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Notes:

Throughout this report the termg health workers, health
teachers, village workers and community-based health
workere are inter-changeable.

The village rehabilitation teacher in the village-in-
reach program are called in the present project
community-based rehabjilitation workers.



Summary of Major Findings
And Recommendations

+ [-Teh o T

The Catholic Relief Services (CRS) has administered two
separate programe in health services. The Life Cycle/Health
Education Program (LC) has been implemented, though in
different formats, since 1975. ‘The second, the
Village-In-Reach Program (VIP) was introduced in 1984. Both
programs have worked toward being institutionalized.
However, due to various political and economic factors, it
became obviousg that the process of institutionalization will
be hindered. Therefore, the LC grant was extended until
January 1992. The VIP program was combined into the LC, but
its operation was limited to the northern regions of Nablus,
Tulkarem, and Jenin of the West Bank.

The LC project is needed. The West Bank is an occupied
developing land. When CRS started its pioneering program in
health education, this type cof preventive health care was
abscent. On the other hand home-based early intervention is
a new concept in rehabilitation even in developed societies.
Both programes now operate, under Palestinian management, in
the rural areas. About UU.U% of localities that lacked any
sort of health service in 1987 were in the northern regions
of the West Bank. About 67.3% of the health centers in the
LC program are in the same regione.

o8 L o e wation

This evaluation was done about ten months after the
implementation of the grant extension. It was looked upon
by the evaluator and the CRS administration as a formative
evaluation conducted to monitor the process of the Life
Cyecle program, to determine whether it 1s achieving its
goals, and to make appropriate recommendation. Methodology
consisted of:

i. gsite visits to the different regions.

i1. observation of the different processes of teaching,
weighing., intervention, counselling. and supervision.

i1i. interviews with community workers, regional
supervisors, specieliste, and administrators at CRS,
the regions, and the villages.

iv. questionnaires administered to the workers and the
supervisors.
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CRS has successfully transfered the administration of
the program at the village level to six societies
operating throughout the West Bank (Jenin, Tulkarem,
Nablus, Ramallah, Bethlehem, and Hebron). Each society
performe as a regioral center, and has employed at
least one supervisor responsible for the village health
education programs,

About 156 village programs are operating throughout the
Weat Bank. Each center i1s manned by a health worker
who was trained in the curriculum of health education.

The basic health education program being used in the
training has not been changed since 1985, However,
upon the recommendations of the 1987 evaluation
additional material was produced and made available to
teachers for optional use.

Since the grant extension in 1989 four training
gessions were organized and implemented by the regional
centers to qQualify new health workers. The present
training arrangement is a new organization devised by
the CRS to build up the institutionalization process.
To ensure the success of the new design CRS should have
more qQuality control.

Socleties are to assume increasing financial
responcibility toward the cost of the porgram. As of
1992 they are to contribute about 10¥ of the salary of
the health worker. So far plans were not made by the
socleties to meet this goal.

Mothers in four regions in the West Bank receive food
alid during the health education program. Although CRS
directs village workers to distribute food for needy
families regardless of the participation of mothers in
the program, they tend to use the aid as an incentive
to increase mothers participation in their programs.

CPS has organized several in-service worksheps during
1087 anA 1088. However, none has been done this year.
Supervicsors are assuming a very vital role in the
program. Their supervisory egkille need further
development.
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Many village health workers have problems with
attracting mothers to the program, or with the high
rate of drop outs. These problems may be symptoms of
their failure to make the process of learning as the
major motivator for mothers' participation. Though the
pProgram 1s based upon using the dynamic participatory
teaching techniques, workers' teaching ekills are nct
always well developed. Further in-service training is
needed in this area.

Mothers attendance is monitored. Children growth
patterne are effectively monitered through weight
charts. However, the accumulative records and the

higstories of both mothere and children are not
maintained.

About 47 handicapped children are visited weekly by
three rehabilitation workers (core staff) in the
villages of the three northern regions of the West
Bank. Generally speaking mothers are happy with their
servicesa, These workers are csupported and supervised
by CRS resource team. This team 1s composed of a
psycholozist, a physiotherapis~, and a special
educationist.

Thirty health village workers are planned to
purticipate in three rehabilitation courses in the
three northern districts of the West Bank. Upon
graduation they will be involved in rehabilitation work
through the home-based early intervention program, 1n
addition to their health education activities. One
training course 1igc already taking place. It's
coordinated by a local core staff from Jenin.
Rehabilitation training is supported by the CRS
resource team.

The process of combining the rehabilitation and health
education components of the project is being
implemented as planned. One potential problem may
arise in Nablus due to the fact that village workers
are gupervised by one soclety, while the resource
center 1s located with another gsociety in the city.

The new management of the proJject, headed by a
Palestinian psychologist, has been funtioning
succegsfully as one team. Hopefully, further role
definition will be done for the members of the team to
maintain its future success.
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15.

Two clinics have been established in two remote
villages in the West Bank with assistance by the CRS.
There 1s some coordination between these clinics and
the health education program. CRS should use these
clinice to experiment linking health education with
curative health services.

A practical nurse training course is going on at St.
Luke Hospital in Nablus. About one half of the 17
students in this course come from rural areas.

Recommendatione

CRS should continue with its implementation of the
pPrograms on the same line. However, probleme that have
been identified in this evaluation should be addressed
to increase i1ts effectiveness.

Linkage of the health program with the available
curative services in the villages of 1its operation
cshould have a priority during the coming two years.

Though the principle of sharing the cost of the program
ls essential for its sustainability, CRS should
reconsider the schedule of the local contribution
outlined in the grant extension in view of the current
economic conditions.

Measures should be taken to enhance the administrative
infrastructure of the Life Cycle project. One such
measure ics the creation of health committees in each
region to secure concsistency and stability.

Emphasis should be given to the development of both the
supervisory skills of the regional supervisors, and the
teaching =kills of the village workers.



Part 1: Project Setting
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The current extension to the Life Cycle Health Education
Project was conceptualized by the Catholic Relief Services,
Jerusalem (CRS) and submitted in QOctober 1988 to United
States Agency for International Development (AID) in October
1088, Basically, the Project was an attempt, in response to
a reqQuest from AID, to extend the duration of two grants
that were to end by 1988. These two projects were:

a, Life Cycle Health Education Program (LC)
b. Village-in-Reach rehabilitation Program (Vip)

The first project, LC, concer.trates on maternal/child health
and child survival. It dates back to a 1075/1979 grant.
Based upon CRS experience during that grant, the health
education project was designed in 1979. Several,
modificetions and changes were introduced into the content
of the prodect and its implementation, However, 1in
September 19087 a new amendment was introduced. The purposes
of this amendment were:

1. To develon the skills and capabilities of the CRS
Supervisory staff and local csocleties in community
development issuec.

2. To develop new curriculum, to be used by supervisory
staff in areas such as home-visits, referral and
weighing procedures, family relations, and teaching
related activities (see Fifth Semi-annusal report).

3. To institutionalize the LC Project through the emooth
transfer of i1ts activities and personnel to Palestinian
csocleties (especially the Unions of Charitable
Socileties).

The VIP, which was contracted in 1984, is based upon the
concept that the need for prevention and early
identification of handicapping conditions is met through the
use of a rehabilitation worker who lives and works in the
village. By 1988 the VIP had failed to realize 1ts most
important objective, 1.e., the training of village workers.
However, the higher level of training, the core staff (or
say the regional resource persons), and its development of a
curriculum was accomplished (see Evaluation of the Home
Based Rehabilitation Programs for disabled children in the



West Bank and Gaza, 1988). The recommendation of the
assessment team, then, was that AID extend the l1ife of the
Project for three years. The built-in design of the VIP was
to get 1t institutionalized.

During the final year of both projects several political and
economiec events have taken place in the area that have
severely curtalled the capablities of the local societies to
take over the project. Some of these are:

1.

The Intifada (the uprising of the Palestinian against
occupation). Although the Intifada erupted in
December, 1987, 1its economic impact was felt late in
1988, Its leadership has instituted several forms of
protest such as early closure of shops and factories,
boycott of Israeli geoods and jobs, and comprehensive
etrikes for two or three days every month. Though
these measures have helped in solidifying Palestinians
and enhancing their goals, they have impoverished an
already poor economy; ahd lead directly to the
weakening of the local resourcese that might have been
employed in =social work.

The decision of Jordan to disengage all administrative
ties with the occupied West Bank. This decision led
to the loss of substantial supplimentary incomes to
several thousands of Palestinians, and the loss of
funding to most of the activities of the Union of
Charitable Socileties. For example, Dr. Amin
El-Khatib, the president of the Union of Charitable
Socileties (UCS), told the evaluator, that it was
decided to withhold the operation of the Illiteracy
clasees throughout the West Bank (a personal interview
on November 2@, 1989). Throughout the sites vieited by
the evaluator, it was observed that the operation of
the 1lliteracy classes was "temporarily"™ withheld for
the last two months.

The introduction of restriction on money brought in by
Palestinian institutions and agencies by military
occupying authorities. The Israelis have issued
directives not to allow any Palestinian to bring in
more than $500.00 (or its equivalent value of JD
200.208) from abroad without the prior permission of the
"eivil" administration. However, such permissions are
not eacgily obtained. This measure has deprived private
Palestinian voluntary organizations from an important
potential sources of funding.



u, The sudden drop in the value of the Jordanian dinar (in
October, 1988 it was equivalent to $2.8). The Dinar
has lost almost 75% of its wvalue. Most Palestiniang in
the West Bank used the Jordanian currency for their
csavings and trancactions. Almost all locally salaried
Palestinians are paid in Dinars (or its equivalent in
Israeli Shekels), It 18 needless to describe the
effect of this sudden drop of ite value on both
organizations and the individuals in the Weet Bank.

The CRS administration, has gensed the hardships of the
local Palestinians, and felt the need to both help local
economies and sSupport local socleties to take the
responsgsiblilities of running both projects. The already
established network of health programs in more than 15@
locations throughout the West Bank was the logical choice
for use by the rehabilitation project. Thus, the present
grant extension combines both projects into one network (see
table 1 for further elaboration).

Desgscrintion of the Proiect

The current project, as mentioned earlier, is composed of
two Kinds of services, namely, health education through the
Life Cycle component, and the home-based rehabilitation
Program. The core of the Life Cycle Program consists of the
following functionse:

a,. Health Education classes offered to village women in
general, and mothers in particular. The major
components of the taught curriculum are: nutrition,
hygiene, child development, and first aid (see Appendix
E for table of content of the course).

b. Monthly weighing and growth monitoring by the village
teacher of bables and o*her under-five children of
mothers who are currently in the class.

Cc. FReferral to health care providers and consultation
gervices of mothers and their children upon the request
of these mother:=.

d. Home-visits to promote the health program to mothers,
and to investigate reasons for frequent missing/or
dropping out of clasgses,.

The health workerse (sometimes they are called teachers)
manage the distribution of food commodities to needy mothers
who are currently in the class. This service 12 1imited to
the districts of Jenin, Tulkarem, Ramallah, and Bethlehem
only.
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The second component of the Project is the home-bhasged
rehabilitation services to children in villages anda deprived
aresas, Rehabilitation workers perform the following
services:

a. Home care and early intervention servicesg for the
handicapped children. These services are baszed upon
the conceptalization of the Portage Program.

b. Referral services of both children who are in the
pProgram, and others whose parents consult with the
rehabilitation workers,.

The rehabilitation component of the present project is
designed to be limited to 32 locations in the northern
districts of the West Bank (Jenin, Tulkarem, and Nablus).

Project Qhjectivesg

According to the grant extension, the basic objective of the
project is to consolidate 1ts past activities and expand
cervices, Its specific objectives are to:

1. Combine and expand support of the network of health
education programs and Village-In-Reach program for the
handicapred ehildren developed under the two previocus
projects; Village-In-Reach Program for handicapped
children (JWB 30 @003) and Life Cylce/Health Education
Project (JWB u4D-@@4 - USAID Grants L@68 and 5@65).

2. Address acute and chronic health problems in specific
gectors through training and the provision of referral
and primary level health services.

3. Maintain minimal private sector health and social
services on the West Bank.

u, Provide financial support to charitable societies and
to trained personnel within the previously establicsed
Life Cycle/Health Education System,

Prodect Qutpnytg

It 1s expected, according to the grant extension, that by
January 1992 the following outputs will be in place:

Six regional resource centers will be coordinating the
CRS-sponsored health activities generated through the
project.
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Six regional supervisors will oversee the Life Cycle
program, one in each region operating from the resocurce
centers. In addition the three northern resource
centers will include the rehebilitation services for
the handicapped children.

Two hundred villages in the West Bank will be actively
involved in the Life Cycle training coursee and 32 of
the same villages in the rehabilitation handicapped
training.

As pilot sub-projects, two to five new pilot health
centers in isolated areas will be operative and will
have been Joined to the Life Cycle System.

St. Luke Hospital, a nurse trainig center in Nablue,
will have trained 2@ selected village women,/men every
18 months to upgrade the present level of service in
villages currently lacking health care facilities.

Thirty Life Cycle village teachers currently operating
programs in the Northern region will be trained as Home
visitors to work with the handicapped using VIP
methods.

Three VIP core staff/trainer will have trained and will
be supervising the 30 home visitors involved in working
with the handicapped. Two additional core staff will
be working directly with handicapped children in five
villages.
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Part 2. Prodject Evasluastion

A" cont

According to the grant, the project should be evaluated
twice. This evaluation, initiated by the CRS will help to:

1. Identify the major weaknesses and strengths of the
procesg of implementing the combined programs which
inecludes:

- its effectiveness.

- i1ts problems or potential problems.

- the degree of integration of both health and
home-based rehabilitaiton componentes in the
designated areas.

2. Determine the relevance of the curriculum of the health
programs, as given to the mothers.

3. Determine the level of success of the institutional-
i1zation of the Project.

4, Determine the level of succese in establishing the
pilot clinics and their intergration into the Life
Cyecle Program.

5. Identify the degree of success in relating St. Luke
nursing program to serving the population being
addressed by the other components or the project,
namely, the poorer rural areas of the West Bank.

6. Investigate the degree to which the recommendations
from previous evaluations (the February 1987 for Life
Cyele and July 1988 for the VIP) are implemented.

These objectives are based upon the scope of work for the
evaluation of the Life Cycle Project as agreed upon with the
CRS administration (see appendix B).

In view of thece objectives the following areas were
examined by the evaluator:

a. The Life Cycle CRS management

b. The regional supervisors

c. The village health programs, including the community
based health workers performance.

4. The Life Cycle curriculum and relation teaching

material
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Tabhle 1: Summery data fopr the faoyuy nradert cince 1078
Perind Budget Locatinne

Nutrition 1076-7¢ 275,82 uy
Education

Health 1070-85 1,8232.93 111
Education

Life Cycle 108Kr-80 1,8/21.25 1853

Life Cyele/ 10R9-02 2,091.809 200

Home Basged

In thoueandes af US Aollgrs
Evtended by $175,00Q in 1QAR7
Previously named villacge-in-reach program (VIP) with grant of $£8R7,000

(CPS project) 21084-1088

Pehabilitation

1.

2,

3.

b, They are
- 200

(AR

distributed a=s follow:
community hacsed health
g¢eneral rehabilitetion
Supervisore

core ctaff

trainers,

Perconnel

CRS Societiep

7 147
3e 250
12 118

e 2123

workerae out of which 3¢ will serve ac

workers,
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The regional centers: facilities, operations and
capabiiities.

The core staff performance

The training of community based health and
rehabilitaiton workers (village workers)

The pilot clinics that have already been established
The nurses training course at St. Luke Hospital,
Nablus.

The implementation procedures of the Life Cycle program
since February 1987.

Methodology and Data Cal |eg§jgn

Data was collected by the evaluator through:

i.

i1.

Visits to sampled location in each region. The

researcher has visited:

- The s8ix regional centers.

- Seven village socleties or centers in the
different regions of operation.

- Delr Samet pilot clinic in the Hebron Region.

- Two families of handicapped children, accompanied
by the core workers, one in Tulkarem and the other
at Boureen (Nablus).

- St. Luke training school.

Interviews. All interviews were done in Arabic in a
very non-threatening situations, (see appendix A for
the list of individuals that were met). These
interviews included:

1. Board members of the societies or unions that have
assumed the responsibilities of maneging the
programs in their regione (i1i.e. the rescource
center).

2. Chairpersones of seven of the village societies or
centers that have established health programs (gee
appendix F).

3. Three leaders in health or social work in the
country who are familiar with the CRS-sponsored
health operation.

a, Two mothers of handicapped children and mothers in
the health education classes that were vigited.
(see Appendix G).

5. The administrator of Si. Luke Hospital and the
Nursing School Principal.

6. The seven regional supervisors (see Apprendix H)

7. CFS Country FRepresentative, Life Cycle program

manager, the resource persons at the CRS office,
and the support staff.
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8. The ex-implementor of the health education
program and ex-ingtructor.

0. Two core staff and the trainer at Jenin.

10. Seven community-based health workers (see Appendix
1).

Questionnaires. Two Questionaires were devieged by the

evaluator, in consultation with Dr. Michael Sansur,
program manager. One was designed for the community-

based health workers (CBHW). The second was given to
the regional supervisors. Both qQuestionnaires were in
Arabic.

The CBHW qQuestionnaire was administred to all workers
who have been working with the LC program for more than
one month. Thus 142 forms were distributed. Two CBHW
have not returned their qQuestionnaire and two
Questionnaires were disregarded for the loss of parts
of the questionnaire. The valid rate of return was
Q7.1%.

Questions were designed to gather:

1. Biographical information and professional history.

2. Conception of the program objectivesg and methods
of implementation.

3. Problems heing met by the CBHW,.

4, Present and accumulated to date size of the CBHW
operation.

5. Job knowledge and practices.

The cecond questionnaire was administred to all

supervisors. The rate of return was 100%. It has the
eame compnnhente as in the CBHW but adapted to the
gupervicsor's role. In addition it has a =2ixth

compohent to evaluate:

a, The performances of each of the CBH workerg in
her/hies region.
b. The need of the existing centers for the health

program.
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1. Ire need for the health education program

At present the program is operating in 154 centers spread in
the gix regions of the West Bank. Data for the present
evaluation was baced on 136 centers. Both of the
supervisors and the health workers were asked about the need
of the program in their localities. About 95% of the
workers thought that the need for the program is essential,
while the rest described it as "not essential. The
supervisors described that:

- 61.5% of the centers will need the health education for
long time.

- 37.9% of the centers will need the health education for
a short period of time (at least for the next § years).

- 8.6 ¥ (i.e. one center) the need was not urgent.

DPr. Khatib, President of the Charitable societies, who have
been involved in voluntary work for more than a decade
thought that there is a great need for this program. He
menticned that the program should be expanded to include men
as well as schocls. All the chalrpersons of the societies
that were met indicated the need for the program.

It is very difficult in moset developing countries %o obtain
ohjective data on their health status (cee How They Grow

p. 106), In the West Bank, a developing society under
occupation, the difficulties are compounded. One can not
get independent and objective measure on 3uch
internationally-recognized indicators such as Infant
Mortality Rate (IMR). Israelil statistics for 1983 claimed
that the IMR was 29% (A Review of Health and Health Services
in Judia, Samaria and Gaza, 1983-86, p. 7). Palestinian
sourcegs do not accept that rate. Some sources believe that
the rate of 70/10200 1is more realistic. A report on the
health status in the West Bank and Gaza Strip conducted an
American group (Vermund, S., 1985) has pointed to the
inconsistencies in the official figures, Due to sguch
difficulty, the evaluator of the LC project 1is looking for
other indicators to determine the health status in the West
Bank.

According to a survey conducted by the Physicians Union,
Jerusalem in 1986, 50.7% of U89 surveyed localitis lacked
any form of medical gervices (Hucseini, 1987, p. 4.). This
survey has indicated that most of the services are placed in
larger localities. 1.e. towns and cities. The poorer,
smaller, and more distant localities are Adeprived of such
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Table 2: Localities with health =gervices in the West Bank

Size of the Number of the Number with X of localities
Poprulation Localities Heeslth S, with Heglth S,
l.esg than 500 12a 11 Q,20%

500 - Qoo 66 14 21.20%
1,000 - 2,000 147 77 52.L0%
3,000 - 10,000 124 184 86.30%
More than 10,000 az 32 100.00e%
TOTAL 480 241 49.30%

Source: Health Survey in the West Bank, Physician Union, Jeruselem, 1087,
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Table 3: Distribution of localities without any sort of
health services
Localities without health gservices

Distriet Erequency Percentage
Jenin 53 21.4%
Tulkarem 36 14.5%
Nablus 21 8.5%
Ramallah 33 13.3%
Jerusalem @c 3.6%
Bethlehem 15 6.0%
Hebron 79 31.9%
Jordan Valley @2 2.8%

248 100. 0%
Source: same as in table 1

Ancther indicator which 1s being used in this evaluation is
that of the most common causes of death among infants. The
officlal etatistics have shown that the most common cauges
of infant death in 1985 are (cee MOH, 1985-86).

. Respiratory
Prematurity
Gastro Enteritis
. Congenital

Cold injuries

mEWNPR

The evaluator was informed by the local physician at Beita
village, Nablus that he has noticed an outbreak of scabiles
among the school-age children in his village (interview
conducted on November 14, 19089),

Conclusion: Though 1t 1is difficult to come up with
objective and valid indicators for health status in the West
Bank, available evidence indicates that the need is acute
esgpecially in smaller rural areas in the West Bank. The
exlisting network of health centers, assisted by the CRS
through the present grant concentrates on such villages,
About 50,U% of the existing centers are in localities with
less than 3,000 individual (see table U4).
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Table U: Freaiency diestrihution of centers by size of the population and
the duration of the perid.
Duration of the nrogram (in yeara),

Less than Two to Six to Ten or
Locslity Size "W aape Five Nine nore Nnta
Less than 23,000 7 15 18 26 66
3,000 - £&,000 3 7 a 5 2%
5,801 - &,e00 2 3 3 U 13
8,001 - 10,000 2 1 2 2 o7
mere than 10, 000 11 U 3 U 22
TOTAL 26 30 3U a1 131
Source: Present evaluation

Nore 1: miceine data 1e U
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cervices. This survey has shown that Hebron, Jenin and
Tulkarem are the most deprived districts in the West Bank
(2ee table 13). The available services are administered by
government authorities (68.9%), UNRWA (11.1%) and other
private societies or agencies (20.0%).
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2. Crit y» accie »

Supervigors and chairpersons of the different regional
centers indicated that they use the following criteria when
they recommend the establishment of a new center:

1. A soclety/club to undertake the health program.

2. The need of mothere for the services of the health
program.

3. The absence of similar services

u, High mortality rate among children.

However no evidence has been produced to support their use
of any scientific tool to determine that need especially for
the second and third point. The present data revealed that
the program was established in 21 villages where there is no
local society or club to undertake. In most of these
centers the health workers have indicated that their major
problem is the unavailability of a proper room and/or the
shortage of furniture, especially chairs to seat the
mothers,

o hol -3

1. Emphasis should be place on assisting villages with
gsmaller porulation that lack similar health facilities.
However, the program should be, ag much as possible, be
tled in with an existing local bodies.

2. Supervisors should be trained to conduct informal
surveys to obtain valid background data on the proposed
centers,. Such data should help them in the
organization and the implementation of the program to
be a8 relevant to the population as possible.
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1, Ingtitutionslization of the Life Cveole Praject

Prior to 1088 CRS efforts were concentrated on transferring
the operation of the program to the Unions of Charitable
Socileties, especially that of Nablus. Due to prevailing
circumstances, outlined above, thege efforts were not

guccessful, On the basis of the past experience CRS decided

to change their approach. They have divided the operation

into gix regions. Each region, acting as an independent

resource center, undertakes to support the programe within

ites region. Contracts were made with the following

socleties:

a,. Friends of the Sick, Jenin

b. Dar Al-Yateem, Tulkarem

c. The Union of Charitable Societies, Nablus

d. Friends of the Community, Ramallah (to assume the
operation in Jerusalem as well)

e. Ladies Child Care Society, Biet Jala, (for Bethlehem
region)

. The Union of Charitable Societies, Hebron

According to the project, these regional centers will assume
the resprneibility of mroviding local village prograems with
technical and financial support. Villages' contribution is
scheduled to increase to 10% in 1992, 5% in 1991, and 12é%
in 19002 if conditions permit. Ags of 1992 regional centers
ghould assume the salaries of the supervisor and other
invelved personnel, as applicable to their operation.

The evaluator has investigated the following issues that he
felt are related to question of institutionalization:

a. Has 1t been clearly explained to the societies their
responsiblilities toward the program?

b. Are the regional centers' other major operations and
activities consistent with the objectives of the Life
Cycle Project? How do they raise funds to meet the
obligation of such activities?

c. Have the societies made nlans to meet their financial
contributions toward the salary of the workers in their
programs®

d. Do the facilities required for the operation of the

program (such as the resocurce center and properly
furnished village health education centers exist®

e, Has the adminietrative infrastructure for the operation
of the program in each regzion been defined©?
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Board members in the regional and village societies
that were interviewed have clearly understood and
accepted their undertaking toward the program.
However, no written contracte were made between
regional centers and the societies in the villages.

No arrangement has so far been made, by any of the
cocleties to meet their financial obligation. The
positions taken by the chairpercsons of the local
societies vary. The evaluator felt that there 18 a
tendency, especially in Jenin and Hebron, for the
resource centers to help villages financially.

The avallable budgets of the village socleties that

were visited are small. Most of theilr projecte are

self-funded. These projects normally include:

- Kindergarten/nursenry

- Vocational workshops for women such as taliloring
or embroidery.

Other projects are mainly funded by other private PVO
or the Union of Charitable Societies (UCS) in the
region. The two most common funded projects in these
villages are:

- The heslth education, assisted by the CRS.
- The 1llitrecy program, funded by the UCS.

The last project 1s at present on hold in most of the
locations (see table 5), due to the lack of funds.
This program used to get funding through the
UCS/Jerusalem from Amman. Since the administrative
disengagement with the West Bank these fundg were not
secured,



24

Table 5: Statugs of projecte that are maintained by local village
gocleties, visited for evalustion

No, of Progreme run by the sgociety that are:

No. of programe run by

each gociety are: Reagons for on-
In oneratinn on_hold hold statue
ﬁ'@lf fl]ndgd
Bedt Ula/Hehron ic) - 2 Funds were not
sent by the
Union
Burqin Ladtee/Jenin 2 1
Housan Cultrusl Club/Beth. 1
Battir Sports Club/Beth.
Relta Society/Nablus 3
Einebone Seoclety/Nabhlys a 1 No payvinz

benefeciaries

Turmes Avyah 2 1 Funds were not
egent hy the
Tnion
1. Other than the Life Cycle
2. Mainly celf-funded throuch pavment of fees by the benaficiarieg
3. Fiinde are eecured throueh grante from forelgn PVO, UCS, or

donatione.
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Prior to thies present grant extension, villages used to
raicse the salaries of their health workers through fees
pald by the mothers. However, the payment of such fees
were coupled with the food distribution (PL-U83 food
commodites). Towards the end of 1088 the distribution
stopped as the Life Cycle project was vhaeing onut.

Thig has lead to the disruption of classgses in most of
the villages, Wherever, health education classzes were
carried ocut 1t was mainly due to elther the enthusiasm
of the individual health worker or the hope of getting
further funds through CRS or the ucs.,

The regional centers that have undertaken the program
can be categorized into three groups (see table 6):

i. Societies or organizations that are heavily
dependent upon outside funds either from Arsab or
International gources. The UCS in both Nablus and

Hebron are placed in this category. Thesge
societies represent administrative set-ups that
channel funds and technical gervices from foreign
or Arab sources to the gsccieties in the different
townes and villages in their recioncs of operation.
UCS were hard hit by the administrative
disengagement decision with Jordan.

Taking in view their services, and their history
with the illeteracy program, it is doubtful that
they will be able to financially back local
gocleties by 1002,

i1. Socleties that have health-related services and
cover UQ% of thelr expenses through fees collected
for such services. These include the regional
centera of both Jenin and Ramallah. Health
education 1is viewed as an integral part of their
Primary care services. Besidesgs, both gocieties
operate large clinics in their main center and
offer medical curative services to some villages
in their area (through branches of their operation
or theilr mohile clinies). On the basis of such
obgervation the evaluator tende to predict that
hoth centers will be able to maintain or assist at
least some of the health programs in their area.
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111, Soccieties that are socially active, and are headed
hy cheirpersons who have both the skills to raicse
funds, and the drive to extend their voluntary
services to wider population. These include Biet
Jala and Tulkaremn, This category does not have
the advantage of the administrative recognition of
the UCS by Jordan, nor the medical servicesg
offered by category 1i1i. However, the future of
their support to the villages will deprend on the
guccess of their chairpersons in obtaining funde.
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Table 6: Tvpes of operation/activities run by regional end village
gocieties

Type of servives or activities available

Visited Charitable Curative Type of Cultural or
Sngofjoq/ﬂgjnnq Heslth Handicanneqd Educational Socia) Qthere
Friendes of the Sick ¥ 4 X X

Dar El-Yateem ¥ X X X
UCS,/Nabluse X X

Friends of the Community*¥ X X
Beit Jala Ladies * X X X
UCS./Hebron X X
Villageg (gample only)

Beit Ula X X X b 4
Burqin X X X
Housan X

Battir ¥ X X
BReitsa k¢ X X ¥
* These socleties have income-generating vrojects that cover vart of

thelr evnences.

* % Thege gocieties are introducing income-generating projects.
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The maior complaint of the supervicovre in foup of the
regions wee2 the lack of facilities at their centere,

In mest of the regions that wepe vieited, the regionsl
center does not exceed a desk and a cabinet to keep
curriculum material and forms. The preblem of having a
suitable clascsroom or center ieg faced by many teachers.
Many village societies have failed to provide proper
rocoms to house the nrogram.

The eveluator has fsililed to sense the existence of any
adminictrative ctructure for the program hoth at the
regimonel and the villagze levelrs. More often the
interest that 1is being shown by the board members of
thege conleties doec not exceed a casual one. only
about 39.0% of the workere felt that their aocieties
interest i1s strong enough to expect them to support the
program.

Food distribution is tied to the program in all regione
excent for Nablus and Hebron, where the 1CS refused the
food aid. Previcus evaluation of 1987 have recommended
to nphace ont faond dictrinutian, Though the amount aof
food being Adistributed 1ic mesgre. there ic an sectual
need for 1t due ta the present economie hardshinre. The
only ohjective that 1e raicsed here 1s the coupling of
health educsation with food distribution. CRS
directives are clesr to the village workers. They
state that food should be given to the heedy mother
whether enrclled in the health education program or
not. However, wherever the food ie availahle it goeg
to a1l mothers in the class. At Turmos Ayya, for
examnle, a Adispute was created between the worker and
the villaege society on the issue of who should receive
the food aid. This has lead to denying her = proper
classroom to house the program.

Pecrommendatione

3:1.

To innreacse the 1likelihcod of the program
custaeinability., 1t chould be linked with medical
services availeble in the village. In about ARAY of the
villages (included in the study) workers indicated that
they have clinice. Moreover, in about 3U% of the
cages, there 1c come sort nf conneration hetweaen the
clinic and the prozram has heen established. RS
chonld enhance and enconrage such cocoreration. CRS
gshould invecstigate the noesibility of estahlishineg the
medical linkages with the privete hadies that supervice
snuch village elinice:, In about 20@.6% of the casgees, the
clinic 1s affiliated with the gcame cociety that holde
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the health praogram. If this linkage was established
health workers, could be trained to aseist in the
¢linle and in return her salavy can be secured. To
encourage motheres to attend classes or benefit from the
health workers services, medicsl fees for her could be
reduced. The evaluator has investigated such linkages
in Beita and Beit Ula. In both places he received
positive feedbacks from the physicians and the
chalrpersons of these societies.

Where-ever medical linkage 1s impossible, the health
education program might be linked with teaching crafts
to the participating women. The health worker could
arrange the sale of the production in return of certain
feeza to reise her salary. In such cases mothers could
pray small fees for their craft training. The training
could be performed by the teacher, if she is able, one
of the women in the village, or a resocurce person
provided by the regional center.

Given CRS present work load, it will be impossible to
investigate these issues 1in every village. However, if
efforts are concentrated on a few of them and their
effors succeed, the process can be institutionalized.
Societies, under the leadership of their supervicars
and health workers can implement these processes and
ideacs.

It 1= recommended to establiceh a health education
committee in each rezion. This committee could help
in;:

a. Providinz =stabhility to the program. Presently,
the supervisor 138 the sole implementor of the
program in the region. The committee can provide

him/her with guidlinee for oreration, and maintain
administrative contrel over his/her wovrk.

b. Locating/raising funds for the program to solidify
and expand i1ts operationes,. :

c. Increasing the probabillity of 1ts sustainability.

The composition of the committee could regionally vary.
However 1t 1is suggested to he composed of:

i. The regional supervisor

i1. A board member in the regional centenr

ii1. Representatives for village cocieties and workers.
These nan be appointed on rotating hasie.
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Regional center and villages should be approached to
provide proper prlaces for the program operation.

CRS should enforce its directives regarding the food
distribution. Workers should be advised with methods
of raising the soccial awarenegs of participating
mothers so that they realize that the food aid ghould
g0 to thoge who are really in need.
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a, The Training of the Health Waprkere

A. Pre-cervice training

The majority of the 136 health workers that were
gurvayed received theilr training prior to 1988 (see
table 7)

Table 7:

Frequency distribution of health worker by year of
graduation.

Pricr to 1082 15 11.4%
1982 -~ 19873 37 28.0%
1984 -~ 1985 22 16.7%
19086 - 1087 13 0. 8%
1988 - 198¢ a5 34.1%
TOTAL 132 100. 0%
nbennvnfjgnq:
b:a:1, Both o0ld and new workers are trained using the
game material, 1.e. the Life Cycle Curriculum.
This includes the following valumes:
a. Fundamentals ~f Health Education
b. First Aid
e Life Cycle Lesson Plan.
The material in the basic volumes (a and bh) have
not been modified at least since 1985, However,
upon the recommendations of the previous
evaluation new materials were nroduced in separate
volumes., Refresher courses were given to health
workers who were affiliated with active centerse
prior to 1089, Some cources were designed to
introduce the newly produced material. Presgent
training cources are limited to the original
material,
b:A:2, To comply with the objective of

inegtitutionalization of the health program,
training have been decentralized. CRS supports
new training coursee but does not run them.
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Training at present is assigned to one or two
village teachers who have excellent records (see
Appendix C). This new arrangement has both its
advantages and disadvantages. The major
advantages are:

- The enhancement of the process of
institutionalization of the Life Cycle
Prodject.

- The repossibilility of tailloring the program
toward regional needs.

- The incentives offere to excellent teachere
and the fact that 1t can be carried on by a
rerson who has a practical exverience a3 a
health work,

The major disadvantages are the difficulty to
control the quality of the presentations and the
poeeibility of the shallowness of the content at
the theoretical level.

The evaluator had the opportunities to monitor
two training sessions. In both oprportunities he
was not gatisfied. At one sesgsion he witnessed a
gross mistake committed by the teachenr. In the
second he was dismayed at the absence of
concentration on gkill building. In fact about
28.7% of the surveyed workers felt that their
training was lacking emphacsis on the practical
asrent.

The mogt frequent subjecte that workers suggeeted
{see Appendix L for complete 1liest) to be included
ir their training are:

- First Aidq with emphasis on practical
exnerience

- Bacsiec practical nureing

- Disability

- Common 1llnesses

- Community services.

Recommendation

dsAaca.

If further health education training couses are
held, they should be given in the new regionsl

format. However the role of the selected workers
should not evceed:
i. Coordination of the c¢nurse

id. Supervision of the practicum.
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Experienced lecturers in the different topics
should be invited to nonduct clagsses. However,
guch instructore should be familiarized with the
philosophy of the health education program and its
strategy eepecially the emphasis on participatory
teaching.

More emphasis should be given toward skill
building in both peer-teaching format and the
actual village teaching.

The Curriculum

As mentioned above, present training concentrates
on topies in the volumes of the Fundamentals and
First AiQ. This material, which 1is later conveyed
to the mother, has ncot been revised. The changes
that were introduced during the last grant were
the produnction of the curriculum in a new format
and the addition of new materials given on
optional basie. Dr. Heodalil, a specialist in
Public Health, has reviewed the material with the
evaluator. He believes that the curriculum more
than sufficient for the preparation of health
workers to help them to achieve the objectives of
the program. But he thought that the First Aid
curriculum contains procedures, that health
workers are not gnalified to handle. He etates
that workers will not be able to diacnose
fracturese, bitesg, and unconsciougness. However,
he bhelieves that the honk is well written and
supported with illustrations.

The Fundementals curriculum was designed tn meet
common health micgconcentions and practices that
were traditionally prevalent a decade ago. Some
of these misconceptions and practices may have
percisted others may have diminished, and new ones
may have been acquired, Therefore, the evaluator
feels that there i3 a need to review come of the
material in the curriculum to reflect newly
identified misconceptione and needs. This view is
shared by some of the health workers. About 258%
af them felt that the curriculum does not alwaye
meet the needs of mothere or women they are
working with. However, it 1s important to
emphagize that the curriculum 1s well nresented
and illustrated.
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CRS should periocdically survey the needs of
families in rural areas, and the prevalent related
misconceptions that they may have. The collected
data should help in the revision of the
curriculum.

Emphatic messages should be given to workers as
well as mothers not to handle serious first aid
cacec, Workers should be clearly told that some
of the first aid material they have in their
curriculum are informative and it does not qualify
them to practice it.

C. Incervice Training

earvat Qa:

CRS should be commended on the extent of inservice
training that was conduced during the past few
veare, However, no plans have been produced for
guch trainig, excent for the villege rehabilitaion
workers., Since 1989, no inservice training was
held.

One of the more frequent causes of mothers drop
ocut, ag perceived by supervisors as well as by
workers 1s their relationship with mothers.

Within the duration of this evaluation, the
evalugtor has come acrosse two workers without
classes recauce they falled to attract any mnther.
One of the most frequent complainte of the workers
i=2 that motheres are not interested in health
education.

In about three of the classes that were visited by
the evaluator, the workers conveyed wrong facts to
the mothers. The average score on the short test
for workers designed on the bagis o~f the
Fundementals (see Appendix I) was 72.0%. The
evaluator has divided the respondants, smccording
to their score on the ahort test, into peoor, (for
gcore helow 67.0%) average (for scoree between 68
and 8@), good (for =zcores between R1 and Q@) and

exnellent (forscores ahove Q@) (aee tahle 8), He
found that U43.40% of the workers wae helow the
cut-off sccore, The evaluator does not e¢laim that

test is a highly-valid cne, bhut it does reflect
some useful knowledge, especially where it deals
with child and mother nutrition and diarrhesa.
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b:cC: 3. The cuperviesore have indicated that workres do not
usee home vigite effectively. The supervisors are
not satisfied with home visits. (The average
humber of home visita, as reported by the workers
themselves 1is 10.3 per month /worker).

Recommendation:

b:C:1 Workshope and inservice training courses should be
constantly held. Areag that should be addressed
are: home vigits gstrategies of promoting health
educaiton, workers-mother vrelationship, and
refresher courses on different aspects of the
curriculum.

Table 8: Distribution of respondants by academic degree and
performance

Academic Level (degree)

Performance = Hieh School Community  Univergity  Total

Poor us 11 3 59

Aversage 61 11 3 75

Good o 7] 1 1

Excellent Qg (%]} (=1"] 20

TQTAL 126 22 135

N3
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Pegzional Sinerviannra

Supervisors represent the core concept in the process of the
institutionalization of the project. They represent the
strategy for ensuring 1ts susteinablitiy and effective
functionsg. Therefore it is very c¢rucial to have the right
individuale in this poesition. CFS has recommended the most
Qualified individuale for those poeitions.

Qbservatione

L3

\n

The average CRS experience with the health educaiton
program 1s about 9.4 years, with a range of 5 and 13
Years, Thelr supervisory experience range between 3
and 12 years as stated by them.

Almost all of them have good perceptions of the program
major objectves.

Almost all the supervisors have attended at least one
refresher course in the curriculum of health education.
Three of them according to their own statements, have
attended a course in community development held in
1088,

Some of the supervisors were inveolved in the training
courases that are held in their regions.

None of them wes really trained in supervisory
funectione. The evaluator noticed that they are not
gengitive to classroom problematic behaviour nor are
they ekilled encugh to observe it. They lack essential
ekille like tacgk analyseis, and problem enlving
approaches. Some of them lack initiative tendencies,
as observed by the evaluator, though they tend to he
Sgincere, Thelr average performance on the short
Job-knowledge test (zee Appendix K) wag within the
"average" range, according the cut-off scovres
estahbhlished by the evaluator.

CRS should immediately hnld in-gservice training for the
regional surervisors, The training should concentrate
on the meaning and the philoecphy of cupervisgion and
its contrast to inspection, the process of supervision
end 1its strategleg, and the skille of obszerving,
interpreting data, pnlanning action, and implementing
it. The=se procecsses, strategies, and skills chould be
taught within the context of community based health
services,
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CRS should help in devising several forms to be used by
the supervisors to observe the performance of the
health workenr. It 1 recommended to come out with
purpose-crlenten forme (i.e. forms that serve sgpecific
funections such as child weighing or home visit or
well-defined aspect of the classroom performance such
as use of teaching materials er inveolving mothers in
the classroom). These forms need not be rigid or
complicated. It is recommended to use deecriptive
rather than numerical aszssecement of the intended
performance with enough rocom for flexibility.
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6. Program Implementation at the regjon and villesece Level

Present program management hes sguccessfully adhered to the
objective of institutionalization. This planning and
implementation 1is carried out by the workers themselves and
monitered by the supervisors.

6:1. The program is being implementedA at three levels,
Level one 1s the village. Currently, 156 centeres
operate in the West Bank. Thelr distribution is summed
up in Table 9. Each village worker meets one or two
classes for a period of four months. The average class
eize 12 about 19.1 mothers. Most workers specify one
or two daye for weighing the children.

The second level of operation is at the regional level.
Each region has one sgsupervisor, except for Jenin, where
two supervisors are stationed. According to the health

wnrkers, supervicors
Pexzional supervicore
within their regione.

viegit them twice per month.
perform also managerial Autiees

They serve as the linkage

between program centers and their resource centers in
one direction, and with CRS on the other.

Table Q: Distribution of Village health Programe by region

(district) *

ctyriet Ehnql]ongg (=] aent

Jenin 54 3U.6%
Tulkarem 22 14.1%
Nablus 209 18.6%
Ramallah 19 12.2%
Bethlehem 18 11.5%
Hebron 4 o.0%
TOTAL 156 100, 0%

*x About 20 centers were added during the month of

November 19080 after the onset of this evaluation.
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The third level of operation, is that of the CRS. The
program is managed by a Palestinian who holde a Ph.D in
Psyvchology. He 1s assieted by an administrative
support staff of one aide, informational speclalist, a
csecretary, and & driver. A team of three resource
persons, a psychologist, a physiotherapist, and a
epecial educationist offer the academic support to the
rehabilitation component of the Project.

Mothers' classes ere condiucted through the
rarticipatory method. Some teachergs excell in their
performance. The evaluator was impressed by the
rerformance of the Einaboug worker for example. All
the elements of successful performance was in her
class. On the other hand, he witnessed a very poor
class maenagement at Burqeen. The teacher there failed
to communicate with the women. She lacked all the
elements of good teaching. Infact zome of the women in
her class had much better knowledge than she.

Tt should be noted here thet the use of teachinz
material 1s not extensive, Jjudging by the available
charts, posters, clides, and other A/V aide. However
ahout 66.9% of the workers felt that the teaching aid
they have 1ic csufficient. The evaluator feele that
workers lacked the criterion to judge their needa of
teaching equipment.

Fegional centere are provided with A/V equipment such
as projectors (see Appendix N for a complete list).

CRS loan, upon demand, mainly to workers training
courees, the avallable sete are in English and produced
abroad. Workers at the village level have hardly used
them. Supervisors could put more efforts into
encouraging workers to use them. On the other hand CRS
ghould produce locally meaede glidec to aceompany
important parts of the curriculum.

Three of the moet common prohlems that workere face,
in thetir relation with women wha participate in their
clagses are related to the lack af incentivee and
workere classroom performance. These prohleme are:

1. Frequent absence thus disrupting the seaquence nf
the curriculum.

2. Late arrival to the cegceion.

(93]

Mothers dropping out of the program.
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u, Mothers are not realy inetersted in the
curriculum.

5. Bringing children to the class sessions (see
Appendix M For complete list of problems).

The act of learning by itself should be a good
reinforcer to the mothers. Workere could be more
resocurceful in creating rich and attractive
environments. They could be more flexible in their
class formats. For example, if a group of mothers have
difficulty coming to the center why not hold sgessions
at their homes on rotating basis.

A sizable percentage of the women repeat the course.
About SU.L4¥ of the workers have indicated that a
sizable number of women in their classes have
previousgly attended the program. One will not be
surprised to note that these repeaters will drop out
once they receive their food ei1d, as classes have
nothing new to offer.

Grouping on the basis of women's needs and levels of
education 1e not practiced. Expectant mothers, older
women, and studentes are combined as observed by the
evaluator, in one eclasgcs. In one case a university
graduate was attending the program. She started asking
sorhisticated questions on child delivery far beyond
the gkills and the knowledge of the teacher,. In that
cace, the evaluator felt that this partiecipant had
become a disruptive element during the sessiocon
Workers chould try to deliver their message to those
women that are in need. Measures should he taken to
group women according fto thelr needs and abilities.

Workere keep three types of records.

- Charts.
- Clagse attendance
- Child recovrds.

CRS chould revise the last twn records, The eveluator
feele that separate flles (or ceards) should he kept for
each mother. This may he more heneficial teo build
individuals proflles and to reflect the impact of the
program,
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Abont 37.8% of the =surveyed workers hold another job
hecslde the health aducation. CRS requires each worker
to accumulate U@ hours of work per month to earn full
calapry. Thue workers have free time to do other Jobs
Thigs srrangement is oroblemstic, eapecinally when the
CRS financial assistance is nhased cout. One of these
prohlems was sensed at the gite vigite in the Nablus
region. Societies demanded full day work hetween
eight and one, egix days a week, Workers who were met
complained that they do nothing during the extra hours
they ceprend at the gocietiec because they are required
to put in U@ hours & month only.

The second pnotential problem wae felt in the Hebron
region. The worker that was visited there was also a
Kindergarten teacher. The Job required her time
between eight and eleven. Therefore her classes in the
health education program were at 12:20. One wonders if
that 1is the most suitable time for mothers and if it
has any adverse impact on motherg attendance.

Paerrmmendaticnc:

6:1,

CRS should rewvise the formula of U2 hours/month in
consultation with the societies and the regional
centers, 1in view of the objective of getting local
socleties to assume full reczponsibility for the
program.,

CRS cehould produce enough posters, charts, and other
meane aof 1illustrations to sustain a2ll major concepts in
the ovrogram. It 1e &sdviszable to have them locally, but
profeseionally made. They chould reflect indigencue
cnlture and characteristies. CRS should nge
glides/pictures of gsuccegsful heslth clasceecs in the
villagee they gerve. Workeres have agked for brochures,
and pamphletz with lessong of the major concepnts to bhe
rroduced acs hand-outeg for women., CRS chould lecok into
thies 1ides and examine its viability.

Emphasis should he given to Traln teachers in lesson
rlanning, classroom management, use of teaching aids,
and record keenina.

Supervisgore shnuld he asked to pursite workers <ckjlls in
leagon planning Fach teacher chould plan her le=zzon
to reflect the different procediires and gtyles that are
to be ueed, teaching materiale, and the objectiveas of
the lessaon,
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Supervisors should plan to develop the child welighing
procesgs, Keeping records on the charts, and
interperating the collected information.

CRS should review the need to have the mothers
attendance booke, and the children records. It is
recommended to use individual one-page accumuletive
records for each child, and each mother. However it is
recommended to field test the merits of such
accumulative records at a sample of village programs
before taking any further action.

It is recommended to test the viability of:

a. Holding periocdical seminars or workshops for new
fathers by the village teacher to discuss related
health issues.

b. Establishing at each village some sort of
assoclation for mothers who benefited previously
from the vrogram,. Thie should help in fastering
healthy practices znd attitudes. Such association
should be easier to esteblish once the program is
coupled with curative health services.
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7. e R litetion component of the l.ife Cvcle Praient

As indicated above, CRS administration combined the
rehabilitation program with the Life Cycle in one project
motivated by:

a. The complementary nature of both programs. They deal
with the same age group in rural and deprived areas.

b. The advantage of hiring village health workers with
their background and experience to become
rehabilitation workere as well, thus they can assume
the proper role of the community based workers.

The major steps so far, taken by CRS toward implementing the
rehabilitation component of the project are:

1. Ensuring the willingness of the regional centers in
Jenin, Tulkarem, and Nablus to adopt this program.

N

Maintaining the work of the ex-core staff at Jenin and
Tulkarem,

At Nahlus the decsignated core staff hae resigned, she
wae replaced by and ex-core staff who is completing her
practical training under the supervision of the CFS
resource persons.

3. Mies Haifa Irsheid, an ex-core staff with extensive
experience in socecial work and special education was
hired to train the Jenin course (see Appendix C).
Fourteen village health workeras are undergoing training
at Jenin'e society.

7:1. About 47 handicapped children receive home-based
rehabilitatior. services in the three northern areas
(see table 10)

7:2. Flles are being kept on each child by the
rehabilitation workers, Such files have the assegsment
data, the baceline of the child performance, medical
reports (though not always complete) progress reports,
and CRS resgource perscons' comments.

7:3. The average case load for the rehabilitation worker 1is
1%, which i1s the normal losad, according to the portage
model,
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Table 1@: Diegtribution of handicappred children who are being
gerved by the rehabilitation worker.

Jdenin Tulkarem = Nablus Totsl
Rehab. & Educational 16 16 15 %4
FReferral 26 19 25 50
Advise/consultation 17 eo 1" 26
TQTAL 5Q us 2@ 123

Jenin Tulkearem Nablusg Total
Physical el 11 e7 22
Mental +]"] ou eu 28
Hearing/cpeech es (.1 o0 25
Multiple @7 21 au 12
TQTAL 16 16 15 u7
Age range 1-13 1-0 1-10 yrs

7:4. The services being given by the resource persons,
egspecially that of the physiotherapist is excellent, as
percilieved by both the workers themselves and the
evaluator. The 1impact of the special education
resovurce percson has not been felt as yet. She has
Joined the program as of mid Oectober, 1089 (1i.e two
weaks hefore the onget of this evaluation).

7:5. The age-rance of the handicaspped children in the
program 1g not a2lways within -8 years.

7:6. Most of the cases that are precently in the program are
thoge with moderate to severe disability. One part of
the philosophy of the home-haged intervention program
1e to get to ~hildren with marginal disability as early
as possible to get them ready for normal schooling. In
fact the screening test that was adopted in the
previous grant, the DDST is designed to identify
children with developmental delay. The need of the
moderate to severely handicapped is recognized and
eghould be addreesed, but more attention should be given
to marginally handicapred ag well, This last group go
undetected early in 1ife and lead to their drovnping out
of school and other maladjustment problems.
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Due to the unfamiliarity of the CRS resource group with
the philosophy and the gtrategy of the home-baged early
intervention model, there has been several attempts to
devise new assessment tooles. The evaluator feelg that
the existing tools that were developed by the previous
resource group Aare excellent and should he maintained.
Besides there is no need to add to the paper work of
the rehabilitation workersa,

The combination process of hoth componentes of the
projeat, 1.e. health and rehabilitatinn ig g0 far on
the right track. However, the only potential problem
is in Nablus. The current rehabilitation worker and
the resocurce material are located at the Red Crescent
Society. While village workers are supported through
the UCS. The arrangement may lead to probleme, and
should be addressed early enough to remove any
discrepnancies.

The major complaint of the rehabllitation worker is
transportation. They serve children in several
villagee. Once the training of village workers is
completed they chould be abhle to work in their own
villages. The current rehabilitation workers should
partly, work with children within their own localities,
and partly cserve as resource persohs to help regional
eupervicsors.

The training that 1is being carried out for the village
workers is outlined elsewhere (see Appendix D). It has
both theoretical and practical componentg, and it isg
faithful to the original pnlan. The trainer feels that
1t would be more effective to give the trainees a
refresher in biology and peychology. She felt that
mest of the trainnees have had Aifficulty in classes
due to the fact that meet of them have been out of
gchonl for several yearses.

To hetter comhine hoth componente of the Life Cycle
project, csupervision should be assgsigned to current
regional supervisors. Thies will require training them
through the Nablus and Tulkarem couraeg, Current
rehabillitation workers assisted by CRS resource person
should work as technical support to them

A refresher in biology and psychology should be added
to the rehabilitation training program,
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Emphasie should be given to the potential problem of
having two centers responsible for the same program, ae
in Nablus.

The CRS resgsource team, especially the psychologist and
the special educationiest should develop better
conceptualization with the philcgophy and strategies of
the home-based early intervention, and the different
gcreening and assessgment tools in the program. It is
egzgential for the team to develop proficiency in the
portage program. It 18 recommended that they visit the
Sun Day home-based intervention center in Gaza.

CRS needs to develop proper evaluation tools to assess
the performance of the village reahbilitation workers.
This tool can be used by the regional supervisors and
the resocurce team.

The evaluator feels that the experience that the
rehabilitation trainer has gained during the Jenin
training chould he exnloited in the other two workshops
to be held later during the grant period. It 1is
recommended to put her in charge of all training.

For future training courses for the rehabilitation, it
1s recommended to select village workers who 1ive in
the same village. Thils measure should reduce the cost
of implementation, save workers the hardshipne of moving
from one place to another, and expands the potential of
the hours of the dally work.
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Program Administration

CRS should be commended on i1ts efforte to run the two
components of the Life Cyecle esmoothly. The evalunator feels
that the fteam spirit which ig strongly evident in the
program 1s behind its smocoth management especially on the
iecue of institutionalization. Although the present program
management asf a whole lacks s0lid experience in
community-based operation, their sincerity and eagerness to
learn make-up partly for that.

Ohgaepvationg:

8:1

Management problems and conflict thet plagued the
previocus village-in-reach program has been overcome.
Socieites understand very well their rensonsibilities
and ohligatione toward the project.

CRS staff members perform their duties under very
difficult and life-threatening eituetions. Often they
are harvagsed, or hindered by military roadblocke =at
the outskirtes of the townes and the villagee they vieit;
and quite frequently, their care are stoned in areas of
distrubances, The evaluator feels that the quality of
thelr work 1s better appreciated when such riesks are
taken into consideration.

The program is meeting i1te projected outputs (see table
11). Many of the ocutpute especially in the Life
Cyecle,“health education have been meet. The slow start
of the rehabilitation component 1ig due to the fact that
the villege infrastructure was non-existent at the
village level.

Although the nrogram mansgcement is functionine as one
team, the evaluator feels that some of the veoesitions
are not well-defined. For example it 1z difficult to
draw a line between the responsibilities of the
psychologist and that of the special educetionist.
Such an overlap 1s expected to be a source of tension
and conflict, in the future,

The Jjob deccription of all the resource nersones call

for conducting base line surverys. Though thiszs aspect
has not been done, the evaluator does not feel that
they should conduct such <tudies,. However, they ghould

informally collect certain indicatore, and ascsimilate
exirting information in the fielAa,
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Table 11: Project outputs: current and end of Project Projection

Nans o [ LX) Jdanuary 1902 Percentage of
~n Ve b
o - Za)
Trained community workere 156 ’00 78. 8%
Trained workers in Pehahilitation -] 20 0. a¥%
Core Staff 3 ) 100Q, 0%
Rehabilitation Trainers 1 3 33.3
Palestinian Rezource Person 3 3 100.0
Regional cupervicors 7 6 116.7
Treining Courecea
Health Education u [/} 100, 0%
Reheabilitatinn 1 3 23.3%
Villagze clasges 222 not etated —_————
Facilitieo
CRS asgsisted clinics 2 5 ho.o¥%
Rezional Resource Centers 6 6 100. 0%
Nipro {iaricc
Mothere 4,089 5,000 81.8%
Children 4,451 6,000 74.2%
Handiceppred Children 123 612 20.1%
Firet Aid Cacec no availsble fe0 000, 0%

evidence
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The regponsibilities of running the health education
component in this grant is carried cut mainly by nDr,
Sansur, the program manager, and hie administrative
aid. Both of them hold monthly meetings with the
supervisore to discuss administrative problems and
needs, and introduce new ideas, Supervisors usually
bring in their plans of action. The responsibility of
the technicel suppor+t for the program chould be shared
with a specialist in thig area. Although there 12 no
glot in the grant extengion for another resgource person
who 1e ermecialist in community health services, the
need 1= there. The ¢rant was written with the
conceptlion that the current regional supervisors are
fully-treined to aszume the resgponsibility of the
program in their areas., The evaluator does not feel
that 1s the cacse. They are etill in need for further
training.

The rescurce team at CRS have put extencive efforts
into the rehebilitation component of the project. They
have acgsessed and reviewed all the handicaprped children
in the prozram. They meet monthly with the core
workers and the trainer. During these meetings each
core worker diecusses hies/her cases, problems, and
their future plans.

At precsent the resource nersnon supovort the health
education training courses with lecturegs in the area of
handicapped children. Howver, they carry & substantial
role in the training of village rehabilitation workers
at Jenin.

o +inoane

CRS should =appoint a new rescurce person with a
epecialization in community health egervices. This
epecialicst can help in the different inservice training
needed by cunervisors and hesalth workers.

More emphasis should he given by the rescurce team to
the health acomponent of the program. However, the team
should plan a2l1ll ites weekly operation more specifically
with clearly-stated objectives go as to work
effectively without violating the inetitutionalizetion
of the project.

The program manager, with his team, should redefine
their job description, especially that of the
peychologist and the adminietrative asgeistant.
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A, St, Iykae'o Nuwraine Trainine

About 17 students are currently taking this course to
be trained ag practical nurseec. Half of them come from
rural areasgs, The qQuality of the program is engiured by
the fact that it 1= recognized hy Jordan's Ministry of
Health, Graduatee of the program are employed by major
hoepitals In the Wect Bank.

Ohcervationge:

9:1. About half of the etudents come from the rural areas.
However, the other half come from derrived areas such
acs Balata Refugee Camn,

0:2, The training 1is coordinated by a quelified phyveician
employed by St. Luke's hospital.

Q9:3. The program admits ctudents with a high school
certificates to ensure the quality of its eraduates.

0:U. No coordination exist or 1s expected to exist between
the health component and the St. Luke'e program in
terme of employing graduates in village clinice.
However, some of the physicians working in the hespital
have helped in the training of the Nablus group.

Q:5, St. Luke's pr

aoram craduates are expected to be trained
in the wvillages

with the health education praogram.

R. Pyural Cliindiece
Two clinice have heen gecisted by the CRS. Both are
lacated in rural and remcote eAreang, The health wnnker

in the village which was vieited wag coonerating,
within the precent requirements of the health program,
with the phyeician.

FPecommendation:

Q:1. Nablue esunervisor chould be encouraged to further tce
the recources of the ST. Luke'e program, ecrnecially for
the insevrvices trainingz.

0:2, Once the five clinice Are estahicshed, they shnuld be
need aexnperimentally to teet the bect measuresgs and
format fnr the lirkage bhetween the health eMication
progrem and the curative medical gervinec,
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10 Decree +n whirh recoammendsticone €vam nreviaye

evaluyatione were imnlemented

The Life Cvcle project was evaluated in Febhruary 1087, The
Village-In-Reach Program wae evaluated in July, 1088, The
major recommendation of the VIP waa to restrict the program

to two areas namely Nabluese and Hebron.

The LC recommendatione can be groured into the following
catgories:

A. Institutionalization. The evaluation team recommended
the tranafer of mangement of the program to the Unione
and the aprointment of a Palectinian program manager.

B. The training. The evaluation team recommended that CRS
chould proceed 1in training new teachere, and inscrvice
training to the superviscore and the practicing
teacheve,

C. The curriculum. The evaluation team recommended that
CRS ehould proceed with its plans tn revisze the Life
Cyele, but not add any additionel material to the basie
curriculum. However, the team recommended that CRS
should make avasilable health education material for
each lesson to send home with the mothers.

D. Impacrt etudy,. The team recommended that & new gctudy
chonuld be developed. They sugzested that data be

collented perindically.

NDhecenvatinnc:

10:1 The VIP comuvonent of the program ie restricted to the
northern regione of Nahlug, Tulkerem, and Jenin. The
evaluator feele that the present arrangement have the
advantaze of neing the available recsources meore
effectively, As 1t explsites the gengraphical proximity
to the advanage of the pwvogram.

10:2 The LC ie being managed by loecal gocleties ag indicated
above, 1n eiv reginre. CRS esupervisgore and inetructore
were emplnyed by these societies.

190:3 A2 indicated earlier, treining for new workers have
been carried out by the regiconel centere in Nahlne,
Tulkarem, Ramallah, and Bethlehem, CRS zemi-annual
roenarta indicate that inservirne wnarkehone were narried
nut for teachere and cuperviecore,
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12:4 The curriculum was reproduced in a new format,
Additional material was made avallable to teachers, but
were not included in the basgic training.

12:5 A new one-time study wags descigned to reflect the impact
of the progcranm. This new study has followed the
criterion group design (see report No. 6th semin annual
report).

Thils appears to be a weak decsign (Vockell, 1983). Its
main difficulties are:

a, Groupe are not randeomly assigned. The fact that
the subjects are randomly selected from the two
grouns (program and experimental) does not help in
equating them. There 1s no control group. Its
internal validity is seriously threatened,

b. The fac* that the groups are self-gelected, 1i.e.
the program group has chosen to be in contact with
CRS to estahlish 2 health rrogram is a telling
etory by itgelf,
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Gaeneral Recommendatione

CFS choitld continue with the program on the same lines
of operation. However, problem areas identified above
should be addressed to increase its effectiveness.

Linkage of the Health program with curative services
ghould have a priority during the coming two yveare.

Though the principle of gharing the cost of the program
with local societies 12 esgssential towards achieving
sustainablility, CRS should increase its share during
vear III to 78% to 75% of the cogt, in view of the
current economic difficulties.
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Key persons Interviewed during the evaluation:

CPS/Japnecclaem, Weet Rank and Gaza

Sr. Lecona Donahue, Dirvector

Dr. Michael Sansgur, Program Manager

Dr. Francis Azraq, Program Prychologist

Mr. Anton Ayyad, Adminietrative Aseistant

Mr. Sa'adeh Sahouri, Resource Person, Phycsiotherapist

Mg. Nadia Hazboun, Resource Person, Special Education

Mr. Abdel Rahim Al-Ass'ad, (former program ingtrictor and
coordinator)

Community legdere in heaslth education

Mr. Edmond Shehadeh, Director, Rethlehem Arab Society

Dr. Amin El-Khatib, President, Union of Charitable Societies
Dr. maiyvah Khammssh, Medical Relief Committees

Dr., Degoulle S, Hodsld, Pesesanch Center, Ramsllsh

Reginnal Centeve (Sncioticc)

Mr. Semih Abu Eisheh, Union of Charitable Societies, Hebron

Mr. Fahmi Shileldeh, Secretary, Union of Charitable
Societiee, Hebron

Mr. Monea El-Amleh, V. Presgsident, Union of Charitable
Societiea, Hebron

Dr. Ghalih Abn Rsaker

Dr. Yousef Sadek

Mr. Fathi Shadid, SRecretary, Thion of Charitable Societies,
Nabluse

Ms. Salwa Saba, Tregcurer, Belt Jala Ladies Society, Beit
Tala (Rethlehem)

Mr. Kamel JTbeil, Chairvercon, Friende of the Community,
Ramallah

Mr. Jamil Mohanna, Adminictwvator, NDar Al-Yateem Society,
Tulkarem

St Ivuke'e Honanita

Myr. Marwan Khader, Administratror, St. Luke's Hospital,
Neahlusg

DPr. Mone Tarbheh, School Prinmipal, St. Lnke'e Honspital,
Nabine
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Local (village) Societies

Mr. Mohammad Suleiman Abu Saleh, Secretary, Deir Samet
Society, Hebron
Mr. Iemail Mohanna El-Amleh, Chairperson, Beit Ula
Charitable Society (Hebron)
Dr. Jamal Abdel Hafeth, Physician, Beit Ula elinie
(volunteer)
Ms. Nadira Jara, Chairperseson, Burqin Ladies Charitable
Society, Burgin (Jenin)
Mr. Salim Deeb Atiyeh, Housan Cultural Club, Housan
(Bethlehem)
Mr. Elyyan El1~Shami, Chairperson. Battir Sports Club,
Battir, (Bethlehem)
Mr. Mohammad Abu Hassan, Vice Chairperson, Battir Sports
Club, Battir (Bethlehem)
Mr. Su'ood Jaber, Chairperson, Beita Charitbale Socilety
Beita (Nablus)
Dr. Na'el Allawineh, Physician, Beita
Mr. Mahmoud Ahdallah Rayyan, Einabous Society Einabous
(Nablus)
Mr. Mohammad Ali Ahmad, Chairperson, Turmos Ayyea Soclety,
Turmos Ayya (Ramallah)

Program Pegional Supervicopg

Me. Lina Hamzah Zahran, Dar, Al-Yateem, Tulkarem

Ms. Ibtisam Musa El-Khatib, Union of Charitable Socileties,
Hebron

Ms. Tamam Shalabi

Ms. Subhieh Ghanem Friends of the Sick, Jenin

Mr. Akef Zeitawil, Beit Jala Ladies Socilety

Me. Basimeh Rajeh Jaghoub, Union of Charitable Societies,
Nabluge

Me. Hana Jbeil, Friends of the Community, Ramallah

Ms. Najah Ahmad Al1, Turmos Ayya Soclety, Turmos Ayya
(Ramsallah), acting supervisor

C o o W

Me. Nuha El-Amleh, Beit Ula Program, Hebron

Me. Aida Shalabi, Burqin Program, Jenin

Ms. Amineh Abu Nasser, Housan Program, Bethlehem
Ms. Jihad Abu Hassan, Battir Program, Bethlehem
Me. Mufida Hamdan, Beita Program, Nablus

Mg. Nimat Odeh, Einabous Program, Nablus

Me. Najah Muhanna, Deir El-Ghusoun, Tulkarem
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Instryctors

Ms. Mufida Salman, Dar Al-Yateem Socilety, Tulkarem - Health
Education Instructor

Ms. Haifa Irsheid, Friends of the Siek, Jenin -
Rehabilitation Instructor

Home Based Rehabilitation Program

Mr. Ahmad Zibdeh, Dar Al-Yateem, Tulkarem
Mg. Wafa El-Shakhsheer, Red Crescent, Nablus
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Scope of Work for the Evaluation
of the Life Cycle Project
(April 1987 until the present)

Key qQuestion for evaluation

1!

Are the objectives of the project as outlined being
met?

How relevant are ongoing health education classes and
information given, to.health and social conditions on
the West Bank at this time?

Are village health workers effective in their approach
towards improving and upgrading the quality of health
practices on the West Bank®?

Are village health workers addressing health issues of
major concern at this time? Have additional measures
been taken to reduce the incidence of the most common
conditions contributing to child mortality and
morbidity in the West Bank?

Are the general rehabilitation workers (previously Core
Staff) reaching out to the most deprived of disabled
village children®?

How effective are these rehabilitation workers in
improving awareness of the rights and needs of the
handicapped and improving their level of independance
environment?

To what extent have the health education and community
based rehabilitation programmes been combined at the
village level? What 2teps have been taken towards
achieving this combination®?

Investigate the health clinics established to date and
type of services given, Are thege clinics established
in i1ig0lated rural areas serving large population with
no other medical services?

Are these cliniecs in any way connected with the
project's other programmeg, in particular, health care
and rehabilitation services?
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What measures have been taken towarde increasing the
number of villages with CRS health education to 2@@?

How does St. Luke's Hospital nurse's training programme
relate to the above. How many of its students come
from rural areas deprived of medical facilities.

Include investigation of the degree to which
recommendations from previous evaluations are
implemented.
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List of Training cources se of November, 1680
A. Health Fducation coypeces
No. of
Loration Q t+to n cC ato Participants Irainer
1. Nablus July 1, 8¢ November 3, 89 up Nimat Qdeh
& Nadias
Salim
2. Ramallah August 16, 890 In progress 11 Naja All =
Raghda Salem
3. Tulkarem Auguet 19, 89 In progress 32 Mufida
Salman
b, Beit Jala November 8, 89 In progress 18 Jihad Abu
Hassgan &
Abla Mkarkar
. Home Raced Pahahilitatdinn Caynrceoc X
No. of
Locatdian Starteqd an Completed on Particinante Trainer
1. Jenin July 24, 89 In nrogress 14 Ha1ifa
Irsheid
* Two mo»e courses sre planned, one in Nablue, and the other in Tulkarem
cC. St, Inke'e Nuweing Prampam X
No. of
Location Started on Completed on Particinante Irainer
1. Nahlue April 1, 8¢ In progress 17 Dr. Mona
Tarheh
* Two more cources Are nlanned, age in the grant, to follow.
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Rehabilitation Training
Village Workers

1989-1991

Number of training Days:

Mentally Disabled Children:

- What 1s a Disahility®?

- What are the causeg, signs of a Mental
Disabilitiy®?

- Specific Mental Disabilities,.

Multiply Digabled Children:

- Understanding the Child with Several Disabilities.

- Underestanding the Child who cannot See or Hear.

Assegsment:

- Identification ard Referral

- Informal Assesegment and VIP family history
- DDST

- Portage Manual, Checklist, Card File

Teaching the Disabled Child:

- Way of teaching in the Home

- Waye the Disabled Child learns

- Ways to Guide the Behavior of a Diesabled Child.

Helping the Parents Learn:

- Communicating with Parents

- Helping Parents Understand their Disabled Child.
- Helping Perents become Successful Teachers.

Physically Disabled Children:

- Body Structure and Function
- Physical Disablities

- Phyeical Assessment

- Motor Development

- Developmental Activities

- Positioning and Handling

- Exercises

- Evaluation
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er'e g
1. Community Development
2. Teaching Methode
3. The Creative process
u, The four levels of Creative Process
5. Teaching Techniques
6. Evaluation and Reinforcement
7. The Lesson Plan
8. Writing Lesson Plans/Goals and Objectives
9. Overhead Projector

1a. Slide Prodector
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Life Cvecle Curwviculum: Table of contents

Introduction
Stage 1, Bride

- Foods 1in the family

- How to stop the spread of disease

- Safety in the home environment

- Human reproduction

Stage II Pregnancy and Prenatsal Development
- Pregnancy and Prenatal Development

- Birth

- Care of the new born at delivery (Neonatal)
Stage III, + Q - -

- Advantages of breast-feeding

- Supplementary foods and weaning

- The importance of welght charts

- Immunization

- Illness in a child - feeding a sick person
- Diarrhea and dehydration

- Child development from @-2

- Some organs of body syetems

- The ears
- The eyesg
- The teeth and gume

- The breathing organe

10
22
3l
41
18

52

i1@9
117
125
130
148
161
166
167
173
182

188
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Stage 1V, Mother of c¢child 3-8 and 6-12

A child develops: 3-5 years
Feeding pre-school children
A child developse: 6-12 years

Feeding school children 6-12 years

Stage V Mother of the adolegcent

Adolescence

Needs of adolescents

Nutritional needs of male and
female edolescents

Other needs

Parents responsibilities towards
adolegcents

Adulthood and old age

Behavior in old aged

Needs of the o0ld aged

How to stay healthy when older
Feeding adults

Feeding old age (above 60 years)
Food diet

Changes in middle aged

Clothing for old aged

199
205
209
213
215
219

219

220

221

227
228
228
228
229
230
231
233

236
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Firet Add: Table of Contents

Topic

First Aiq Kit

Burns

Wounds

Poisoning

Bites

Forelign objects and choking
Mouth-to-mouth breathing
Electrical Injuries

Shock

Fractures

69

13
23
28
36
L3
b9
54

59
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Catholic Relief Serives
Evaluation of Life Cycle Program

For the officials of the Charitable Societies and resource

centers.

1. What made you adopt this program?

2. What are the goals of the program in your opinion?

3. Do you feel that the goals of the program and ite way
of organization agrees with the other programs that you
are gponsoring?

4, What 1is the most important project that your
institution 1is giving?

5. Does your society cooperate with other societies in the
administration of this project. Since when?

6. What 1s the prercentage of your institution in
financing these programs (local or foreign)? How do
you invest the funds? Do you have productive projects
to fund your activities?

7. You know that your society will fund this program on
increasing hasise, what measures have you taken to
guarantee asuch funds?

8. What is your perception of the program continuity when
CRS withdraws®?

Q. Please give me a brief deccription of your relations
with the societies that work with the zame project?
Are these csocleties able to fund this program
financially®

10. What 1ie the degree of priority you give to health
education in comparison to your other activities®?

11. Please tell me to what extent do you monitor the health
education supervisor? Who is the immediate supervisor
on the health education sunervisor?

12. What are the prcblems that you face in administering
this program?

13. Do you have &8 supervisory committee for the program?
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othe -2 A W
ne o

Since when is the home visitor working with your child?
How did he contact you®?

What was your first reaction of this contact?

When did you first notice the problem with your child?®
What did you do to treat the problem®

Was there any improvement since you began applying the
objectives (or activities)®?

How do you read the obJectives (or activities)®

Do you find any difficulty in doing what you are asked
to do?

What 1s the average time of your performing the
activities weekly?

Does the home visitor viegit you regularly®?
If there was no service offered by the home visitor and

there was a center to care for children in your
village, would you take your child to such center?
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Mnthene Tnterview

1+ athe

Why do you attend the health education classes? How
did the clascseg help you®?

How did you hear about the health education clagees?

Has the health worker vicited you? At home? WhY? How
often”?

Can you mention a topic of interest to you that wase
brought up durine the classeg?

Give me an example of how you have made uege of the
information you received during the health education
clacscea,

Do vou undersetend the worker's explanation?
(If the women ig nursing s child), Do you bring in your
child for monthly weizhing? Why? What you zet ont of

monitoring you child growth?

How did your husband feel about your attendance? nNo
you have difficulty coming over here?
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Supervisors Interview Form

Name: Date:

Regional Center:

Qualifications:

Kind of training that you have received®

Experience? 1In health education? In supervision®

Have you been specifically trained as a supervisor?
When? By whom?

Do you have monthly and daily plans® Show me examples®?

Describe a typical work day®? (When do you start? when
do you start your visit? What you do?)

How many workers do you supervice?

Describe your relationship with them?

Describe your difficulties with:
The worker®?
Socleties?
CRS?
Your center?




13.

14,

15.
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Tell me ag much as possible about:
- The clinics you cooperate with?
- The referral system©?

Do you work on strike dayse®

How do you evaliuate the new arrangement with the old
one?

What criteria you use when you:
-~ Select A new trainer?

- Decide upon a new health program?
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An Interview Form
For The

Community-based Health Worker

Name: Date:
Soclety: Village:
Qualifications:

Experience:

Workshopes that you have attended:

Describe your work (tasks, daily hours in the program,
number of mothers, number of classes)

How do you contact mothers? Describe your style®?
Problem?

What Ao you think of the curriculum you teach? Describe
your difficulties with i1it? How abhout your training?

Who pays your salary? How mitch are you paid?

Your dAifficulty or relationship with:
CRS?
Regiconal Center?
Your Socilety?
The supervisor?
The mothers®?

How do you handle absencesg?




13.

4.

15.

16.

17.

18.

80

Do you work during strike days®?

Do you meet any kind of difficulties in your work?

What have you done with your classes during the break
between the two grants?

Do you feel that your work has improved with the new
arrangements?

Is there & medical doctor in your village? Do you have
any contact with? Do you refer mothers and children to
hime?

Do you Keep records? Do you have lesson plans? Show
examples of both®?

Do you feel that the health program will laet beyond
CRS assgistance?
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Cathlic Relief Services
Health Education Program/Jerusalem

Dear Health Worker,

Cathlic Relilef Services ie currently evaluating the health
education program in your village in order to improve the
componente of the program and to increase ite capacity. So
Please £111 in the attached quesgtionnaire accurately. The
analysis of the questionnaire will not be used to evaluate
yYou personally. An expert in program evaluastion has been
contracted to anlyse the questionnaire. Your answers will
not be reported to use on individual basis.

Sincerely,

Dr. Michael Sansur
Project Manager
Health Education Program
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Catholic Relief Services

Evaluation of the Life Cycle Program

November 168090
Health Worker Questionnaire

Name:

Place of Residence:

Location of work: Village:

Society:

Name of your supervisgor:

Your highest qualification

Did you attend health education course:
a. No
b. Yes. Place Year

Workshope,/courses that you attended since 1987:

Loyprge Name = Place = Duration

Years of work with health education progranm.

years.

Your work before Joining the health education program

Years of work outside the health education program.

years.

Time

Do you have another job other than health worker.

a. No
b. Yes. State it

What are the goals that health education program is=s

trying to achieve?

{(Use back of paper to add other goals)
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Data concerning your present Job (this month and during

1989 as a whole).
Ihis month

Number of classes

Number of mothers

Number of children

for weighing

Number of underweight
children

Number of home visits
Number of periodic meetings
Number of visits of
supervisor

Number of visits of CRS
personnel

Number of mothers referred
to eliniec by you

Number of children referred
to ¢linic by you

RN

What are the difficulties that you face (please write a
btrief and clear description of the problem and the

proposed solution. Use the back page to write
additional probleme).
Problemsaifficulty Proposed Solution

With society 1.

2.

3.
With the 1.
resource center 2.

30
wWith CRS 1.

2.

3.
With Mothers 1.

2!
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16.

17.
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After reading each sentence, put a circle around the
appropriate rate:

1.

o]

le.

Need of your village to health education
essential not essential no raed at all

Topics meet the needs of mothers
suitable somewhat suitable not suitable

Number of weekly classes
enough somewhat enough not enough

Postere and visual aide
available little not available

Number of home wvisits
Enough eomewhat enough not enough

Interest of local society in the project
enough somewhat enough not enough

Your level of academ’c preparation
appropriate somewhat appropriate not appropriate

Attendence of mothers
frequent few seldom

Technical instructione of supervisors
useful somewhat useful not useful

A high prorportion of mothers in current class
attended previocus courses
yves sometimes no

Do mothere who attend classes receive commodities.

a.
b.

wiill
food
a.
b.
c.

No
Yee, nimber of mothere

mothers' participation be influenced by stopring
aida?

Yes, there will be a drop

Yee, most of the mothers will not particpate

No, there isf no connection.

What techniques/methods do you suggest to support these
¢clasgeg?

1‘
2.
3.
4.
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26.
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Is there a cliniec in your village

al
b.
c.

Yes, I have full cooperation with the clinie

Yes, but there is no cooperation with this clinie.

No.

Who runs this clinic®

a,
b.
c.
d.

Same Society

Government

Other agencies/societies

There is no clinic in the village

Do you Kkeep the following records?

a,
b.
c.
qa.

e.

Attendance booklet A. Yes B.
Weighing booklet A. Yes B.
Weighing Chartd A. Yes B.
Files for each mother you deal A. Yes B.
with

File for each child A. Yes B.

No
No
No
No

No

What are the three most common causes of mother's drop

out?
1.
2.
3.

What do you think of your training during the health

education course?

a.
b,
c.

Appropriate

Not appropriate

I need of additional training in the following
topice

1.

2.

3.

Do you use any aide during the clace.

a.
b,
c.
d.

Yegs, I get these aids from the supervisor.
Yes, I get these aids on my own

No, I do ncot need them

No, It 1is impossible to find them

How do yvou convince the mothers to come to health
education class (please choose one answer) through:

a.
h.
c.
d.

Home visits

Encouraging the membere of the society
Felatives and friende

Personal intiative.

What ie the expected increase in mothers' weight at

end of the pregnancy period?

the
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35.

36.
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What 1= the best method to wean a child?

a, Abruptly

h. Gradually

c. Depends upon the circumstances of each child and
mother.

How do you determine the growth pattern of the child.

Is 1t essential to perform lab tests for expectant
mother?

What procedures/meacures you take 1f you notice a drop
in the child weight?

What is the population of the village that you are
working in®

When was health education program established in your
village®?

State the three most important responsibilities toward
your village outside the classroom.

1.
2.
3.

If a mother approaches you for an antibiotic drug, will
you dispense the medicine? How do you handle the
situation?

What measures do yocu take when you notice that an
expectant mother develops swollen feet, with pqle face.

What measures do you take when you notice that the
child you are attending has a swollen belly®?
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At your resource center 1.

With local collaborating 1.
Societies 2.

89

Catholic Relief Services
Evaluation of the Life Cycle Program
November 1089

Supervisors'Questionnaire

Name:

Place of Residence:

Resource Center:

Highest academic level:

Workehope/courses attended since 1987:

Courge Name = Place = Duration = Time

Years of experience in the Health Education program?

Years of experience in the supervision of the Health
Education Program?®

What are the objectives of the Health Education
program®?

(use back of this paper for further elaboration)

What are the difficulties you meet in you work? What
are your suggested solution?

Qj zfjn“]fg s”gggo‘xed SQJHI:QH

2.
3.

3.
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With CRS

10.

11.

Use t

Health workers 1.

90
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he following scale to deccribe each sentence in

the following l1list:

The s

8.

What
healt
1.

cale: 1. Appropiate
2. Partly sasppropriate
3. Not appropriate
Toplics that are covered in mothers' weekly

meetings.

Number of weekly meetings with mothers.

Posters, charts, and other teaching aide available
to the village health worker.

Number of home-visits initiated by health workers.

Your previous academic preparation in health
2ducation curriculum.

Your previous preparation in supervisory
procedures,

Counselling services given 1o the mothers by the
health workers.

Number of monthly visilte you initiate.

actions do you suggest to improve and maintain the
h education program.

2.

3.

ao
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16.

17.
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Give me the most important reasong for mothers drop
out?

1.
2.
3.

What i1s the expected increase in mother weight at the
end of the pregnhancy period?

What 1s the best method to wesn a child®?

a,. Abruptly

b. Gradually

c. Deprends upon the circumstances of each child and
mother,

How can you determine the growth pattern of the child.

Is it essential to perform lab teets for expectant
mother.

What procedures/measures you take i°f you hotice a drop
in the child weight.

If a mother approached you for gome antibiotice drugs,
will you dispense the medicine? How do you handle the
situation.

What measures do you take when you notice that an
expectant mother has developed swollen feet, and rale
face.

What measures do you take when you notice that the
child you are attending has a rwollen hellyv?
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Assesgs each health worker you supervise using this
scale.

a. Her work 1s acceptable

b. Her work needs to be improved

QC. I recommend replacing her

Name of the Worker Your agseggment

Assess the need of each health program You work with
using this scale:

a. There 1s a great need for the program

b. There 1s a great need for the program for a short
period of time

c. There 1is no real need for the program.

Name of t+the Villaee gsece

What are the criteria that you use when you propose a
hew health education program?

What are the criteria that you use when you recommend a
new health worker?
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issues of public

o [=3! 7 o [ [- %=}
workers
1. First AidQ.
2. Basiec Practical Nursing.
3. Disability.
u, Common Diseases.
5. Community Services.
6. Baslec Knowledge on Common Medications.
7. Physiotherapy.
8. Psychology.
9. Councelling.
12. Herbal Medications.
11. Toy making for children.
12. How to approach/deal with fathers on
health.
13. Familly Planning.
14. Methods of storing/preserving food.

15.

Latest medical innovations.
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Most Common Problems that

Teacherse Perceive in their Programs

the Local Societies:

1.
2,

No independent or suitable room
Little interest on the part of the
Soclety in the program

Not paying attention to the program

3. The H.E. caenter is distant from
the village

u, Difficulty with transportation

With the Resource Centers

1. Irregularities with salary

2. No proper meeting rlace

3.

with the CRS

1. Not enough teaching material

2. No praild annual leave

3. Focd 1s not distributed

With the mothere

1. Missing classes frequently

2. Late for classes

3. Bringzing in c¢hildren to claesroom

a, Mothers dropping out

5. Mothers not interested in the

curriculum

29
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List of Equipment Supplied to

Each Regional Center by CRS

Microscope

Camerea

Blood pressure meter
Slide projector

Over head projector
Two first aid kit

Eight dilfferent poeters (acvording te the number of
nrogram centereg)

Records (attendance and weighing)
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