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1.  Country Background and Sector Issues

Once considered one of the best in the region, the health system in Iraq has suffered the consequences of three major wars, inappropriate policies, poor management and inadequate resource allocation.  Significant budget cuts, coupled with poor management, neglect, and looting, have resulted in deteriorating health services infrastructure and a serious decline in the accessibility and quality of health services.  Iraq has the poorest health outcomes in the region - well below levels found in countries of comparable income. According to the UNICEF and WHO, Iraq has the region’s second highest infant mortality and under-five mortality rates, maternal mortality has risen three fold in the past two decades, and life expectancy has fallen to under 60 years.  The prevalence of physical disabilities and chronic mental problems among the working age population is staggering.  Physical disabilities, combined with mental health problems, could easily present the highest burden of disease in Iraq today, significantly influencing the ability of a large proportion of the population to participate on the labor market.

The volatile situation within the country is likely to have continuing consequences on the health and well-being of the population.  The health system, which has been in a state of deterioration for the past few years, is not in a position at present to serve adequately the needs of the population.  In addition, social safety nets provided by the Government are not sufficient to cover the needs of the poor and vulnerable.  As experience has shown, disabilities and poverty are strongly linked.  People with disabilities tend to be disempowered and deprived of economic and social opportunities and security as a result of social and physical barriers within society.  They are underserved by most public and private institutions and services.  As a result, they tend to be the poorest of the poor. Long-term chronic poverty often emerges in households whose primary wage earners are disabled, with a consequent loss of livelihood.  The sudden opening up of the country and the economy after years of isolation will certainly have an impact on the current health care delivery system.  As is the case in other post conflict and transitional countries, there is the risk that these rapid changes could lead to undesired consequences as an outcome of the market failure in the health sector.  

The Disabled.  The disabled in Iraq represent a distinctly underserved and growing segment of the population.  The past two decades of consecutive wars and associated violence have resulted in an ever increasing number of war-related injuries and disabilities among the population.  Although current data are not reliable, the on-going conflict continues to exert a heavy toll on the population, and the cumulative number of persons suffering from physical disabilities (excluding blindness, deafness, and disabilities resulting from chronic diseases) is estimated at 250,000.  Within this, the estimated number of amputees and people suffering from spinal cord damage stands at 160,000. The specific burden on children is to date unknown.

Key issues for the disabled include the following:

Poverty and lack of social services have emerged as significant issues over the past two decades.  In 1980, Iraq’s income, education and health measures were high compared to regional averages.  However, in the intervening years, the situation reversed itself.  The latest GDP estimate for Iraq is US$21.1 billion. Per capita income, which was around US$3,600 in the early 1980s, fell to about US$770 by 2001, with continued decline thereafter
. Unemployment is very high, with estimates of between 25 and 50% of the workforce.  At the same time, due largely to the conflicts and mismanagement of resources, social sector services have declined steadily, in terms of quality of care and resource allocations.  This has had the greatest impact on those groups which are the most vulnerable, including people with disabilities.  
Once considered one of the best in the region, the Iraqi health system has declined significantly over the past two decades. During the 1980s, Iraq’s health sector consisted of a highly advanced curative system, with minimal focus on public health. During the 1990s, funds available for health were reduced by 90 percent and health outcomes became among the poorest in the region, and well below levels found in countries of comparable income. According to the 2003 UNICEF/WHO Health and Nutrition Watching Brief, Iraq has the region’s second highest infant mortality (83/1,000 live births in 2002) and under-fine mortality rates (117/1,000 in 2001), a stark reversal from the improvements in these areas in the late 1970s and early 1980s. During the 1990s, maternal mortality grew three-fold, with about 30 percent of women giving birth without a qualified health worker in attendance. Adult mortality increased and life expectancy fell to under 60 years for men and women by 2000. This is within the context of an expanding population which has doubled in the past 25 years.  The population now stands at 27.1 million and is growing at about three percent per year. Over this same period, there has been a serious decline in accessibility and quality of health services. Significant budget cuts, coupled with poor management, neglect, and looting due to recent conflicts, have resulted in deteriorating health services infrastructure. Training opportunities for health professionals also suffered during this period, and as a result, health professionals became isolated from the outside world, and were not able to keep up with advances in the field of medicine.  Many in fact chose to leave the country.      

Care of the disabled has deteriorated significantly over the past two decades as a result of the conflicts and mismanagement. The breakdown of community support systems and the limited access to health services and rehabilitation services have had a devastating effect on the disabled. The Government’s difficulties in providing basic health services has had a particularly negative impact on recent victims of acts of violence. Complications from injuries are common and can result in severe additional disabilities due to lack of appropriate treatment. The capacity of the Government to provide treatment to the victims of war and other violent acts is limited; many complications occur and reconstructive surgery is almost impossible.  In the current context, the Government has the double burden of providing adequate care to the recent victims of violence, as well as maintaining care of those whose disabilities are not related to the recent and on-going conflicts.  

Existing centers dedicated to the rehabilitation of disabled patients and the manufacture of prosthetic limbs have been looted and most of the facilities have suffered heavy physical damage over recent years.  Prior to May 2003, there were 11 centers of rehabilitation in Iraq, most of which have suffered damage. Partial reconstruction has taken place, but only two centers are fully operational. There are also three hospitals for spinal injuries (located in Baghdad and Salah-il-Deen) and one former army hospital that provides special care for the disabled.  The existing capacity in-country for the manufacture of artificial limbs could reach 5,000 per year if raw materials were available. However, it must be noted that the technology has dramatically evolved during recent years, and once the centers are rehabilitated, new equipment reflecting updated technology will need to be provided and the staff retrained.  

The interministerial oversight commission for disabilities has not been formally established under the new Government.  Before the 2003 war, a special commission established by the armed forces was responsible for the care of the physically handicapped.  When this commission was abolished and the facilities operated by the army were transferred to Ministry of Health (MOH) authority, the responsibilities for the care of the handicapped became unclear. Through the leadership of the Directorate of Medical Operations and Specialized Services of the MOH, a commission – the Iraqi Commission for the Disabled – to be attached to the Council of Ministers, was being considered by in interim Government in 2004.   Members of the Board of Directors were to include representatives from eight ministries, representatives of community groups, and representatives of the disabled.  This commission, however, has not yet been formally established under the new Government.
There has been a dramatic increase in the incidence of Post Traumatic Stress Disorder (PTSD) as a result of the recent conflict.  Poverty, instability and the recent conflict have also taken a toll on the mental health of the population, with a dramatic increase in the incidence of depression and Post Traumatic Stress Disorder (PTSD). It is difficult to assess the extent of mental health burden in Iraq, but research under the recent Bank-financed Post-conflict Mental Health Project showed that in post-conflict societies, mental disorders are widespread and represent a major obstacle to economic development.  Poor mental health also reduces job opportunities for affected individuals and stands in the way of development of human and social capital.  
For the proposed project, however, given the breadth of the disabilities area and the constraints imposed by available resources and the two year time frame, the project will not focus directly on mental health and depression. Addressing the needs of people with these disabilities will also require stabilization of the general security situation, personal safety and job security, strong community support and social support as well as the restoration of adequate health and rehabilitation services.  However, the Bank is actively seeking donors to provide parallel support in this area and is also exploring options for supporting these activities with future IDA financing. 

2.  Government Strategy and Donor Involvement 
Government Strategy.  The interim Government has placed high priority on improving its services to support rehabilitation of the disabled, and their re-entry into productive life. Initiating its response to the above-mentioned challenges, the Iraqi Interim Government has prepared a strategy document outlining the underlying principles for development of a plan for the recovery of the country’s health sector.
  The overall objective of the short to medium term strategy is to improve access to and quality of health services for the population of Iraq.  The key challenges identified in the strategy include: (i) meeting the most urgent needs of the sector, including rebuilding the health services infrastructure and the human resource capacity of the sector; (ii) strengthening management of the health system; (iii) re-organizing the pharmaceutical sector and providing for an efficient drug-supply chain; (iv) reducing health risks in the population; and (v) tackling the causes for the recent rise in communicable and non-communicable diseases.  

Within these broad areas, a reform of the physical and psycho-social rehabilitation services is recognized as one of the Ministry of Health’s priority areas.  In November 2004, the MOH prepared a national strategy for the physically disabled which includes an outline of planned interventions to improve the quality of and access to care for the disabled.
  Main areas of the plan were identified as: medical rehabilitation of individuals who have suffered serious physical injuries; and psychological rehabilitation of both the individual and the community involved.  

Donor Involvement.  A Needs Assessment covering fourteen sectors, prepared jointly in 2003 by the World Bank and United Nations Development Group (UNDG), and with participation of the International Monetary Fund (IMF), estimated that Iraq requires about US$36 billion for reconstruction from 2004 to 2008, and the then Coalition Provisional Authority (CPA) estimated separately that Iraq requires about US$19 billion over four years for security and oil production, areas otherwise not covered by the Needs Assessment.

At an International Donors’ Conference for Iraq in Madrid on October 23-24, 2003, donors expressed support for  the Needs Assessment and pledged about US$32 billion for the four year period covered by the Needs Assessment.  Donors also asked the World Bank and UNDG to set up an International Reconstruction Fund Facility for Iraq (IRFFI) to ensure swift, flexible, and coordinated donor financing for priority investments consistent with the Needs Assessment.  IRFFI consists of two Trust Funds – a World Bank Iraq Trust Fund and a UNDG Trust Fund – each with its own internal governance procedures and a management structure that ensures close coordination.  

The MOH, in a recent review of donor support, estimates that donor support to the health sector, totaling about US$1 billion, is committed from four main international donors, i.e., the US (including IRMO, the PCO and USAID), the UN agencies (including WHO, UNICEF and UNFPA), the World Bank, and the Government of Japan.  In addition, many other countries have contributed to the effort through the UN and World Bank Trust Funds.  The leading donor is the US with its Supplemental Aid commitment totaling about US$800 million, to support infrastructure rehabilitation and construction (selected hospitals and primary health care centers), equipment,  and technical assistance and  training for health care workers and MOH management and administration staff.  The UN agencies are committed to providing about US$70 million in assistance, primarily to selected hospital emergency wards, National Drug Control Laboratory, ambulances, equipment and supplies, and training programs.  WHO support is focused on a non-communicable diseases and mental health program.  The Government of Japan, which is contributing direct assistance to the health sector in the amount of approximately US$600 million, is supporting rehabilitation of eleven hospitals in southern Iraq; provision of ambulances; and medical equipment for selected hospitals and primary health care centers.  Some countries, like the Gulf States, have provided bilateral assistance, and the Multi-national Forces and a number of NGOs have given support.  

Most of the recovery support to the health sector – about $650 million - is going towards improving the infrastructure.  About US$260 million is being provided for equipment; and for training and technical assistance, about US$1 million is available.  The substantial investment in buildings and equipment reflected above is a rational priority for the interim government, given the years of neglect and deterioration of basic infrastructure and services.  However, the MOH has indicated a strong interest in receiving support from the donor community in the form of technical advice, system development, and capacity building to modernize health system management and clinical practices.  

Although the amount of funding committed by the donors is very large, the security situation on the ground in Iraq is significantly impeding progress in implementing the various donor programs.  Recovery of the health sector requires stability and security, and the current violence has created an environment where donors and NGOs cannot freely operate and provide direct support to the recovery program.

3.  Rationale for Bank Involvement

The Bank has already begun to focus on supporting the recovery of the health system in Iraq.  The first project – Emergency Health Rehabilitation (EHRP) - is providing support to improving access to quality emergency services in selected health facilities to serve the urgent needs of the Iraqi population.  This objective is being carried out through rehabilitation and equipping of selected emergency services units throughout the country, provision of emergency pharmaceuticals to these units, and strengthening of the planning and management capacity of the central and provincial health administrations. 

The Ministry of Health approached the Bank in October 2004 concerning support to people with physical disabilities resulting from the war and related accidents. This is an area which has obvious and direct links to the recent conflict and which can unambiguously be considered as an urgent priority for the Government, especially considering the continuous increase in the number of victims as a result of the current instability and violence.  Improving the rehabilitation of the physically disabled can have an immediate and visible impact. The rehabilitation will in particular include disabled ex-combatants who are unlikely to be reintegrated into a community if they do not acquire some physical capabilities making it possible for them to carry out professional activities. This area has not yet been specifically addressed by the donor community, and the Government has recently signaled that this is an urgent priority.  The proposed project is consistent with the objectives of the Bank’s Human Development Strategy for Iraq, including helping to stem the deterioration of health services, in terms of infrastructure, human resources, and management, and builds logically on the support being provided through the EHRP to restore key services to the most vulnerable in the society.  It is also in line with the World Bank Middle East and North Africa (MENA) Department’s current efforts to develop a strategy to support the disabled as a group of people disproportionately represented among the world’s poorest.

The Bank, through its extensive global experience in supporting these types of interventions in post-conflict and emergency contexts, has a comparative advantage.  The Bank’s priority is not only to provide immediate assistance in areas of particular need, but to ensure that sector development takes place through establishment of a sound policy framework that will provide the basis for sustainability and for further reform measures.  In addition, decision-makers in Iraq will have the benefit of the Bank’s understanding of global good practices in supporting equity, quality, access and accountability in health system reform.  

4.  The Project
Project Development Objectives.  The overall objective of the proposed project is to improve the provision of services to the disabled through targeted and cost-effective rehabilitation services.  Specifically, the project will increase the capacity of the Government and stakeholders to:

· upgrade the infrastructure and equipment of 11 specialized rehabilitation centers throughout the country, including improving capacity to produce high-quality prosthetics and orthotics for amputees.

· Improve the ability of policy-makers to ensure quality specialized care for the disabled, and provide opportunities for them to return to productive lives in their communities.  

· Improve the information base on the disabled, including collecting and analyzing information on the current status of disabilities services, establishing assessment and registration capacities for the country, and developing a long term strategy for support to the disabled, including a focus on community-driven services. 

Due to financing and implementation constraints, the project would provide support only to those activities that are most feasible to carry out and would yield the highest results in the current country context.  While supporting the development of a policy and program for disabilities and improvement of medical services for the disabled, it would not support directly either prevention or re-socialization aspects of disabilities.  
Project Components.  The proposed project is consistent with the Government’s priority to provide effective and high quality rehabilitation services to the disabled and help them return to society as productive individuals.  It would serve as a demonstration project and would create the foundation for investments in related areas in the future.  The project comprises three components: 
Component 1: Developing a Disabilities Program (estimated cost US$3.5 million).  The objective of this component is to support development of a policy and legal framework for disabilities and to provide resources to strengthen the capacity of the Government and the community to deliver effective services to the disabled
Subcomponent A:  Policy and Legal Framework for Disabilities.  This subcomponent will support preparation of a comprehensive policy and legal framework for the Government’s disabilities program, based on a community-driven services approach.  In addition, a strategy and action plan for the program will be developed.  As a basis for this policy and strategy work, an inventory of the current status of infrastructure and equipment, staffing, technical capacity, and national planning for services to the disabled will be carried out. In the period of intense reconstruction and reforms, including drafting of the constitution, these policies would be an early entry point for developing a strategic framework for disabilities, including access to services and employment opportunities, building codes and standards, education, vocational training, and social support.  Technical assistance and training will be provided by the project to support these activities.
Subcomponent B: Capacity Building to Implement the Disabilities Program 
This subcomponent will support capacity building activities, through technical assistance and training, for key Government staff responsible for disabilities policy and programs, and NGOs operating at the community level in delivery of services to the disabled.  The technical assistance and training, which would be carried out both within Iraq and in neighboring countries, would be focused on developing capacity to assess disabilities requirements and provide specialized care, including physical therapy. A national assessment and registration system will also be developed to provide an integrated database on the disabled and ensure gender equity in access to these services.        

Component 2: Service Delivery to the Disabled  (estimated cost US$13.2 million)
The objective of this component is to upgrade the services to the disabled throughout the country.  Support will be provided to improving the physical infrastructure of 11 specialized centers, located throughout the country, most of which have been seriously damaged and neglected.  Support will also be given to improved orthopedic and reconstructive surgery, production of prostheses and orthotics, and community based physical rehabilitation.  Technical assistance and training will be given to technical staff in up-to-date rehabilitation approaches and techniques, in particular, drawing on the substantial regional capacity that exists in this field.  The project will also provide a three-year supply of raw materials for the prosthetics/orthotics production units.  
Component 3:  Monitoring and Evaluation and Project Management (estimated cost US$.5 million)  

The objectives of this component are two-fold: (i) to put in place a framework for monitoring and evaluation of project and Government program performance, through tracking of project and program outputs and impact, based on key indicators and relevant baseline data; and (ii) to put in place a project management function, building on the capacities of the Project Management Team (PMT) which is coordinating the activities of the on-going Emergency Health Rehabilitation Project (EHRP) in the Ministry of Health. 

5.  Tentative Financing
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6.  Safeguard Policies (including public consultation)

	Safeguard Policies Triggered by the Project
	Yes
	No

	Environmental Assessment (OP/BP/GP 4.01)
	[tbd ]
	[  ]

	Natural Habitats (OP/BP 4.04)
	[ ]
	[X]

	Pest Management (OP 4.09)
	[ ]
	[X]

	Cultural Property (OPN 11.03, being revised as OP 4.11)
	[ ]
	[X]

	Involuntary Resettlement (OP/BP 4.12)
	[ ]
	[X]

	Indigenous Peoples (OD 4.20, being revised as OP 4.10)
	[ ]
	[X]

	Forests (OP/BP 4.36)
	[ ]
	[X]

	Safety of Dams (OP/BP 4.37)
	[ ]
	[X]

	Projects in Disputed Areas (OP/BP/GP 7.60)*
	[ ]
	[X]

	Projects on International Waterways (OP/BP/GP 7.50)
	[ ]
	[X]


Despite the fact that the facilities supported under the Project would only be rehabilitated and there will be no new facilities constructed, the Project has been categorized as Environmental Category B because of the difficulties involved in Bank teams visiting Iraq to assess sites.  The requirement to carry out a limited Environmental Analysis as part of project preparation will be waived but, for sub-projects with adverse environmental impact, a limited Environmental Analysis will be done during project implementation but before sub-project approval.  At the same time, before appraisal, the implementing agency should agree to apply the following minimum standards during implementation: (i) inclusion of standard environmental codes of practice (ECOP) in the repair and reconstruction bid documents of all sub-projects; (ii) review and oversight of any major reconstruction works by specialists; (iii) implementation of environmentally and socially sound options of disposal of debris; and (iv) provision for satisfactory budget and institutional arrangements to monitor effective implementation and adequately maintain sanitary facilities after completion.

Resettlement and Land Acquisition.  Because the project focuses on rehabilitation of existing structures on the same sites, OP4.12 should not be activated since there will be no displacement of populations or new land acquisition.  However, the Bank-approved Environmental and Social Screening and Assessment Framework, specifically elaborated for due diligence in the case of Iraq, should be used to ensure that this is indeed the case.  If there is need for land acquisition, the same guidelines will be followed.

7.  Implementation
The MOH, which is currently responsible for care of the disabled through its Directorate of Medical Operations and Special Services, will have overall responsibility for the coordination and management of all project activities.  By Project Effectiveness, a Committee will be formed with representation from all Government sectors involved in disabilities, e.g., Labor and Social Affairs, Education, Human Rights, Housing, Planning, Defense, as well as key NGOs.  This committee will provide oversight and guidance to the project, and will meet on a quarterly basis to: (i) ensure accomplishment of the project objectives; (ii) oversee and guide project design; (iii) facilitate coordination with key Ministries, NGOs and donors; (iv) monitor key project indicators; and (v) ensure adequate operations and maintenance funding for the project.    

A fully staffed PMT is currently coordinating the implementation of the EHRP.  The PMT would be further expanded to include a separate Project Manager and Technical Coordinator for the proposed Disabilities Project while sharing the Project Director and “business office” functions – procurement, disbursement, financial management, and secretarial support – with the EHRP.  Consultants would be hired, as needed, to provide support to the implementation process. The key staff of the PMT will receive special training and orientation in project management.  The PMT will be responsible for planning and coordination all project activities, financial management (accounting and disbursements), procurement of works, goods and consulting services (and related contract management), and monitoring and evaluation to ensure timely implementation and coordination of all project activities. .  In order to ensure quick start-up of implementation, all bidding documents and Terms of Reference for the project would be prepared by the time of Grant Signing. 
8.  Partnership with Other Donors and Stakeholders
There are currently many NGOs working in Iraq.  During the past two years, in particular, numerous Iraqi NGOs (around 5000) have been established.  The exact number of NGOs working with the disabled has not yet been determined.With very few exceptions, international NGOs have evacuated international staff and national staff are managing the operations.  Local NGOs are generally small and have limited capacity and resources.  A number of international NGOs, regional NGOs, and institutions caring for the disabled have communicated to the Bank that they are willing to support capacity building and training activities under the project.  During the preparation phase, the World Bank will work closely with the donor community, NGOs, and other relevant stakeholders.  WHO, in particular, has included support for mental health programs in its work program.  The Bank will continue its ongoing dialogue with WHO, USAID and other donors and through this dialogue will identify areas of possible collaboration.

9.  Sustainability

The rehabilitation component is a one-time investment to address accumulated maintenance and repair needs.  With most of the work involving rehabilitation and reconstruction, there should be little if any impact on recurrent costs in the MOH budget.  Buildings maintenance will be provided by the MOH recurrent budget which has sufficient resource allocation for this purpose.  Given the above, the project is intended to be financially sustainable, as well as technically sustainable through capacity building for implementation.  

As the Needs Assessment shows, the estimates for meeting the short term needs of the sector (US$1.6 billion) are huge, and greatly exceed the current funds available from the donor community.   Given this situation, the MOH will need to look for as many sources of financing as possible, necessitating a capacity to manage the large number of donors and initiatives.  The project will carry on the support initiated under the EHRP to develop management capacity within the MOH. During the course of the upcoming preparation mission, the team would further assess the financial sustainability of the project. 

10.  Lessons Learned from Past Operations
The World Bank has been involved in post-conflict support projects in Afghanistan, Bosnia, East Timor, Algeria, Kosovo, and Sierra Leone, as well as very recently in Iraq.  A number of important lessons, listed below, are being taken into account in the design of this project.

· The project should have a simple project design that can be quickly and visibly implemented.

· The project should be part of a programmatic framework based on a needs assessment and close collaboration with other donors.

· There should be a balance in the project between support to emergency priorities and capacity building for the implementing institutions and entities in order to improve their ability to implement current and future programs.

· The project should use, to the extent possible, existing project management capacity which has been established under the existing health sector project.

· In situations where the Bank team cannot be on the ground directly supervising the project, it is essential to have local consultants, with adequate intensive training in Bank procedures and practices, carry out the supervision of the project activities.  

· If many donor organizations are involved in the country’s recovery process, it is important for the Ministry of Health to have an effective coordinating mechanism in place to ensure complementarity of donor support.  If such a mechanism does not exist, support in the form of technical assistance and training could be incorporated into the capacity building part of the project design.  In addition, the Bank should maintain frequent and effective collaboration with development partners involved in the setting.

11.  Major Benefits and Risks
Benefits.  The major benefit of successful project implementation will be improved and better targeted rehabilitation services for the disabled, and increased capacity of the government to carry out planning and policy development in the area of disabilities.  Given the increasing number of persons suffering from disabilities caused by war and accidents, this project will have a visible and immediate impact, through upgrading of selected rehabilitation centers throughout the country and training of medical staff in the latest methods of treatment and rehabilitation.  The upgrading of the physical infrastructure, supply of basic equipment, and improvement in the manufacturing of prosthetic and orthotic devices will be an important component of the system’s performance.  Support to the training of Government and NGOs in assessment, planning and modern rehabilitation approaches and techniques will provide the basis for development of an overall policy framework and program for disabilities.   

Risks
Risk Analysis

	Risk
	Rating
	Mitigation Measures

	From Outputs to Objectives

	Transition from interim government to new Iraqi Transitional Government could affect project design and implementation
	H
	Working closely with Ministry officials to ensure ownership among officials, and working closely with incoming Minister.

	Administration changes in MOH and other ministries and government agencies which could jeopardize current commitment to project design and inputs.
	H
	Building relationships at the technical level with current officials to ensure continuity in the event of changes.

	Multiple efforts and parallel tracking by the various agencies and bilateral donors causing fragmented reform efforts
	M
	Current multi-agency group, chaired by the MOH, seeks to harmonize efforts and responsibilities.  Also, the Iraqi Strategic Review Board (ISRB) and its required approval before project financing, will ensure minimal overlap.

	From Components to Outputs

	Collection of information on the readiness of the institutions to utilize the furniture and equipment provided under the project (condition of necessary physical accommodation, utilities, etc.)
	M
	Working closely with MOH to identify the major project sites on the basis of agreed criteria. 

	Security conditions remain precarious, making delivery to sites and supervision difficult
	H
	Use of local contractors and local staff for supervision, plus carefully crafted monitoring arrangements by governorate/directorate assigned staff.  

	Difficulty in hiring expatriate TA consultants wherever local expertise is lacking.
	H
	Capacity-building will focus on local staff. Where possible, support from international, including regional, TA will be provided through virtual meetings, and meetings outside Iraq. Some local capacity has already been developed under the current Emergency Health Rehabilitation Project, and these staff, both Government and Bank consultants, will provide training to staff new to Bank procedures.  

	Financial management--inability to comply with Bank requirements due to systemic problems in banking and accounting practices.
	S
	Early consultation will be sought from Financial Management consultants to design a simple system that meets project needs and the Bank’s financial management requirements, as outlined in the Master Implementation Manual for Iraq.

	Lack of experience with Bank procurement procedures
	M
	Intensive training will be provided to the PMT staff responsible for procurement; services of a procurement consulting firm will be used to provide training and support both inside and outside Iraq.

	Lack of access of MOH to suppliers to carry out quality inspections of goods and supplies purchased outside Iraq.
	H
	Contracting the services of inspection agencies where necessary.

	The Bank's inability to carry out in-country supervision
	H
	Efforts are being made to identify local consultants that would be contracted to assist in supervision. This would complement the direct supervision from WB local consultant staff in Baghdad, and the work of the Monitoring Agent.

	OVERALL RISK
	H
	


H = High Risk;  S = Substantial Risk;  M = Modest Risk;  N = Low or Negligible Risk

Indicative Costs by Component

	Component
	Activities
	Estimated Cost
(US$)

	
	
	

	Developing a Disabilities Program
	Inventory of disabilities infrastructure, staffing, and national planning
Development of policy and legal framework, and strategy and action  plan for the disabled.  Technical assistance and training for Government staff and NGOs to develop effective programs for the disabled.  Development of national assessment and registration
	US$3,500,000

	Service Delivery to the Disabled
	Rehabilitation, equipping of 11 specialized centers.  Technical assistance and training for staff and NGOs. Equipment, training, three-year supply of raw materials for production units.
	13,200,000

	Monitoring and Evaluation and Project Management
	Development of M&E  framework for the project and Government program.
Establishment of project management function.
	500

	TOTAL
	
	17,200,000


Project Preparation Timetable

	Sequence
	Timing

	Identification/preparation mission
	May 2005

	Appraisal/negotiations mission
	June 2005

	Bank approval
	July 2005

	Planned effectiveness
	August 2005


Ad Hoc Advisory Committee:

	Name
	Function

	Joseph Saba
	Country Director, MNC02

	Michal Rutkowski
	Sector Director, MNSHD

	Akiko Maeda
	Health Sector Manager, MNSHD

	Alosyius Ordu
	Manager, MNACS

	Alfred Nickesen
	Manager, OPCS Representative

	Tufan Kolan
	Portfolio Manager, MNAVP

	Jane Sansbury
	Sr Operations Officer MNC02

	Faris Hadad-Zervos
	Sr. Operations Officer, MNCIQ

	Kathryn Funk
	Sr. Country Officer, MNC02

	Sherif Arif
	Regional Environmental Safeguards Advisor

	Hiroko Imamura
	Sr. Counsel, LEGMS


� Current 2005 per capita income estimate indicates a slight rise to US$780. 


Health, Labor and Social Affiars, Defense, Human Rights, Planning, Education, Sports and Youth, Housing and Reconstruction.





� Health in Iraq.  Ministry of Health.  September 2004


� Rehabilitation and Caring for the Disabled in Iraq.  Ministry of Health. November 2004


� “A Note on Disability Issues in MENA Region”, MNSHD working paper, April 2005.


* By supporting the proposed project, the Bank does not intend to prejudice the final determination of the parties' claims on the disputed areas
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