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Final evaluations of process or institutionalization projects are often
mandated with neasuring - prematurely - attitudinal, leng-term changes. The
result is a disappointing attempt to address questlons that can properly be
answercd only fiva or ten years after the PACD. Reccn 2ndations are
long-range and cften policy-related. 1In the SRHD erperinent, the
institutionalization of successful elamants of tho proizct can only be
m2asvred when the interventions (methodologies) have Lezn nffoctluclr
transferred to established, permanent rural health institutions in ngnf.
Given thesze consicerations, AID might give serious thcusnt to perforining final
evaluations of "human infrastructure’ projects five or iten years after their
completion,



X:t>—-¢\‘5(1'—-(0551l_¢;

—

4 =7 %

Arab Republic of Egypt
MINISTRY OF HEALTH

STRENGTHENING RURAL HEALTH DELIVERY PROJECT

REFPFORT ORN
FINAL., EVSL.UAT ION

CAIRD, EGYPT
15 MAY 1986

oF PROJECT

USAID Projrect 2453-Gi5-7(

\°



STRENGTHENING RURAL HEALTH DELIVERY PROJECT

EVALUATIGN TEAM

Mr.

Dr.

I'r .

Dr.

Dr.

Dr.

Feter Hornby

Saha AmaraSingham

dohn Cipolla

Ahmed Hanaty

Nahed kamel

Farag Rizlk

Grant 263-015-7&6
FINAL EVALUATION

April 26 - May 1S, 1984

Team Leader ,Managing Fartner,
Mantra Consultants, England

International Health and Devel opment
World Bark and United Nations

Commissioner For Health, Springfield,
Massachusetts,Usn '

Professor, Community Medicine,
Caira.

Frofessor, Community Medicine,
Alexandria.

Farmer, Undersecretary 0f State,
Ministry 0f Health, Egypt



ACKENOWLEDGEMENTS

The team wishes to express its very real thanks to the Health
Division, USAID Cairo for their continous suppart during this
evaluation both in the provision of administrative bacling to the
team as well as in their technical inputs that provided such

useful insights to the team.

The work of the evaluation team has also been made easier and
indeed enhanced by the active support and cooperation it hag
received from the Ministry of Health and from otther agencies
working in the health field in Egypt. The team would like
particularly to thank MH.E. The Minister of Healtin, Frof: Helmy
El-Hadidy for fitting several interviews with the team into his
already busy schedule. Many other officials within the Ministry
and from the governorate of Fayoum have also given generously of
their time. This has added immeasurably to the twam's
underskanding and appreciation of the developmenits that have taken
pPlace during the course of this project.

The tean would also like to express its very deepm appreciation to
Dr. Ahmed Nagaty, SRHD Executive Director and Dr. Tomas Engler,
Froject Residerdent Technical Advisor for their considerable
efforts to male the evaluation process run smootfiy. It ig
withot doubt that Lhese efforts have contributec! significantly to
the team accomplishing the cbjective with which it was charged.

Last but not least the evaluation team wishes to acknowledge the
vital contribution of Amna Bastawi and Laila Amim, who with
censiderable patience and skill, transcribed the team's many
.handwritten drafts into this final report.


http:smooth:.ly

TABLE OF CONTENTS

EXECUTIVE SUMMARY

DETAILED REFORT:

1.

Introduction and Background to Current Evaluation

Overview of Intervention Impact

Resource Implications for Extensions and Replication
of Interventions

Commitment of G.O0.E. to Extension and Replication
Role and Position of R%D unit for the future

Establishing a Strategic Focus for continuing the
devel opiment

Relevance to other USAIN/GOE Health and Fopulation
Frojects

Lessons Learmed and Recommendations
EXES:
Evaluation Scope af Worlk

Evaluation Pragramme
Institutions and Individuals Interviewed
Documents Reviewed

Details of Interventions with Technical Fotential

Recommendations: 4th National Conference of BRasic
Health Services for Rural Communities,
Cairo, April 12-14, 198%

FAGE

2]

11

18



DDCS
DHD
DNRF

FP

GOE

HHS
HSR/FHC
H.1.0
MCH

MOH

ORT
FACD
FHC

R &D
RHC-
SRHD
TAC
USAID

Wass

c RS>,
S F

).
Directory ©f Abbreviations i=ed

Diarrheal Disbase Control Study
District Health Office

D;a;t Mationwide Replication Plam
Family Flanning

Government of Egypt

Household Survey

Health Services Research in Frimary Health Care
Health Insurance Organization
Maternsl/Child Health

Ministry of Health

Oral Rehydration Therapy

Froject Acltivity Completion Date
Frimary Health Care

Research and Development

Rural Health Center

Strengthening Rural Health Deliwvery
Technical Adviqary Commi ttee

United States Agency for Internaticnal Development

"Work Sampling Survey

Cos)- & ‘r\:\!\/:_f; [3 S"L\al\/

S v\-‘r,';'n N £ PPN TEN A~



EXECUTIVE SLIMMARY

INTRODUCTION: This final evaluation of project 263-015-76 was
undertaken at the request of the Strengthening Fural Health
Delivery (3RHD) Froject and the Cairo Egyot USAID Office. It
started on April 26 and was completed on May 13, 1986,

The purpose of the SRHD project was to test the premise thal aiven
appropriate 1nterventions, the rural health system of Egvpt could
and would result in erpanded hoalth care and an improved ho-dth
status o+ the peoples. Afker & vears orf project lise, bl HUFL“"U
of this evaluation was to determine the validity of that prami e
and also to determine whether a research and development
capability had been established to continue development.

In undertaking its work, the Evaluation Team studied documents of
previous evaluations, interviewsd major implensntors, observed
tield operations in project and non-project areas and anal yoed
data available through the project staff:

FINDIMGS ARD CONCLUSIONS: This project initiative has beon highly
successful in creating a strong and technically sound R & D unst
within thea Ministry of Health. It has al=o created a climate of
success in introducing new interventions into the processes of
service delivery. This will intluence the Ministry’'s willingness
to undertake new oxplorations in the future. In general, tnz
interventieons attempted did, in one degree or another, extend
health care and improve the effectiveness of services. Impanct on
the health status of the people was also probably favarable but
difficult to define in a guantifiable way.

The most effective interventions were in the outreasch and
in-facility MCH activities. Systematic outreach and 1in=-facility
care when carrisd oubt by motivated perszonnel such as tho wall
trainoed nurse, led to improvamsnts in serwvice coveraqrn and
utilization. Feerall upgrading of service quality was fowsd to
require a conﬁlnuflon of intervention: which includaed ransing
stat{ incone with 1ncentives and ensuring, through systomatic and
supportive supervision, that the incentivaes were porformanco
b&\: d' ’

Reqular in-service training proved to be a valuable motivating

facter and was viable within the systems constraints. Dhartcomings

in the basic professional education syslewm wore overcoine with

structured in-service training prograns whon these were
sk-oriented.

Information collection and dissemination was nerhaps less
satistactory and continued to be of limited use at hiagher levals
of the system. The multiple recording requirements of diverse FHOH
departmaents and prajects constrain productivity. The project
successfully demonstrated the impact of gacd information
coordination in the developmoent of the family health record.
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Community cost sharing mechanisms should be adopted in order
to fund the upgrading of service quality and physical
facilities. C .

Strateqy proposals in the five identified critical areas of
imanpowsr development, health care financing, maiagemaent

' itnformation evaluation and technoloaical

service delivery system
starting points described

vdevelopment
development for further rural health
development should be focused on key

in this report.

1. Systematic cutreach as carried out throuah the home visitimng
p?ngram hed considerable impact on improving saervice covarage
and utilization particularly of rNMiH services. o

2 The expanded role of the nurse in providing both 1n~¥ac1l}ty

and home care could be further strengthened by the inclusion

of the daye as part of the ocutreach proaram.

3 The effectivencss of health education is more dependent on
staf+ commitment than on the means used to educate the
community.

4. "In-cervice training has proven to be o valuable motivating
factar and effactive when linked Lo perceived job noods,
although it cannot compensate for shortcomings in basic
professional aducation.

o Flanning {for the puarchasze and maintenance of vehicles and
procurement. of these vehicles vuas unreslistic in Ltaerms of
overall cost and crncumbered by bureavcratic processes.

. Improving motivation will require a complex array of
interventions and requires simultanecus engagems=nt with
multinle inteoracting variables.

7. A dynamic and timely information osystem established oy a azsod
base-line data collection system enhances tho ovaluation and
decision—-mal:ing process.

EXTERMAL_MALLIDITY: Euperience gained by succezsfully implementing

the femily hoalth record in the MCH intervention and, the RProOcRsn

by which thizs wuzs done, would be valid touols to use for obher

programs involving primary health care services in rural areas.
It also would hiave application in the develepacnt of a data base
and community participation techniques for the child swvival
projece of USAID and UMNMICEF. :

BROAD ACTIONM IMPLICATIONS: Flanning among and with decentralized
units of governmant requires the creation of an appropriate
managanant climate with more effective cuordinabtion

and correlation of maapower, money and material.

Hoirizontal cooporation should be detorwmined prior to
implensntation betwszen internal and extornal projects to assure
uniformity and standardization of data flow and requircements.

pane 3
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1. INTRODUCTION

The Strengthening Rural Health Lelivery (SRBY) Frojoct
(283-015-78) had as its goal to improve the health status of the
Egyptian population and reduce populaticn growth throﬁqh improved
Family Planning (FFP) services. The project s purpose is:

- to identify, develop and validate a ceplicable and ef¥activé

meahs to strengthen~the rural health deliwery programs.

The project was supported jointly by the Gowernment of Egypt (GOE)
and & grant from the US Agency for Internakional Development
(USATID . It was initiatied on April 5,1975. and provided % 1.8
million and LE 100,600. Subsequent amendments have raised the
-total life-of-project funding to % 14.9 million from USAID and the
equivalent of % 29.22 million as the GOE camiribution. The project

activity completion date (FACD) was extended to Sept. 20, 1986.

The USAID financed grant has provided vehicles, comnodities, leng-
and Short—term training, technical assistance and evaluation. It
has also supported meetings of an eiupert Technical Advisory
Committee%(TAC). Expatriate long~ and short-term technical
servicas have been provided under a contract with Westinghouse

Health ZSystems.

The GOE contribution has included staff of the SHHD Unit,
suppervisary, training and health facility PpPersonnel, training
centers and vehicles workshops, office spacz and health
facilities., The GOé also assumed {financial responsibility for
fees paid to some local consultants and for incentives {for al)
levels of project and participating health facility personnsl. In
the last phase of the program, accurding to preject repor-ts, tho

GOE paid all incentives to project and healtt system porsonnal.

Originally, the project introduced interventions in fouwr tes
districts in four governorates - Assiut, Behaira, Dakahleya and
Fayoum. In 1981, project interventions were expanded to six
additional districts to cover a total of 237 health facilities (40

rural health centers and 172 rural unils) covering -an estimated



pupulation of o2 mullion.  The prcject Liedbtiabed copanslon ol

coverage of thesz interventions to an additional ten districts

within the same four qovernorates in early 1985, This action is

vet to be fully implemented.

The evaluation in September 1984 concluded that the project had
fulfilled 1ts mandatae and recommended the acceleration of

transferring implementation responsibilities to non-SRHD staff and

institubions.

In response to this, the project increased involvement of MOH

Lo

Rural Health Department staff in evaluatiom and supervision as

well as extending SRHD intervention to the t@zn phase-1I districts.

An interdepartmental cteering committee was formed and a

Ministerial Decree promulgated gave the SRHDR projoct team the
status of a fully fledged RLD unit within the Rurél Hzal th

Department, MOH., Four conferences {for the gavernorates were held

in additior to a Mational Conference on Rural Healih in April

1966b.

MO planned HMeallh System Rescarch aend Evalustive studies have
been compleoted and the SRHD Froject has made an initial
foralation of strategic proposals for natiomnw de devel opaent, It

is at this point, following the preparation of a final report,

that the cuwrrent evaluation team is undertoking a final roview.

2. OYERVIEHW OF INTERVENTION IMPACT

Lo

The asszumption behind the interventions carried out by the prajoect

application would lead to improved h2alth throuvgh
Limitod offort

was that their
an upcradod and efficicnt heallh delivory swst oa.
was directed to ectabhlishing, in the planning phase, valid,

reliable evaluation criteria. At the sémg tinmo Lthoe established

evaluation standards were not adhered to. Az a result, the
evaluation team has had difficulty in reachimg conclusions backad

by solid documented evidences.

page & \U\



Neverthnlrss, wa helionve that sianifirant rhanaes hsur kheon

achieved in a number of areas most notably in outreach, training

and.in the development of tha R % D unit itecelf, For some of the

Lt

interventions particularly those cancernsd with atbtitude, it i
likely that not sufficient time has passed for ﬁeasurably
different attitudes to emerge. .It is nevertheless important to
record that a booy of shkills has been built up for organising %
menaging systematic interventions in the operations of the healtih

service.

CUTREACH: The nurse home-visiting aust be considered as a
Sigﬁificant advance in changing the pattern of health % hesalth
care provizion. The opportunity to expand this role appaars to be
& significant one but clearly will need the physician in charée to
take a zupportive position. This will be talbon up later under

"gupervision".

The introduction of the sanitarian into the ocutreach program

sppears to be less than satisfactery. It would scem unlikely that

the health educaticn role of the sanitarian wil) be cuceesesrul

(nless*\tho;e activities are linked to the sanitarian’'s corvico

r

ectivitios andy he 1o trained in ski)ls of CLnmdnlity meotivation.

and their role in child delivery conbtinually

—
ll'

!
-~
i

2 1ssue of daya

I

appears, The bulk of home deliveries contimus te be supnoirted by
dayas. This may refloect a laong term rolationship beteveen communi by
anid tiayas that nursing steft cannot procide in the delivory
serrvices neoded. 1t would appear desirable to conbinue La ergana
with dayss in facility oubtreach proorans.

U -CRAD TS 0F TH=-FODILITY MCH CARE The intervention was

divected to changss in hnowlcdgé, attitude and practic&(hﬁPy
linked to chongss 1 role within the faciltities and cujoirted by
the introduction o¢ additicanal equipmant and supplios,  There is
some evidonce of bencdicial Jmpact on EAF Chrouvch increased
Wilization of RHMF and on the succassful trarsfer of some
technical $unctioﬁﬁ from physician to nurse. It isrnn he basis
of tha quantitative data, to arrgue that the changes are, in health

terns,particularly significant, Other variables (e.g. physician



attitudes) need adrassing 10 some olber Foras, probabiy o

medical school, for more sijnificant chango to take place. The

« Lo
interventions must be suppurted but with more emphasis on

attitudinal changes particularly in physicians.

INTENZIFICATION OF _COMMUNITY FARTICIFATION FREOUGH HECALTH

DUCATION The interventions atteapted were directed to

m

skills and comﬁigm;nt to health education. The self~learning

providesd was not properlyv read by staff and is not
#peclted to change their communication abilities nor their

motivation for providing health education.

It should be reccgnised that the mezssurable impact of health

education may require a leonger time to show up . More information

is neceded on staff % consumor attitudes to hosd th education before

a desirable sect of inlerventions can be esta%lished in thiz aroea.
Current interveniions appear to have {ecussed more on hnowledge

than training in motivating attitude and practice changes.

RATNTNG A wide rance of in-service training activities have besn

undertaken for all rural bealth staff with phyeicians also
recoiving pra-zervice training. Sems (5 now trnining contors
attached o oxisting RHCs hove bzen conziructed. New patierns of

training have beon successTully establishgd within the rural

ntaff are becoming ronsi tised to the idea of

Health oystem and,

on-going training as a propoer part of their professional life. The
concepts of "eon-thne-jch” trainine rather than Jong term
tnstitutiovnal in-service training 13 rapidly bocaming thoe accepled

tost modalily,

‘e . . . LS -

Bect rocndts enth e troini g have cccwrad in tho area of
"pmay—~of£" has occurrad in

1[/

profeszsior«) baoelaidan. Thoe highest

professional knowlodee and «0ills rather than Mananeria
bhehaviow al/ interporconal Foowledye Soskills, In sone areas

laclures o 'y as the training

~ ¢

Lhere may be too much reliance on

madalily.

paga A
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LOGISTIC SURFORT It is appaﬁent.that provisian of vehicles
maintenance Qacilities and’ Jisic commodities made a significant
contribution to both facility % outreach scrvices and enhanced

supervision. What is not so apparent is whother the logistic

system itself developed undar the impetus o7 this intervention %
furthernore whether the maintenance supnort for vehicles is

sufficient in i;s present form., From the limited field

/’
chbzervaticns of the evalnation team, it would seem thatl lanistios

and molotanancs suppoa-t hoo ant devaloned siomificantly, probaibly

due to-problems in the procurement procedures.

SUFERMESTON 2 MAOTIVATION Tha supervision interventicn, in

conjunction with other training, support & rewarding interventions

appearad to make a significant short term contribution to
pPp 3

periormance. A very real effort has boen mado to g o Supervi i on
away from an entirely punitive functicn to ore which provides

support &% guidamce to the staff suporvised. The pum tive element
mes retained to a certain extent by the use of financial rewards
for obzorved performance necting specified noras. It-is
‘encouraging that measw able changes in performance wore achicwved.
It is likely that much more attentiom will roesd to bo paeid to

- v g
’

eztabliishin

3oleoal Zoodindividual prue formanes goeals as o a baesis for

-

motivalion rathor than the finanmcial approach currently adopted.

ERQCRAM IMFORIATINH & CVALJATION The mechanices of data coll acltion

well establicshzd % viable but thore is a need

“oevaluotion appoar
to reduce the maltiplicity of data bases that are boing created
by the nueds of a varjoly of differont projoects and agencios.
ias Laeen

(K==}

Useful demonraphic S spldendologic information
abstracted both fron routins data collestion and spacial suwrvoys,
It is not clear that thore has been much chift yet teo tho use of
the data for maﬁagﬁmenp muarposaSto moat the oparatihnﬁfﬂnaudzhdf

pariphoral unit & dictrict MAanan e

%

Fravge: O
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EALTH SERVICES RESEARCH The Research % Development unit

H
There is much

established under this project is impressive.
. . . -
The unit's role is

evidernce of tectnical skills % commitment.
recognised in the research projects on ORT, ARI, tetanus
neonatorium'in the successful aperational planning and replanning
of specific service delivery interventioms. The unit is now

institutionalised in the HMinistry structuwre.

RESDURCE IMPLICATIONS FOR EXTENSION AND REPLICATION OF

3'
INTERVENTIONS

The SKRHD project has identified and validated throuagh field

testing,. replicablé methods to reduce cor eliminate some df the
majior constraints to rural health service delivery. It has

successfully tested interventions that could strengthen Lhe
existing infrastructure and increase the pe?farmance of ihe
primary health care system in rural areac. Information is now

on the following:

Cost effective outreach of rural health un
and Child Health

available
its

—

Upgrading of in-facility Maternal

Consequences of varying patterns of local

participation 1n health serwice management
Realistic job descriptions and training alandards for
rurral health personnel

The efficiency of motivatioral incentives for
inproving job performance

The impact of transportatior and logistics as a
limiting factor

Data requirements to manage rural health services
delivery and evaluate programs

Health services research needs for grirding

=yatemn 4

developi.ont of the ruwral haalth

Health care financing for rueal health activilties

Thouah not comprehensive in their scope, the intervenltions have

proven replicable in varying deqgrees vis—a—-vis their technicsal ,

administrative, financial and sacial feasibility. It is still

page &

Y
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.difficult to establish clear cut relationshins between

ipterventinns and outcomes, but the Froject has definitely created

the environaanbt far measuring pregress and positively iupacting
the rural health service delivery sys=tem.

lﬂjlllUlLQNﬁLIZQIQQN CF _SYSTEMATIC REZEARCHz

Systematlc outreach servi&as provided by nursps in tha areas of
child hexlth surveillance, maternal care, health sducatior and
family planning {g;rgased coverage, increasad demand and roeducod
in the DOCR anmd ARLD sbudr Loy

Jispasa curation. ns dernonotirated

in reducing child mortality and disease

nurses were successful

severity. The Cost Analysis Study dencnstraled increased coverage

’gf MCH services in SRHD facilities., FReady ecoeptance of the
expanded role of nurses by the community and physicians would

further indicate the replicability of this intervention. Howewvor,

since shortanes in the nureing field still exists, the involvement

of dayas will be neckssary 1in crder Lo puarantes successes in the

institutdicralization of systematic outreach.

UP-GRADING OF IN-FACILITY MCI _CARE

xpandad roles {for nurses incroasad time allwocation in-facility to

child care services. The CAS data showad costs per encountier wWore

lower in the test districts, and the Froject inputs were
significant in increasing demand for preventive services.,  The MEH
adopted R moadified version of the SRHN~davel oped MCH record

system tnroughout its mational health system.

The HHS and DRCS showed some positive effects of health education

in improved knowledge, attitudes and practicas.  Howoevir, (ATR RS

there is sufficient motivation for rural staff to apply haalth

education with the. intent of intensif{ying comaunity participation,
The SRHD experiesncoe

paqge? 7 5\
4!

improved chances of success are not likely.



was genarally disappointing, particularly with newly-graduated

physicians who bave. mandatory service in ruwral health facilities.
The hom@ visiting program using th2 nurse and sanlLuriun has Lné
bast chahbe of success, xnft}cularly if expanded pafﬁicipation by

the commnunity is prcmoted'in any replication program.

TRAINING

Supervisory leadership abilities of physicians and knowledge and
practice of ather staff were shown to have improved with training
in the SF/WES suercises. The results showed incredsed compliance

with guidelines, and some change in staff productivity.  Nurses
1 o ‘\\\.

a]
evels of achievement. Given existing

showed the highest
systEmic weaknesses in the quality of professional education. pre-

and in-service training are necessary.-components of any

replifation strateqgy. Trainers are readily available and staff at
alffﬁévels benefit from this interventicns. The MOH commitment to
uparading service gquality, with an emphasis on training provide
{avourable conditions fer nationwide replication of-SRHD training

interventions.

SUFERVISION AND MOTIVATION:

The CAS and SF showed that monetary inceptives could not be

sgparated from octher Froject inputs in the areas of supervision
and motivation. Motivation of sugervisors, particularly the
physicians, is still a problem, given seme cf the constraints in

the systeom. Incentives for effective supervision are necessary

for real success of this intervention. Though 4zr more testing of
] k.

?

0

I

eliminat

1

thig intervention is necessary, it cannot b~ iagnoraed or

]

gince it is inter-reliated with many of the .ther replicab

intervontions.



LOGISTIC SUFRFORT:

"This intervention deals wi*P the provision and maintenance of
vehicles, eéuipment and fgffifties, and the supply of drugs and
basic commodities. The major cbjectives were to provide coveragé
for transportation needs to support training, outreach, health
education, supervision and data collection and tn provicde basic
equipment packages for improved MCH outreach and in-facility
services. It Has well received., and the CAS confirmed the
-pasitive effact of the use of vehicles for outreacrh activities.
Furthermore, the costs of this intarvention, including vehicles,
was only Z0% of incremental capital cost. FReplication of this
intervention needs more detailed research, particularly in light
of the fact that replacement costs in existing SRHD facilities.

" will have to be considered. Additionally, training bf rmechanics

and maintenance personnel in rural areas will add to the costs,.

INSTITUTTONALTZATION OF FROGRAM EVALUATION AND INFCRMATION

SYSTEMS

Upgraded comprehensive information and evaluaticn systems are

still absent in the health sector. FRezource allocations, servicea

s
outputs and system cutcomes are not easily understood due tc poor

data collection, armalysis and dissemination. (ost information iz

often lacking, and existing information is inadequately used. The
Froject used tho 5F as an integral part of supervision and the
-Family Record as a regular facility record keepning documcnt.  HHS,

MCH/FF Records, and W3S all demonstrate the userulnzes of this
) e
Interverntion. The Family Folder and Superviscry Feeodbaclk can be

‘Rasily inmstitutionalized and replicated nationwide. Uparading of
the Family Folder could replace the Household Survey (HHS).,  The

PICH record has been revised and replicated nationally.

HEALTH SERVICES RESEARCH

The intervention attempted was to institutic jralize a health
services research capability as a tool for inagement.  The

success af this intervention has led to the creation of permanent

I .~
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o D Unaib o thes renbtrrrl Fural Healt Department. While it would

able to create a health cervices research capability at

be desir
the local levels, cost considerations wauld suggest that linkages
with other MOH units, universities and research institutes are
. = _ Cod’&.
nore feasible. ' '_Q Aiiﬂ;
= fer €

HEALTH CARE FINAMCING Ko W

-r

ncing of the SRHD Froject in May 103% for an additicnsl

The re—financ
14 months in the suwm of T I2.47%4 million was targeted to i1ncraan

tne peopulation to 3.6 nillion in 4 Governorates.
al Health

-

the coverage

pticn of the provision of vehicles Lo Rur

With the ence

Centers in the project largely for outreach dcthItILS, the focus

has bheen investment in buman capital.
- - q-"—“""- e

hasia on Eraining personnel, educating mothers,

The Cost Analysis

There has been major

and providing

ircentives to all levels of personnzl.

in tost

P ]

cas) conducted by the project determined that costs

acilities were lower than in non-test facilities, though the

results woere not statistically significant. In general it wes
concluded that the cRHD Froject made a difference, resulting in

rzduced costs, particularly reducen variable costs.

The impact of the project on demand, particularly with regard to

visits and antenatal visite was tlSu;_R]lY

childrons’
facilities had lenqer periods

slan1f1c nt The physicians in test

of stay in post than clsewhere, while test facility sanitai-ians
visited public places in threir area mere than do othar
sanitarians Cthor measures of service showad that the test

facilities reached a higher proportion of the population in thait

catchment area than non- ~tpst facilitics.

Amendments to the Froject Faper in May 19835 estimated the costs to

L wm.Tw (£8.181 million) for service opera11on= and

tha GOARE ac Jd.o0n
bo a4y, ($16.058) for- projoect staif salaries from its own share of
$25.336 million which represented 784 of the total funding from

May 1983'to 1985, The cost analysis findings zhowed total cosls
before 1983 to be LE 3.54 per capita per annus in the Rural Health

and LE 2.%6& peir capita per annum in the

Center tost facilities

, rge 1l \



Rur=1l Hnalth'Unit test facilities. Costs in non-test facilities

were highér, but biases inherent in the data bases make
N,

Lﬁmparisons\difficult. Bu ) it 'is possible to suggast that Project
inputs did make differences in threa of the <ix interventions
sctudied, Vv1Z. vehicles, 1ncentives and'training. Vehicle

provision and facility participaticon in applied resgarch may have

had a significant impact.

The problem tHat needs to be addressed by the R % D unit is
whether the GOARE/USALD contributions for 1783-8%6 are camparabie
tc allocations for the non-project rural health facilities in the

4 governorates and for the rural health facilities nationwide. A
N4

hypothetical estimation has been made in the R % D Unit’ s Work
Flan of what the costs would be for replicaticn. At best, these

ectimates reflect the optimum costs to the system and should only

be viewed as a ranging exercise. Many of the recommendations and

discussions in the body of this report address the complexity of
the interventions and the difficulty of measwrement of inputs and

putcomes in isolatian. More detailed and current statistics on

Chapter 1, II arnd 111 budget items and service utilizaticon data
will have to be revicwed before any further ccorcmic analysis can
be presented. At the present time, it is passicle, as recominended
in this report, to proceed with replication in the four

governcorates, whare recauwrces are available &nd adequate.

Tha cost analysis data sugaests that som2 productivity end
quality were i1mpactis could be considered usetul in recaomnending
nationwide replication. While actual measuwrzs are not vet
possible, it has to be assumed that the inpuis made possibie. by
the external funds creatsd the environment for improvements in
services and service coverage. Giyen the fazt that ths RHS
delivery system is an ongoing aspect of tho ¥aHs and the
Governorates’ activities, a large portion of the peupenses/ costs
are fived. Additional resources for nationwide replication of the
SRHD Froject would therefore bhe needed only, in the following

areas: - incentitves - training — evalu ‘ion and research -

vehicles
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Incentives w{ll have to be )Qitially based on funds generated at

the local level, the most reasonable suggestion being the

increase in the collection of nominal fees for each visit, limited

to a maximun of 25 piastres. Half of this would be used for

facility renovation and the half for the stafé incentives.

while the MOH fiac certain built—in mechanisms for granting
incentives, at the present time, only the fee—for-service provided

after reqular facility hours appears to be equitable. Such &

1 operation would depend both on demand for

systems’ successfu
and the motivation qf th

d by increased coverage,

cervices create
This area of funding will bhave to be tested

personnel involved.

before nationwide application.

colution to the problem of finding new resources is to

One
The subject has

call for compren

been examined in detail both in Eay

ansive national health insurance.
pt and other nations, and is
still being examined by the H.I.0. Partial insurance has also

been studied. Eoth these areas are thoughtfully presented in the

SRHD Frojzct documents. Whether either system is feacsible as a

~£ fynding remains to be tested at the rural
onded in April 1986 that the

major source level.

The Fourth National Conference recommnm

Minisitry of Health study this in more detail in terms of the

rural health sector.

TRATHING

The various aspects of training - pre-servica, in—-service,

wn-the—-job, continuing education, etc. have clearly benefited

from additional (external) funding. It is an aspect of this

ional planners and decision makers

is not undertaren. MOH will

project which the nat cannot

ignore even if nationwide replication

have to generate additional funds to maintain its commnitment for

training in the rural health services delivery system.

EVALUATION % RESEARCH

page I¥
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The usefulness of this aspect o¥ the rural health system has been

Fraaanined in the MAH. The new R % D unit will need to be

actively supported through funding from the MOH, other government.

agencies involved in rural health, the internationally funded
projects in the health sector and private resmarch institutions.
fpplied research remaing a vital aspect of anvy planning and

implementation activity.

YEHICLES/ EQUIFMEMT

External funding will be required. The costs of this azpect of

replication clearly will pose major problems @o both the GOARE_ and

external donors. The success of the outreach program was shown to

be largely due to the availability of adequat= transport.
Inititial outlays will not be possible throuat existing MQOH budaet

allocations. FPooling of other project resowTes should be

examined.

GENERAL

The irvolvement of the Governocrates in generating additional funds

will, of COUFSE?'aFFECt.EEQ replication strat=agy. The
Agricultural Cooperatives and other sowrces of income producars
need to be directed toward assisting the healih sector. Variatien
within the governorates will clearly influ=snce any national

implementation strategy. Here again, the Fouwrth National

Conference has made recommendations for generating additional

community funds to help in the development of the rural health

sector.

HEQL TH MANFCOUWER RESOLIRIES

There is a sufficiant supply of health manpowsr to replicate these
interventions. The project has demonstrated the benafits of
in~service training both in expanding the role of the health
professional and in overcoming some of the deficiencies in health
professions education. Though functioning im a supply oriented
systam that is not linked strongly with analysis of demand or

pagr 13
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need, chronic maldistribution problems and shortages persist. It

i~ expected that these problems will not impede the process of

replication.

New recruitment procedures and expansion in outputs of the

educational institutions for nurses is currently undarway.

. . ?
Midwifery training for graduate nurses has been initiated and
trairing and certificaticn of dayas is being undertaken by the

Ministry of Health. At thea same time, the enrollement of\Redicé

students i3 being substantially raeducad to averd 3 surplus.

There is &lso the capability within the country for conducting

training on an incremental basis, but shortage of trainees for the

rural health system need to be addressed before nationwide

replication is attempted.

COMMITMENT OF GOVERNMENT OF EGYFT_TO EXTENSION AND
REFLICATION

4-

n in terms of this project is focused, in

Extension and replicatio
de the interventions

the first place aon institutionalizing nationwi

tested through this project which had favorable outcomes, and in

the seccond place, in maintaining and extending research

davelopment capacity generated during the course cf the project,

Extension of institutiocnalization will be conducted via the

establishment within the rural health department of a research and

development unit. This unit will contirue to serve in the same

implementing'agency role as the current SRHD Froject.

The R & D unit, will be one of two units of the geoneral
It was

This R % D

administration of rural health services in the MOH.

netablished by a ministerial decree No 307 1o 1985,

unit is to be staffed from existing SRHD core staff. The other

unit of the rural health department, which already. exists, has a

follow up and evaluation role.
According to the decree 307/ 1985, the functions of the R & D unit

page 14“}\
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The predominant “devclopmnnt“ function cf this R

encompass the im
transition toc nationwice replication of their

irom this SRHD project as well as other relevant projects,

being implemented by the

inEnr alia., the following:

.\ . .
Freparatioﬁ, implementat:)g and support of research and field

studies in the priority areas of basic health services in rural

areas: and definition of coristraints and fimancing suitable

solutions for the development of rural health delivery.

’
Study and revision of protorols submitted from the local and

central health agencies in accordance with the health plan, and

submitting tﬁem to the appropriate authorities.’

Study of proposals submitted fron international agencies about

national projects for the suppert of basic health services in

rural areas in accordance with the health policy.
Freparation of the draft agreements required, and the

methodology and approaches for their implementation; and the

monitoring, follow-up and supervison of their implementation

and their evaluatian.
% D unit will

Qlommnfazlon o+ :u;ce:s%ul interventions and the D
\d/ " *

results attained

naw

G.0.E. and other International agencies

throughout Egypt.

ars 1n a

Evidence of governmant commitment to zeplxcatxon appe

number o+ ways:-—

contribution and approval of the WHO/ UNICEF
for the

Farticipation,
declaration cf Alma-Ata regarding primary health care,

attainment of health by all by the year 2000. ,
This project

Commitment by agreement to project 263-015-76.
by its very nature was intended to "identify and validate,

through field testing, roolicable azthods to reduce or

eliminate some of Lh2 major constraints to service dolivery."

Initial implementation startad in 1980 and Egypt allocated LE
16 millions, with the US ¥ 8.4 million a3 US grant for S

years; then additional funding (amendme £ 1983 % 1968:1) raisetd
the project total investment ta £ 14.9 million dollars from o

USAID, and the equivalent of # 29.23 rillion from the

page 15
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Government of Egypt. This indicates the deep interest of the

guvernicity,  aud i be consdder et st cvidence af coaal taont .

As an intent for nationwide replication, the qovernment has

appropriated in its present budget about 4.5 million Egyptian
pounds far the "improvement of thé physical qualities of the
rural health units”,

There are proposals bging drafted at presment for fund raising
through .the charging of 2§”piastres for mervice as a community
c?ntribution, and there are studies now %o ngaglfsh a
réssonable fund rai=ing system for incemiives drawinn from
these increazed charges.

There is also a move to enforce the legizlation for obtaining
funding support from the agricultural caomperative societies to
be utilized in supporting the heelth serwvices in rural areas.
This has been repeatedly e:xpressed in the governorate

conferences as well as in the last Nationzl Conference.

Many of the basic items fcor nationwide replication i.e., the

main commodities and supplies; have already been procured or

steps taken to procure them.

The establichment within the rural healih department of an R %

D unit (Decree Z07/ 1933) for the purposa of extending the
work of the SRHD project is in itself an evidence of

commi tment towards replication. Eudgetary allocation hy

M.O.H. have already been make to fund the unit for the coming

fiscal year July 1984 - Juns 1987 to taks over the work of the

project on its termination.
Finally, there is evidence of continued and increasing

commitment beyond the activities of the SRHD project itself.

Servicos held in

The 4th Naticnal Conferance of Rasic Hzalth
Cairo, April 12 - (4, 19846 and hcaded by the Minister of
Heal th made clear in a series of recommendationzs (sze Annen F)

the interest and commitment of the governament to strengihen

and improve rural health and the services provided to the

rural population.

page Ns .2
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S. ROLE & POSITION OF RESEARCH &% DEVELOPMENT UNIT FOR THE
FUTURE

The Sth TAC meeting recommended a permanent status for the R & D
unit for which a Ministerial Decree was issuad (IQ7/89 stating
its scope of responsibilities. The functionail profile calls for

three major activities:
1. Research

Training/ Design/ Implementation/ Furding
b Review % revision of protocols % proposals presented for
funding by national and external scurces
€ Dissemination of results and facilities of their
applicaticn
2. Solfcitation % study of grant offers from national &and
foreign donor agencies for supporting RH Care delivery.
3. Freparation of project agreements, plans & inplementation

arrangemants.,
All these activities are fo te directed to idenmtify:

1 FH Froblems and priorities

8}

Ferformance difficulties % possinle solutions
Means to improva guality of service

4 Ways of applying research, findings & results

4]

Criteria tor setting performance standards

The evaluation team feels that the establishment cf an R & D unit
i1s one of the positive cutcomas of the SRHD project. It has
established the prosence of a tapable, competent scientific
Rersonrmel who zan be active in the ficeld of rezcarch ¥
development. The everchanging healih newd and the respensi veness
ot health services dictatas that the MOH should hawve avallable an
insiitutionali:ed capability for continued systematic % scientific
development and a body of staff with expanding R % D skills.

Fage 17
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Thae V4 L wit delJLd 1ts research functica from previous
research act1v1tes that were conducted by tre project.team during
the years from 1930-1984, These research Aactivities consisted of

health services action criented recearch.

Current Status:

The R % D unit is now housed within the facility available for #pa
SRHD project at the Nulriticn Institute, kKasr Ci-Tiny Strect. .
unit has developed its staff members in the different dis sciplines

with corresponding support services.

Scope of activitiesg:

As set out in the Ministerial Decree, the SCOp® of activities ig
ambitious. In the way the activities proposead include functions
as "review % revision of protocols, propcsals presented for
funding by national % arxternal sources, preparation of project
egreement, plans & implementations arrangements”, These
functions to be rerformed in addition to research and development
activities., The Evaluation Team feels that ttwe R % D unit ig
capaole of conducting these activities g_ovxd»d it is limited to
unit’'s own pritocols & propaosals for supporting RH Care doliveory.

The scope of activities can stem from Cifferent channols:

a) From initiation in [ & D unit itself based on the results of
the current SRHD Project. This will involve for example
further handling of SRHD data ond 1ts dissimination; roviows
Oof training programs and their replicability; evaluation of
involvement with other agencies in itsg activities; and the

ieans o oobablish co-ordination.

Y

b)  From Operational problems determined oy RHD as warthy of
further study and probation. These can ewvolve from the
Peripheral and/or central agencies working in the field of

rural health service,
Fage 18
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c) From Development activities initiated by other agencies within

MOH or from outside.

Orqganizatiaon frameworl::

The R % D unit 15 _a resource body for plannlng/ 1mplcment1ng/

supervising % Pwaluarlnq rerearch activities. It is a scientific
body nf specialists % euperts devolting their talent % euperience
in the line of action research that has the goal to improve %

strengthen the rural health service delivery system.
The unit has been organizationally placed in the RHD in MOH. We
would recommend that it should be directly linked to the office o

the director of RHD.

The Financial Support:

Staff cost will be supported through the regular payroll and

.incentive policy. 7This is nat a constraink.’

Howev/er, the RHD needs to allow within its budget for the
necessary financial swpport to cover Lthe operational rost of
unit’'s functions. At the same time, it is recommended that other
patentional financial resaurces are explored, specifically,
budgetary allocation from MOH and {financial! support for Research
propoaais submittod'té—lggéi o international funding agencies

e.q. National Academy for Scientific Research and Technology,

USAL1D, WHD, UNTCEFR ctc.

Internal Flan _of Organization

The urit sheould be managed by an efficient % well selected
fulltime director. It is proposed that in addition unit should
have a technical Ixoard headed by the direcbtor and an advisory
Roard headed by RHD Director General or Undersecretary of State

for FHC.
Fage 19
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Suagested_activities for near future: The & % D unit might

usefully:

1.

Flan for Replication of successful interventions after further

analyesis of data.

Build up a Record system, control flow of information %

consider Developinent of a HI System working in both directions

up % down to the periphery.

Carry on more research on the health economics aspects of the

interventions & developments that have been conducted.
Work on standardization of training programs.

Study Logistics.

Co-operate with ongoing programs — eq. Miarrhea, Urban

Mealth in the following dimensions:

a) Implementaticn of accepted interventions in RH areas.

b) To co-ordinate, with their experience the replication and
standardiraticn of interventions.

c)  Standardize forws, recording, and reporting systems,

Co-ordinate with future programs eg. Child Survival, EFI etc.
in the planning, implementing and evaeluation of interventions

in the rural sector.
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6. . ESTABLISHING A STRATEGIC FOCUS FOR CONTINUING THE
DEVEL OPMENT
1986-2000

Introduction: A document on’ strategic proposals for the

develaopment of rural health services (1986-2003) (see Ref: 4 ANMEX
D) has been prepared by eupert committeesg involving staff from the
SRHD project. The pruposa:s covered S criticsi area:i_@anpqucr
Development; Health Care Financing; Management_Development;
Information and Evéihﬁfion‘and Technological Davelopment. The
Strategies wera developed around demographic amd MOH institutional

profiles as well as national health pclicy.

The strategies laid out in the report of the exrart committosag
waras comprehensive. The Evalua‘ion Team found little in theo
strategies prenared with which they could not aqgree. If there was
to be a criticism levelled at the propocsals, i% would bé that they
were too all-embracing and did not separate out those strategles
which, in terms of feasibility and application, would agpe2s- Lo be
most appropriate {for early implementation. @s part of its
activities, the Evaluation Team reviewed the strategy proposals in
terms of the results of the work of the SREHD project. From thisg
review, and in the light of project experiences, a number of
suggoestions are made for focusing initial furthaor developasnt

steps.

MANFOUER STRATERY The manpower sirategies proposed for {fuwrther

developmaent of rural health services are incorporated within four
main elemento; (§) Flanning of Manpowar Developrant: (2)

Strengthening & upgrading manpowar #nowleodge and skills; (3)

Upgrading manpower motivation; (4) Upgrading macpower managemant,

FACE 23
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PLAMMING 0OF MANFOWER DEVELOFMENT: Two strategies are proposed with

the purpose of; Strengthening communication & coordination in
manpower develeopment: Creatfon of a demand supply master plan for

health care manpower.

STREMSTHEN [MT3_ 2. IF-BRADING MAMEOWER KHOWLEDGE & SFILLS: Three

strategies proposed; (1) Continued development of basic
professional education with emphasis on comaunity oriented
practical skills; (2) Upgrading % expansion of mre-service
training: (3) Institutiomalizing of in-service training linked to

the supervisory netwerk.

UF—GRADING MANFDWER MOTIVATION: Strategy preposals include:

Improvement of working % employment conditicns: lmproving career

opportunities and enhancing job satisfaction

UF-GRADING MANFOWER MANAGEMENT: Four strategies were proposad;

(1) Forging an interlocking network bcetwean training % suparvision
at all levels af the Minsitry of Health; (2) Extabliching
apparatus for evaluating impact of training on performance; (3)
Upgrading of training methodologies; (4) Undertaling research

studies on critical manpower issues

DISCUSSION AMD RECOMMENDATIONS: At the outset, it perhaps neads to

be said that the most fundamcntal of the issuas facing the RHD/rMOH
is the motivation % commitment of its staff. ‘This issue is most
significant {HAtHéwbHVsician'cad?éé‘ﬁﬁgéuse af their influencea.

In this area, only limited success was achievaa through the SRHD
project interventions. The ptrablem shaowed itea)f most clearly in

measwes of management, productivity and superwision improvemant.

FAGE 22 4
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Some basic_requirements far improving moftiwation are:

= PBRasic human "survival" needs arce mat. v

- Individualé have objectives against whicih to measure
themselves.

- Indiviauals have a feeling of some coatrol over their
"destiny".

=~ Individuals feel rewarded for doing wall and'that their

individual contributions are recognised.

Given these requirements, it is now recognised from experience

elsewhere that training alcne has minimal effuct on managerial &

sSuparvisory activities unless there are chamnges wi+thin the

organisation that actively support the devalopment & application

of these skills after training.

Most commonly, the way these requiresments .o cevelopnent are net

is identification for individuals of goals I cbjectives o7

the

organisation, both national Y local with which they can ldenfity.

From the information available to the evalwwation team, it

would

appear that some of the pPredispesing factors which influence

commitment and motivation are not vet in place. "Eottom up”

Planming is still in its infancy; thare is little local

involvement in planning or se ting cbjectiveas and cortain cadres

of staff are Leing undarutilized as a result of g supply-—1ed

RPlanning praocess combined with a full empioyvment policy.

While these are indicators only, it is suggeetive that there still

remains soma fairly fundamental work to ba done to provide

in the -

local setting a framoworlk of purpase around wihich supervision and

management can flourich. It i, probably arcwnd the concept of

locqlly established work plans and targets £hat strategies

an

motivation, management and training can best be further developed.
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Strategies for implementation could includs: (1) Development and

staff training on Management by Objectives concepts. (2)
Expansion of current management and'supervisory traininé of
peripheral unit managers to include inter-parsonal communication
skills training. (3)  Local organization with general
guidelines of work plan formulation with targets/objectives
linked to locally observed needs. (4) Further developnont of
incentives scheme for measuring and rewarding performance and

achievements.

HEALTH CARE FINANCING ,STRATEGY PROPQSAL The basic concept of this

strategy is to develop means to assure adequate finanzing for
rural public sectors health delivery in keeping with Egyptian
social and health policies. The strategies proposed focused on Lha

following:

{. To insure finan;;ng which would enable rural health facilitios
to deal with 80% of the health pProblems of the population
served.

2. To assure drug financing through increased comnunity sharing
of health service costs.

J. To assure financing through increased budget allocations for
health to the per capita level provided by the Health
Insurance Organization.

4. . The redistribution of budgetary resources of MOH, with

substantial and incremental increases im investment in FHC.

DISCUSSICN 71D RECOMMENDATIONS: Feasible strategies which- focus

on major sources of funding in the immediate planning for

nationwide replication would be:

1. Generating funds through the activities in the facility, such

as the collection of nominal fees in the amount of 25 piastres
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per paﬁient visit, fee-for-éervices pravided after regular
hours, and profits from the sale of durgs.

2 Soliciting funds from local and district authorities throuagh
the Agricultural Cooperatives, Leocal Development Fund,
Industrial Hazards Tax, and private donations and charitable
contributions.

3. FEidding for euxternal funds at the Governarate and Central
levels through coordination of activities with ‘international

and bilateral health agency funded projects.

Facility generated funds coQId be used in providing staff
irncentives and upgrading of the physical structure. Community
funds would be used in improving the information and management
activities, including local traiﬁing and ressarch. Naticnal funds
could be used in mesting capital expenditures, vehicle and
equipment costs and in planning and evaluation.

At each level, the quaiity of services, the extent of
coordination, and the degree of commitmz2nt would determinc the
rate at which service coverage would Le expanced in the diffsrent

dictricts in rach gevernorate.

Naticnwide replication would, therefore, have to he implenented
incrementally basad on the ability and willingness of local
communities Lo finance the maintenance of their health racilities,
and negotiate with regional and national authorities to finance

the upgrading and expansion of the rural health system.
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Becommendations:

—
.

Increase substantially and incrementally the MOH investment
in PHC.

2. Strengthen current MOH commitment to tpgrading of rural
health services,

2. Increase community revenues as sources of health care
financing.

MANAGEMENT DEVELOFMENT STRATEGY In the Strategic Froposal
Document, managemant was defined as the piIrocess of involving men,
meney, and materials in a purposeful way. The document also noted
the fact that managazment concerns use af time, methods and
motivation. The primary abjectives of the MOH are:
(1) To improve and up—-grade the etficiency and
effectiveness aof the PrimarylHealth Care lManagement
Systen. .
(2) To maximize Utilization of aviilable rescurces by
improving managerial practice:s.
(3) Merging MOH aﬁd SRHD managerial euperience to utilize

past lessons and analyze constraints at all levels,
(4) Identify FHC managerial problens, as their causes;

effects and passible solutions.

Discussion & fecomnendation

There has been a long history of PHC managenent in the caontext of
developing a local governmental system im rural healkh facilities

managemnsnt since 1954,

Page 2§\a
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The SRHD project attempted to improve the infrastructure by
1ntroduc1ng nterventions which wauld achieve the objectives of
improving and upgrad1n-\rurdl huath services Among those |
1ntervené1on= were mandq;mpnf related concepts such as: .

(1) Superv151on and Motivation (2) Evaluation

(3) Logistic Support (4) Service Delivery (Outreach)

In the process of “testing and implementing these interventions,

problems were identified in regard to manpower management,

planning, Craanization, communic altion, budgets . and logistics viz:

- Inhérgnt Yeficiencies in the local service system, particularly
in health sector management and administration

- Flanning was not related to aqverall henlth sector programs and
project Lmrgeta

= Organizational structure is fragmented amd multidimencional

= Communication problems develop in a pluralistic structure

The Strateqv

- Effective nanagment of a health care sysiem is necessary to
replicate interventions and maximize bemefits through efficient
use of limited recources. A

- Improved management of the Fublic health sector is necessary to
promote the ccmnunity inval vement necessary to develop a rural

health system.

= Incentives are nece 2ssary to promote the concept of effective

management 1n the Public Health Sector.
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Recommendationg

{-

Plannéng and Organization as part of tte management process
must éontinue to de: fTop at all levels of the MOH as well as
in the Rural Health Department.

The successful interventions of training and supervision
should be applied to, promote the plannﬂwq process. (see also
Manpower Strategies). Authority and responsibility should ba
clearly delegated to assure effective gerformance of
personné&.

To place in proper perspective, the mamagement of a system as
complex as FHC services will reguire tie implementation of
interventions to strengthen the infradiructure and imprcvé
communication at all levels. |

Current managers, administrator supervisors and
decision~makers at overy level of healih care manpower
develcpment should be subject to managzment and supervisory
training.

Relationships between services aznd cogls should alway% be
analyzed in light of demonstrating cost effoctiveness when new
changes in services bring about'empand:d and/or increased
utilization of resources.

Rigid rules for servicing and maintaining vehicles and
equipment should be adhered to.

Evaluation, must be made e dynamnic mammgamenit process to allow
analysis for informed decisions and information must be
aggregated frequently for timely interventions at the

ditferent levels of the R.H. system.

W
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INFORMATION AND EVALUATION STRATEGY PROPOSAL

The present MCH information consists of dwta recorded on

-individual client forms and aggregated for each

vital events, communicable diseases and service contacts,

as a moenthly report sent to the governoratie level on dailv

activities of the health unit.

information to the central MOH every three mcnths.

using di;ﬁinct formats are sent at differwent intervals to other

central and local departments and project.

The SRHD project contribution was through. developing family

as well

program regarding

The govermorate in turn sends the

Other reports

folders, community maps based on community census; MCH/FF records

and the supervisory feedback.

The strategic proposals focus on:

" 1 -

Reformulation of the information base and savaluation
criteria for enhancing its use.

Redefinition of current data flow Charmels and usage

- patterns to asswe {fesdbact: and facilitate utilization at

the different levels involved.

Definition and integration of pProgram components into a
multi-tiered information system: Community/ Facility
Action Flanning Data EBase (Frofile) Dased on family
folders continually up-dated through the routine home
visiting program, District, Goverrnorate, and permanent

a
Health Frofile of Eg?pt as well as special studies.

Standardization of the present feorms bwsed on speocifisd
parameters to facilitate the methods c analysis and
interpretation at each organizational level.
Utilization of modern equipment and me*hods compatible

with human and economic resources.

\b
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D1scuss1on and Rnrommeggqgggnsa

The proposed strategy is broad and comprehensive. It requires a
precise definition of content and sources of information at all
levels including defining standard indices required for policy
making, planning anrd manarement as well as ensur1ng appropriate

3 e m————

data flow vert1cally and hor1 :ontally. Moreover, it will require

measures to maximize utility. of the information and the continulty
of the system at all levels. This will require thno commitmenh:'GF
“the authorities at the variouis levels to SyNnchronize the
information management technology with the required level of
manpower development. Financial and ddm1n15trat1ve constralnls
6ay be &n abstacle facing this comprehensive strategy. However,
it is proposed that the institutionali:z at1on of MCH forms and

the use of updated famlly folderq 01 a national level can pravide

thprmat1on on cammunity profile as a basic first step,

Recommendations

l1- Forms for activities other than the MCH should be
standardized.

2~ All forms to be revised to ensure the the minimum essential
information collected to meet management needs.

3~ Data collection and processing siiills o be developed at all

levels of the health system.

4~ Active interventicns to be introduced to increaseo the
bidirectional flow of information.

9= Family {folders to be adopted as.a national standard.

N4
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Technological Develonment Stratany Pronasal

——l )

Technology in thig context is defined as the utilization of skills
based on current scientific knowledge to deliver and'upgrade
health servicues, It is identified as A priority in the conktext: of
health needs of rural conunities. It maximizes the Proper use of
manpowar and material rescurces available Within the
socio-cul tural context.

~J
The strateqy Proposal addresses widely the cortinuong developaent
of the means to provide and Manage haalth services in the rural

health system activitieg,
The strateqgic Proposals included:

1. 8ystem Structure Service delivery package through Clearly

defined and differentiated technological levels: small
villages not served by RHF stationed in village thirouzh
resident nurse and physician Periodic visitsg: peripheral
sételitte comnunities through Daya’'s activity and periodic
nurse visits; RHU through Upgreading and EXpansion ct present
Programs through activities gf g health team {phvsizian/

Nurse/ Sanitarian/ lab. Technician) Rural Hospital by

e e
——

Upgrading FH certers With specialized and technical SUPport 1n
fields of public health, Pediatrics, cbst. 2 BGvn., internal
medicine, dentistry, radiolagy, laboratory and Statistics

2. Cons!;_ru:tiqaJ Equipment and zupplies Pevelopment or heal th

building design, residential quarters, selection and
Procwrens:znt of equipment and supplies, the croation at thae
Qovernorate and district levels of preventive and curative
maintonances Capabilities, revision of types ot drugs NReded,
Updating availability of diagnostic equipment anc 1nproving
the availability ov transportation and communicallon

facilities,

w
.

Research and d@velgpmenti Operationlizaticn and

institutionali:ation of a central R D unit

(Multidisciplinary, Inter and intra institutional)

A
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Discussion % Recommendation:

The proposal for the system structure overcomes the provisions
problem of basic health services for the peripheral satellite
communities (ecbas) and satellite villages. The laanhing of such
a system however will require the MOH acceptance and approval of

the Daya role and on the role and policy for nurse production.

THe "supervisory-role is also not clear in the proposal.

The proposal for construction, equipment &nd supplies component
although logical suffers from the serious conutraiht of budgetary
limitations which make it difficult to implement. The most
encouraging proposal is that of Research and Development. The
experienced personnel are there and acknowledged by the RHD and
MOH. It is up to the R % D group to develop the concept within
the system ard to increase their capability in operational field

activities and to us2 to best advantage the resources available.

Recammendations

1. MDH adoption of proposed system structure to allow cutreach of
FHC services to uns2rved populations. Replication could ba
done in phases starting with the distiricts included in SERED
project.

2. Strengthening R % D unit role in operaticnal field studis:s.

7. RELEVANCE TO OTHER U.S.A.1.D./C.0.E. HEALTH AMD_FOFULETION FROJECTS

The USAID/Egyect health aﬁd pepulatiaon projects are: (1) The
oncoming Child Survival project: (2) Thz Suez Canal University
Medical School; (3) Urban Froject; (4) Family Flanning projocct

and (5) NCDD project

= The last T projects will terminate next vear. Hence, their
benefit from the euporience of tﬁe SRHD project will be limited.
However, there is evidence indicaving that these projects shared
experienceas and collaborated activities. Among the exanples to

be cited: the DDCS study carried out by the SRHD project

FAGE &1
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contributed to the National ORT pProgramme initiative. The
project staff carried out Diarrheal Research To:ionomy study
sponsered by NCDDF, The MCH forms institwtionalized nationwide
were based substantially on SRHD and used by the Urban and FF

projects.

Linkages were attempted with the infnovative Sue:z Canal
Uqgversity Medical School (FOM/SCU). This linkage is important
.as communiﬁy based setting is fundamental to the gducatiaiial
system developed by FOIM/SCU. fo be operational this system
requires the use of peripheral health units to provide students
with learning experience in hospitals and coomuni ty—-based
settings. The FOM/SCU plans are to extend the pattern of
collaboraticn to other governorates. Therefore, they can include
in their plans those of the RH5F, which thas already constructed
training centers and staffed and equiped them. The statf of the
training centers have already been trained to carry out their
responsibilities and the physicians role has been expanded to
include training and supervisicen, The autreach and home viziting
activities can be utilized tg provide more learning elparience
through active partiéipation of the student and faculty in
community and family problenms. They will acquire skills in

communication, and early case finding of discases.

¥ The ongeing projects @.@. Diarrhea, Wban and FF project
should cooperate with the established S%D unit in the

implementation of accepted interventions in RLD areas.

* Health teaching learning materials developed by the project
including the jcb description and guides for the peripheral
staff and trainmers giudes should be used and a apted to the
needs of ongoihg and future projects. The adaptaticn,
distribution and management of those materials could be

carried out by the R%D unit.
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* The family record forms and process usad in home visits could
well be the basis for standardizing and making uniform a
La==lir-=z w . dhxnzl ond child hralth datra avetem. It should be
consistent with international demograghic standards so that
interéretation of r:gults can be possible regardless of the

national, international or local reviewsr who uses the data.

B. LESSCONS LEARNED AND RECOMMENDATIONS

LESSAMS LEA@NED:

In the eight years since the project’'s implementation, acner:sl
lessons have beesn learnsd that are relevant for +ulure endeavaurs
related to nationwide replication.

Starting from the evaluation team's own difficulties in

interpreting project results, i£>is clearl; Eapbrtant that

evaluation instrumants should be designed at the initial
planning phase of a project and mainntained through the cevelopnent

process to ensure managerial control.

Secondly, in the very complex  environment in which interventions
such as those attempted by this project were undertaken, it i3
probably unrealistic to expect to get a clear cut relationéhip

between inputs and ocutcomes.
P

Thirdly, the issue of staff motivation involves & very complox
interplay of factors between the individual, the organisation and
society in general. Improving motivation requires simultancous

engagemant with multiple interacting variables.

More specific conclusions relating to the particular interventions

undertaken during the project are as follows:

QUTRENACH:
Systematic outreach as carried out through the homea visiting
Program had considerable impact on improving service coverace and
utilization particularly of MCH services. Replication of the.home'
visiting program will have to address th' issue of invalving the

daya along with nurse to expand MCH cove;ﬁge. It will also

te— . —
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require clarifying the role of the sanitariam in health education -
and ~avironmont a3l heal th :ctivifinc. fn mffoctive homm vi-itin-
pProgram requires a combination of transportation, training,
supervision and management. Eailure to provide any of these
elements is likely to result in significant reductions in impact

of outreach programs.

UPGRADING OF IN-FACILITY M.C.H. CARE:

The expanded role of the nurse in providing in—facility MCH car.e
augurs well for future replication efforts. In~service traininag
contributed to the success of thisg intervention, having pégiflué
effects on motivation, improving asnects of health education., and
upgrading the logistic aspects of the program. Staff attitudes

toward tha community and its health concerns were most likely to

show improvement in the areas of Family Planning and MCH.

INTENSIFICATION OF HEALTH EDUCATION:

The effectiveness of health education is more depende..t on stafs

commitmant thanm on the means used to educate the community.
Self-learrning malerials were not used by statf and the visual

aids and materaials not appropriately utilized. Lack of
motivation on the part of the providers and failure to establi=h
compunication with cammunity leaders clearly impacted on commnity

participation through health education.

In-service training has proven to be a valuable motivating factor,
and is effective when Jlinked to perceived jobs neads, although 1.
Cannot compensate for shortcomings in bagice ~rofescsional
education. In-service orofessional training was well received,it
improved the performance of the nurses. Training tnat was not
task oriented only imparts knowl 2dge and does not help develop
skills or change attitudes. On—-the-job trairing tied to |
supportive supervision, emphasizing task orientation represents
the most effective learning modality.

| IARAL I S} ‘Q/)/



LOGISTIC SUPPORT:
Flanning for the purchase and maintentance of vehicles and

procurement of these vehicles through the project clearly was
unrealistic in terms of overall costs and capabilities.
Eureau;ratic_processes related to logistic suppart in the purchase
and maintenance of vehicles, the supply of drugs, and the purchase
and repair of equipment we#e cuinber-same and hawve a major_impact on
implementation. '

Thé selection of appropriate, simple-to-use egaipment enhanced 1 ne

use by staff and simplified maintenance.

SUPERVISION AND MOTIVATION:

Upgrading of servica quality is difficult toc achieve unless statt

incomaz is substantially improved and systematic supportive
supervision linked to performance-based incentives is emphasizad.
Fersonnel biases on suparvisory evaluation could have been reguced

if more specific objective sets of criteria foi- supervision had

been designed.

The finamcial incentives linked to parformance can influence
individual behaviour but cther incentives need to be used for laonag
term changes in motivaticn. Fre- and in-servica supervisory

training could be of advantage in this respect.

INFCRMATION AND EVALUATION:

Data currently collected concentrates on sarvice statistics, d s
nct always provide the parametazrs for evaluation, is not used at
the facility level, and limited use is obsarvad at higner levels

of the system. Coordination betwsen the lacal, district,

governurate and central agencies was not evident and base line
information was not available. Duplication, multiple data
collection efforts and lack of communication between MOH projects

tend Lo further isolate the rural health sector.

FAGE 3% &



The introduction of the SRHD family falder could be an excellent
- etartinn pnint for tha Arvrlnpnrnt of P EAEPTeRan s Ve D e e
system to be used in the development of 3 strengthenesd national

N, \ .

rural heélth system.

HEALTH SERVICES RESEARCH:

The project has been successful in testing and applying
interventions. The experience gained fram health services
research in the development and implementation aspects was
impressive/aﬁd contributed to the evolution of the Ressarch and
Development Uhit. The failura tu dissam nate research findings
and provide feedback to the facilities limited the utilization of

research.

RECOMMENDATIONS 5

The evaluation o+¢ the achievements angd shortcomings of the SRHD
Project’s attempts to upgrade critical aspacts of the rural heal tiy
services delivery system through the introducﬁion af several
interventions make possible a sat of recommendations that will be
of importance in the pPlanning of replicaticn strategies on &
nationwide basis, The inputs made pcssitle by the availability of
external funds helped create to the envircnment for improvemantsg
in services and service coverage will have to be financed through
the generation of internal funds. A4 Priority recommendation ig

that:

Community cost sharing mechanisme show'd be adopted in

order to {fund 1Lhe Lpgrading ot ser-vice auality and

physical facilities.

The additional resources needad for nationeide renlication wosl o
be in the arcas of incentives, training, evaluation anc research,
and vehicles, with the involvement af the Giovernorates being

essential.
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The_Ministry of Health investmen t_ffor_rural_primary

health care should be increased sulbstantially and

incrementally and be used only for rural PHC system

activities by the Gavernorates and Districts

More specific recomnendations relating ta thie particular
!

interventions undertaken during the project are &as follows:

Svetematic outreach should be inetitutionalized usinn

the MPH/FP home visiting program s its focus.

2. BEoth the nurse and the daya should serve: in such an outreach

program.

b. The sanitariah should carry out his related duties in-

accordance with his training and job descriptidn.

HEALTH EDUCATION:

Community participation should be encowranad in_all hezlth

poucation activities in rural aress

a. Health education at the community level should involve local

7 h

leaders.

TRAINING

AY
<
I In—service and pre-service traioing for _all cateqories
\] . . . .
' of rural health personnegl ShDuldfL@_jnStltUtIDﬂill;ed.
a. Training should be task-oriented and l1inked to suparvision.
b. Training in behaviour modification shawld be included as part

of staff training in health education at all lovels of the

rural health system.

! //
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Training should involve the strengthening of managerial skills
arel practicss of apprupﬁimte Lt at ail 1u:e13»a2 Cive Trowl Lt

system.

d. Organization changes need to be introduced to encourage health

service managers to adapt improved management practices.

LOGISTIC SUFFORT:

JQBMXJQ]

Logistic support bn considerad an_integral part of overy

operational health program

a. Logistic support be based on Egyptian capab111t195 to operate

and maintain vehicles and equipment in rural areas.

b. Replication strategies should take into consideration the

possibility of utilizing vehicles from cther projects.

SUFERVISION AND MOTIVATION:

Supervision should he baced on abiectives with

incentives for motivation and using criteria

consistent with Egyptioen standard: and atteinable

within the rescources available.

a. Incentives systematically introduced by the Ministry of

Health, should bha performance base

b. There is a nezd to make more specific the cobjective critoria

and standards for supervision.

€. SBupervisors should be actively involved in the designing and

development of training curricula.

d. Future efforts to change staff attitudes and motivation should
involvi action-oriented behavioural scientists in designing

and implementing the interventions

9
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TNEORMATTIAN AND_EUAI IATTON:

The central role of MOH’'s Statistics Department should

be strengthened to ensure that new projects and new

activities will build on a common data base and

eliminate duplicative reguiremen:. on data collection
- :

thét now_exist throughout the health system.

a. Information collection and dissenination be institutionalizced
both at the facility level and the central level, such that
the flow of information is continuous-and relatad to program

implementation.

b. Evaluation instrumsnts should be designed at the initial

planning phase of all pirojects related to cervice delivery.

c. The Family Health Record be used in the development of a data
base at the community lavel and be ravised and updatad op a

regular basis.

HEAL"Y SERVICES RESEARCH:

The Research and Doevelooment Unit ctould forcus on hezal th

services research with an emphasis con rural health

developmpnt _activitises based on priorities identifisd

in collaboration with relevan® MO4 deopartments angd

projiectes.
a. Applied research and development activities should be fundead

at least at the SRHD Froject levels and be linled to MOH

Departments and Frojects involved in health services research,

o
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REFLICATION

Finally,

feasible and should initially concentrate bn expanding

to cover the four Gaverncrates involved with the SRHD

Project, and where resources arce available and adequate.

Implementation of the interventions should ensure that reqgul ar

functions of the facilities are not dizrupted.

Only those interventions which have already provedltheir

eftectiveness and validity should bae implemented.

it is recommended that:

Stratecy proposals in tho five identified critica)l arnag

of _manpower develcpment, health capmis -Finar*ac:inq.l

management development. informatinn and evalustion, ard

technological devel opment TOr furctioes reral health

service delivery system devel opment be forused an key

starting pointe described in the rEport
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ANNEX A
Statement of Work
for
Final Evaluation of the
Strengthening Rural Health Delivery (SRiD) Project
’
(263 - 015 - 78)

Objectives of the Evaluation:

A. To aszsess the extent to which the Froject has developed and
institutionalized a rezearch and development (R%D) Capability
within the MOH, as well as the effectiveness, replicability,
and impact of interventions developed by the Froject Unit.

B. To provide technical inputs useful to the GOE % MOH in planning
% implementing the replication o+ success. ul BRHD interventions
in the context of a broad strateqic orientaticn for the
continued development of rural health services threugh the vear
2000, ond in allocating resources for health inputs to rural
developmant.

Scopa_of Evaluation:

Based on available data, and with *he intent of maximizing the

usefulness of thisg evaluation to both the NOH and to UsAaID, the
evaluation team igs expected to answer tho following questicns:

l. To what aextent have project interventions strrengthened the
delivery of rural health services in project districts? What
evidence is there of the measurable impact of these
interventions, singly and/cr as a Package, om the healih status
of populations in these districts?,

<. lWhat interventions have proven to be replicabhle, as regards
their technical, ddministrative, financial, and spcial
+easibility? What is tha potential of thece proven
interventions to upgrade health servicaes delivery and to
improve health s*atus at the national level f¢ they are
Feplicated naticnwide? To what extent ig effective replication
of project interventions depended on the avai lability of
2iternal donor funding?

“ Are the strateqgies for replication developed by the proiject
appropriate and realistic? Do they adeaquatalw consider the
potential constraints to nationwide replication? How can they
be most effectively incorporated into the overall MOH strategic
framowork for the development of health servizes in rural
Egypt? Does this frameowork appear tao be realistic?

4. What evidence is there of commitment within tihe GOE and the 110H
to replication of effective project interventions and to long
term Upgrading of Rural Health Services? What has been the
contribution, of the National Conference to mobilizing this
Commi tmant,

V)
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AN
Has the pﬁpject establieyéd an appropriate organizational
framework and systems for the nNew Research ang Development
(R%D) Unit within the MOH? does the unit's structure ang wor
plan support itsg intended role as a center of innovation within
the MOH? Have effective and appropriate m2chanisms been
established for the selection and implementation of applied
resaarch Prajects, ag well as for Praviding Moy Planmers and
decision makers with infarmation on research outcomes? What is
the likelihhod of continued institutional Growth ang
develaopment 6F’the R%D Unit after current UsSAID Projoecs
assistance terminateg? What, if any, are the remaining
constraints tg tha unit ‘s effective operation? How might thesa
best be addressed?,

What should be the role of the new R&D unit Vis-a-vig the
implementation of‘replicable, sliccessfyl intervantions
devel gped Under itg auspiceg?,

To what extent can the other USAID/Egypt Health angd Fopul ation
Projects benefit from the Bxperience of the SRHD Frojact?

Which Specific interventions are acpropriate for replication
through these Projects? How can the strateaies for Upgrading af
Fural health sServicasg identified undar the SKRHD Froject be besgt
incorporated into these projects~r,

How might AlD-assisted health Propjects in other counti}es
benefit from the SRHD ®iperience in implementing Primary health
activities jin rural and urban settings?.
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ANNEX B

The Evaluation Pragram

Establishing the Worlk Flanm

After initial introductions of the Evaluation Team members,
Dr. Hornby left open for discussion how the team wishod to
organize for the evaluation. It was agreed, that the
evaluation team would act as a unit and that the final report
would be a reflection of all the team's cooperative effort.

An outline of the procedure to be followed and a worlk plan for
the E.T. was agreed upon. The Egyptian cownterparts together
with the R % D Team listed for interview the major players
responsible for decision-making in regard #o the IRHD project.
(A list of the persons interviewed ic appemded) In addition,
the SRHD staff orgenized and presented to #he E.T. all
docunents prepared and utilized in the B ywars of the
preject’s life. Included were all previous evaluations made by
both internal and external evaluators. (AR list of the
documents reviewed is appended)

Dr. Hornby undertcok the development of an ocutline for all
members of the E.T. to follow and established a schedule for
meeting critical dates for completion cf z=pecific documents
and meetings with VIF‘'s in both the MOH amd USAID. In
addition dates to conduct field observations were agreed uvpon.

Interviews: Eackground and Status Reports

Beginning with day one, interviews with thae SEHD staff Eegan
to acquaint the E.T. with the project and its current status.
Specific questions were directed to the executive directora nd
resident advisor faor intimate appraisal of activites by all
membars of the team.

Interviews: Interventions - Success and failures

The following three days consisted of intervicwing and
listening to all MOM personnel who directly o indirectly
played a part in implementing the interventions. The SRHD
staff prepared cutlines which illustrated how each
intervention was plannad, organized, implemsnted and received
in the Test arcas. Also, thoe SRHD Staff and Rural Health
Administrators of the MOH described succescos, failures,
accomplishments, constaints, lessons learnaed, strategy used
and problems encountered in the life of the project.

The E.T. requested documents, questioned activities, theories,
assumptions and interogated the interviewed persons concerning
the processes - administrative, planning, tmplementing and
evaluative criteria used.



The cooperative of the SRHD staff was excellent; the
Presentations through and the rapport in ewery way was
extraordinarily complementary,

Ohservationea:

The E.T. travelled to two aress the Governarates of Fayoumn

and Guiza to obtain first hand knowledge of the impacts of the
interventicone. The Govbrnorate of Favoun was selected as an
area where the tost of interventions was applied. The
Governorate of Guiza was selected to observe an area in which
the interventicns were not applied.

Observaed were a Training Center, Rural combined Health unit
and one rural health center.

Interviews were conducted with Fhysician Directors, nurses,
District and Governorate Directors Local Village Council
Chief, and allied health workers in the area. (A list is
appended)

Recapitulation and Freparing the report

The final davs of the Evaluation Frocess consisted of the
Evaluation Tean reviewing, commenting, debating, and writing
drafts of their responses to the scope of services as
pPresented by USAID.

Dr. Hornby establiched work plans for each member in regard to
Preparation of tho final report. The entire team reviewad,
commented and editec 2ach others reports., In essense, the
final report is an &..ulgamation of the entire Evaluation
Team's input. Thus, the report was prepared.



SCHEDULE -
SRHD FRC XCT. FINAL EVALUATIGN

April 26 - May 15, 1984

April 25
F:00 Introducticn : Welcome Dr. Mostafa Hamnamy
Review of Scope of Work
Adoption of Fresentation
Agenda
2:30 Team Internal Organization Session
10:00 Recess
10:15 Presentations
.3 FProject Profile Highlights Dr. Ahmed Magaty
Dr. Tomas Engier
11:45 Recess
12:45 . «2 Summary of SRHD Intervention fnalysis
Dutreach Frogram Dr. tiohammed Moati
In-Facility MCH/FF Frogram Dr. Ahmed kashmiri
Health Eduation Dr. Ibrahims Awad
Training Di-. MNagwa Farag
Supervision Dr. Nasr El-Din El Tantaws
Logistic Support Dr. Farouk Mounir
Frogram Evaiuation &
Information Dr. Samir Guirgis
Health Scrvices Razsearch Dr. Ahmed Nagaty
Aptil 27
B8:30 Fresentation
« 3 Summary of Froposed Strategy
Manpower Development Strategy Dr. Nagwa Farag
Health Care Finarncing
Strategy Dr. Abhmed Nagaty
Manrnagemnent Davelopment
Strateqgy Dr. Farouk Posunir
Information Svstoem
Strategy Dir. Samir Guirgis
Technological Develapment ‘
Strategy \,jr. Ahmed Kashmiri
10:30 Recess .
10:43 Teamwor k



Anril 29

April =0

Briofing with U7ATD

Interview with Dr. A. E. Mobarak, Former project
: Director

Dr. Aleya Ayoub, Undersecretary
of Health

«Visit Urban Health Delivery Project H.Q.
Briefing with HE Minister of Health

Fayoum governorate: Implemented facilities
Giza governorate: Non-implemented facilities
Submission of Draft Repart

Discussion o€ draft with MOM and
USAID (health divisian)

Fresentation of report to HE the Minister of
Health and USAID
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ANMIEA

Institutions and Individuals
Interviewed

0 H:

HE Frof. Helmy El-Hadidy,, Minister of Health

- Dr. Mostafa T. Hammamy, Uniersecretary of State for

Dr.

Dr.

Dr.

Dr.

Dr.

Dr.

Lr.

Basic Health Services & Family Health,
and SRHD Froject Director.

Aliya Ayoub, Undersecretary of State for Manpawsar
Development % Research; and
Director of Child Survival Freoject

Hassan El-Desgb, Exec. Director, Urban Health Services
Delivery Froject

Almotaz K. Mobaralk, Former Undersecretary of State and Former
FProject Director

Helmy El-Eermawi, Director General, Flanning Dept.,and
Exec. Director, USAID Supperted FpP Froject

Mohamed Nabil Missar, Director Gezneral,
Rural Health Dapt.
Hosni Tammam; Director General, MCOH Dept. and former Exec.
Director of National Curtrol of Diarrheal
Disease Froject

Zaher Iskander,D.G., Information % Decementation Canter,liOH

Mrs. Effat Kamel, Director, Nwrsing Dept./MOH

De.

Dr.

Moshira El-Shafai, Deputy Evec. Director, FF Feoject

Mohamed El-Lithy, Rural Health Dapt.

Favoum Gov'te:

Dr.

Falkhry Hakim, Director General, Health Directorato, Fayoum

Bav'te

Dl‘l
Dr.
M.

Nr.

Shawky M. Hassanien, physician in charge, Desia RHC, Fayoum

Sherif El-Said, " " " & Director of Training
Center,Agamyean, Fayoum

Mohamed El-Garhy, Head, local village unit, Agamyecn, Favaoum

Mohamed Nabawy, Secretary, " ", "o ' "



Mit Rahina RHC/Giza:

Dr. Micheal Mourad Boolus, Fhysician in charge
Dr. Wahid Farid, Fhysician in charge

Dr. Sabry, District Health Officer

A1 D:

= Dr. William Oldham, Director, Office of Health
- Mr. Charles Mantione, Froject Officer

- Ms. Shanti Conley, Evaluation Officer

UNTICEF:

- Mr. Keshab Mathema; Deputy Representative

=~ Dir. Tbrahim El-lirdani, Fraogram Officer

- Ms. Amira El-Maltawy, Asst. Frogramn O4ficer
- Dr. Magdy Bavoumi, fsst, Frogram Officer

SR HD Stafsf:

= Dr. fihmed Nagaty, Evecutive Director

= Dr. Hagwa Farag

= Dr. Faroulk Maunir

= Dr. Ghoed Fashiniry

= br. Samir Guirgis

= Dr. Ibrahim Awad (Fayoum Governorate)

= Dr. Nasr-Eldin El-Tantawy (Behira Governarate)

Westinghouse Heal th Systens (TA Contractor) s

= Dr. Tomas Engler, Senior Technical Advisor
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ANNEX D

DOCUMENTS REVIEWED

FROJECT DOCUMENMTS:

1. FProject Paper for improyement of rural health delivery -

Egypt July 1979
2. Master Evaluation Frofile March 1986
3. Intervention Analysis March 19384

4. Strategic Froposal for the Development of Rural Healfh
Services 1934 - 2000 March 1984

9. Replication Strategy March 19864

5. Recommendations of the Fourth National Confererice an Basic Heal th
Services for Rural Communities April 1986 ‘

7. #ifth Repert of Rural Health Technical Advisary Committoec
Review of Freliminary Version for the Draft Nationwide Replication
Flan August 1933 :

8. SRHD Froject Technical Report
"Results of Mouschold survey Mo. 7" Qctober 1935

?. Supervisory Forms

10. Training Handbook for Freimplemesntaticn Training Frogram SKHD, MOH,
1981

11. Fre % Fost SRHD Freimplemantation Training Surveys of skills,
rnowledge among physicians, nurses % sanitarians.

12. USAID Rural Health Froject Monthly Reports 1983~-1984

I3. USALID Eural Health Froject Ri-annual report and implementation plan
(May 1987 - Octuber 1985)

Other Docunonts

. The National Control of Diarrhacal Diseases Froject:
An innovative and effective progran .
A Racikground Faper in support of the application for the
1984 Sasakaina Health Frize
October 198%

~ <« Child Survival Project Faper “Egypt"
July 1985

3. The State of the World's Children
1986 UNICEF

page @ \OD



Islamic Frocedure in Child Care
' 1985 UNICEF
"In Arabic"

Child Care in Islam
1985 UNICEF

Guide Book for Daya

Egypt., UNICEF

MOH Department of Statistics, monthly facilities raports for
governorates of EFehaira, Fayoum, Dakahlia, Assuit
(1983/1984--1285/15364)

MOH Annual Budget Summary for health secter (1983/1984 and
1984/198%)

Faculty of Medicine, Suez Canal University: script % decign by Dr.
Anand and Dr. El-Deib. Frinted by Learning Resources Unit, Faculty
of Medicine SCU.

Incentives in FHC: Myth on Fanacia: MNagaty & Engler. Fresented to
NCCH Annual Conferenz, Washirmgton D.C., USA June -5, 1985

MOH Reports for RHD aon MOMW activities, OF, IF flow for the yeirs
1781-1934

MO Report Manpower for RH Sector, 1983

MOH Rzport MCH, Immunization activities by governorates, 1933
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ANNEX E

DETATLS OF INTERVENTIONS WITH TECHNICAL FDTENTIAL

1.Intervention: Institutionalization of systematic _outreoach feor
childhealth surveillance, fortility otatus swrveillance,

improving maternal care, ingreasing health education_and
promoting _family planning.

Child health surveillance has not been part @f home visiting
activity in the past. The autreach pradgaram was intondord Fo
cover all villages served by the health centars and all villanes
within Z/4 km. of a health unit: the home vizits woere paid for
health education in nutrition, family plannimg, envirdonmental
hygiena, recognition and early managesent of childhood diswases,
case finding, treatment and retferral. The program invol ved
physicians, nurses and sanitarians, although most visits werae
made by nurses. Nurses were expected to procuce Z0O0O contocts
per month.
-~ The outreach program allowed expansion aof health services to
the homes.
~ It acted as means of coliecting health and tizalth related
infarmation,
= It permitted earlv detection and treatment of signficant
number of potentially serious diseases (¢ Di arrhea and ARI).
- Child care coverage increased and nurseec stonificantly
allocated more time to child care and school health.
Moreover, an increased coverage of MCH serwvicas in SRHD
facilities was demonstratzd.
= Although it has rmot been Pessible to quantidfy exactly the
benefits received in mortality and morbiditv reduction,
available evidesnce indicates that benpefits nave beon oubteained.
= The persornel utilized for homa visits showld be aramined -
epecifically in rejard to the role of the santtarians., The
health education role assigrned to sanitarisns has not been as
=uccessiul.  This may be due to rejection o male visits by
housewives, a cultural issua.
Davas continue to attend the majority of hoae deliveries
(80%). This may reflect cultural preferenca to this type of
birth attendant or simply that nursing stat< are not genaerally
available to provide natal services and tho immadiabte
postnatal cervices irmluding demostic and social services
Which tha dayas nermally give. In the light of the nurse
shortage currently affecting Eqypt and particularly rural
areas, it appears desirable to considaer to incorporate the
dayas aftor training them in the health teawn for outtreach
Pragrams,

“h iy

e lﬂﬁgﬁxgnglgp: Strengthening of the MCH/FFE medical Caro
Capability for dissasae prevention in rural arpas ane
Qi_QEﬂ_gritGria for maragqement of diarrheasdenydration and
éEHEE.LQSpiratory infections.
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The 1ntérvention included: redefrinding of staff roles; job
descriptionsg mpansiqg_gf labggatopyncapahglitiesg revision of-
in—faciliﬂy MCH/FF Servi «2s5; periodic review of immunization;
nutritional status of preschool children; scheduling. of all MCH
activities on a daily basis; upgrading family planning

services; wntencifisd health education effortg focusing on
child nutrition; Family Flanning; and recogmition, prevention
and care of common childhood disorders.

These activities were directed to improve staff knowledge,
attitudes ang practices (KAF) and to improve maternal and child
health through’ promotiaon and increased availability of child
spacing methods, Although ore is aware that, the impact of thece
activities can not be disassociated from the outcome of the
cutredch activities, yvet one can conclude the following:

- Expanding thea coverage resulted in an increase in community
utilization of in-faciltity care as well as improving rapport
with community.

- Operational research studies sponsored by the project have
indicated that nurses are cepable of diagmosing and managing
mild and moderate dehydration and can initiate treatment for
mild and moderate ARI's. The nuwse time allocation to MCH/FF
service functions and to child contacts fmcreased. The nurge
saervices was expanded to cover the S years old. The community
and staff acceptance of these innovations ‘has been aaod,
however, supervisory support may be needed. :

= In the area of family planning, inspite o< widespread
awareness of FF methods and significant lsvels of
receptivity, laow contraceptive use, domimated by pill users
however, incressed relianca on pharmacies as sources of
supriy of pills and wschanical family plamning methods
continued., Inspite of the educational acktivities offered cuk
it had iittle impact on changing behavigue of the women. It
seems also that a mere intensive training in behaviows
modification was needed and possibly more consideration of
the roles of other members of the family in this process.

- Modification af physician management crit=ria has provoen to
be a difficult task. This may be attributed to the high rate
of physician turnaver, and the contradictjons with criteria
taught in amadical schools.

= The pre-implementation training improved the knowl edge,
skills and caused attitudinal changes in staff clinmical
practice. However, inservice training must be continuing to
Compensate for satff attrition and declining motivation.

Intervention: Increasing consumers health kncw] edge and
Participaticn

Fostering community participation in a broad sense has not been
attempted in the SRHD projozt. The inter”;mtions wore all
directed. to the qlar{fj;ation"of\sta{f_ro“:a.and opportunities

An health education,and lmpravement of thueir knowledge and

skills. This was carried aut to promote conzumers’ knowledge of
7 Priority health problems diarrhea; ATy immunization;
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utslicatian gof maternity care and Fp service; MCH nutrition:
personal hygiene; home and school sanitatiom; and parasitic
infestatiaons. This has been supported with & series of visual
learning materials (VLS) built around basic health messages.
These were underutilized by -the staff. A series of 7 self
learning manuals (SLLM) were developed. All but one were tested
and caompleted. These have only been used om an axperimental
basis and they were not Properly read by facility staff. It igs
important to point out that self learning materials can not
teach communication and motivation skills. This alco may
xplain why actual behavioural change has proven to be
difficult to achieve. '

Intervention: Training: The training intervention included
preimplementation training, inservice training, construction,
equipping and staffing of district training centers as well as
special training. Thece activities were carried out to assure a
high level of knowledge and skills needed to assume the staff’'s
expanded roles: to strengthen sections and gepartments within
the MOH; to assure managerial support of logistics for the
project; to facilitate evaluation and analysis of SRHD

project results: and ta improve planning, imnl)ementation

and evaluation of the entire rural health seorvice delivery
program.

-~ The project preimpiementation training cowvered 100% of the
peripheral staff of the project areas. Nursas wsra {ound .o
be most receptive and sanitarians the least.

~ Decentralization of training was felt to be the best
approach.

—- Farts of the physician preimplementation training materials
were subsequently integrated into ongoing MOH preservice
training in project governorates. Unfortunately this package
was dalivered by lecture rather than groum discussion and
excerises. It did not involve observation and preceptorship
in field practice as was intendaed.

- Inszrvice training covered refresher caurges for all staff:
training in fainily planning for physicians, nuwsas,
sanitarians and laboratory technicians; training in
Supervisory tachniques and procedures for all suparvisory
staffi- and management training for project field executive
directors, district health officeors and central MOH and
project staff.

- On-the-joh training in the courss of routine supervision by
district and goverrarate level supervisors was found to
improve sta+f per{ormance more than formal lecture tyvpe
training, However, supervisors required more emphasis in
terms of training. _

Special overseas training was conductead to cover training
Needs of health services resecarch. Gnly f=w have benefited
from this activity as few peripheral physicians, and no
NUrses nor sanitarians me:t the AID English requiraments for
study in Untied States. Apart fram the cost involved 4 out
of 32 physicians trained overseas did not return even though
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5.

6.

-

e

Lhode Re i liay boon Cunis L aled,

- 0f the 1S planned training centers, (2 weare constructed,
equipedN\and staffed. nmpletion of all tBraining centers is
schedule for June 1947 A11 training cemters are constructed
at a rural health center. Thic facilitates the creation of
participative learning experiences.

- A significant amount of training materialls have N
developed for inservice training includimg slide sets.
Narration for nurse tréining in comaunity ohstetrics was
developed.

= The project has.atwleagt initially improwad productivity,
lowered unit,costs and {NcreEasédd health servicae utilization.
The improvements achisved have bean zustuined OAlv fur aboot {a

two years atter which a decline was abserved in staff S
productivity ang performance. This indicates the need to < -

induce motivation productivity changes.

Intervention: lLogistic Suncort: This included provision of

vehicles, maintenance facilities and basic commodi ties. Those

were needed to support suparvision, trainimg, outreach, health

education and data collection.

=~ Although it is agreed that logistic suppart significantly
contributed to both facility and outreach services, improved
supervision and provided pPhysician satisfation yaet problems
were encountered with regard to types of vehicles, spare part
supplies, and shartage of drivers.

i~ Due to the ready availability of drugs and the existence of

established drug distribution Arocedures in the rural areas,
SRHD intervention was limited to a list o+ essential druas
and equipments provided by UNIFAC system . Thesa proved fo
have becn technologically appropriate. A massive order of
bazic equipment for all RHF's in rural EGyrt has alrcady boen

ordered with SFHD funds. Howaver, provisicn should be
Planned to cover replacement neasds aver tho next decade,

Intervention: Ssuparvision and Motivation: This intervaention was
almed ot tpgrading supervicory technical breowledas and shills
and to link supervision to on-the-job and in-services training.
The Uparading of supervigory Compotency aned commitment was
based Prima-ly oan training of supervisors and on the initiation
of regular incentive payments to district and goavernorate levael
supervisors.  The innovation Of supervisory process dynamnics
focused on the establishing of staff evaluation criteria
expected to improve clinical and administrative knowl edge,
skills and performance. The scores from th=se regular
evaluations became the basis for planning roemedial inservice
training as well ag awarding incentive paymmnts to stafd
nenbers, However, the criteria for performanca evaluation uas
stated in broad terms which allowed subjective rather than
objective monitoring to occur, Moreovar, supsrvisors waro
reluctant to deprive personnel _of their incontivos. The staff
response to motivational Inputs was determ ‘&d to be less than
2 years,
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Altnough\it is hard to separate the impact of supervision from
training and logistics Y&’y one can state that there is evidence
that these'interventions'iailéctively led to: )

- Improvement of the physicians leadership &ability and better
compliance with guidelines,

- An increase in nurses activity as regards outreach home
visiting,immunization, and monitoring child growth,
Sanitarians indicated that administrative duties were below
expectations. Labaratary assistant ‘g administrative and
technical performance was high in the beginning, and made only
a modest imprpvement over the period.

Intervention: Froaramme Cvaluation and Intormation: Thig

intervention aimed at creating an upgradec Comprehensive

information and evaluation system for collecting data needad

information for use in operational decisicn making. It was

composed of giu components tao accomplish siyx objectives, namel y

to: ‘

o Identify unmest health needs and shortcomings in the gelivery
of health services. '

0 Fermit project response to identified health and service
priorities and Problems, -

o Monitor Progress and cost.

o Standardize evaluation and monitoring criteriaq thirough
uniform modul es,

0 Generate staff experience and interest at all levels.

6 Fromote at all levels positive staff atiitudes towards
evaluation.

Two of the Components were not’utilized, Namaly the outpati
records and the verbal autopsy form due to the non-complian
of doctors.
Components of this interventicn that were taested were:
a. The household aLliivevs (HH3) are 8 repoated survey
inturviews, Carried out tg RProvide data on porcoived heal th
needs, shortcomings, service utili:atiOM, and community l#aF,
It also peraittod praject response to identifieg probl ems,
to monitar pProgress, and to generate statf ewpariconce and
Cinterest at all levels.,
Seven rounds were completed and analysed. The data for the
Bth final roung was collected, which included a morhdi Ly
aind follow-up on Performance of CMC and +F prorgrams.
Although the data from the 8th round 1s not reported vat
Project staff feels that HHS facilitated modification of
progr am caomponents; confirmed and medificd the role
Played by dayas in natal care: and idonti fied attitudinal
barriers to service utilization. However, it was folt chat:
Spacing of inter—survey intervals should take into account
Fealistic time framesg 1 or A55@35ing res. tg, Also, project
Staff concludes that decentrali:ation‘O' processing and
analysis does not appear to be'technicaiiy norwlogistically
feasible. The HHS as it was implemented and was contrally -
executed , praved to be “pensive whe T, transportation and

o
[}
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personnel ragquirements were a limitation.

Supervisory feedback (SF): This activity was carried out one
rourd every quarter in all 24 times. The activity was
related to the management of personnel rather than to the
programmatic decision-making., It was intemded as an
instrunant for assescment of staff performance, knowledge
and skill changes over time to identify cihortcomings, and
training needs. [t was also used as an svaluation mechanism
for awarding monetary incentives. The &ctivity indicated
that it is feasible to link incentives to performance
evaluation although it is difficult to aveid &n the long run
biasis in parformance evalustion. [t wae alsa & nean to T
standardize evaluation criteria. Yot thore is s need to
revise these formats to assure that superwicory criteria
allow for objective monitoring of pertarazmnce of statf and
that the procedures assure ease of use and safegaurd against
subjectivity.

The project staff sees that technical capzsbility exists for
decentralized supervisory evaluation of facility staff as
well as for manual processing and payment of incentives.

Work Sampling (WZ): Was adopted to assess ctafs productivity
and time allocation to functicons. It was based on
instantanecous obsarvations of randamly selected ctatf
members. This tool led to modification of staff job
descrintiocng mainly in reduction of administrative work load
of some staftf mombers and the developaent of supervisory
guidelines. The project staff found this instrument to be &
valuable tool and would dppear to be feasible within the -
Egyptian GOE-MOKH system. However, WS showuld be combined
with other studies addressing other variables that may
affect praductivity and time allocation 2.g. patient flow,
patient load, etc.

Family folder: MCH/FF Records: Initiation of proaject
activities in cach district was based on village wmapping and
Sectorization. It involved houschold census wand enumeration
linked to the creation of a family folder for each
hausehold. This was to be Lept at the peripheral facility,
Data was collected by nurses and sanitarians and was updated
in the coursse of routine home visits., Those family foldaers
can provides a comnunity profile if they are regularly
Lpdated, -

A set of individual MCH follow-up *forms déré'designcd and
Collected into booklets to be used both om home visits and
Visits to the facility. Most elements fros. the MCH folder
were incorporated (in mid 1985 into a revised national MCH
record {format.

The evaluation team feels that institutionalized MCH forms as
wall as forms for obtaining base-line data wawtld be an
intervention enhancing data collection. It would allow
interpretation uniformity and create the ability tao measure
impact, Administratively, technically, financially and
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soclallyy the anstitutionalization of furas would Lenefit the
nation greatly. ’

Intervention: Promotion'Jﬁprrt and conduction—of lnzal

operational research studies: A major objective of the SRHD

project was to insitituticnalize a 0lid HGSR.capability
within the Rural Health Department.  alsa to praovidae a
scientific basis for -evaluating and testing proposed
service delivery, to alfow managerial support
intervention, and to involve rural health statf at all
levels in applied research.

- Seven studi¥es are reported in support of the research
capability and scientific testing of interventions.

They are: Diarrteal Disease Control Study (IDCE), Acute
Respiratary Infection Study (ARIS), Neonatarum Tetanus
Control Study, Cost Analysis Study, Commuriity Cost
Sharing Study, Diarrheal Disease Taxonomy 5tudy, and ORS
Distribution Study. FResults of the DDC Study were
instrumental in the developmant of the National Contral
of Diarrhecl Disease Froject. Results of ARI were
instrumental in the inclusion aof an ARI component in the
upcoming Child Survival project. N2onatorum Tetanus
study proved that mass immunization of WRA is
technically and administratively feasible. The cost
Analysis study high lighted the need of including cosc
effectiveness indicators, in the evaluation process.

— There appearrs to have been little involvement_of _field staff
in HER/FHC excoept for data collection o%"Eemtrnlly idontifiad
and designed projects. Their involvementcould increase
their job zatisfaction. .

- There is also little evidence that rasults of research
carried out were dissemina*ed to field staff. Hence, recults
obtained were not utilized by field staff,
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ANNEX F

The Fourth National Conference
on
Basic Health Services for Rural Cammumities

Caira (April 12-14_ 19843

RECOMMENDATIONS

Firgt: In the Field of Manpower Davel opment

1}

3)

4)

9)

- &)

Ta appeal to the Higher Council of Universities, the Ministry
of Higher Education, and the Feople‘s Assemlts) y Health and
Education Committee, to determine the number :of students to
be admitted to the faculties of Medicine, Flisrmacy, and
Dentistry according to the actual needs of heal th services,
in the light of the Ministry of Health estimates.

To request the Higher Council of Universities to keep the
community medicine couwrse as an intagral subject of other
Course curriculee, and to resume the system of teaching
community medicine frram the first year in the Faculty of
Medicine, as had been followed in the past.

The Conference recommends that the Department of Manpower
Pevelopment of the Ministry of Mealth determines the numbers
to be accepted into the various secltions of the technical
institutesy according to the actual needs required taking into
cansideration the geagraphical locations of such institutes

Da

1

To establish & pre—-service training program for dentiste and
technical institute graduates, preparaed by tite relevant
technical departments at the Ministry, in collaboration with
the Manpawer Developmant Department. This program should be
implemnented by the Bovernorate Health Directarates.

Transfer frrom the FHO units to hespitals, promotion to higher
posts, and preferences in awarding scholarships abroad should
be linked with passing the training programs.

Organization of the training sections at heaith dircctorates
to include a unit for preparing the technical assistants
(nursing schools, assistant sanitarjans Y laby. assistants)
and a training unit which develops annual in--service training
plans for FHC personnel, in collaboration with the various
techrical secticns at the directorate, making use of the
available training resources.

Suppart and development of the librarieg existting in the
Fural health facilities with recent scientific materials,
threugh the assiglance of national, internsticnal and foreign
Grganizations. )
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Second: In the field of effective management af the basic health

1)

4)

welfare in the rural areas

Motivating doctors to take over full-time supervisory paosts
by giving them the appropriate incentives thrrough: '

a) Establishment of a special employment cawdre for thesc
posts, as was the case in the past.

b) BGiving the full-time doctors a minimum af 100% allowance.
This will not entail substantial financi.al burdens, as
the number of posts, despite their impor-tance, is small g
and the required appraopriation can be cavered by surplus
funds {from the first chapter of the budget.

) Requesting the governaorates unattractive to health
personnel to offer material and in kind dncentives (such
as the provision of residential quarters) to attract such
professional and technical leadership to work in these
areas,

To call for amending the Local Government Aot with the
purpase of giving prime authority to managees of service
sectars at the levels of the governarate, District and the
village local government. Until such an amendment does
materialize, the Council of Governors has to issue direclicng
to lacal government Aauthorities at the different levels, to
enact regulations delegating some of their authority to the
managers of the service sectors and their units.

The Conference notes the significance of the community’sg
Participation through the local council haat th comnitiees,
and the imnportance of the role of the Board of Rireclors of
the rural health facilities in developing, taplementing and
monitoring the annual plan of each unit. The Conferencen
recommends that health directorates and gistrict hoalth
offices have to ensure that every health unit develops its
Own annual plan, with the collabaration of its Baard of
Directors. The District Health Office is accountable faor
collecting the pPlans of the affiliataed units, which make up -
the plan of the District Health Office itsel $. ‘

Foraulation of a task force, involving concerne-d departments
at the Ministry, to revioew the information system with the
aim of simplifying and standardizing information collection,
manipulation and feedback.
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Third: In the field of appropriate technolaogy for rural health
services:

1) To formulate a system to standardize the type of equipment
used by the health units and its adequacy for worlk
requirements, and to ensure preventive and periodical
maintenance. The equipment in the rural units should be
simple, easily operated and easily maintained.

2) To reinforce the local drug factories operated by the health
directorates, and the establishment of additional ones to
cover the requirements of the gaovernorates, with the aim of
cptimizing use of resources allocated for drugs; and tao
gncour-age Hospital pharmacies to prepare their cwn ointmente,
mixtures, reagents and ather preparatiaons.

3) To tighten control by the lacal authorities on the use of
transportation means, to ensure that they are used for their
proper purposes.

4) To enhance and encouwrage field studies in the governarates to
50l ve: heal th problems, in collaboration with the regionel
universities and the various research institutes.

2) Replication of the outreach program adopted by some projects
of the Ministry of Heallh to reach the community and families
at hamz, through planned periadical home-visits with special
emphasis on high risl: population groups.

6 The gavernarate hzal th directorates ghould Lesp ceonstant
contact with the executive and community authorities,
especially with the community, feligious and social losdoers
to strengthen & improve health scrvice delivery. They
have also to participate with the directorates of education
in applying a staged plan assigning a doctor to every school ,
to offer heoalth services to the pupils. Each schaol has to
prepare a location for the health BServices.

7)  To accept the HOH Plan for upgrading rural health centers
into rural hospitals to improve wmedical care, with continued
stress on prevontive frrograms.

8) To perpstuate the implemnentation of training programs for
Dayas (TBEAs) to work as extensions aof the heal th team,
particularly in gsatellite villages and hamlets, undar the
Supervision of physicians and Muirsing staftf.

7Y To request the Ministry of Housing and Fublic utilities to

supply the villages in the north of the Delta and othor
deprived villages wilh drinking water.
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1) The health committees of the local village councils are
required to urge the citizens to participate positively in
the activities related to cleanliness of the environment.

11) To pay attention to health education activities through
personal communication, and ta develop educational means to
alter the bshavior of the citizéns.

Fourth: In_the field af financing the increasing burdenc of the
basic rural hezlth services:

In light of the increasing cost of health care beyond qovernment
revenues, the contribution of the masses who can afford to cover
part of the health expendi tures ig hecessary, while keeping
pPreventive and emergency services_free. In this cantext, the
Conference recommends:

1) Support of the Unit Treasury through:

a. Inqreasing the outpatient fee to 2% piastres.
b. Ectablishing an ezonomical treatment system in rural
health units.

2) Requesting the governors to allocate a share of the profitsg
of the agricultural cooperatives assigned to the cocia!
services and of the governorate service funds to Lhe heaith
services budget.

3) Inititation of arrangements to promulgate an act establiahing
a fund far the davelopment of the rw-a] haalth services, at
the level of cach governorate, to be financed by the
follawing sources:

d8. A share of the Profits of the agricultural cooperative
assigned for social services.

b. A share of the governotrate service fund.

C. A X5 piastre annual levy on the health SeErvices provided
to each pupil.

d. A nominal levy for the issuance of birth certificates,
heal th Cerrtificates, medical reparts and other
certificates unless they arc rea . red by cfficial
departments.

€. Contributions and donations by charitable societies and
individuals.

4)  The Minietry of MHealth has to start studying the most
appiropriate option to cover the rural communities wilth a
health :nswrance schens, compatible with the nature of the
rural comaunity, and ta put intao effect the principle of
S0Ci &l solidarity,
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Fifth: CGeneral Recommendg;ioqg

1)

3

Issuance of a decree by the Ministries of Health and of Local
Government establishing a permanent central caouncil for rural
health development, to ba formed by represantatives of +he
Ministries of Health and of l.ocal Gevernment, the Village
Devel opment Departmeznt and all exacutive and communi ty
organirations concerned with rural health development, for
the puwrpose of co-ardinating % intc rating the efforts of
these organizations to ensure the optimal use and geographic
coverage aof the available resources.,

Increasing the periodicity of national conferences on basic
health services to cover both rural and urban areas.

Faormulation of a task force to follaow up the implemantation
of this Conference's recommendations.
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