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Executive Summary

Overview
This evaluation of the FPIA/USAID- upported Population and Family WelfareProject (PFWP) o[ the Coptic Orthodox Church was undertaken in order to guidefuture program direction and assistance. The project, which began in 1975, isadministered by the Bishopric of Public Ecumenical and Social Services (BPESS)
from its Cairo headquarters and provides clinical services and family planning
education and support to 43 Family Health Care Centers (FHCCs) located
throughout Egypt. All of these centers ofer family planning services and education.
Some of the centers also offer a variety of community services including day care,family life education, job training, youth student facilities and studies in Copticlanguage and history. Referrals are made by a large network of Field Workers; threecenters also have Mobile Units to reach outlying areas. The project coordinates
with the Government of Egypt (GOE) and other family planning programs both atthe national and local levels and has developed training and research relationships
with academic arid professional institutions.

Project Impact
The PFWP is reaching populations with limited, if any, social services -- rangingfrom rural villages, whose only health services contact is with the project's MobileUnits, to a center in Cairo, where a population of garbage collectors receive avariety of social services including clinical as well as family planning services. While
provision of these services to communities -- both Christian and Moslem -- isimpressive, the number of acceptors is less than could be achieved. As of January1989 there were 29,549 actual acceptors representing only about one-fourth of a
target population of 112,000 to be served.

Project Constraints

This low acceptor rate is due, in part, to a lack of accurate reporting by the FHCCsto the BPESS. To a greater extent, however, it reflects a need for strengthening the
project management and service delivery components.

The most critical shortcomings in project management are determined to be the
following:

Clear lines of authority and supervisory responsibilities have no. been

established;

* Field-level personnel do not participate in project planning;

* Senior staff have not had management training; and

* Income generation activities are not systematically monitored.

In the area of service delivery, the major shortcomings are the following:

* Not all FHCCs have adequate equipment and supplies and not all tests are
conducted and records maintained;
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Training for some FHCC personnel is not long enough to cover all necessary
topics;

The number of Field Workers is inuf.ficient and the turnover rate is high;
and

* IEC materials are sometimes inappropriate for the target groups.

Recommendations
In light of these needs in project management and service delivery, the followingrecommendations are made to strengthen project performance:

1. Impr(te the mnanagement and project effectiveness by
a. Developing clear lines of PFVP authority and supervisoryresponsibilities through project reorganization, improved personneland financial management and reallocation of resources;
b. Encouraging the participation of FHCC personnel and Regional

Supervisors in project planning;
c. Providing management training for senior staff; and
d. Tightening controls for income generation activities.

2. Strengthen service delivery by
a. Ensuring availability of equipment and supplies at all FHCCs, andthat all necessary tests are being conducted and that records arebeing maintained;

b. Conducting longer training for physicians and Nurse Educators andrefresher courses for Field Workers;
c. Increasing the number of Field Workers, their hours worked andproviding financial or other incentives;
d. Improving IEC by obtaining additional materials or developing an

IEC capability; and
e. Considering incentives for acceptors.
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1. Introduction and Background
1.1 The Coptic Orthodox Church and Family Planning

The Coptic Orthodox Church dates back to early Christianity. Its members are thenative Christians of Egypt and the direct descendants of the ancient Egyptians. The Churchflourished as Christian monasticism arose in Egypt and it became a focus for Egyptian nationalism.
Today, the Church comprises 33 dioceses headed by a patriarch, the Pope of Alexandria, with amembership of approximately eight million out of a population of 55 million. Members are drawnfrom the wealthy and educated business and professional class, as well as from the middle and
poorer sectors of society. The Church operates its own primary, secondary and technical schoolsthroughout Egypt and the Theological University College and the Institute for Coptic studies inCairo. Lay members are active in Church life and each church has its own parish council, whichcooperates with the clergy in covering the pastoral and social ne ,.ds of the community.

The Church's protocol on family planning has been clearly stated on severaloccasions. In November 1986, and in January 1987, respectively, the Egyptian magazines Al-Mosawar and October carried the remarks of Pope Shenouda III wherein he stated that

"Family Planning is an economic and social necessity required for our country inwhich the population has increased to an extent that it has become an alarming
burden on the state with regard to food, jobs, housing and other necessary services."

Additionally, the Pope received a delegation of some hundred journalists in February 1987, and
discussed the necessity of family planning

"... that has become a national social and economic necessity ... and that the solution
to the economic problem is not the responsibility of the government alone, but the
responsibility of everyone that lives in this nation."

1.2 Overview of Project Implementation

The Population and Family Welfare Project (PFWP) is managed by the Bishopricof Public Ecumenical and Social Services (BPESS), a department of the Coptic Orthodox Church,whose main function is to provide social and ecumenical services to the underprivileged.' TheBPESS has successfully managed a Family Life Education Program (FLEP) since 1973 reachingpeople in several areas of Egypt and the PFWP was introduced as a complement to that program.Over the years, the PFWP has initiated activities in areas where there were few, if any, serviceproviders and today counts 43 Family Health Care Centers (FHCC) providing family planning
services throughout Egypt.

Culturally appropriate assistance is provided at several levels including infrastructure

'The BPESS has been the grantee of FPIA support except for the period 1980 to 1986. Afte theassassination of President Anwar Sadat and the Bishop who headed the BPESS in 1980, the Pope departed
Cairo and was under police guard at a desert monastery. A committee of five bishops was then appointed
to administer the Bishopric. After several months, the committee appointed another Bishop to head the
BPES3, but by that time the GOE had taken over administration of the project by placing it under thedirection of the Coptic Orthodox Association for the Brotherhood of the Underprivileged (CABU), a
Christian organization working under the Ministry of Social Affairs. Disagreement arose between the BPESS
and CABU in 1986 concerning which agency should be the grantee; the matter was resolved by FPIA when
it issued a coniinuation prcposal wi*.h the BPESS again named as the project grantee.
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Culturally appropriate assistance is provided at several levels including infrastructuredevelopment, training of family planning service providers, community contact through the Church'sdevelopment worker pool, and medical and social services through the FHCCs and churches. TheChurch also contributes to the project through the provision of physical facilities.

1.3 Scope of Work

The program issues to be examined as stated in the scope of work include theadequacy of local project management and technical assistance, as well as the quality and scope ofclinical family planning service delivery (see Appendix A). These issues are discussed in thefollowing pages under the headings of Project Management, Service Delivery, Training andInformation, Education, and Communication (IEC). Recommendations for strengthening the qualityand scope of the current and new project activities are contained in a final chapter.

1.4 Evaluation Methodology

A two-person team consisting of Thomas D. Murray, management consultant andteam leader, and Laura Evison, nurse midwife with expertise in family planning clinical services,conducted the evaluation during the period February 20 through March 13, 1988.

The scope of work originally called for a review of the progress of the project sinceits inception in 1975; however, given the constraint of a lack of project documentation, this wasrevised to a review of the project only since 1986. The team studied the available projectdocumentation at the USAID/Cairo Population Office and at the Bishopric center and the fieldoffices where visits were conducted. Interviews were held with USAID staff and with officials andstaff of the BPESS and other family planning projects. Observations were made of the delivery ofservices to the client population, the adequacy of the project cer.ters and clinic facilities, the storageof commodities and the availability of visual materials at the family planning centers. Based uponall these activities, the team assessed project management, external technical assistance, the qualityand scope of clinical family planning service delivery, and arrived at specific recommerdations forstrengthening the current and proposed new project activities and for working toward sustainability.

1.5 Role of FPIA

Family Planning International Assistance (FPIA) has provided support to the projectsince its inception in 1975. FPIA has monitored the project by tracking the grantee's submission
of required reporting documents; has conducted site visits including the project's service deliverypoints; and has assessed the project's significance, effectiveness, and performance prior to preparing
continuation proposals.

1.6 Role of USAID/Cairo

The PFWP is one of many population projects under the Population Office ofUSAID/Cairo. As a buy-in project, however, it does not receive as much of USAID's attention as
would a bilateral project.
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2. Project Management

2.1 Organization

Certral Level

Management of the PFWP is highly centralized a: the Bishopric level reflecting, inpart, the Church's structure and lines of authority. The organization chart (Appendix B) shows aBoard of Directors whose role is to establish policy and provide guidance to the Authorized Official
(AO), a Bishop of the Church who devotes 40 percent of his time to the project. The Board iscomposed of seven members including the AO: one Bishop (along with a priest assistant) in chargeof program development activities; one Bishop in charge of youth activities; a well-known lawyer;a respected Church leader active in youth activities; and both the Planning, Finance andAdministration Director (PFAD) and the Executive Director (ED) of the PFWP. In addition, thereis a Technical Committee composed of four persons which assists both the AO and the ED. TheED reports directly to the AO and spends 100 percent of his time on the project. The organizationchart shows the PFAD responsible for all financial and personnel management (with the exceptionof administration support staff, which reports to the Executive Director).

The AO has frequent contact with the Executive Director and is well informedregarding the project. The Board of Directors, on the other hand, has not met formally in the past18 months, and the Technical Committee, although formed in 1987, has never held a meeting.

It is important to note that the project does not operate full-time -- that is, 30 to40 hours or so per week -- but varies according to location and hours of clinic operation. Forexample, most clinics conducting family planning activities are operating three days weekly for twoto four hours per day. Thus, "full-time" for clinic operations, including the family planning at theFamily Health Care Centers (FHCCs) means approximately 12 hours weekly. Given this, theamount of time spent by the top management in the project is roughly five and nine hours perweek for the AO and PFAD, respectively. The exception to this is the present Executive Directorwho devotes, at a minimum, 40 hours per week to the project.

Middle management at the BPESS comprises Medical Field Managers (MFMs), anEducation Manager (EM) and assistant, a Data Analyst, and an Accountant. Four MFMs are
budgeted for 1989, but only two work at present; the MFM for upper Egypt retired in November
1988 and that position has not been filled. The MFMs and the EM are shown reporting directlyto the Executive Director. The organization chart is unclear concerning the lines of authority forthe Data Analyst who analyzes the monthly reports from the Regional Supervisors (RSs) anddesigns evaluations for tainmg activities. The RSs are shown reporting only to the Data Analyst.The accountant is responsible only to the PFAD and has no relationship to the Executive Director.

The project organization chart lacks clear lines of authority and in some areas doesnot show reporting or supervisory responsibilities. For example, the PFAD's role seems to be thatof consultant to the Bishopric and the PFWP, with supervisory responsibility for the accountant and
cashier only.

Family Health Care Center (FHCC) Level

There are currently 43 FHCCs in the project and each is considered autonomousby the BPESS although all receive support through the PFWP as well as other assistance from theBPESS. There are two organizational levels at the FHCCs: the center itself and the field activities.

The Center Supervisor (CS) is usually a priest in charge of the parish church, whoseduties include the religious guidance of his parishioners alorg with a variety of other social
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activities. The latter range from training courses in secretarial skills to weekly meetinrs concerningFamily Life Education to the delivery of clinical services including family planning. The CSs are
budgeted at 100 percent time on the project.

Each FHCC also has at least one Medical Doctor (MD) who is paid under theproject dnd who is budgeted at 100 percent time. The MDs are supervised by the CSs.

There are 43 Nurse Educators (NE) (also supervised by the CSs) whoseresponsibilities include, but are not limited to, the intake of family planning clients, supervision anddistribution f commodities, performing IEC activities and assisting the MDs.

The Field Workers (FW) are said to number presently 195 (although in a recentsalary distribution document, only 152 were listed) and are divided among the 43 clinics and thethree Mobile Units. They work 100 percent of the time conducting home visits, counseling, andreferring new clients to the MD at the FHCC. They are women, both single and married, some ofwhom devote part of their time to the Church on a voluntary basis in addition to their work withthe PFWP. They are supervised by the Regional Supervisor, the Center Supervisor, the MedicalDoctors and the Nurse Educators. The organization chart shows a linkage between the NEs andthe Field Workers (FWs), but there is no mention of a supervisory relationship with the FWs in
the NE job description.

Recommendations

1. The project should be reorganized with clear lines of authority showing reporting
and supervisory responsibilities.

2. The Board (,f Directors should consider expanding the Board to include members
of other family planning organizations and Board Members should receive Board
Member training.

2.2 Personnel

The PFWP has some 900 positions in its budget planned for 1989. Total salariesfor these positions amourt to £E 1.8 million, or about half of the total FPIA project budget. TheBPESS is shown contributing to the project in the areas of fringe benefits, supplies, and office
space.

Discuss, d below are those positions that have been examined in detail and forwhich recommendations are made.

Planning. Finance & Administrative Director (PFAD)

As it stands in the organization chart, the PFAD is essentially the project directoras he has complete control over project finances, and is one of the three signatories on the projectbank account (the other two being the AO and the former accountant now employed by theBPESS). The PFAD is a highly qualified accountant and the director of his own accounting firmwith offices both in and outside of Cairo. He is an elected member of the Board of the Coptic
Church, which represents the Christian Orthodox population to the GOE. Either he or the Bishop
must give approval to the Executive Director for the purchase of any commodity or service.

The PFAD is often unavailable to the project because of frequent travel.
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The PFAD is often unavailable to the project because of frequent travel.

Executive Director (ED)

The ED position is filled by an MD trained in cardiology who occupies his presentjob at the request of the Bishop. A professed non-manager, the ED has held the position sincemid-1987 and is both devoted to his job and aware of the project's strong and weak points. He isextremely knowledgeable about the Church and its FHCCs and has excellent relationships with allproject personnel. He negotiates well and is very sensitive to the different personalities among theFHCCs. Most staff report directly to hun as there is no Assistant Director. His estimated workweek is between 70 and 80 hours. His current saiary is less than that of the PFAD. He shares oneoffice and only one telephone line with the MFMs, the EMs and any priest or other FHCCsupervisors who happen to visit.

The ED has a great deal of responsibility but very limited authority.

Technical Committee

There are four members on the Technical Committee according to the 1989 budget.Their job is to review and advise on program performance. They are scheduled to meet weekly andeach member is budgeted at LE 50 per week or LE 2,600 annually.

Although formed in 1987, the committee has never met.

Medical Field Managers (MFM)

There are four MFMs budgeted for 1989 in the FPIA document. Fach is budgetedat LE 495 per month. (Another BPESS document lists three such positions at a monthly salary ofLE 536.) Presently, there are two MFMs. A third, residing in Upper Egypt, retired in November.The main responsibility of the MFMs is to ensure that there is quality service delivery at theFHCCs, which is accomplished through training and on-site visits.

The MFMs are also responsible for the training of the various Diocese Committeemembers. These Diocese Committees are composed of business and professional persons who(under the supervision of Center Supervisors) provide counseling and advice to church memberson a variety of subjects not necessarily related to family planning. (Committee members number300, each of whom is budgeted at LE 40 per month; they are, however, not functioning as plannedand there is a question as to what extent they assist the PFWP.)

At the present proje~ct level (43 FHCCs), three MFMs are sufficient.

Reional Supervisors (RS)

There are six RS slots in the budget for 1989, although only five are presently filled.The RSs are essentially the BPESS's linkage to the FHCCs. They are responsible for an averageof 9 centers and collect reports, handle the delivery of needed commodities, and meet regularlywith FHCC supervisors and staff. Th-y use public transportation and taxis. The RS job descriptionindicates that they are to submit monthly reports to the Assistant Executive Director; however, nosuch position exists in the 1989 budget modification. Their job description also indicates that theyare to collect and deliver locally generated income. The RSs perform other functions besides thosein their job descriptions. One is the verification of family planning acceptors by randomly samplingthe FHCC center files and conducting home visits. Another is the IEC activity that some RSs carryout at the FHCCs and church meetings. Also, since all RSs are male, they are called upon by the
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The RS is key to successful project implementation as he has direct contact withboth the FHCCs and the BPESS on a regular basis. His many and varied responsibilities, however,
are restricting effective program management.

Medical Doctors (MD)

Presently 43 MDs at the FHCCs are paid for under the project. One half of theMDs are female. Some clinics have additional MDs and these are paid by the BPESS. The 1989FPIA project document shows MDs budgeted at LE 150 per month although they are presentlypaid largely on an incentive basis. Their base salary is EE 20 per month. In addition, they receive£E 5 for each clinic session, 40 Piasters for each acceptor, and 20 Piasters for a general client.Thus, their present salary amounts roughly to EE 120 per month. Their hours vary depending onthe location and hours of the FIICC, their private practices, and other interests. Some are residentsat hospitals in the general area of a clinic. They provide a variety of services at the clinic andaverage seven clients during a two-hour session, 10 percent of whom are estimated to be family
planning clients.

Nurse Educators (NE)

The NE is also central to successful project implementation. There are presently 43NEs provided for under the project whose duties include registering new clients at the clinic,maintaining records and commodities, banking generated income, and implementing IEC. The NEsalso direct the FWs by identifying new clients and providing assistance when problems arise. Theirjob descriptions do not indicate that they supervise the FWs although they do meet with the FWs
on a weekly basis.

The NEs are highly motivated in their jobs and are well informed concerning theconstraints to family planning in their villages. Their knowledge of the experiences and theproblems that FWs face in their jobs, along with their own varied experience in the clinics, are thebasis for improving program management.

Field Workers (FW)

There are 290 FWs budgeted in the project. FW base salaries are £E 83. Inaddition, most, though not all, receive a bonus for registering new acceptors (this policy depends
on the FHCC).

Their backgrounds and educational levels vary as does their marital status. FieldWorkers are married or single women who serve the Church, promoting family planning in thecommunity by means of person-to-person contacts and home visits. The church has a tradition ofpastoral visiting and family counseling, so that Field Workers are welcomed in most homes. TheFWs make home visits in pairs and have a variety of initial approaches depending on the family'sreligion, the presence of other family members, etc. They either walk or use local transportationin their jobs. All have received training, but express a need for more (see Section 5.1). They work
on average 12 to 15 hours weekly.

Field Workers also function as limited community-based distribution agents, butthey are not permitted to prescribe pills in the field or to counsel clients on resolution of side
effects.

The salary for some FWs, such as those with family support or those who areattending school, is adequate, but for others -- especially single womci -- the salary is insufficient.
Job turnover usually occurs between 1.5 and 2 years.
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attending school, is adequate, but for others -- especially single women -- the salary is insufficient.
Job turnover usually occurs between 1.5 and 2 years.
Recommendations

3.2 The PFAD should be assigned the role of consultant to the AO and not occupy his
present position which is essentially that of Project Director.

4. The ED should be given authority for project finances. His position should be
strengthened with improved facilities and assistance with administrative
responsibilities. Remuneration ior this position should not be less than that of the
PFAD. He should receive management training.

5. Payment to Technical Committee members should be stopped and the Technical
Committee role reexamined.

6. One of the MFMs should be designated as the Assistant Executive Director. The
other should be attached to the BPESS and work with the FHCCs in lower Egypt.
A third should be hired for Upper Egypt. The MFMs should not be required to
train the Diocese Committees and these committee members should be paid by the
Church and not by the project.

7. The Regional Supervisors should receive training in management and planning. Their
jobs should focus more on staff development and management assistance than on
policing the FWs and verifying employee attendance. Planning sessions should be
held in conjunction with NEs and FWs. The RSs should be employed on a full-time
basis.

8. The Nurse Educators should likewise receive training in planning and participate in
regional workshops along with the RSs and FWs. They should also be trained in IEC
techniques.

9. Field Workers should, where possible, be employed on a full-time basis.

2.3 Supervision

Supervision at all levels is carried out informally. Personal evaluations are not
conducted and job descriptions, although included in the FPIA project descriptions, are lacking in
detail. At present, supervision consists of weekly meetings at FHCCs during which staff members
discuss problems and advice is given through home visits.

As stated earlier, the RSs conduct random sampling of the FWs' reported acceptors
to verify that they are users and then sends the findings to the ED. In some instances, the FWs
record as users women who have had the IUD inserted outside the FHCC. In the case of
falsification of acceptor numbers by the FW, if the amount is minor, it is discussed with the FW;
if the number is great, say 20 or so, and if the falsification is a repeated offense, then the ED
writes to the AO requesting dismissal of the FW. The RS role in effect has become one of auditor
in which he is viewed as constantly verifying and confirming the number of acceptors to BPESS
headquarters, thus creating a distance between himself and those he is intended to help.

Field Workers are supervised by all other staff members, including the CS (some

2Recommendations are numbered consecutively throughout the report and correspond to the numbering
used in Chapter 6.
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Overall, supervision is lacking and poorly understood because basic personnelprocedures have not been established, and in some cases supervisory roles have been assigned topersonnel who do not appear in the original project document (see Section 2.4).

Recommendation

10. Basic personnel management systems including proper job descriptions and periodic
personnel evaluations should be established. Personnel reviews should be conductedsemi-annually and merit increases awarded where they are justified. Staffdevelopment programs should be initiated in order to provide a career ladder for
project personnel.

2.4 Planning

Project planning is greatly emphasized by FPIA in its work with the BPESS.Available reports show the target ponulations the project intends to reach in a given period as wellas the work required to reach those populations. However, there is no indication as to how thefigures were arrived at or who participated in the planning process. It has been determined thatneither the RS nor the NEs were involved in the planning of the most recent project document(Egypt 07, Modification #7). This is unfortunate as both have a great deal of first-hand experiencein the project and know which goals are attainable given the available resources. (Plans appear tobe prepared, in part, to meet donor requirements).

The document also lists an Assistant Executive Director (AED) whoseresponsibilities include 1) overseeing the day-to-day project activities; 2) supervising Cairo fieldactivities; and, 3) visiting the FHCCs and mobile clinics -- activities which make sense and relievethe ED of many time-consuming, yet necessary responsibilities. However, there is no line item inthe budget nor a job description for the Assistant Executive Director and the position is not
included in the organization chart.

Recommendation

11. Project planning should involve all levels of staff and planning sessions should becarried out regionally as well as in the BPESS. Participation with other agencies inplanning activities, at, say the level of the Governorate, should also be explored and
closer programmatic linkages to the National Population Council developed.

2.5 Communication and Coordination

The FHCCs submit monthly reports to the BPESS through the RS. The RSs usea standardized reporting form showing the number of clients and acceptors, commodity stock onhand, and any problems that need to be addressed. The forms are delivered to the ED and thensent to the Data Analyst who records the information in a data bank. These reports are the basisfor the infurmation submitted by the project to FPIA

Meetings of the CSs in Cairo are held on the first Wednesday of each month,whereas the regional CSs meet irregularly. The .Ss and other staff attend an Annual Meeting inCairo at which they are asked to evaluate and discuss the project. For example, at the AnnualMeeting in November 1987, the participants made a number of points: that they wanted theChurch's opinion on family planning; that they did not feel the project was reaching enough youngpeople; that users appear to prefer the IUD; and that all the FHCCs were in need of laboratories.
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FWs are not required to submit reports; rather their impressions and experiences
are given orally to the NE and others at the FHCCs.

Reporting from the field to the BPESS is generally good, and reports are usuallyreceived from the centers in Cairo and Lower Egypt the first Wednesday of the month. Theexception to this schedule is Upper Egypt, where the reporting period is usually the latter part of
the month.

In addition to the coordination that is taking place at both the headquarters andfield levels, good working relationships have also been established with the National PopulationCouncil and its Alexandria branch has invited the RS to participate at the Governorate level.Likewise, relationships have been developed with the Family of the Future, the Ministry of Health,the Islamic Center for Population Studies, and Ain-Shams University. The PFWP also has anexcellent relationship with the Egyptian Fertility Care Society.

The ED has managed to arrange for the University of Alexandria Medical Facultyto train the project MDs. This required many trips to Alexandria and meetings with members ofthe Board of Regents who are Moslem and extremely cautious about dealing with a Christianorganization. The ED has also appeared on the local TV news regarding project activities.

2.6 Logistics for Supplies and Vehicle

Procurement Process

The present procurement process is unnecessarily time-consuming for the ED andis lacking in sound management practices. The procurement process begins with a written requestfor purchase submitted to the ED who takes the request either to the AO or the PFAD andexplains why the commodity is needed. The approval is given orally or in writing and a copy issent to the accountant who then signs and forwards it to the cashier. An estimate of the purchaseprice is made and cash given to the originator of the purchase request who then selects and paysfor the merchandise and returns to the cashier with a receipt of purchase. Any cash remaining fromthe purchase is given to the cashier. If the merchandise is shipped, the storekeeper notifies the EDupon arrival. There is no multi-paged purchase order used in the procurement process.

Vehicle

A Ford van was purchased for the project around 1980. The van is used by theBishopric which, in return, makes two sedan cars available to the project. The sedans are used bythe ED and the MFMs for project business. The van receives regular maintenance checks at thecenter garage and the van driver is said to record mileage and the purpose of use.

Contraceptives Storage and Distnibution

Contraceptives are stored in a warehouse located at the St. Mark's Center, Cairo.The warehouse has an outer office for the storekeeper and a large well-ventilated and well-lightedstorage area. Commodities are located on steel shelves set on wooden pallets. Commodities arearranged by type and are easily accessible. The storekeeper maintains an inventory of contraceptivesas well as other clinical and IEC equipment and supplies. (Appendix C lists the contraceptives onhand as of February 22, 1989. Appendix D shows other supplies and equipment belonging to the
project that are stored in the warehouse.)



- 10-

Two contraceptives in stock -- Delfin foam and the spermicides -- have now expired(some 4,500 altogether). FPIA was notified about these expired commodities six months ago and
the project is still awaiting word regarding their destruction.

The storekeeper is under the supervision of an MFM. Stock reports are submittedto both the MFM and the PFAD monthly. Requests for supplies are usually contained in the
FHCCs monthly report.

Contraceptives are distributed to the FHCCs by the RS. They are kept in unlockedcabinets at the FHCCs. The NE is responsible for them and issues them according to client need.Some NEs are maintaining accurate files on the distribution of contraceptives.
While the storage facility for the contraceptives in the central warehouse is excellent,

storage at the FHCCs varies according to the center and the NE.

Recommendations

12. The ED should be authorized to make decisions about purchasing himself withoutseeking the approval of the PFAD or the AO. A purchase order mechanism should
be established whereby the ED, the accountant and the storekeeper all have copies
of the merchandise order form and are informed when it is received.

13. RSs should ensure that commodities at all the FHCCs are properly stored and
inventoried.

2.7 Financial Management

The PFAD, who is actually a consultant to the Bishopric supervising some 15projects for the Church, manages project finances and has authority to transfer 20 percent from oneline item to another. An accountant and a cashier report directly to the PFAD. The PFADmaintains an office at the BPESS; the accountant and cashier are located at the project office inSt. Mark's Center, Cairo. The cashier's office is next to the large room accommodating the ED,MFMs, EMs and visitors. The cashier disburses money from a large safe. Project cash amountingto over £E 4,000 was observed and was said to be kept separately from other cash located in the
safe.

The project operates on a cash basis with all expenses including salaries paidmonthly in cash. The method of operation is as follows: Each month the cashier cashes a check forIE 25,000 from which he makes "advances" to the RSs for their respective FHCCs, and the RSsdeliver the salaries to their FHCCs. When the money is given to the RS by the cashier, theaccountant records the transaction in a "Salary Journal" as a cash advance. Upon receipt of a signedsalary voucher, the accountant offsets the advance and enters the amount as an expense in theBook for Cash Control (Receipts and Disbursements). A third journal, Book for AdvancePayments, lists the monies advanced to each center (from LE 1,000 to 1,500 monthly) for purposesother than salaries, usually for the purchase of materials and supplies. A fourth journal, Book forStocks, lists the project commodities including contraceptives and equipment and supplies.(Appendix E contains samples of the reporting forms as well as cash payment and receipt forms
along with an explanation of their use.)

This cash advance system allows for errors. On one occasion, a Regional Supervisorlost the salaries intended for his region and had to make repayment himself. The salaries paid arenot recorded as such until the voucher is returnzd to the BPESS.
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A Cairo-based auditing firm, which has audited the project previously whenever
there has been a project modification, recently undertook an audit of the project covering the
period June 1985 through September 1988. The firm found the project accounts generally
satisfactory (although time did not allow the evaluator to review their report completely). The
warehouse stock was the only category not examined in the audit.

The project bank account has been maintained since 1986 at the Bank du Caireut, .er the title BPESS Family Planning Account #8046. (It was with another bank when the projectwas administered by the CABU and was moved to the present bank when the BPESS resumed
management. Purportedly, there was financial mismanagement under the CABU.) Signatories to the
account are the AO, the PFAD and the former project accountant now working directly for the
Bishopric.

Salary Issues

In 1987, President Mubarak requested that salaries throughout the country be
increased by 20 percert. FPIA has informed the Church that it is to pay the increases (considering
them as incentives); the Church, however, believes that the increases are salaries and should be
paid for by FPIA. This matter has yet to be resolved. In addition, there is a matter of employee
insurance which, according to the PFAD, should be paid by FPIA as well.

Salaries are the only category currently being paid by the PFWP. A computer
printout of salaries paid by the BPESS during 1989 shows the amounts budgeted in the FPIA
Modification #7 for 1989. These, along with the BPESS salaries budgeted for 1999 and the actual
monthly salaries paid, are shown in Table I (see next page).

Table I indicates that salaries paid to two individuals on the Technical Committee
and the accountant exceed the amount budgeted by FPIA. As mentioned previously, the Technical
Committee has not held any meetings since it was formed.' (This, of course, raises a question
concerning payment of salaries during all of 1988 and early 1989.) There is also a difference in the
amount budgeted for the MFMs by FPIA and the BPESS. (Although not indicated in the table,
the printout also shows seven NEs for Mobile Units being paid, whereas only three Mobile Units
are currently in operation.)

Income Generation

In an effort to work toward sustainability, three means of increasing income
generation have been devised: 1) Mobile Units that visit outlying villages at which clinical and
family planning services are available at a fee; 2) clinic laboratories where a variety of analyses can
be conducted, again for a fee; and, 3) the sale of contraceptives, which has been an on-going
activity for several years now.

The PFAD position was created, in large part, to develop a long-range plan for
project sustainability but he has not yet begun work on this plan. This may have been a priority
when Modification #7 was prepared, but is no longer viewed as such.

Project sustainability is not presently a priority at the field level although the FHCCs
believe they could generate income if they had laboratories and Mobile Units (only three such units
are currently in operation).

'The matter of payment to members of the Technical Committee was raised with the PFAD who
indicated that they were being paid more, as they were doing the work of four members.
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are currently in operation).
Mobile Units can be an effective means of generating income to sustain the projectif the monies received are deposited with the BPESS and not kept by the FHCC or the MobileUnit itself for salary payments or supplements. For example, where income has been generatedthrough the fees charged for clinical services and the sale of contraceptives,4 the fees received were

only reported to the BPESS; the monies themselves were retained at the centers or were paid tothe staff as salary supplements. This corresponds to other findings obtained during this evaluation
indicating that, in most instances, MDs were paid a supplement whenever they had a new family
planning client and FWs were likewise paid for referrals to the clinic.

Table 1

Comparison of Monthly Budgeted and Actual
Salaries in 1989 (LE)

Budgeted Budgeted
Line FPIA (Mod #7) BPESS Acnal

PFAD 824 824 712
ED 812 812 547
Member Tech C. 196 207 207
Member Tech C. 196 400 400
MFM 495 536 228
MFM 495 536 228
EM 619 619 259
Accountant 495 495 505
Data Analyst 467 467 330
Reg. Supvr (3) 310 310 183
Reg. Supvr (1) 310 310 138
CS 123 123 50-70
MDs 150 150 32-129
NEs 94-144 94-144 35-55
FWs 83 83 45-55

Recommendations

14. The project should use bank account checks for salary payments and advances. The
ED should have responsibility for the payment of salaries and other operation costs.
Regulations regarding employee insurance should be reviewed.

15. Project income generation activities should be planned and implemented by both the
BPESS and the FHCCs. Rules should be clearly established concerning how the
monies generated should be deposited and tight accounting controls established. A
full-time field accountant should be employed to assist the FHCCs in this endeavor.

'in 1987 there was approximately £E 36,000 reported from 41 clinics with a low of LE 36 (Baliana) toa high of LE 4,680 (St. Marks, Shoubra). (Appendix F contains a breakdown by clinic of income generated
in 1987.)
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3. Service Delivery
Family planning service delivery was assessed in 14 FHCCs by inspecting theconsulting rooms, equipment and supplies; interviewing the Center Supervisor, MD, Nurse Educatorand Field Workers; studying the medical records and analyzing service statistics; visiting a villagewith a Mobile Unit; and occasionally observing client vAsits and interviewing clients.

3.1 Space, Equipment and Supplies

All centers visited have the basic equipment and space to do a fair job of servicedelivery. More than half the centers, however, lack a gynecology examining table and must use thegeneral examining table, a disadvantage for the clinician and the client. In some centers, thesterilizer looked dusty and infrequently used. Many centers do not have sufficient instruments toinsert IUDs for two or three clients during a session without sterilizing between clients. Screenswere universally used to maintain the privacy of the client. Lights and other equipment were inworking order (sterilizers were not checked). All centers had a cabinet for storage, but the glassdoor was sometimes broken, and equipment and supplies poorly organized inside. Some centerswere generally very neat and clean, but many were not very clean and were somewhat disorganized.One or two centers may have a clientele large enough to justify equipping a second consulting
room.

Mobile Units consist of rented vans, which are poorly equipped and heavily used;and an MD, a Nurse Educator and three Field Workers. On the observed visit, the service wasinundated with clients. Space with a plain table and a few chairs was volunteered in a localresidence. Clients are examined and treated (including IUD insertions) under these minimal
conditions.

Recommendations

16. Sterilizers should be checked and repaired as necessary. Sterilization procedures
should be reviewed (see training) and enforced by the Center Supervisor.

17. Every center should have a gynecological examination table. Mobile Units should
have folding tables.

18. Cabinets purchased in the future should be sturdier, perhaps without glass in the
doors. Broken cabinets should be repaired or replaced.

19. IUD insertion kits should be purchased in sufficient quantity to allow centers and
Mobile Units to have two to three kits, thereby avoiding re-sterilization between
insertions (which are often hurried and poorly done).

3.2 Interviews with Staff

Staff in general are enthusiastic about their work and answered questions candidly.Center Supervisors described the population of the catchment area clearly, noting the approximatenumbers of Christian and Moslem families, soclo-economic levels, needs, etc. Staff are also awareof other health and family planning centers in the area. They described the social outreach activities
of the centers, which included (but were not limited to)- the following:
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• Nursery/day care centers,
* Family life education activities,
* Job training and Women in Development (WID) activities, and
* Youth/student housing (hostel) facilities.

Nurse Educators described their work and the health care and education activitiesof the center. Centers provide several health services, usually including

* family planning and gynecology,
* general medicine,
• pre- and post-natal care,
* pediatrics, and
* treatments and injections.

Some centers also have small laboratories, which generate income; many have specialists, such asa dentist or an oculist. In addition to clinical care, centers offer health education talks (includingfamily planning) given by the Nurse Educator and the Field Workers. (See Section 5.1 for more
information on IEC activities).

The Nurse Educator described the "path" of a typical new client: She is registeredby a receptionist or Field Worker, and at this time may pay a fee for services; she then sees theNurse Educator, who discusses family planning methods with her, including ccrrect use, advantagesand disadvantages; then on to the doctor, who examines her and prescribes a method; finally, afterthe examination, the Nurse Educator or a Field Worker arrange for follow-up in the form of ahome visit or a clinic visit (if an IUD has been or is to be inserted).

Interviews with staff indicate that clients are getting good service. All staff memberswere asked to relate problems and needs, and to suggest ways in which the work could beimproved. Doctors usually requested gynecological examination tables, additional instruments,improved sterilization procedures, and the addition of a small laboratory. Nurse Educators and FieldWorkers noted that clients are not given follow-up method instructions after the doctor'sexamination. Center Supervisors frequently requested a small laboratory.

Recommendation

20. Nurse Educators should review method use with clients after prescription.

3.3 Community-based Distribution (CBD)
The project's CBD effort is conservative because of fears that it could be chargedwith unsafe service delivery if Field Workers were permitted to distribute pills or manage sideeffects. This fear may be due in part to the fact that the doctors participating in management andservice dtlivery are relatively inexperienced in family planning, as well as to the friction existingbetween Moslems and Christians. The prevailing standard of safe practice, however, should be the

basis on which to make this decision.

3.4 Service Statistics

Service statistics were reviewed briefly in the centers, and in much more detail withthe Data Analyst and the Executive Director. The centers had record cards and notebooks in goodorder. Monthly reports are prepared at each center and sent to headquarters, where the data are
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entered into a computer and descriptive statistics are prepared. Center Supervisors, however, whilewell informed about the target population, do not set service delivery goals.

The Data Analyst reported that when ne started with the project in 1986, reports
from the field were often incomplete and incorrect, and that data have improved since he retrainedpersonnel and improved the system in 1987. He noted that although the typical FPIA fundingperiod is 12 months, for the PFWP project the funding periods have ranged from 3 months to 24months. Generally, three Progress Reports are required in a 12-month funding period (four months

per reporting period). The table below summarizes service statistics for the five funding periods ofthis project. (Acceptors were recorded according to definitions used by FPIA)1

Table 2
New Acceptors and Continuing Users: 1982-1989

Fundi# Period ±Months New iga Total1) 8/82 - 7/84 24 24,121 5,222 29,3432) 12/84- 5/86 18 20,421 4,643 25,0643)6/86-9/87 16 16,045 21,557 37,6024) 10/87- 12/87 3 2,850 19,361 22,2115) 1/88 - 1/39 13 10,072 19,477 29,549

For the first two funding periods, it would appear that the project was no! retainingacceptors very well, since the figure for continuing acceptors is relatively low compared to the
figure for new acceptors. In fact, however, the Data Analyst and the project staff believe that fieldpersonnel had difficulty in counting clients according to the FPIA system, and that these figuresmay not be very accurate.

During the third funding period, the current project staff took over and the field
staff were retrained on data collection and reporting. According to the Data Analyst and thePror-ct Director, these figures reflect both an improved rate of retention of clients, and improvedreporting and data collection.

The reduced figures for periods four and five (which added together can be
compared with period three) reflect problems experienced by the project in expanding andmaintaining services in a time of decreased support and funding by FPIA.

In Table 3, the Cgures for acceptors in 1987 and 1989 have been broken diown bymethod (see next page):

'A new acceptor is defined as a person receiving contraceptives from the agency's FPIA project for thefirst time (even if she/he has received contraceptives elsewhere in the past). A continuing acceptor is onewho receives contraceptive services from the agency's project during the current funding period and who alsohad a contraceptive contact with the same project during the prior funding period. If a person receivedservices in funding period one, dropped out for funding period two, and again received services in fundingperiod three, she/he becomes a new acceptor again in funding period three.
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Table 3

Family Planning Aceptors by Method: 1987 and 1989

Method 1987 1989

Pill 80% 72%
IUD 11% 16%
Condom 8% 10%
Other 1% 2%

The relative growth of IUD use at the expense of pill use reflects the modestsuccess of a conscious policy to shift the method mix toward increased IUD use, especially for olderwomen at risk for pill complications. IUD training for project physicians has encouraged them to
insert more IUDs. The condom is relatively unpopular in Egypt. perhaps because most peoplebelieve that sexually transmitted diseases, as well as premarital ana extramari:al sexual activity, are
very rare.

If the general target population is taken to be Christian married women ofchildbearing age (MWCA) in the six governorates served by the project, the project should bereaching 112,000 clients.6 The figure of 29,549 actual acceptors as of January 1989, represents 26percent of this target. The project must increase acceptors to reach the national 38 percent
coverage rate.

An increase in clientele occurred just after the newer staff members began workfollowing a large staff turnover in 1986, which teds to demonstrate their efficacy, but since figures
prior to 1986 are of dubious quality, no real conclusion can be drawn.

Recommendations

21. Center staff should set goals and prepare an action plan for each center, based on
the population served and the needs assessed.

22. While it may not be feasible at this time to further development of CBD efforts, a
small experimental CBD operations research project should be considered, as it
could be both supported and justified.

3.5 Medical Records

A brief review of client medical record cards revealed that weight and bloodpressure were usually not recorded, which could indicate that these data were not collected. Staff,however, stated that these were recorded only if abnormal. The age of the client was recorded, andin two or three cases (out of about 50), women over 40 were still using oral contraceptives.

'he number is calculated by making the following assumptions:
Total population in six governorates = 19.6 million
Percent Christian = 10%
Percent MWCA = 15% (approximately)
National coverage rate = 38%
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Recommendation

23. Information on blood pressure and weight should be recorded. Nurse-educators andRegional Supervisors should conduct a simple records review at least twice yearly.



. Training
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4. Training

4.1 Overview
The training program met most of the project s training needs during 1988. Allcenter personnel interviewed at the 14 centers had received training for their jobs, with theexception of one or two physicians who had had family planning training previously in otherprojects. Many of the personnel interviewed had suggestions for future training -- suggestions thatshould be considered as part of an on-going evaluation of the training program. It is axiomatic thatquality training is associated with quality service delivery.

The project trained a total of 327 persons in seven different traininv- programsduring the last funding period, which corresponds approximately to the 1988 calendar-year. Thisresulted in a total of 58.6 person-months of training, broken roughly into three categories:

Table 4

Training Output: 1988
IEC 

39.0 pmFamily Planning 12.5 pmManagement 
12.5pm

58.6 pm
All training was organized by the Education Manager (EM), who is the trainingcoordinator, and her assistant, and carried out primarily by guest lecturers with the assistance of thecoordinator. Four to six weeks (including the time of the training itself) were required to prepareand present each training program. Most sessions were held at St. Mark's Center in Cairo, whichhas the facilities necessary for residential training. The course contents and programs (translatedinto English) were well organized and appropriate. Participants were asked to evaluate courses ona form provided by the Data Analyst, who then compiled the responses and reported to thecoordinator. (Copies of these evaluations were available in Arabic only.) The evaluations are usedin planning future courses.

None of the project staff, however, have had a course in training of trainers or inacademic skills. This kind of training would enable the training coordinator to improve the qualityof the 'raining courses and to better assess the training needs of the project and of individualparticipants.

The main weakness in the training program is in the area of management training.Although Nurse Educators and Center Supervisors had some elements of management training intheir courses, neithcr Regional Supervisors nor the senior management staff had this training in1988. The rapid growth of the clinical system and the recent creation of some management roles,as well as the inexperience of some of the staff, suggest that management training has the potentialto strengthen the project (particularly if combined with planning activities), and to promotecollaboration between managers and supervisors at all levels. (See Section 2.4).

Recommendations

24. All training should b planned on the basis of an assessment of needs of potential
trainees.
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25. The traiaiing coordinator should receive a training-of-trainers course.
26. A management training program should be developed to p:ovide in-country training

as follows:

a. A training course for upper and middle management to cover variousmanagement and supervision strategies should be conducted with outsidetechnical assistance. Trainees should make short- and long-term plans withreasonable objectives as a training exercise.

b. A second (overlapping) course for regional and Center Supervisors shouldbe conducted using the same technique, with the same technical assistance.Output of the training should be short- and long-term regional plans andguidelines for centers to help them make their own action plans.

27. The Executive Director should have a two- to three-month intensive management
training course, possibly in the U.S.

4.2 Field Workers

Training for Field Workers included techniques and problems of home visits, thepopulu,.dion problem in Egypt, contraceptive methods, basic reproductive anatomy and physiology,family life education, nutrition, hazards of multiparity and female circumcision, and antenatal andneonatal care. Ninety-three Field Workers participated in Cairo for six days, for a total of 18.6
person-months.

The current initial Field Worker training is appropriate, including healthinterventions other than family planning and the art of communication, as well as information oncontraception. Feedback from Field Workers and principles of effective home visiting programssuggest the following training needs:

* help to deal with feelings about embarrassing topics,
• more information on communication techniques,
* ways to combat rumors and traditional practices, and
* more information on lactation and contraception, nutrition and weaning,

vaccination, ORT, and other simple primary health care measures.
Recommendation

28. Field Worker training is satisfactcy, but in-service training updates should be
scheduled as Field Worker needs indicate.

4.3 Family Counselors

The objectives of training for Family Counselors (these are priests) were tostrengthen the family life education program, to promote the exchange of ideas between urban andrural groups, and to make use of the family life education effort for the promotion of familyplanning. Thirty-five Family Counselors were trained in Damanhoor city, EI-Behera province forthree days, for a total of 3.5 person-nonths.
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4.4 Nurse Educators
Twenty-four Nurse Educators were trained for six days in Cairo, for a total of 4.8person-months. Topics covered were reproductive anatomy and physiology, contraceptive methods,family life education, overpopulation in Egypt, reporting and record-keeping, common summerdiseases, how to give talks on family planning, and how to lead small group discussions onconvincing lower socio-cconomic groups of the need for family planning.

Because the role of the Nurse Educator includes IEC, clinical work, andmanagement, the training usually torches on all of these functions, but lacks the time necessary tocover them in sufficient depth. Currently, the Nurse Educator's training is quite similar to that ofthe Field Worker, although her role is more complex. Sterilization of instrumci!ts, cleaning theconsulting room, and prevention of infection are important topics not currently covered.Information on the counseling process and teaching of adults is needed to ensure effective clienteducation. Finally, the inclusion of discussions of supervision, and management of stock, petty cash,etc., could improve management skills.

Recommendation

29. Nurse Educator training should be expanded to include more content on supervision,petty cash management, contraceptive side effects and counseling, and qualityassurance. Separate one- to two-day in-service programs should be held forexperienced personnel (these could be programmed during the Annual Meeting).

4.5 Center Supervisors

Center Supervisors received five days of training in Cairo on various topics:overpopulation, family life education, management of integrated family planning services, centerfinance, counseling, use of audio-visual equipment, and contraception. Thirty-three supervisors weretrained for a total of 5.5 person-months.

4.6 Medical Doctors
Physician training was divided into two parts: 1) fifty MDs (at least one from everycenter) were trained in contraceptive technology with brief sessions on population problems, socialwelfare, the Christian point of view, and acceptor counseling; and 2) forty-six physicians participatedin three days of clinical practice, concentrating on IUD insertion, over a period five months, dividedinto small groups in three centers. A total of 10.9 persoii-months of training was completed. Eachparticipant received a copy of Hatcher's Contraceptive Technology (13th Edition, 1986-87), whichis the definitive handbook on family planning for clinicians.

The clinical IUD training for physicians, which probably contributed to the increasedIUD use (see Section 3.4), was a highlight of the program in 1988. Doctors interviewed in the 14centers were very happy with the training, and stated that they were inserting more IUDs. Physiciantraining overall, however, seems too brief to cover fully all aspects of reproductive health care.

An evaluation of training content was undertaken with two of the trainers, theDirector of the model clinic of the Family Planning Association of Alexandria, and a professor ofmedicine from the University of Alexandria. Both have lectured in the theoretical portion of thetraining and have supervised trainees during the clinical portion. (The University has a connectionwith JHPIEGO's laparoscopy and reproductive health program.)
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The professor of medicine was asked about adding topics to the training, specifically

sexually transmitted diseases (STD), management Of Complications and high-risk cases(contraceptors with or at risk for diabetes, hypertension, etc.), and more information on hormonalcontraception. He indicated that STDs are not prevalent in Egypt, but that trainees could benefit
from additional content iW the length of the training were increased. Both he and the Director of
the model clinic stated that trainees each inserted five to ten IUDs duiing their three-daypracticum, but did not have the opportunity to manage complications or high-risk contraceptors.

Recommendation

30. Physician training for new physicians should be increased to 10 to 14 days.Information on hormonal contraception, high-risk contraceptors and infertility shouldbe increased. Sexually transmitted disease should be covered at least in thetheoretical training. Practical training should include 10 supervised IUD insertionsand management of some contraception complications. These topics should becovered in separate one- to two-day in-service education sessions for experiencedphysicians.

4.7 Annual Meeting
In addition to the above training activities, an Annual Meeting was held, whose

subject was "IEC Services, a Church Point of View". Examples of IEC efforts in several centers
were also presented and discussed and Church experiences with IEC activities for family planningwere shared by representatives of the Evangelical and Orthodox churches. Ninety-two personsparticipated in the five-day meeting, for a total of 15.3 person-months.
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5. Information, Education and Communication (IEC
5.1 Role of Field Workers

The project's single greatest asset may be its network of Field Workers, who
function both as motivators and as community-based distribution workers. A rough analysis of
service statistic& and Field Worker procedures indicates that the Field Workers should be given
credit for most of the new clients at the FHCC level. During the 13-month period, January 1988
through January 1989, the 43 centers averaged 18 new clients per center, per month. Field Workers
in each of the 14 centers visited made 80 to 160 visits per month. If 50 percent (or about 60 visits)
are to new prospects, it would take about three (60/18) visits to convince each new client, as stated
by the Field Workers interviewed.

In most of the clinics visited, Field Workers in teams of two make 20 to 30 visits
per week. Visits are made in the afternoon, when women have more personal time. Some visits are
to existing clients to resupply oral contraceptives, others are contacts with potential new clients.
Clients having side effects or problems are referred to the doctor at the FHCC. Field Workers also
conduct group meetings to promote family planning, and assist the Nurse Educator during clinic
sessions.

Field Workers were interviewed as a group in all 14 centers visited. Most centers
have three to four Field Workers (many villages, however, lack local Field Workers); all
participated vigorously in the discussion and appear very committed to their work. They were asked
to describe their work, identify problems, and suggest needs or solutions to resolve them.

The most common problems identified were

Embarrassment in discussing these sensitive topics, especially on the part of
unmarried workers;

* Low pay;
* Difficulty of convincing men; and
* Women who refuse to come to the center for an examination, but want to use oral

contraceptives.

The Field Workers most often suggested the following measures to help them intheir work:

Information (more training) to help convince special groups, e.g., lactating mothers,
or older women to use an IUD;

• A food distribution or other incentive program to encourage acceptance;
* More and better handout IEC materials, especially for illiterate women;
* More health knowledge; and
* More Field Workers.

Field Workers report that it often takes as many as four visits to convince newclients. During the first visit to a Christian family, the workers talk in a general way about the
family, the church, and the social welfare services available. Shared religious beliefs provide
common ground on which to establish a relationship with the family. During the second visit,
workers strengthen this relationship and introduce the subject of family planning, describing the
methods and FHCC services. One or two additional visits are often necessary to overcome
objections raised by the woman, her husband, or her mother-in-law. The Center Supervisor (usually
a priest) or a male physician may be called upon to help convince reluctant husbands.
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When Field Workers visit Moslem families, because the common ground of sharedreligious beliefs cannot be used to establish a relationship, workers rely on promoting health careservices and family planning, and are careful never to proselytize. (All centers visited have someMoslem clients; in many centers the Moslem:Christian ratio is 50:50 or greater.)

It is reasonable to conclude that the Field Workers are usually effective, if it isassumed that most new clients come to the center as a result of the home visits. This is a fairassumption, as very little information reaches this population from other IEC efforts. Field Workersstated that some clients were already familiar with modem contraception, usually through television,
but required persuasion to try a method. Positive information, they stated, was frequently offset bythe strength of traditional practices and frightening rumors and stories about modern contraception.

Home visit programs in other African countries have significantly improved thefamily planning acceptor rate by training Field Workers to counsel families on other simple health
measures such as ORT, vaccination, chloroquinization, nutrition, and general hygiene. Visitors weremore welcome when perceived as health care counselors, rather than family planning sales persons.The Church already promotes integrated health care and the project teaches a few non-familyplanning interventions. The success of the Field Workers indicates that this aspect of the program
is working.

Recr imendations

31. Field Workers should be increased in number, work more hours, and be given
greater financial rewards or other incentives.

32. Fie'd Workers should be recruited in outlying villages.

33. Incentives for acceptors should be considered.

5.2 Other IEC Activities

Other IEC activities include group meetings of various kinds, conducted once ortwice weekly at the center or the church by the Center Supervisor, the doctor, the Nurse Educator,or the Field Workers. Such meetings are held for men, women, youth groups, and the general
church congregation. These meetings usually focus on family life education or on health, and ofteninclude information and discussions about family planning. If possible, the project video is shown
to stimulate discussion.

Centers visited sometimes had family planning posters displayed. Although theseposters always improve the appearance of the room, in conservative areas women find somepictures to be "shameful," so posters are not displayed. The same problem occurs with respect to
brochures with pictures. The project obtains both these materials from the national family planning
program, but not all centers have an adequate supoly. IEC workers would like to have more visualaids and better materials for illiterates. The Church itself has the facilities to publish good quality
pamphlets, and might be able to produce IEC materials.

Recommendation

34. The project should continue to obtain IEC materials from the national family
planning program. JHU/PCS should be consulted for additional materials :.i Arabic
and for illiterates, as well as for A-V materials. If production of materials should
prove necessary, JHU/PCS could provide technical assistance.
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6. Recommendations
Management

1. The project should be reorganized with clear lines of authority showing reporting
and supervisory responsibilities.

2. The Board of Directors should consider expanding the Board to include members
of other family planning organizations and Board Members should receive Board
Member training.

Personnel

3. The PFAD should be assigned the role of consultant to the AO and not occupy his
present position which is essentially that of Project Director.

4. The ED should be given authority for the project finances. His position should be
strengthened with improved facilities and assistance with administrative
responsibilities. Remuneration for this position should not be less than that of the
PFAD. He should receive management training.

5. Payment to Technical Committee members should be stopped and the Technical
Committee role reexamined.

6. One of the MFMs should be designated as the Assistant Executive Director. The
other should be attached to the BPESS and work with the FHCCs in lower Egypt.
A third should be hired for Upper Egypt. The MFMs should not be required to
train the Diocese Committees and these committee members should be paid by the
Church and not by the project.

7. The Regional Supervisors should receive training in management and planning. Their
jobs should focus more on staff development and management assistance than in
policing the FWs and verifying employee attendance. Planning sessions should be
held in conjunction with NEs and FWs. The RSs should be employed on a full-time
basis.

8. The Nurse Educators should likewise receive training in planning and participate in
regional workshops along with the RSs and FWs. Thiey should also be trained in IEC
techniques.

9. Field Workers should, where possible, be employed on a full-time basis.

Supervision

10. Basic personnel management systems including proper job descriptions and periodic
personnel evaluations should be established. Personnel reviews should be conducted
semi-annually and merit increases awarded where they are justified. Staff
development programs should be initiated in order to provide a career ladder for
project personnel.

Planning

11. Project planning should in'olve all levels of staff and planning sessions should be
carried out regionally as well as in the BPESS. Participation with other agencies in
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planning activities, at, say the level of the Governorate, should also be explored and
closer programmatic linkages to the National Population Council developed.

Logistics for Supplies and Vehicles

12. The ED should be authorized to make decisions about purchasing himself without
seeking the approval of the PFAD or the AO. A purchase order mechanism should
be established whereby the ED, the accountant and the storekeeper all have copies
of the merchandise order form and are informed when it is received.

13. RSs should ensure that commodities at all the FHCCs are properly stored and
inventoried.

Financial Management

14. The project should use bank account checks for salary payments and advances. The
ED should have responsibility for the payment of salaries and other operation costs.
Regulations regarding employee insurance should be reviewed.

15. Project income generation activities should be planned and implemented by both the
BPESS and the FHCCs. Rules should be clearly established concerning how the
monies generated should be deposited and tight accounting controls established. A
full-time field accountant should be employed to assist the FHCCs in this endeavor.

Service Delivery

16. Sterilizers should be checked and repaired as necessary. Sterilization procedures
should be reviewed (see training) and enforced by the Center Supervisor.

17. Every center should have a gynecological examination table. Mobile Units should
have folding tables.

18. Cabinets purchased in the future should be sturdier, perhaps without glass in the
doors. Broken cabinets should be repaired or replaced.

19. IUD insertion kits should be purchased in sufficient quantity to allow centers and
Mobile Units to nave two to three kits, thereby avoiding re-sterilization between
insertions (which are often hurried and poorly done).

20. Nurse Educators should review method use with clients after prescription.

21. Center staff should set goals and prepare an action plan for each center, based on
the population servcd and the needs assessed.

22. While it may not be feasible at this time to further development of CBD efforts, a
small experimental CBD operations research project could be supported and
justified.

23. Information on blood pressure and weight should be recorded. Nurse Educators and
Regional Supervisors should conduct a simple records review at least twice yearly.
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24. All training should be planned on the basis of an assesment of needs of potential
trainees.

25. The training coordinator should receive a training-of-trainers course.26. A management training program should be developed to provide in-country training
as follows:
a. A training course for upper and middle management to cover variousmanagement and supervision strategies should be conducted with outside technicalassistance. Trainees should make short- and long-term plans with reasonableobjectives as a training exercise.
b. A second (overlapping) course for regional and Center Supervisors shouldbe conducted using the same technique, with the same technical assistance. Outputof the training should be short- and long-term regional plans and guidelines forcenters to help them make their own action plans.

27. The Executive Director should have a two to three month intensive managementtraining course, possibly in the U.S.
28. Field Worker training is satisfactory, but in-service training updates should bescheduled as Field Worker needs indicate.
29. Nurse Educator training should be increased to include more content on supervision,petty cash management, contraceptive side effects and counseling, and qualityassurance. Separate one to two day in-service programs should be held forexperienced personnel (these could be programmed during the annual meeting).

30. Physician training for new physicians should be increased to 10 to 14 days.Information on hormonal contraception, high-risk contraceptors and infertility shouldbe increased. Sexually transmitted disease should be covered at least in thetheoretical training. Practical training should include 10 supervised IUD insertionsand management of some contraception complications. These topics should becovered in separate one to two day in-service education sessions for experiencedphysicians.
Information, -ducation, and Communication (EC)

31. Field Workers should be increased in number, work more hours, and be given agreater financial or other incentive.
32. Field Workers should be recruited in outlying villages.
33. Incentives for acceptors should be considered.
34. The project should continue to obtain IEC materials from the governmental project.JHU/PCS should be consulted for additional materials in Arabic and for illiterates,as well as for audio-visual materials. If production of materials should provenecessary, JHU/PCS could provide technical assistance.
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Inventory of Commodities
(as of February 22, 1989)

TYPE. NO UNIT

Contraceptive Pills

1. Normnest 3780 Strip
2. Microvlar 309 -
3. Primovlar 50 -
4. Amovlar 0 -
5. Oural 348 -
6. Ovulin 1/2 mgr 616
7. Ovulin I mg J

Foaming Tablets (Locally used)

1. Cosnccptral F. Tablets 27700 Tab

1. Cu.t 200 474 Loop

2. Cu.t 380 4060 Loop

Diaphragms

1. Diaphragm 75 1796 Dia.
2. Diaphragm 80 1741 Dia.
3. Diaphragm 85 946 Dia.

Condoms

1. Size 52 160800 Condom

Creams, icily

1. Delfen 690 Bottle
2. Ramses 0 Tube
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Inventory of Equipment and Supplies
(As of March 10, 1989)

ITEM QUANTITY

1. Chairs 10
2. Desk 1
3. Dressing Table 1
4. Projector Set 9
5. Sphygmomanometer 9
6. Pregnancy Test Set 6
7. Stethoscope 2
8. Vaginal Speculum 22
9. Goose-neck Lamp 9

10. Television Set 3
11. Video Set 3
12. Tape Recorder 2
13. Video Tape (Recorded) 7
14. Insertion Kit 51
15. Back-up Kit 20
16. Gloves 1900 pairs
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Fiancial Management Forms

L.E. P.T.

Received form Mr./

T h e S um of O n ly.. ....................................... 
. ........... .............................

In settelem en t ._ ____.

Date / / 19--.

Cashier
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.. ( -y,/ m~$:.t.o

Chque / Cash Payment Vaucher

Date / .. .......

Pay to - / 'J
Oescrption ,... -Jd,' .

I

,BiLbop %14 D. of Finance JL p JA Checked

Casbiar Ltt c1 wl Receiver
it
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.I... ......................-.

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

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

............................ .... .................... ....... . ...... ........ . ., . ....
.. .... ...................... .... ..............................

............ ... ......... ... . .. .................. ..... ......... .......... : L L" .I l 6z .1- I .
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Amounts received, the Exchange should be done in Local
Currency. Vouchers of transfers should be prepared.

A voucher "In" in Local Currency should be prepared

whether the credit is to the a/c of the Bank in Local

Currency or by "Cash" due to the way of collection

also items to be registered "In" (credited) - to the

Ledger of the R.T.P. Local Currency "Transfers"

account.

After collection for the amounts received from abrcad,
settlement should take place to divide these amoun:s
on projects according to the margin kept in the approved

Budget.

Local income MDonations)

(A) Cash Voucher "In" should be made by the concerned
section on receiving Local Donations. The voucher
should bear name of programme a/c concerned. The
payer must sign the voucher. Acception of Dcnations

must be first approved by His Grace the Bishon.

-UMMflCAL &.Soc. SEIVz "-',

---------

r.-
114. W ~ aiJ ~ ~ a ~ Q
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Amounts to be received by the Cash Office. A receipt

with serial number should be given, to the "Payer".

The Cashier signs every receipt, and writes the

number of the receipt in the specified part of the

voucher.

The Voucher has to be registered in the Ledger "In"

(credited) - R.T.P. Account under the heading

"Local Donations".

t '
C7=, ORMEMODOX C:--MC1-

RISHOP2JC -OF ?UZIUC, S=Ml41CAL At SOCAL SM.VIEZJ(,0,, LSJ~

COPTIC ORTHODOX CURCH
3ZSNOPlJC of 1UUL~C. £hMK.U A 10CUL SfILWMU

L. E. P. T._- CLSH Pi=2 VOUCEEER

Receved roo. Mr. /

The Sum of Only .

In sere. e.

Date I i-~//~L

CLahier
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(B) When donations are received by cheques, they have
to be registered in Bank R.T.P. account. A receipt

should be given to the donor.

comic O ROTHODOX C=UC
BISIOPFUC -OF ?UT , ECUMMCAL & S.,,. SERVIES

II 

*

* - - ---- ... .- - .

are"~ me 
-

T0?AL a 

The necessary :epass has to be made to the items and
credited to concerned Consortium Programme Account.

n ,, ,,, ,, .. . • • ... .. /
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Part two:

Payments "Oun" Vouchers Circulation.

The main points are as follows

al Payments happen according to a "payment order" signed by

His Grace the Bishop. The Payment Order means to take the

necessary steps to pay the amount mentioned in the

said "Payment Order" after revision and cc..plete all

supporting necessary voucher for the correct Payment.

In any case, for any ekplanation needed for t.he payment

His Grace the Bishop should be the sou:ce.

Co?: OR.-ooox C=CH
4F- ?TflLZ, Z= 4 -- c'r & S3CL& MVM

Pnyment Order .- J ,. - -

Pay to Mr.. "

in settieme_ t of .

_ _ I " '

ate

b) Casn Payments orders accompanied by :elated su.--:t-i-q

vouchers, payment happens , if vouchers are :evized

audited before payment by an accountant and the

ao:oval of both of the Financial Manager of the R.:.2.

accounts and His Grace the Bishop.

These are considered, General Cash payment orders.

Cas.n ma.-ment orders are issued for projects i.--.d -y the

of development unit.
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Cligh Paymaut VOUakaer
&IC

DESCXTION h
1 L I .L

I TftT Ik noo

~.J 7

3f
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Care must be taken that every payment order in cash for
projects should be accompanied with all documents
supporting the correct payment. Also a copy of the Genera"
Cash payment order. The incharge of development unit
signs payment orders for the projects.c) Payments by cheques to the debit of the R.T.P. account
has to be done by a payment order cheques approved by the
Bishop after auditing and revision with completion of al!
documents necessary for payment.

COP• ... Or.on ,CDO, ,Elxopmc -OF ?MSLC, 2C."acAL & SOCM_ VI

•"'. "- .. . . .u .-

J"Aa-

- - - ._

-la - ,

_______ I J'~*1*

A;-Atm ZvSA
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Payments paid as liabilities, to be in charge for a temporar"

time for certain purpose to be kept in suspense till fin:il

documents are presented. Payments may be in cash, a cash

money order is needed. If payments are by cheques a cheque

order is needed also.

The items are to be debited to an in charge suspense accoun:

till final settlement.

The "In charge" should be given payment orders receipts fco

the use of the temporary loan. Also statements to be prepare

at the end when the aim of the loan is fulfilled.

In case of a demand for a temporary loan from the Cashier

not exceeding L.E. 100 to face actual or sudden expenses,

to be settled within 3 days.

The loaner signes a temporary loan in charge receipt-and

undertakes to settle the amount during the specified :er~cd

in the receipt.

Rzncnzu .Z7 7ILTZ Im~a=Z & SOC.LL -MVZC

14g4TS4 Ib. SOMO Of
As A T us- mz7 C h tea s e 4 n, i

I Uzuka to Esmile Lh Amma u jiam t0biz) imnzmag
*4,SM"
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At the end of each month, statements should be prepared

for both total expenses and trtal Income of the R.T.P.

Accounts.

Also the same should be prepared for each project or

programme separately.

STATEMENT OF ACCOUNT

To:

Dow I It

DI I DESCIPTION Sb A t Clod

De al a I I

The accounts Manager prepares the statements checked by
the Financial Manager with the internal auditor.

--: :-.ed and -cnfirrmed by Hlis Gracp -k -
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List of Persons Contacted

USAID/CAIRO

T. Tiffany HRDC/POP
M. Schmidt HRDC/P
C. Cromer HRDC/P
L. Stino HRDC/P

BPESS

Bishop Serapion AO
Adel R. Gaid PFAD
Dr. Hany Samir ED
Dr. Amgad A. Farhan MFM
Dr. Emad Mansour MFM
Dr. Maha M. Anis EM
Gihan Ishak EM
Michel Aziz Acct.
George Naguid RS
Sameh Wahba RS

In addition to the above headquarters staff, interviews were held with CSs, MDs, NEs and FWs at
the FHCCs listed in Appendix H.

Dr. Hassan Yousuf, Model Clinic, Alexandria
Head

Mary McGovern Pathfinder
Mohammed Kamal Family of the Futurc (FOF)
Kamal El Bagoury FOF
Dr. Sami Said Vice Dean, Univ. of Alexandria
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Family Health Care Centers Visited

1. Model Clinic of Dr. Hassan Youssouf, Alexandria

2. Dept. of OB/GYN, University of Alexandria

3. FHCC St. George, Alexandria

4. FHCC Al-Karma, Cairo

5. FHCC Bait EI-Adra, Maghaghah (Mobile Unit)

6. FHCC Mar Mena, El Minia

7. FHCC El Nasseriah, El Nasseriah

8. FHCC Auba Antonious, El Minia

9. FHCC Assuit City

10. FHCC Manfalot, Manfalot

11. FHCC El Boutrossia, Kena

12. FHCC Mar Gerges, Kena

13. FIHCC Edfu. Edfu

14. FHCC EI-Balyna, E-Balyna

15. FlHCC Mo'attamadia, Cairo


