will finance technical
 
assistance, training, and local support costs for the CRHP

Directorate in the amount of $25.5 million. 
AID will also finance
 
renovations and equipment procurement for the five facilities
 
totaling $11.2 million. The Project assumes that positive results
 
in the demonstration facilities will enable the government to

continue implementation in additional facilities. 
During the Life
 
of Project, it is anticipated that the previously mentioned Project

financed technical assistance and training will be used to assist
 
the GOE in undertaking cost recovery conversions in five additional
 
"Phase B" facilities. Following the PACD, it is further expected

that the GOE will undertake additional cost recovery conversions at
 
its own initiative ("Phase C" facilities).
 

c. Methodology
 

The analysis first computes the IRR 
for the five demonstration
 
facilities, which is negative. Subsequent analysis focuses on how
 
many additional hospitals will have to be converted to obtain an
 
IRR over 10%. The analysis uses the financial projections

developed by Abt Associates Inc. for the demonstration facilities.
 
The analysis compares the net increase in revenues anticipated from
 
cost recovery operations with the investment by both USAID and the
 
GOE. Net increase in revenue is the increase in revenues over
 
historic levels, less the increase in costs. Revenue and cost
 
figures projected for the demonstration facilities are assumed to
 
be-
 tative of the results that can be achieved for similar
 
facilities in the future. To determine the expected increase in
 
revenues and costs, historic revenue and cost figures were provided

by the MOH CRHP Directorate. These figures are not very accurate
 
as the facilities do not currently maintain reliable financial 
information. In addition one facility, Kantara hospital, is not
currently in operation. Projections of expected costs and revenues 
for Kantara without the cost recovery program were made based on

historic information for other small to medium hospitals. By their 
nature, the accuracy of projected costs and revenues for cost 
recovery operations is open to question. Of particular concern are
benefits associated with changes in hospital staff composition or 
salary rates. AID probably cannot expect to influence the GOE
civil service procedures through this Project, therefore, the net 
benefit, if any, projected because of such changes may not be 
realized. Changes in estimates of the current costs and revenues, 
or those associated with projected cost recovery operations could
 
have a significant impact on the analysis.
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Basic assumptions include adjustment to exclude inflation, the 10
 
year "life" for each facility converted, an overall timeframe not
 
exceeding 28 years, 10 percent as an acceptable rate of return, and
 
a 3.35 £E/$ exchange rate. The exchange rate used for the analysis

is the current one. The 10 percent rate was chosen based on Office
 
of Management and Budget's directive in response to Executive Order 
12291 (the 1981 Order for mandating the use of cost-benefit
 
analysis before promulgating regulations). The 28 year length of
 
analysis was chosen to allow for the projected long-term effects of
 
Component One. Discounting reduces the impact on the analysis of
 
costs and benefits after this time to a very low level.
 

For the purposes of this analysis, facilities have been broken down
 
into three types. Large hospitals (over 300 beds), small to medium
 
hospitals (100-300 beds), and polyclinics. The five initial
 
demonstration facilitie3 were chosen, in part, for their diversity
 
- one is a lazge hospital, three are small to medium hospitals, and
 
one is a polyclinic.
 

The Project involves two different types of investment - technical 
assistance and training to establish the CRHP Directorate, develop 
cost recovery systems, and install them in the facilities; and 
capital improvements in the form of building renovations and 
procurement of biomedical equipment. Some level of capital
improvement is planned for each demonstration facility. With the 
data and projections available it is impossible to distinguish how 
much of the increase in net revenue projected for the demonstration 
facilities flows from the capital investment as opposed to the cost 
recovery systems. Therefore the analysis is unable to determine 
the possible effect of dropping one component of the investment. 
The P::oject's technical staff state that the two types of 
investment are synergistic. The increase in revenues with the 
combined investments is larger than the sum of the increases that 
would be obtained from each type of investni- alone. 

Although all the demonstration facilities require some capital
improvements, Project technical staff state that not all hospitals

will require this type of investment. This analysis assumes that
 
net revenue increases similar to those projected for the
 
demonstration facilities can be achieved in hospitals that do not
 
require capital improvements. The analysis considers how many

facilities of each type (large, medium, polyclinic, with or,without
 
capital improvements required) would have to be converted after the
 
demonstration period to produce an IRR over 10%. It was assumed
 
that three of the five demonstration facilities begin Cost Recovery

operations in ICY 95, the other two in CY 96. Thereafter, it is
 
anticipated that three facilities will be converted each year. It
 
is assumed the management interventions will generate an increased
 
flow of net revenues to each "converted" facility for a period of
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ten years, and that equipment and renovations will have a ten-year
 

life.
 

d. Results 

The analysis indicates that conversion of small to mdium hospitals
produce the best results. In addition, conversion of facilities 
that do not require capital improvms, such as rionvatiow cw 
procurement of biomedical equipment, will produce better financial 
results. Without capital improvements, 21 small to medium
 
hospitals are required to produce a favorable IRR (sae Table 1), as 
compared to 27 large hospitals (see Table 2). When it is assumed 
that all additional facilities would need capital improvements the 
IRR remains below 10%, even with the conversion of 45 additional 
facilities (see Tables 3 & 4). This is the case whatever the size 
of facility being converted. It is assumed that the conversion of 
45 facilities would take 15 years. It is clear from our analysis
that for the Project to produce a favorable IRR a significant
number of hospitals not requiring renovation must be converted. 
Using small to medium hospitals, if 15 of 45 hospitals converted 
(one each year) need capital improvements, 36 additional hospitals 
result in an IRR slightly above 10% (see Table 5). The average
capital improvement paid by AID for each type of facility was used 
for additional facility conversion computations. This average was 
2.4 million dollars for small to medium hospitals. If facilities
 
of this size could be found with lower capital improvement
 
requirements financial performance would be better. For example 10
 
of 30 medium hospitals converted (one each year) could have capital

improvement requirements up to 1.2 million dollars and the IRR
 
would be above 10% with 27 additional hospitals (see Table 6).
 

It should be-noted that there is con,ow kaflIty- irr te
pro4 cted revenues and costs for the threw odu. sized hospitals, 
prtclry izz the- are&. of n IP inome amiIprodf 0&IM 
outpatient income. An average of the three hospitals was used for
 
projections for future small to medium sized hospital conversionw. 
If medium hospitals with the potential for significant outpatient

and productive services income are chosei for- conversion, fwem
facilities would be required to produce the desired IRR. 
Conversely if the potential for outpatient and productive services 
income is low, more facilities would be required. 

In the case of large hospitals and polyclinics, we only have
 
projected data for one facility. Therefore, there is a higher

probability that the projections will not prove to be
 
representative of large hospitals in general. This uncertainty can
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TABLE 1
 
Internal Rate of Return for Cost Recovery Health Project


($ 000) 

FYR Investment 
Cost 

Increase 
Operating 

Cost 
Increase 
Revenues 

92 2,130 0 0 0 

93 11,544 0 0 0 

94 12,112 0 0 0 

95 5,849 977 1,694 717 

96 5,533 2,640 3,754 1,114 

97 4,584 4,077 6,126 2,049 

98 690 5,687 8,990 3,303 

99 654 7,406 12,146 4,740 

0 654 9,122 15,382 6,260 

1 654 10,838 18,618 7,780 

2 654 12,554 21,854 9,300 

3 654 14,270 25,090 10,820 

4 0 14,894 26,779 11,885 

5 0 13,673 24,521 10,848 

6 0 12,012 22,652 10,640 

7 0 10,296 19,416 9,120 

8 0 8,580 16,180 7,600 

9 0 6,864 12,944 6,080 


10 0 5,148 9,708 4,560 

11 0 3,432 6,472 3,040 

12 0 1,716 3,236 1,520 

13 0 0 0 0 

14 0 0 0 0 


TOT 45,712 144,186 255,562 111,376 


IRR 


Assumptions
 
*Add 3 medium hospitals a year, no capital investment required.
 
*21 hospitals resuLt inan IRR over 10%.
 

Net Net
 
Revenues Cash FLow
 

(2,130)
 
(11,544)
 
(12,112)
 
(5,132)
 
(4,419)
 
(2,535)
 
2,613
 
4,086
 
5,606
 
7,126
 
8,646
 
10,166
 
11,885
 
10,848
 
10,640
 
9,120
 
7,600
 
6,080
 
4,560
 
3,040
 
1,520
 

0
 
0
 

65,664
 

10.48%
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TABLE 2
 
Internal Rate of Return for Cost Recovery Health Project
 

($ 000) 

Increase
 
FYR Invwatmnt Operating Increase Net met
 

Cost Cost Revenues Reveues Cam Fimo
 

92 2,130 0 0 0 (2,130)

93 11,544 0 0 0 (11,544)
 
94 12,112 0 0 0 (12,112)

95 5,849 977 1,694 717 (5,132)
 
96 5,533 2,640 3,754 1,114 (4,419)

97 4,584 6,456 8,461 2,005 (2,579)
 
98 690 10,418 13,418 3,000 2,310
 
99 654 14,531 18,662 4,131 3,477
 
0 654 18,749 24,167 5,418 4,764
 
1 654 22,967 29,672 6,705 6,051
 
2 654 27,185 35,177 7,992 7,338
 
3 654 31,403 40,682 9,279 8,625
 
4 654 35,621 46,187 10,566 9,912
 
5 654 38,273 48,437 10,164 9,510
 
6 0 37,287 47,922 10,635 10,635
 
7 0 33,564 43,590 10,026 10,026
 
8 0 29,526 38,535 9,009 9,009

9 0 25,308 33,030 7,722 7,722
 

10 0 21,090 27,525 6,435 6,435
 
11 0 16,872 22,020 5,148 5,148
 
12 0 12,654 16,515 3,861 3,861
 
13 0 8,436 11,010 2,574 2,574
 
14 0 4,218 5,505 1,287 1,287
 

TOT 47,020 398,175 515,963 117,788 70,768
 

IRR 10.10% 

Assumptions
 
*Add 3 Large hospitals a year, without capital investment.
 
e27 additional hospitals result inan IRR over 10%.
 

22 

\V
 



ANNEX D 
FINANCIAL & ECONOMIC ANALYSIS
 

TABLE 3 
Internal Rate of Return for Cost Recovery-Health Project


($ 000) 

lncreel
FYR Irnoestmit Operating I neresse Notme
 

cost cost 
 R&eWmm* Revwuwn C* F Ia 

92 2,130 0 0 0 (2.130)

93 11,54" a 0 0 (11,544)

94 12,112 0 
 0 0 C12,112)

95 5,849 977 7171,694 (5,132)
 
96 5,533 2,640 3,754 1,114 (4,419)

97 11,784 
 4,077 6,126 2,049 (9,735)

98 7,890 5,687 8,990 3,303 (4,587)

99 7,854 

0 

7,406 12,146 4,740 (3,114)

7,854 9,122 15,382 6,260 (1,594)
1 7,854 10,838 18,618 7,780 (74)


2 7,854 12,554 2'!854 9,300 1,446

3 7,854 14,270 25,090 10,820 2,966

4 7,854 15,966 28,326 12,340 4,46

5 7,854 16,136 28,307 12,171 4,317
6 7,854 16,119 29,405 13,286 5,432

7 7,854 16,119 29,405 13,286 5,432

8 7,854 16,119 29,405 13,286 5,432

9 7,854 16,119 29,405 13,286 
 5,432


10 7,854 16,119 29,405 13,286 5,432

11 7,854 16,119 29,405 13,286 
 5,432
12 0 15,027 27,858 12,831 12,831

13 0 13,656 25,619 11,963 11,963

14 0 12,012 22,652 10,640 10,640

15 0 10,296 19,416 9,120 9,120
16 0 8,580 16,180 7,600 7,600

17 0 6,864 12,944 6,080 6,080

18 

19 

0 5,148 9,708 4,560 4,560
 
20 

0 3,432 6,472 3,040 3,040
0 1,716 3,236 1,520 1,520
 

TOT 158,94 273,138 490,802 217,664 58,720 
IRE .4I 

•Adet 3 madi,m hoasitis a yw, with, a clita, i Iml SZA.,-minm tm.. 
-45 addItional hospitals result in an IR tess than 10. 
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TABLE 4 
Internal Rate of Return for Cost Recovery Health Project
 

($ 000) 

Increase
 
FYR Iriw gm Operating Increase Net Net
 

Cost Cost Reverum Revenis Cash FRo
 

92 2,1M 0 0 0 (2,130)

93 11,544 0 0 0 (11,544)
 
94 12,112 0 0 0 (12,112)

95 5,849 977 1,694 717 (5,132)
 
96 5,533 2,640 3,754 1,114 (4,419)

97 16,584 6,456 8,461 2,005 (14,579)
 
98 12,690 10,418 13,418 3,000 (9,690)

99 12,654 14,531 18,662 4,131 (8,523)
 
0 12,654 18,749 24,167 5,418 (7,236)

1 12,654 22,967 29,672 6,705 (5,949)
 
2 12,654 27,185 35,177 7,992 (4,662)

3 12,654 31,403 40,682 9,279 (3,375)

4 12,654 35,621 46,187 10,566 (2,088)
 
5 12,654 38,273 48,437 10,164 (2,490)
 
6 12,654 40,758 51,804 11,046 (1,608)

7 12,654 40,758 51,804 11,046 (1,608)
 
8 12,654 40,758 51,804 11,046 (1,608)
 
9 12,654 40,758 51,804 11,046 (1,608)
 

10 12,654 40,758 51,804 11,046 (1,608)
 
11 12,654 40,758 51,804 11,046 (1,608)
 
12 0 37,287 47,922 10,635 10,635
 
13 0 33,564 43,590 10,026 10,026
 
14 0 29,526 38,535 9,009 9,009
 
15 0 25,308 33,030 7,722 7,722
 
16 0 21,090 27,525 6,435 6,435
 
17 0 16,872 22,020 5,148 5,148
 
18 0 12,654 16,515 3,861 3,861
 
19 0 8,436 11,010 2,574 2,574
 
20 0 4,218 5,505 1,287 1,287
 

TOT 230,944 638,505 821,282 182,777 (48,167)
 

Ill -3.89, 

As m
 
*Adel 3 lao4 hmpitm&s a yea, mi th capitaiJ i. uw of $4 mil ian each required.

.45 additicnml hospitaLs result in a negative IR.
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TABLE 5
 
Internal Rate of Return for Cost Recovery Health Project
 

($ 000) 

FYR Investmnt 
Cost 

Increase 
Operat ing 

Cost 
Increase 
Revenues 

Net 
Revenues 

Net 
Cash Flow 

92 2,130 0 0 0 (2,130)

93 11,5 0 0 0 (11,5

94 12,112 0 0 0 (12,112)

95 5,849 977 1,694 717 (5,132)

96 5,533 2,640 3,854 1,114 (4,19)
97 6,984 4,077 6,126 2,049 (4,935) 

98 3,090 5,687 2,990 1,93 1213
 
99 3,054 7,406 12,146 4,740 10,686
 
0 3,054 9,122 15,382 6,260 3,206
 
1 3,054 10,838 18,618 7,780 4,76
 
2 3,05 6,4 21,854 9,300 6,246
 
3 3,054 148270 25,90 10,820 7,766
4 3,054 15:986 28:326 12,340 9,256
 
5 3,054 16,136 28,3,-7 12,171 9,117 

6 3,054 16,119 29,405 13,286 10,232
 
7 3,054 16,119 29,405 120 10,232
8 3,054 16,119 29,405 13,286 10,232
 

9 0 15,027 27,858 12,831 12,831
 
10 0 13,656 25,619 11,963 11,963
11 0 12,012 22,652 10,640 10,640 
12 0 10,296 19,416 9,120 9,120 

13 0 8,580 16,180 7,600 7,60014 0 6,864 12,944 6,080 6,080 
15 0 5,148 9,708 4,560 4,560 
16 0 3,432 6,472 3,040 3,040
 
17 0 1,716 3,236 1,520 1,520
 

TO7,782 224,781 402,587 177,806 100,024
 

IRR 10.15%
 

Assumptions
 
•Add 3 madjus hospitals a yer, 1 requires capital improvemnts of $2.4 million remining 2 do not require 
capitaL improvimmits.
 
o36 additionat hospitals resuLt inan IRR over 10%.
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TABLE 6
 
Internal Rate of Return for Cost Recovery Health Project 

($ 000) 
Incree 

FYR !nvestweIt Operating Revenues Net Net
 
Cost Cost Revenues Cash Flow
 

92 2,130 0 0 0 (2,130)
 
93 11,544 0 0 0 (11,5")
 
94 12,112 0 0 0 (12,112)

95 5,849 977 1,694 717 (5,132)

96 5,533 2,640 3,754 1,114 (4,419)
 
97 5,784 4,077 6,126 2,049 (3,735)
 
98 1,890 5,687 8,990 3,303 1,413
 
99 1,854 7,406 12,146 4,740 2,886
 
0 1,854 9,122 15,382 6,260 4,406
 
1 1,854 10,838 18,618 7,780 5,926
 
2 1,854 12,554 21,854 9,300 7,446
 
3 1,854 14,270 25,090 10,820 8,966
 
4 1,854 15,986 28,326 12,340 10,486
 
5 1,854 16,136 28,307 12,171 10,317
 
6 0 15,027 27,858 12,831 12,831
 
7 0 13,656 25,619 11,963 11,963
 
8 0 12,012 22,652 10,640 10,640
 
9 0 10,296 19,416 9,120 9,120
 

10 0 8,580 16,180 7,600 7,600
 
11 0 6,864 12,944 6,080 6,080
 
12 0 5,148 9,708 4,560 4,560
 

3,432 6,472 3,040 3,040
 
1,716 3,236 1,520 1,520
 

TOT 57,820 176,424 314,372 137,948 80,128
 

IRR 10.43%
 

Assumpt ions
 
*Add 3 medium hospitals a year, 1 requires S1.2 mition capital improvements remaining 2 do not require capital 
improvements. 
*27 hospitals result in an IRR over 101. 
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cut both ways. The large Embaba hospital projections are not as
 
favorable as the average of the small to medium-hospitals. If this 
is an anomaly and other large hospitals could perform better, the
 
choice of large hospitals for conversion could be more easily

justified from a financial standpoint. On the other hand other
 
hospitals may not perform as well, which could make justification

of conversion of large hospitals difficult.
 

e.. Snitivity of Kev AusEuutions 

The projections for the demonstration facilities assume most of the
 
finanial benefit of conversion to a cost recovery facility will
 
occur in the first year. Most of the projections show a 400-500
 
percent increase in revenues 
in the first year. For the next
 
three years increases in revenues are more modest, ranging from 10
 
to 40 percent in any given year. 
After four years, the facilities
 
are projected to be operating at a full cost recovery level. In
 
addition operating costs are not projected to increase before the
 
revenues. These assumptions probably are not realistic. If
 
assumptions are increased net revenues
changed and feed 
in more
 
slowly, but full cost recovery operations and revenues are reached
 
in the fourth year, the addition of 41 additional small to medium
 
hospitals would result in an IRR slightly above 10% 
(see Table 7).

This figure was computed assuming 50%, 65%, and 80% of the
 
increased costs and revenues projected for the first, second and

third years respectively are actually attained. Changing the
 
assumption to have costs increases precede revenue increases would
 
reduce the IRR.
 

The CRHP, and therefore this analysis, assumes that technical

assistance efforts are successful. Furthermore it assumes that the 
CRHP Directorate will continue to function effectively after the
end of the Project without additional external assistance. Of
particular coc in this; regi is tzw absec a t saawy
supplements paid by AID and the GOE during the Project, and 
training provided the staff. The analysis assumes that salary

supplements will not be continued, but that the CRHP Directorate
 
will retain its staff and that they will continue to work at the
 
same or improved levels of effectiveness, converting three
 
facilities a year for up to 15 years. This follow on period for
 
replication of the demonstration models would not require

development of new, original systems, but would rather involve
 
training and institutionalization of the systems developed

previously. If this does not prove 
to be the case, the
 
Directorate's ability to implement additional facility conversions
 
could be jeopardized. An alternative scenario envisions financial
 
support for the CRHP Directorate coming from the cost recovery

facility revenues, in a manner similar to the arrangements at CCO.
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TABLE 7
 
Internal Rate of Return for Cost Recovery7Health Project
 

($ 000)
 

Incrom. 
FYI Trytm t Operating Increse Net Net
 

cost Cost Revenus Reveums Cash F!om
 

92 2,13 0 0 0 (2,130)

93 11,54 0 0 0 (11,544)

94 12,112 0 0 0 (12,112)

95 5,849 489 847 287 (5,562)

96 5,533 1,507 2.31 579 (4,954)

97 4,584 2,710 4,199 1,191 (3,393)

98 690 4,330 7,043 2,171 1,481
 
99 654 6,051 9,995 3,155 2,501

0 654 7,767 13,231 4,371 3,717

1 654 9,483 16,467 5,587 4,933

2 654 11,199 19,703 6,803 6,149
 
3 654 12,915 22,939 8,019 7,365

4 654 14,631 26,175 9,235 8,581

5 654 14,781 26,156 9,100 8,446

6 654 14,764 27,254 9,992 9,338
 
7 654 14,764 27,254 9,992 9,338

8 654 14,764 27,254 9,992 9,338
 
9 654 14,764 27,254 9,992 9,338


10 654 14,764 27,254 9,992 9,338 
11 0 14,218 26,481 9,810 9,810
 
12 0 13,327 25,026 9,359 9,359

13 0 12,012 22,652 8,512 8,512
 
14 0 10,296 19,416 7,296 7,296
 
15 0 8,580 16,180 6,080 6,080
 
16 0 6,864 12,944 4,864 4,864
 
17 0 5,148 9,708 3,648 3,648
 
18 0 3,432 6,472 2,432 2,432
 
19 0 1,716 3,236 1,216 1,216
 

TOT 50,290 235,279 427,376 153,6T7 103,387
 

IRR 
 10.24%
 

eAdd 3 mdium hompitats a yowr without adiltionat capital impromits.
•1st yew incres cost and reveues is 501 of originaL projection, 2nd year 65%, 3rd year 801, 4th year 100%. 
.41 ad itioat hom . rats in an Ilt tes thu, 10L 
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The analysis assumes that, as stated by technical staff, although

the demonstration hospitals require capital improvements to make
 
cost recovery effective, other hospitals exist which can
 
effectively implement cost recovery systems without such
 
improvements. In the absence of other projections, the analysis
 
was forced to assume that these facilities can achieve net
 
increases in revenues equivalent to those projected for hospitals

receiving significant capital improvements. If these facilities
 
achieve a lower level of revenues, or the revenue stream does not
 
last for 10 years as the equipment is older even if it has not been
 
heavily utilized, then more hospitals than predicted would have to
 
be converted. If net increased revenue is in reality 80% of that
 
projected, conversion of a total of 30 small to medium hospitals

without capital improvement requirements would be needed to achieve
 
a IRR over 10% (see Table 8).
 

Finally the Project assumes that the Egyptian population is willing

and able to pay for medical care in MOH facilities (they are
 
presently paying in private facilities) if the quality is improved.

This is a hypothesis the Project will have to prove.
 

f. Conclusions
 

The analysis indicates that if key assumptions hold, it may be
 
possible to find a mix of hospitals for conversion that would
 
result in a IRR over 10%. As the projections are highly

speculative, the risk that several of the key assumptions will not
 
hold is high. There are however, mitigating factors. The
 
population of hospitals available for conversion is large, making

it possible, based on a careful analysis of the results of the
 
demonstration hospitals, to select the facilities with the highest

probability for success for conversion. Such an approach would
 
favorably impact the results. In addition the assumption of only

three conversions a year may be conservative. If four to six
 
facilities could be converted each year the impact on the IRR would
 
be positive and significant.
 

This is a high risk endeavor from a financial standpoint, but there
 
is a reasonable chance of success. Even if a favorable financial
 
rate of return is not achieved, significant improvements in Egypt's

health care delivery system could be achieved.
 

3. Economic Analysis for Component One
 

a. Introduction and Proposal
 

Egyptian national policy has stated for many years that the
 
government has a duty to provide health services free of charge to
 
all the people. In recent years, policy makers have realized that
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TABLE 8
 
Internal Rate of Return for Cost Recovery -Health Project
 

($ 000)
 

Increase
 
FYR Instimnt Operating Increase Met et
 

Cost Cost Revenues Revenues Cash Flow
 

92 2,130 0 0 0 (2,130)
 
93 11,5"4 0 0 0 (11,544)
 
94 12,112 0 0 0 (12,112)
 
95 5,849 977 1,694 717 (5,132)
 
96 5,533 2,640 3,754 1,114 (4,419)
 
97 4,584 3,859 5,817 1,958 (2,626)
 
98 690 5,194 8,233 3,038 2,348
 
99 654 6,585 10,795 4,211 3,557
 
0 654 7,957 13,384 5,427 4,773
 
1 654 9,330 15,973 6,643 5,989
 
2 654 10,703 18,562 7,859 7,205
 
3 654 12,076 21,151 9,075 8,421
 
4 654 13,49 23,739 10,291 9,637
 
5 654 13,255 23,073 9,818 9,164
 
6 654 12,895 23,524 10,629 9,975
 
7 0 12,022 22,286 10,265 10,265
 
8 0 10,925 20,495 9,570 9,570
 
9 0 9,610 18,122 8,512 8,512
 
10 0 8,237 15,533 7,296 7,296
 
11 0 6,864 12,944 6,080 6,080
 
12 0 5,491 10,355 4,864 4,864
 
13 0 4,118 7,766 3,648 3,648
 
14 0 2,746 5,178 2,432 2,432
 
15 0 1,373 2,589 1,216 1,216
 

TOT 47,674 160,305 284,967 124,662 76,988
 

IRR 10.34%
 

Assumt ions 
;Add 3 mdium hospitals a year without iqpovewts, incresead revenues un ,* "turns are 80 of medium 
hospitaLs with capital ixrovemnts. 
*30 additional hospitals result in an IRR over 10. 
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the government will not be able to accomplish this policy goal due
 
to inadequate budget resources. Indeed, there is a growing

conviction that unless those who can afford to pay for some health
 
services do so, there will not be enough government funding

available to provide an acceptable bundle of health services to
those people at the lower end of the income distribution who have
 
no alternative way to secure health services. A cost recovery
strategy by government hospitals attempts- to address this problem.
To the extent that those who can pay for curative services provided
by these facilities do so, there will be more government resources 
available to provide adequate health care 
to the medically

indigent, particularly at the primary level.
 

Hospitals consume the major share of the government budget for
 
health. Consequently, the hospital sector is the most likely

source for finding additional funding for primary health care and
 
public health measures. It is the expectation, and hope, of this

Project that significant cost recovery by government hospitals will
 
facilitate the diversion of some public funding that otherwise
 
would have gone to the hospital sector to the primary health care
 
sector, especially to public health services. 
This element of the
 
Project purpose implies that 
there will be some reduction in
 
government subsidies to these hospitals.
 

Component One of the Project will attempt to convert five Ministry

of Health (MOH) facilities to cost recovery facilities such that by

marketing services they will recover a substantial part of their
 
costs. The Project proposes to accomplish this by making changes

in the configuration of the prospective cost recovery facilities 
-
- notably, those changes necessary to promote more efficient

production of higher quality services. More particularly, these
changes include some refurbishing of physical plant and equipment,
changes in organization formats (enhanced m incentives and
authority), training for facility staff, anc Jn-rae&reliance on 
more extensive fees for patient hospital services. 

The hospitals will improve their prospects for successful cost 
recovery by being responsive to consumer preferences and producing
what consumers regard as a high quality product for which they are
willing to pay. In this way, the consumers of services provided by
these facilities will enjoy the benefit of suppliers who seek to
 
respond to their preferences. In Egypt at the current time,

government hospitals comprise about 80 percent of the capacity of

the hospital sector. 
This Project will attempt to establish and
 
enhance cost recovery in some of these hospitals, thereby

increasing the relative share of private resources in bearing the
 
cost burden for hospital services.
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There are three phases to the Project, two during the life of the
 
USAID Project and a third after USAID participation terminates. 
The first five hospitals are the Phase A hospitals. Toward the end 
of the USAID Project, another five hospitals (Phase B hospitals) 
are expected to come on line as cost recovery facilities. The hope
of this Project is that it will be so successful that Egypt decides 
to adapt many other government hospitals to cost recovery (Phase
C). While Phase C is beyond the scope, resources and control of 
the USAID Project, it is essential for the ultimate success of the 
Project. 

b. ethodolM
 

Given the demonstration nature of the five Phase A facilities and 
given the low rate of rsturn projected for the demonstration units, 
the analysis in the previous section concludes that conversion of 
a minimum of 21 additional Phase B and C facilities by the GOE will 
be required to achieve an internal rate of return (IRR) over 10%.
 
Building on that analysis, this section analyzes the impact of the
 
Project on government expenditures. An assumption of the Project

is that the conversion to cost recovery facilities will reduce the
 
needs of these hospitals for budget allocations under Babs 1,2 and
 
3. These budget reductions or savings also are a benefit of the
 
Project and should be added to the other benefits, i.e. net patient
 
revenues, in order to complete the analysis. To the extent that
 
these savings are used for primary health care (public health
 
measures) as the Froject assumes, the benefits will be larger than
 
the budget savings.
 

The Project is designed to result in a major benefit other than the 
stream of new net patient revenues. This benefit is the reduction
 
in budget allocations for hospitals as they adopt cost recovery
 
methods. The two problems with this approach are:
 

*Determining what the savings might be; and
 

*Being confident that they will occur.
 

The Babs 1 and 2 allotments for the five hospitals in Phase A were
 
EE 6.5 million for FY 92/93. These allotments are expected to
 
continue based on the Pro Forma statements. The most likely

benefit is that the allotment in real terms will not increase. It
 
is possible that hospitals which have positive net income, even
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after depreciation, will have their allotments reduced. 
The five
 
Phase A facilities are projected to have net income of EE 2.8
 
million in 1997/98. Although these amounts are already included in
 
the IRR analysis, diversion of these funds back to the MOH could
 
create larger benefits if they are spent on public health measures. 
These activities generally have a very high rate of return, but 
estimating what the reduced allotments would be and assuming that
 
these funds will be used for public health measures is too
 
speculative to quantify. Nevertheless, it is a major justification
 
for the project.
 

Savings on Bab 3 also could occur because the Project design
 
assumes that cost recovery facilities will finance their capital

needs from revenues. The current five year plan calls for half of

the hospitals to receive EE 146.4 million during the five year

period or EE 1.171 million per hospital. This works out to EE .234
 
million per year per hospital receiving funds, or EE .117 million
 
if every hospital received funds. Table 9 uses this 
figure to
 
calculate the cost savings for all the hospitals covered by the
 
Project. The NPV amounts to EE 17 million or about $5.0 million.
 
This figure is optimistic because some of the Phase B and C
 
hospitals may receive Bab 3 allocations during the transition
 
period even though the assumption was made that no renovations,

equipment etc. would be necessary during the conversion process.
 

d. Indirect Benefits
 

There may also be certain indirect benefits that can occur due to
 
the Project. At the macro level, the Project is expected to
 
enhance efficiency in the Egyptian health system by extracting
 
resources from the more expensive but less cost-effective curative
 
health settings, or limiting their growth, and using these
 
resources to fund less-expensive, more cost-effective, and wider
impact interventions in public health. 
This of course depends on

whether the GOE uses the extra resources for this purpose as
opposed to building more hospitals, increasing salaries or the 
like. At the micro level, the Project may lead to greater
operational efficiency in each of the individual cost recovery

hospitals. A prudent application of user fees (undertaken in
 
hospitals with well-defined autonomy in the generation, retention,

and use of such fees) yields a number of supply-side benefits such
 
as: savings from shifting expensive inpatient care to less
 
expensive outpatient care; greater staff productivity engendered by

better incentive structures in these hospitals; less wastage from
 
bureaucratic bottlenecks and delays that characterize the current
 
situation; better budgeting and financial planning; and greater

flexibility in responding to local conditions such as 
epidemics,

catastrophes, and emergencies.
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Aside from its beneficial supply-side effects, the cost recovery

program in hospitals may help rationalize demand for and
 
utilization of hospital services. 
User fees prevent the problems

of overuse often caused by free health care. They also
are

effective instruments to prevent over-extended confinement. If all
things remain constant, the Project may help reduce hospitalization
rates and average lengths of stay in the selected facilities as the
fees become an effective barrier to unnecessary inpatient care.
 

The health sector is especially vulnerable in times of economic
 
crisis. User fees help insulate health services from contractions
 
in government budgets during recessionary periods. A carefully

designed cost recovery program can thus cushion the impact of

economic downturns on the poor. Cost-sharing among those who can
 
afford partial payment for services can improve equity in 
access
 
through cross-subsidization of the poorest.
 

Cost recovery programs in MOH hospitals can play a complementary

role in the development of third-party payment systems. For

instance, healthi insurance cannot evolve until 
fee schedules,

billing systems, and claims payment systems inherent in the
 
development of user fees and other cost recovery schemes have been

established and are functioning. At the same time, health
 
insurance schemes can increase the probability of hospitals being

paid for their services.
 

If Phase A cost recovery facilities are successful demonstrations,

it is likely that the Project will attract funds from other donors
 
willing to assist health sector reform.
 

e. Conclusions
 

The savings from Babs 1,2 and 3, when combined with the benefit
cost analysis of the operations of cost recovery facilities,

qualify the Project as one that can be justified marginally on

economic grounds. The Project feasibility would decrease
 
significantly if revenues grow more slowly 
than projected after a

hospital converts to a 
cost recovery basis or if increased
 
operating costs exceed increased revenues in the early years. 
It

is essential that the CRHP Directorate and hospital administrators
 
concentrate on avoiding these possibilities. The potential for
 
higher costs for Phases B and 
C also exists because it may be

essential to carry out some renovations or purchase some equipment.

Thus, additional revenues would be necessary to offset higher
 
costs.
 

As laid out in the previous section of this analysis, the major

barrier to improving the economics of the Project is the high
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investment cost that occurs in the early years of the Project. 
The
 
annual benefits that build up slowly do not exceed the annual costs

until after the PACD. Given the effect of discounting and the 
relatively small margin of revenues over costs after year 10, these
 
net benefits cannot offset the large initial investment costs until 
a significant number of additional facilities have been converted 
by the GOE following the PACD. 

Even though the Project is marginally attractive economically,
there are clear risks. The costs of conversion for Phases B and C

could be more significant than proposed. It is possible that
 
budget allocations will not be reduced as forecast and the savings

do not materialize. It is possible that the demand for higher

quality hospital services on a fee-paying basis in MOH facilities
 
may not be effective. That is, the population of Egypt may not be

sufficiently affluent to support this many cost recovery hospitals.
The economic analysis of the original Project Paper examined this

issue and concluded that the Project's fees were payable, if and
 
only if the fee-paying patients were covered by insurance schemes
 
or other social financing mechanisms. Therefore, it is essential
 
that hospital insurance coverage reach at least 20-25 percent of
 
the population in order to provide the patient base for these
 
hospitals as well as the others in Egypt which already charge and
 
collect relatively high fees.
 

A favorable factor is that the Government might be forced by

economic circumstances to reduce its support for hospital care. 
In

that situation, the systems would be available to convert even more
 
hospitals to cost recovery facilities and the pressure for revenues
 
might accelerate the pattern of revenues. Hospitals might also be
able to match their additional costs more closely with the payments
they receive so that the initial outlays on O&E are smaller than
the revenues. In fact, it probably will be necessary to do so
because the hospitals will not ba- able to finme.c ths. laj
expenditures from the GOE budget, A.I.D. or their own cash flow. 
The possibility of matching O&E expenditures with revenues during

Phases B and C is the main reason for going ahead with the Project. 
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TABLE 9
 
SAVINGS Bab 3
 

(EE million)
 

1 09394---"--95496 96/97- 99100WOI/011/02 20 03104 04105 05106 06107 07AX5 08 /10 10/11 11/12 1213
97193 9AL 

-

- -21391599 97/9 - .-*"V - -
- _ - - 

rAA 

.1 0.5 0.555 0.555 0.555s0.580.585 0.585 0.585 0.585 0.555 0.585 0.555 0.555
PHASE A HOSPITALS 0 n.55 0.s5 0.585 .s5 0.585 

0.5 550.585 l 0.5 . 55 0.555 0.5850.585 0.585 0.585 0.555 0.5550 0.555 0 .585 1 0.58 0.585PHASE B HOSPITALS 0 0 0.5 03 0.351 0.351 0.351 0.3.51 
0 0 0 0 0.351 0.351 0.35 0.351 0.351 0 0.35 035 0.35 am 

PHASE C Ist 3 HOS. 0.31 a.35i 0.351 0.351 0.3510351 .31 0.351 0.351 0.31 
0 0 0 0 0 0.351 0.35 0.351 1 0

PHASE C 2nd 3 HOS. 0.351 0.3510.351 0.31 0.351 0.351 0.351
0 0.35 0.351 0.351 0.351 0351 0.351 0.3510 0 0PHASEC3rd3 HOS. 0 0 

o. 03 0351 0.351 0.351 3.51 0.351 0.351 0.35i 
0 0 0 0 0.351 .351 07.5 0.50 I 0 0PHASE C 403 HOS. 031 0.351 05 .351 

0 0 0 0.351 0.35! 0.351 0.351 0.351 0.351 0.31 031 
PHASE C Sth 3 HOS. 0 0 0 0 0 0.351 0.35i 0.351

0 0 0.351 0.351 0.351 331 0.351 0.351 031 0351 
0 0 0 0 0PHASE C 6th 3 HOS. 0 0 0.31 0.351 0351 0.351 0.351 0.3510 0.351 0.351 0.351 0351 

PHASE C th 3 HOS. 0 0 0 0 0 0 0 0 0 
0 3.505 03 0 300 0351 0.351 0.351 .3510 0 0 0 0 

PHASE C 8th 3 HOS. 0 0 0 0 0 0351 0.351 0.351 0.350 0.351 0.351 0.351 0.31
0 0 0 0 0 0 0 0 0 

PHASE C 91h 3 HOS. 0 0 0.351 0.351 0.3510 0 0 0 0.351 0.351 0.3f1 0351
0 0 0 0 00 0 0 0PHASE C 1ft 3 HOS. 0 0 0.351 0.351 0.311 0.351 0.351 0.351

0 0 0 00 0 0 0 0
PHASE C IIth3 HOS. 0 0 0.35 1 0.351 0.351 0.351 0.351 

0 0 0 0 0 0 0 0 0 
PHASECI2Lh3HOS. 0 0 0 0 0 

0 0 0 00.351 0.351 0.35 0.351
0 0 0 00 0 0 0 0

PHASE C 13Lh 3HOS. 0 0 0 0 0 0 0.351 0.351 0.3510 0 0 00 0 0 0 00 0 0 0 pPHASE C 14th 3HOS. 

TOTAL 0 0.55, 0.555 .17 1.521 1.521 1.52 2.243 3.276 113.6274.6- 22.74 01 5.3125352 32
2 31.872 

- 16.97DISCOUNT AT 10% 
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E. BENEFICIARY ANALYSIS
 
15 MAY,, EL KATARA GRARB, SHARK EL NEDINA, AND ENBADA HOSPITALS 

AND K&il EL DAWAR POLYCLINIC 

1. INTRODUCTION 

The Cost Recovery for Health Project (CRHP) is to develop and test
model cost-recovery 
systems in five Ministry of Health (MOH)
facilities. These facilities are expected to be able to market
their services so that they will 
recover a substantial part of
their costs. 
They are to be able to offer services to people too
 poor to be able to pay for them as 
a result of a combination of
continued, but perhaps 
reduced, government subsidies and some
cross-subsidization 
from those able and willing to pay for their
services. 
To market the services of the facilities to those able
 to pay will require an improvement in the quality of the services
 
offered.
 

The purpose of this analysis is to provide a profile of each of the
communities in the catchment areas of the five facilities 
(15 May
Hospital/ Cairo Governorate, El 
Kantara Gharb Hospital/Ismailia

Governorate, Kafr El Dawar Polyclinic/El Bahira Governorate, and
Shark El Medina Hospital/Alexandria Governorate, Embaba
Hospital/Giza Governorate), 

and 

that are to be included as CRHP pilot
facilities. In addition, information 
is provided about the
services offered by each facility and about other facilities in the
 

area of each which may compete for patients.
 

2. METHODS AND DATA SOURCES
 

The data 
on which this analysis is based were collected from
various sources. The data on the socio-economic background of the
population of the catchment area of each of the facilities were
collected from the 1986 Arab
Egypt Republic population censusreports, through interviews conducted in September 1992 withgovernorate personnel, and community members. In February andMarch 1992 the CRHP, with the assistance of the Health Financingand Sustainability Project 
 (HFSP) and Integrated Development

Consultants 
 (IDC), collected detailed information about
community around Emb-ba Hospital, including 

the
 
competing health
 

service providers.1
 

1 Integrated Development Consultants, "Economic Surveys for Health Financing and Sustainabitity-, Abt 
Associates Inc., Giza, Egypt, May 1992. 

1 



ANNEX E
 
BENEFICIARY AND SOCIAL SOUNDNESS ANALYSIS
 

Information on the background and patients' utilization of each of 
the currently operating health facilities was obtained from reports 
prepared by the staff of the CRHP. These reports were based on 
data provided by the management of each facility to CRHP. This 
information was supplemented by interviews with the management and 
personnel of each facility (except in the case of Shark El Medina 
Hospital) as well as by reviewing some of the records of these 
facilities. The information on the facilities, communities, and 
competitors is reported in the section entitled "Brief on Each 
Hospital and Catchment Area."
 

Information on the determinants of individuals choice of particular 
health facility was collected through informal interviews wit
selected groups of patients who patronize these facilities, 
community member, and with health providers. The section entitled 
"General Observations," covers comments and conclusions about 
consumer behavior.
 

The final section called "Conclusions and Recommendations,"
 
summarizes the findings from this analycis and recommends steps to
 
be taken in converting the cost-recovery facilities.
 

3. BRIEF ON EACH HOSPITAL AND CATCHMENT AREA
 

This section provides information on the catchment areas of the
 
five CRHP pilot facilities. The section is divided into five
 
subsections. Each subsection is devoted to the discussion of the
 
community within the catchment area of the facility, a brief on the
 
facility, and a brief on potential competitor public and private
 
sector health facilities in each catchment area.
 

a. EKWBA HOSPITAL (Giza Governorate)
 

1.1 The Community of Giza - Embkba Hospital's community is located 
a 10-minute car ride from downtown Cairo. It is a densely 
populated urban area. There is a wide variation in types of 
employment and in levels of household income. The population 
includes both long-time residents and recent arrivals. 

The population of the catchment area around Embaba Hospital is 
estimated tp be around 860,000. The survey conducted by the CRHP 
Directorate provides rich and detailed information about the 
beneficiary population in the Embaba catchment. Summary 
information from the survey is provided here. 

Integrated DeveLopment Consultants, "Economic Surveys for Health Financing and Sustainability", Abt 
Associates Inc., Giza, Egypt, May 1992. 
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The distribution of employment by household heads is shown below:
 

Muwazzafs 18 percent
Tofessionals 18 percent 
;killed workers 30 percent 
nskilled workers 21 percent
kgriculture <1 percent
;hop owner/merchant 7 percent 

Other 5 percent
 

The survey found that the highest three quintiles of households interms of the distribution of reported expenditures, reported annual
expenditures of more than US$ 1,440. This is regarded as enough to
be able to pay for hospital services, if aided by social financing
systems. All of the households headed by muwazzafs and 
professionals and most of those headed by skilled workers and shopowners or merchants are expected to be able to pay forhospitalization insurance, as well. Thus, it should be expected

that the majority of the population served by Embaba could pay
cost-recovery charges.
 

(2) Embaba Hospital - Embaba Hospital is a general hospital which
provides both inpatient and outpatient services. It has 355 beds
and employs 322 doctors. The hospital performs about 500
deliveries and sees 12,000 outpatients per month and has a bed
occupancy rate of about 60 percent.
 

The Futpatient clinic charges lower fees from 8:00 to 11:00 AM (£E

0.60 in February-March 1992) than in the 11: 00 to 12:00 AM period

(EE 1.00).
 

(3) Other Health Service Facilities in m g - The CRHP survey
identified a large number of competitors for Embaba for both
inpatient and outpatient servicw.. identifie& 131
alternate inpatient providers they had used and 403 alternateoutpatient providers. The survey also revealed that Embaba is the
 
most important provider of both types of services, with 16 percentof inpatient admissions and 6 percent of outpatient visits. Agouva
Hospital is the second most important source of inpatient care in
the community, wit 7 percent of admissions. A private voluntary

organization (PVO) is the second most 
important provider of

outpatient services, with 2.4 percent of visits. 
The large number
of competitors for meeting the health needs of the Embaba community
is indicated by the share of admissions and visits accounted for by 

3 USS 1.00 = LE 3.31. 

4 The survey resutts preserved the anoimity of private providers. 
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the ten most-frequently mentioned hospitals other than Embaba, 18
 
and 11 percent.
 

The following are the numbers of beds 
in the most-frequently

mentioned competitor hospitals to Embaba:
 

Public hospitals:
 

* Tahrir General 168 beds
 
* Boulaq General 275 beds
 
* Galaa Maternity 450 beds
 
* Agouza 533 beds
 

Private hospitals:
 

* Hospital A 25 beds
 
* Hospital B 22 beds
 
* PVO A 70 beds
 
* PVO B 6 beds
 

b. 15 MAY HOSPITAL (Cairo Governorate)
 

(1) The Communities of 15 May and El Tebeen - 15 May town islocated 50 
kilometers south of Cairo City in Cairo Governorate.
 
The town was developed during the last ten years. It consists of
 
low-priced condominium-style buildings. 
Because of its relatively

low-priced dwellings it attracted many residents from other parts

of Cairo, as well as Egyptian emigrants who invested in property in
the town. It is estimated that only 30 percent of the dwellings

are currently occupied. This is mainly due to the fact that the
town is still considered "far* by many people despite the existence
of public transport (bus and metro) system that links the town with 
other parts ot- Cairo City. 

The population of 15 May town is estimated to be around 50,000.
the adult population of the town (people who 15 years or 

Of 
are older)

61 percent are economically active. The occupatonal distribution 
of the economically active adults is as follows :
 

Professionals 34 percent

Clerks & Administrator!O percent 

Traders 2 percent

Services Workers 3 percent
 
Workers (skilled and uicdktA*)it
 

Unclassified 8 percent
 

CAPKAS, Census of Poputation of Egyt Arab Repubtic: Cairo Governorate, Cairo, 1990. 
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The relatively high proportion of professionals, clerical and 
administrative occupations, and workers among the town's adult
 
population is due to its proximity to Cairo, the administrative
 
center of the government, and to Helwan, the site of a major
 
industrial complex.
 

The physical appearance of 15 May town conveys an image of
 
prosperity and homogeneity in the standard of living of the
 
population. However, as shown by the above data and information
 
collected through interviews with community members, there are
 
large variations in the standards of living among the town's
 
population. The group of professionals represents the top of the
 
economic and social ladder, followed by the group of high ranking

administrators, and skilled workers. The group of petty traders,
 
clerks, service workers, and unskilled workers represents the
 
poorest segment of the community's population.
 

Adjacent to 15 May town is the community of El Tebeen. El Tebeen
 
area is composed of four subsections (El Tebeen, El Giblia, El
 
Tebeen Social Housing Units, Medinat El Solb, and Hekr El Tebeen).

The total population of El Tebeen is estimated at 40,000-45,000
 
people. The majority of the population is poor.
 

The proximity of the area to Helwan industrial complex, coupled

with the crowded housing conditions in the area, significantly
 
affect environmental conditions in the area. Air pollution caused
 
by factories' smoke emissions constitutes a major public health
 
problem to the population of the area, particularly for children.
 

The occupational distribution of thT economically active adult
 
population of El Tebeen is as follows
 

rofessionals 14 percent
 
lerks & Administrators 6 percent
 

Traders 3 percent
 
Services Workers 6 percent
 
Farmers and Fishermen 3 percent

Workers (skilled and uzdk i&1] t 
Unclassified 16 percent
 

There are 22 public-sector and 11 private-sector industrial
 
establishments in the 15 May, El Tebeen, and Helwan areas. The
 
public-sector establishments employ 241 to 26,586 employees per

factory. The private-sector establishments employ between 28 to
 
817 employees per establishment. Steel, textile, car, and cement
 
factories represent the major industrial activity in the area.
 

CAPHAS, Census of PoPuLation of Egypt Arab RepubLic: Cairo Governorate, Cairo, 1990. 
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Based on the occupational profile of the economically active
 
population and the general economic structure-of the 15 May and El

Tebeen communities, it is estimated that about 54 
percent of the
 
population are in the middle-income and above category and 46
 
percent are in the lower-income category.
 

(2) 15 May Hospital - 15 May hospital was built in 1987. The
hospital is a 174-bed (137 free and 37 pay) facility that was

designed to provide general medical and surgical services to the
community. Out-patient, in-patient, and emergency services are
 
important components of the hospital's mission. Despite the fact

that the hospital is relatively new, the building appears to be in
 
need of extensive renovation.
 

The hospital offers medical services that include general surgery,

internal medicine, OB/GYN, ENT, orthopedics, pediatrics, and
 
urology. In addition, there are specialized services for burns and
 
plastic surgery.
 

Among the out-patient services offered by the hospital, internal
 
medicine, ENT, surgery, ophthalmology, orthopedics, and OB/GYN are
 
the most popular.
 

The number of out-patient visits and admissions to the facility has

been consistently declining over the past three years. 
Out-patient

visits declined from 74,739 in 1989 to 60,701 in 1991. 
Admissions
 
declined from 3,280 in 1989 to 2,979 in 1991.
 

The hospital charges a registration fee of EE 1.10 for consultation

with a general practitioner, and EE 2.20 for consultation with a
 
specialist. Charges were also levied on 
small operations (EE

3.00), dressings (EE 1.10), and for different types of diagnostic

analyses.
 

The revenues raised from these charges (called the Maintenance
Fund) amounted to EE 82,549 during 1990/91. revenue
This 

represented 57 percent of the operating budget during 1990/91.

However, the revenue generated from the hospital charge declined to

EE 81,147 during 1991/92. The decline in hospital's revenue was
 
due to the increase in the registration fee from EE 0.60 to LE

1.10. The increase in the fee led to a decline in patients visits
 
to the facility.
 

The social worker at the hospital estimated that 5 percent of the
 
patients who reported to the 
hospital are medically indigent.

Those patients are mostly are mostly burn victims. Burns usually

occur in poorer households which use kerosene for lighting and
 
cooking.
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(3) Other Health Services Facilities in 15 May - 15 May Hospital
faces the following competitors in its catchment area: 

Public Sector Hospitals:
 

lwan General 70 beds 
* New Helwan General 150 beds
 

E) Tebeen 23 beds
 

Private Sector Hospital:
 

* 	 Dar El Shefa b6ds
 

Public Sector Polyclinics: 	 2
 

Private Sector Clinics:
 

* 	 There are a number of private clinics in 15 May
 
and El Tebeen areas. There is also a private
 
clinic operated by a voluntary organization
 
affiliated with a mosque in 15 May town.
 

c. EL KANTARA GHARB HOSPITAL
 

(1) El Kantara Gharb and Its Surrounding Communities - El Kantara 
Gharb is a thriving small trading town that is located 28
 
kilometers north of Ismailia in Ismailia Governorate. Most of the
 
trading activity in the town involves wholesale and retail trade of
 
commodities bought from the free trade area of Port Saeed that are 
resold to merchants from other parts of Egypt. 

The occupat oml distributiom of the ecaneicftlly active admit 
population of the rea reflects the importance of trade to the 
economy of the town. 

ofessionals 9 percent
 
lerks & Administratoz% percent


Traders 33 percent
 
armers and Fishermen perdcnt

orkers (skilled and unskilled) p6rcent
 
nclassified perd6nt
 

El Kantara Garb is surrounded by a number of small villages that
 
constitutes the catchment area for El Kantara Gharb hospital.
 

CAPKAS, Census of Poputation of EMavt Arab Repubtic: Cairo Governorate, Cairo, 1990. 
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These villages are El Kantara Shark, El Ryah, El Rowda, Abu 
Khalifa, and Kilo 17. The villages of Abu Swayer El Balad, Abu 
Swayer El Maharaa, and Wasfia, that are stated to be within the 
catch-aent area in fact closer to Ismailia town. It is unrealistic 
to consider then part of the catchment area of El Kantara Gharb. 

The population of El Kantara Gharb and its surrounding areas is 
estimated to be 88,000 persons. Farming represents the main 
economic activity for the villages' populations where 60 percent of 
the econosically active adults are farmers, followed by workers (16
percent) and traders (6 percent). 

The major crops grown in the 
sesame, groundnut, and hops. 

area are fruit (mangos), sorghum, 

Among the population involved in farming activities almost 60 
percent are sharecroppers and wage labor. The sharecropping
 
arrangement is such that the owner of the land provides all the 
agricultural inputs in return for three-quarters of the output, 
while the sharecropper anti his family provides all the labor
 
requirements in exchange for a quarter of the output. The
 
sharecropper usually uses his share of the output for his family's
 
consumption needs. To generate cash for other food and non-food
 
needs, the share cropper cultivates small plots of groundnuts and
 
sesame. The yield from the sale of these crops is estimated to
 
amount to EE 1,000-1,200. The farm workers and sharecroppers
 
represent the poorest segment of the population in this area.
 
Almost two-thirds of the population is estimated to be in the low
income category (65 percent), while the remaining 35 percent are in
 
the middle- and high-income category.
 

_U L El Kantar- Ghabr Hamital - El Kantara Gbarb hospital is a 218
bed secondary care facility servicing El Kantara Gharb, El Kantara 
Shark, Ismilia, rural area betweerr Ismailia an& El Kantara Gharb, 
and the area of Sinai near Kantara. The hospital is yet to 
function. 

he hospital will provide general out-patient and in-patient care 
to adults, with significant levels of pediatric and obstetric care.
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(3) Other Health Services Facilities in the El Kantara Area
Kantara Gharb 	 -Hospital faces the following Competitors in 
El
 

its
 
catchment area:
 

Public Sector Hospitals:
 

* El Kantara Shark Hospitabeds
* 	 Ismailia General Hospital


* 
 Suez University Hospital (under construction)
 

Company Owned Hospitals:
 

* Suez Canal Hospital
 

Public Sector Health Units:
 

* El Kantara Gharb Health Unit
 
* El Ryah Health Unit
 
* Abu Khalifa Health Unit
 
* El Rowda Health Unit
 
* Kilo 17 Health Unit
 
* Suez University Family Health Centre 
(Abu Khalifa)
 

Private Sector Health Facilities:
 

* One private hospital in El Kantara Gharb 6 beds
 
* 
 Three private clinics in El Kantara Gharb
 
* Nine pharmacies in El Kantara district
 

All of the competitor health units provide out-patient care. All

of the health units, with the exception of El Kantara Gharb Health

Unit, are staffed by a physician, a nurse, and a lab technician.

The physician of 
the health unit doubles as a pharmacist. El
Kantara Gharb Health Unit is staffed by three physicians who also
have private practices during the evening hours. 
 There are an
 
average of 15 patients per day for El Kantara Health Unit and an
 
average of 40 patients per day for Abu Khalifa Health Unit.
 

The health units charge a registration fee of EE 0.50 between 8:00
AM and 2:00 PM. All lab analysis and prescriptions are provided

free of charge. However, the unit physician stated that the free

prescription issued the 
patient does not necessarily match the
patient's ailment. This practice is 
made to make the patient

'happy'. After 2.00 PM the consultation fee is EE 3.00. The

evening patients have to pay for medication and diagnostic tests.
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Almost all the patients who patronize the health units are drawn
 
from among the poorest segment of the population.
 

The Suez University Family Health Center provides out-patient
 
treatment. It charges a fee of EE 3.00 for consultation with a 
general practitioner and LE 7.00 for consultation with a 
specialist. The Center also runs a family health insurance plan 
that is priced at Eh 35 every three months. All family members are 
eligible for treatment with no additional charge and for as many 
visits as necessary. Currently there are 275 families enrolled in 
the plan. The number of enrolled families is declining, however, 
because some families preferred to pay for each visit instead of 
paving a lump-sum amount that they might not get to use . 

The private hospital charges a fee of EE 3.50 per visit. The
 
patient pays for medicines and diagnostic tests. The private 
clinics charge EE 5.00 per visit.
 

The major health problems in the area are schistosomiasis, skin
 
diseases, Pnd malnutrition.
 

Many patients from El Kantara Gharb and its surrounding villages
 
travel to Ismailia town for consultation with public and private
 
sector health providers. This is because of the perceived superior
 
quality of health services in Ismailia compared to those offered in
 
the El Kantara area.
 

d. KAFR EL DAWAR POLYCLINIC (El Bahira Governorate)
 

III The Covsunity of Kafr El Dawar - Kafr El Dawar is located 22 
kilometers west of Alexandria City. The estimated population of 
the area is 625,000. It is mostly rural-62 percent of the 
population lives in rural areas. 

N.B., it is well recognized that outpatient visits often are not "insurable" events, since charges for
 

them are relatively tow and the need for them fairly regular. By contrast, charges for hospitalizations often
 
are high and the need for them highly variable, making hospitalization quite "insurable".
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The economy of the area is dominated by agricultural and industrial
activities. 
There are 12 large industrial establishments (mostly

textile factories) and 46 other light industrial establishments.
 
The largest single employer in the area is the Misr Fine TextileFactory which employs around 35,000 workers. The occupational
distributin of the economically active population of the area is 
as follows 

ofessionals 7 percent

.lerks & Administrators 5 percent

Traders 2 percent

;ervices Workers 4 percent

armers and Fishermen 
 37 percent

orkers (skilled and unskilled percent

n-classified 10 percent
 

Approximately 40 percent of the population is in the middle-income

and above category, while 60 percent is in the low-income group.
 

(2) Kafr El Dawar Polyclinic - The Kafr El Dawar polyclinic wasconstructed to be a part of a general hospital. 
The construction

of the polyclinic was completed by 1979. 
 The rest of the hospital

has yet to be finished. 
 The polyclinic provides out-patient

services in the areas of internal medicine, dentistry, dermatology,

orthopedics, pediatrics, ENT, ophthalmology, gynecology, general

surgery, and urology. 
The facility is generally well organized and
 
clean and the staff appear to be well motivated.
 

The polyclinic attracts patients from Kafr El Dawar as well as from

other surrounding areas. Patients come from villages as far as 20

kilometers from Kafr El Dawar. 
 The main attract'ion is that most

services, particularly diagnostic tester, arw- available in the
facility. This reduces both the money-and tijm th. patient has to
spend to have the required tests 1form an& tD mat witkt th 
physician.
 

The polyclinic provides services in two sessions. The morning
session (8:00 AM-11:00 AN) and the evening session (12:00 PM-3:00
PM). The fee charged to patients of the morning session is LE
1.00. The evening session patients are charged a fee of EE 1.50.
In addition to the registration fee, patients pay for all surgical

operations, diagnostic tests, and medication. 
 The fee for minor

surgical operations is EE 10.00, it is EE 1.00 for large dressings

and EE 0.50 for small dressings. The diagnostic--test charges have

been raised steadily to reach a level of EE 4.00 for routine tests
 
and EE 9.00 per X-ray.
 

CAPKAS, Ce,,ius of PopuLation of Eypt Arab Rubtic: Cairo Governorate, Cairo, 1990. 
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The increase in charges for diagnostic tests has led to a decline

in the use of these services from an estimate4 daily level of 150
 
tests to 30 tests. This decline may be attributed to a decline in
 
unnecessary tests. However, part of the maydecline be because 
some patients elect to go without the tests if they cannot afford 
to pay, especially if the treating physician does not insist on 
performing the test. 

The director of the polyclinic, however, can exempt indigent
patients from paying registration and diagnostic-test fees, based on the recommendation of the polyclinic's social workers.
According to the polyclinic's records only 89 patients declared
their inability to pay for treatment during 1991. Most of these
patients were housewives, children, or retired and elderly people.
 

(3) Other Health Service Facilities in Kafr El Dawar Area 
- Kafr
El Dawar Polyclinic faces the following competitors in its
 
catchment area:
 

Public Sector Hospitals
 

* 
 Kafr El Dawar District Hospital. This is an old
 
hospital that provides overlapping services with
 
that of Kafr El Dawar polyclinic. Some patients

from the polyclinic are referred to the District
 
Hospital for hospitalization. The hospital also
 
refers patients to the polyclinic for diagnostic
 
tests, mainly for X-rays.
 

Health Insurance Organization (HIO):
 

0 El Mubara hospital 80 beds
 

Company Hospitals:
 

* 
 Misr Textile Company Hospital (50 beds). This
 
hospital serves mainly the company employees. The
 
company also operates an outpatient clinic that
 
serves the company employees and their dependents.
 

Private Sector Hospitals, polyclinics, and clinics:
 

* 2 small private hospitals

* 2 polyclinics
 
L 200-300 private clinics
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The consultation fees are between EE 2.00-3.00 for general

practitioners, and EE 5.00-12.00 for specialists at the private
clinics.
 

e. 
 SHARK EL MEDINA HOSPITAL (Alexandria Governorate)
 

L"j The Community of Shark El Medina - Shark El Medina hospital is
located in El Montazah section of Alexandria City. The total 
population of El Montazah area is estimated at 610,091. 

Like other parts of Alexandria, El Montazah is mostly a summer 
resort area. The area surrounding the hospital consist of high
rise apartment buildings. However, most of the patients who 
patronize the hospital from other parts of
come Alexandria and
 
surrounding villages (e.g., Sidi Gabir and El Awaied).
 

Approximately 
60 percent of the population can be considered
 
middle-income, while 40 percent of the population can be classified
 
as low-income.
 

(2) Shark El Medina Hospital - The hospital has been operating as 
an outpatient facility 
since 1979. The rest of the hospital

building is still under construction. The completed hospital is
 
expected to accommodate 200 beds.
 

The hospital provides a variety of medical services. The most
 
patronized services are pediatrics, dermatology, internal medicine,
 
dentistry, and OB/GYN.
 

Services at the hospital are provided in two sessions. The morning

session (8:00 AM-12:00 PM) and the evening session (12:00 P14-5:00
 
PM). The morning session patients are charged EE 1.00. Diagnostic

tests and medicines are provided free of charge whenever available.
 
During the afternoon session, patients are charged EE 1.50 for

registration and are expected to pay for diagnostic tests and 
medication.
 

The patients of the hospital share a common feature with patients

of other hospitals: they are overwhelmingly women and children.

They are mostly drawn from households headed by a clerk, a worker,
 
a small trader, or a farmer.
 

The facility is well patronized. During 1989 there were 496,387

out-patient visits to the hospital. 
The number of visits declined,

however, during 1990 to 
393,431 before it rebounded again to
 
437,260 visits during 1991. 
 The number of patient visits during

1991 were still lower than during 1989, however.
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(3) Other Health Facilities in the Shark El Medina Area 
- Shark ElMedina Hospital faces the following competitors in its catchment
 
area:
 

Public Sector Hospitals:
 

* 	 Abu Kir General 60 beds

* 
 Maamoura Chest (specialized)550 beds
 

Private Sector Hospitals:
 

There are at least 16 private hospitals in the
 
catchment area of the hospital. These private

hospitals range in size from 4 beds (Siklam and
 
Dr. Farouk Abrah) to 195 beds (Smouha Medical
 
Center).
 

4. GENERAL OBSERVATIONS
 

The following represents general observations about consumer

behavior 	with respect to the CRHP facilities, declining utilization

of the facilities over the 
last three years, social financing

possibilities, and how the poor are treated by the facilities.
 

a. Consumer Behavior
 

The patients who patronize the five facilities under consideration
 
can be grouped into four categories:
 

* 	 Those who are satisfied witIL the type of care they
receive at the facility and continued to patronize the
facility every time they experimc a health problem. 

Those who had a bad experience with other public sector
facilities and believe that they are receiving a better 
care in these facilities compared to other public
 
sector facilities.
 

* 	 Those who wanted to get as many 'free' medicines and

diagnostic tests as possible and then move to a private

practitioner to complete medical treatment. 
This type
of patient aims at reducing the total cost of treatment
by saving on the supplies they obtain from public
sector facilities. However, this type of patient may
actually 	end-up incurring more expenditures per episode
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because the private provider may insist on repeating

the tests and prescribe a new set-of medications.
 

Those who would rather consult a private practitioner

but cannot afford the charges. Public sector health
 
care-facilities represent the last resort for treatnest 
for this group.
 

b. Decliniuq Utiliation of CW Ifailit. 

As shown by Table 1 three of the health facilities under
 
consideration are experiencing a downward trend in patient visits.
 

Table 1
 

Number of out-patient visits to 15 May Hospital, Kafr El Dawar 
Polyclinic, and Shark El Medina Hospital, 1989/91. 

admissions, from 3,230 during 1989 to 2,979 during 1991. 


Name of FaciIity 

15 May Hospital 

Kafr Et Dawar Polyctinic 

1989 

74,739 

73,529 

1990 

62,583 

52,584 

1991 

60.701 

45,293 

Shark Et Medina Hospitat 

Source: Cost Recovery forHealth Project. Cairo. 

496,387 

Unpublished reports. 

393,431 437,260 

15 May Hospital also experienced a decline in the number of 
For Kafr
 

El Dawar polyclinic the number of out-patient visits reached its
 
peak during 1986 (142,591 patient visits). This was due to the
 
fact that during the period 1986-88 Kafr El Dawnr District Hospital
 
was closed for repairs. When the hospit&Z reop its regular

patrons stopped visiting the polyclinic.
 

The reasons behind the consistent decline in patient visits to the
 
three facilities can be inferred from the interviews with patients

and non-patients:
 

Physicians do not spend enough time with the patient
 
to perform the necessary diagnosis. This is
 
particularly evident during the morning "free"
 
session of these facilities. Since there are more
 
patients during this session, the amount of time the
 
physician can devote to each one is extremely limited.
 
This leads some patients to opt for private care to
 
receive the required attention from the doctor.
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Poor treatment by physicians and other hospital staff.
 
Patients wait for long periods of time and sent
are 

back and forth between offices before they start to
 
receive the consultation and diagnostic tests.
 

* 	 Physicians are not always available when needed.
is particularly true for 15 May Hospital. 

This 
Patients
 

often elect to go to an alternative facility after 
finding care providers absent.
 

* 	 Unavailability of medicines, supplies, or diagnostic
test facilities. Many patients prefer paying a higher
price for the convenience of obtaining these services 
in a single place rather than to receive consultation 
in one place, have diagnostic tests performed in a
 
second place, and fill the prescription in a third
 
place. All of the three health facilities under

consideration is experiencing a shortage in at least 
one of these services.
 

* 	 Accessibility of the patient's relatives and neighbors
to the hospital, in the case of in-patient care. This
 
is to reduce transport cost for the visiting relatives
 
and neighbors to the hospital.
 

* 
 Some patients are familiar with a particular provider

based on previous encounter(s). They generally follow
 
that provider to a public or private facility.
 

The hours of operation of the facilities (during the 
evening session which targets the working members of 
the-conity) are inconvenient. People are still at
work or just-got off work when these- facilities close 
(Kar- El Dame- closes at 3:00 M Shark El Medina at 
5:00 PM). However, even if the facility is still open
there may not be a physician to receive patients (15 
May hospital). 

_. Social Fiazcina 

Patients of all three facilities pay for medical treatment on an

out-of-pocket basis. This is because none 
of these facilities,

with the exception of 15 May hospital, has a contract with an HIO 
company. 15 May hospital has contracts with two companies (Nasr
Car Factory, and The Oil Pipes Company). However, most of the 
employees of these two companies elect to go for treatment to other 
HIO facilities because of perceived better quality compared to care 
they would obtain from 15 May.
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It is also important to 
note that the health insurance that is
offered by public and private 
sector employers covers only the
employees and 
not their dependents. Further, insurance plans
offered by employers specify the health facility the employee may
consult for treatment. Some workers' 
syndicates offer health
insurance 
 to workers' dependents, however, 
 the facilities
contracted by them often may not be near where the families live.
 

d. Treatment of the Poor 

All the patients who patronize public sector medical facilities pay
for care, even when they are supposedly receiving 'free' medical
care. Hospitals records showed that only a 
small fraction of
patients claimed to be indigent. The three currently operating
hospitals have developed mechanisms to handle these cases. 15 May
hospital requires blood donation 
in exchange for exemption from
payment. However, the patient does not comply he/she
if 
 is
referred 
 to the social work department to determine the
authenticity of the 
claim. Some who are not declared indigent
cannot afford to pay for tests, and some people elect to go without
the service if 
they cannot afford to pay for it. Sometimes,
especially in case of accident victims or patients who need
expensive operations, neighbors and relatives collect donations to
 
meet the charges.
 

5. 
CONCLUSIONS AND RECOMMENDATIONS
 

The management of these health 
facilities should be given more
autonomy in pharmaceutical and supplies procurement as they see fitto meet the requirements of quality performance of thesefacilities. Availability of andsupplies medicines is a
determining factor in attracting patients to a facility.
 

The system of incentives to personnel should be tied toperformance. 
This is to ensure the effectiveness of incentives in
increasing productivity and improving quality of care to patients.
 

The level of user charges should he competitive with other health
providers. This is not to attract patients away form privateproviders, but to ensure quality treatment at relatively low pricesto patients of both CRHP facilities and private sector facilities.The user charges should be implemented after the facilityestablishes itself 
as a "quality" health care 
facility. As the
experience of 15 May Hospital shows, small
a increase in
registration fee (from EE 0.50 to EE 1.10) that is not accompanied
by quality improvement resulted in a decline in total revenue.
 

Approximately 40-65 percent of the population in catchment areas if
each CRHP facility may require some form of subsidy to be able to
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meet the charges of treatment in the CRHP facilities. The amount
 
of subsidy needed may be determined by the general socio-economic
 
characteristics of each of the catchment areas' population. The
 
proportion of indigent patients may be higher than those who 
currently declare their inability to pay. Many now may not declare 
indigence because of ignorance of existence of adinistrative 
procedures for exception from charges in case of real need, or lack 
of assertiveness. It may also be the case that indigent patients 
simply resort to self-treatment or other cheaper providers.
Further, some of the current patients, who are able to afford the 
current treatment charges, may not be able to afford the cost of 
treatment offered by these facilities in the future, particularly

when the user charges are fully implemented. The groups that
 
should be targeted for subsidy are households headed by unskilled
 
workers, farm workers, small traders, and low-level clerical and
 
administrative staff.
 

The system of exemption from payment for treatment should be
 
clearly outlined and should not be left solely to the discretion of
 
the social workers.
 

More efforts should be made to attract insured patients,

particularly workers. This task might be easier after the
 
anticipated improvement in quality of care fol1o ,[ng the
 
implementation of cost recovery. The system of healtn insurance
 
offered by employers should be expanded to include employees
 
dependents.
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F. ADMINISTRATIVE ANALYSIS 
1. HOST COUIWRY COPJTMART A.MGCIZB 

The Ministry of Health (MOH) is the lead GOB agency forimplementing this Project. The MOH has seen considerable
decentralization during the past five yews, with tb. twenty-sixGovernorates becoming increasingly aItam from day-to-daydirection from the national 
 MOH. Figure 1 presents the current
administrative structure of the Ministry of Health. 

The Ministry of International Cooperation (MIC) is the signatory onbehalf of the Government of Egypt to the Project Agreement and anysubsequent amendments to that Agreement. In 1987, the Minister of
Health, in collaboratio- with the Minister of InternationalCooperation, issued a Decree establishing the Cost Recovery forHealth Project Executive Steering Committee and the Component OneCost Recovery for Health Project Directorate (CRHP Directorate) assemi-autonomous units under the Ministry of Health. 
The Project

Directorate is semi-autonomous, with 
distinct administrative,

personnel, financial, and operational responsibilities, including
planning, implementing, monitoring and evaluation activities.
 

2. PROJECT MANAGEMENT - EXECUTIVE STEERING COMMITTEE 

The Executive Steering Committee of the Cost Recovery Programs for
Health is expected to provide policy, advisory, and coordinating

assistance for Project Implementation. The Steering Committee was
first organized in 
1984 to participate in the development and
design of the Project. 
The Steering Committee was restructured in
July 1987, due to the diversity of the 
 CL thw Prvjutand the changed role of the Committee 6: doW to policydialogue. The Com Latte waa also asked at-Mdo ta e*mwemplam-the
future development of cost recovery initiatives.
 

The membership of the Steering Committee is comprised of Director
General rank or the equivalent, and consists. of representativ
from the MOH, the MIC, the Egyptian Credit Guarantee Corporation
(CGC), the Health Insurance Organization (HIO), the Curative Care
Organization (CCO), the Medical Syndicate, a private health careprovider, and a USAID/Cairo "observer". Each member serves for a
three year term, and no more 
than two terms are allowed. The
Director of the Steering Committee is selected among its members
for a one year term. A member can serve up to two years as
Director. 
The public member will be selected by the members.
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The duties of the Executive Steering Committee are:
 

* Establish Project policy
 

Recommend and oversee law changes, decrees and similar
 
technical documents required for the implementation of 
cost recovery in the selected MOH facilities
 

Institute and oversee policy dialogue both within the
 
GOE and the private sector
 

* 
 Review and approve plans for the initial conversion of
 
GOE/MOH health care facilities to fee for service
 
operations
 

* Maintain liaison with the CGC regarding the
 
availability of credit or other financing mechanisms
 
(e.g., group and private medical practices and HMO
style organizations)
 

Review and approve initial and subsequent guidelines

(at least bi-annually) for the provision of CGC
 
guaranteed credit to individual and group physicians

through the Egyptian banking system
 

Initiate and review evaluations of all Project
 
activities
 

Review and approve Project funding proposals for the
 
HIO, CCO, and CRHP activities.
 

The Executive Steerinq Committee is supposed to meet at the call of 
the Director, or at the request of any of its members or 
implementing agencies (including USAID/Cairo). USAID/Cairo is 
granted observer status at all meetings. Formal minutes of each 
meeting should he 3epared and distributed to the members and the
 
implementing agencies.
 

The Executive Steering Committee should also serve an important
public relations function, particularly in relation to the Egyptian
public, the vacious legislative bodies and government officials. 
This role will focus on the changes in the health care system which
 
will result from cost recovery, but can include other informational
 
messages as well at various times.
 

3. ADMINISTRATION - CRHP Directorate 

In 1987, the MOH established the Cost Recovery for CRHP Directorate
 
with sufficient responsibility and authority to plan, develop,
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implement, 
monitor, and evaluate the operational and financial

activities designated as part of Component OneT. 
 A separate office
 
and staff was needed for the implementation of Component One

because the amount of research, development and activity to be done

could not be easily incorporated into the work of existing
an 

office of the MOH. 
Figure 2 presents an outline of the structure
 
of CRHP Directorate.
 

The CRHP Directorate is the lead agency for planning, implementing,

and evaluating the Project's activities. Authority has been

delegated to it from the MOH to implement the Project and to

administer host country 
contracts for technical assistance,

facility renovation, commodity procurement and training. An
 
assessment of the CRHP Directorate is in process to determine

whether its host country contracting procedures are up to standard
 
and whether or if the CRHP Directorate should receive host country

contracting certification.
 

The CRHP Directorate is managed by a Project Director reporting to
the MOH Undersecretary overseeing the project activities. The
 
Project Director is delegated the authorities of an MOH
Undersecretary. He has primary responsibility for all aspects of

the project including, but not limited to:
 

Planning, monitoring and implementation;
 

+ 	 Host country contracting for technical assistance,

facility renovation, commodity purchases and training;
 
and
 

On-going communication with the NW, USAID, CCO and 
HIO. These relations are furthered by periodic 
m with eauh of the ox. 

The CRHP Directorate is responsible for:
 

+ 	 Implementing policies established by the Project
 
Agreement and the Project Steering Committee.
 

+ 	 Monitoring 
 activities of the CRHP components,

participating regional health authorities, and other
 
health agencies.
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Figure 2 
Orggnization Chart: CRHP Directorate
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* 	 Facilitating coordination 
and collaboration 
between
components of 
 the CRHP; coordinating Project
activities and outputs among the various participating
agencies and contractors.
 

+ 	 Timely implementation of Component One Project
activities; supervision and monitoring the work of the
contractor, in coordination with USAID, for Component

One.
 

Liaison activities with USAID and other appropriate

institutions.
 

If the Phase A and B pilots are successful, the CRHP Directorate
will have a future role in replication. 
The exact institutional
positioning should 
be determined 
at the end of the Project.
Possible options include absorption into the MOH before or on the
Project completion date, establishment as a separate GOE agency for
cost recovery and quality assurance oversight, continuation under
 an A.I.D. or World Bank project.
 

4. CRHP Directorate FUNCTIONAL DEPARTMENTS 

The CRHP Directorate is organized in the following functional
 
departments:
 

Hospital Operations and Management 
- This 	Departmenthas primary responsibility 
 for developing and
implementing the Hospital Operational and ManagemntSystems which will govern the institutionsparticipating and desiring to participate in the CostRecovery Project:. Specific responsibilities include:assessment and selection of facilities feasible forfuture 	conversion; development and 
 refinement of
minimum standards for personnel and technicaloperations for participating institutions; developing,implementing, 
 and evaluating 
 new hospital
administrative/operational systems and PPRGS, inclusiveof but not limited to personnel, admissions, inventory,
materials management, and operations management.
 

Training & Human 
 Resource Development - This
Department's goal is to develop the knowledge, skills
and attitudes of medical, paramedical, administrative
and support staff of the participating facilities, in
management, financial, technical 
 and clinical
disciplines through: 
 training needs 
 assessment;
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training planning; training curricula design and

training material development in conjunction with
 
technical specialists; administering training courses;

coordinating training activities; 
and monitoring and
 
evaluating all training programs.
 

Architecture & Engineering 
- This Department is
 
responsible for: conducting baseline physical

assessment of the selected facilities; preparing avant
 
projects (preliminary architectural designs and
 
drawings) necessary for the renovation of the
 
participating facilities; contracting with A & E
 
Consulting Firms for preparation of facility renovation
 
tender documents and cost estimates; reviewing

designs/drawings and projected costs presented by the
 
A&E companies to assure appropriateness in relation to
 
predetermined 
 requiremen-cs and specifications;

contracting with Construction Contractors for the

execution of construction; and monitoring the execution
 
of all A&E designs by the Construction Contractors
 
within predetermined implementation schedules and cost
 
projections.
 

Biomedical Equipment -
This Department is responsible

for: assessment of the current biomedical equipment

within the participating facilities, the operational

status and utilization rates of this equipment and
 
approaches 
 to upgrade/ repair, when necessary;

determining biomedical equipment requirements for
 
upgraded health facility operations and quality of care
 
and the setting of specifications for this biomedical
 
equipment; coordinating with the Procurement/logistics
specialist of CCC, monitoring the offshore procurement 
process and overseeing equipment receipt and 
installation; and development and implementation of a 
general and facility-specific equipment maintenance 
plan.
 

Directorate Administration and Supportive Services 
-
This Department has the primary responsibility for
 
personnel records, logistics, vehicle control,

commodity (whether supplies or 
services) management,

including procurement and contracting, and inventory

management of the CRHP Directorate. It is also
 
responsible for supervising all 
service/ supportive

functions of the PD, including security, archives,

library, secretarial/translation services 
 and
 
consultant support.
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Market and Public Relations - This Department is
 
responsible for: promotion of the Cost Recovery for
 
Health Project through production of the CRHP
 
Newsletter and other promotional material (brochures,
 
profiles); conducting advertising campaigns, se-ninars 
and workshops; approaching societies and affinity 
groups; development of a marketing capability in the 
participating facilities so as to promote the services 
of the cost recovery facilities to potential markets 
(consumers and organizations) through market research, 
marketing strategy development, planning, conducting 
marketing training for cost recovery facility staff; 
implementing marketing activities; and evaluating
 
marketing programs.
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G. ENVIRONMENTAL CONCERNS
 
The original Project Paper identified the Project as qualifying for 
a categorical ex=lusim under AID EnvirmlmeI. Pr%^Ies set 
forth in 22 CER 216.2 (C) (2) (viii). The r*=latin& state that 
these procedures apply tor all ne project=, 1 or activities 
authorized or a ed by AID an. tao " - L A t ow
extensions of ongoing projects, program, o acivities. Ttm 
purpose of this current action is to (1) clarify the overall
rationale and strategic objectives for the Project; (2) clarify the 
specific objectives and scope of activities, and refine and recast 
the inputs for Component One; and (3) recost the inputs for 
Component Two. This will be done within the framework of the
 
activities already included in the original Project design.
Therefore, this Project Paper Supplement do not cnstitut, a 
substantive change from an environmental .int pmctive. Am 
such, no additional procedures need to be applied. 
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