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I h ringle project, although not itself successful, may have a highly positive 
impact upon the total family planning program, 

Continual project modifications can gradually shift the purpose of a project 
such that the aruumptlobs of demand which supported the original project 
are not valid for the revised project. In the caw of the CSI subproject, 
market research was unnecessary for the original purpoaa of upgrading the 
ZPPA; however, an analysis of the market, in terms of product, p:ace, 
price, and promotion, should have preceded the creation of a new family 
planning FVO meant to be self-financing. 

Source: Final Evaluation of the Clinical Services Impvwnent Subpojact o j h  EgyPion FamiCy Planning 
AumiOriOn. L. Cobb, R Bwley, D. Harbick, K. MacManu8, M Wright. 1993. Ropn No. 92=184449(b). 
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This evaluation is one of a two-part evaluation of the provision of clinical family planning sendm 
under the USAIDJCairo Population/Family Planning 11 Project. The two evaluations, one of the 
Ministry of Health Systems Development Subproject (MOHBDP) and the other of the CLinical 
Sewices Improvement Subproject (CSI), were undertaken simultaneously. Both institutions are 
discussed together in the chapters in each report dealing with lessons learned in quality of care and 
strategies for Upper Egypt. 

This report is on CSI. Its companion report, on the MOHISDP, is Final Evaluation of the Family 
Planning Systems Development Subproject ofthe Ministry of Health under the Egpt P o p u l a t i o n / F a ~  
Planning II Project, Report No. 92-184149 (a). 
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Executive Summary 

The Clinical Services Improvement (CSI) subproject of the Egyptian Family Planning Association 
(EFPA) under the Population/Family Planning 11 Project was developed in 1987 following the mid- 
19808 realization by the government of Egypt that rapid population growth was a major problem 
which had to be addressed. As CSI entered its second year in 1988, approximately 2.9 million coupled 
were practicing family planning in Egypt, representing a contraceptive prevalence rate (CPR) of 37.6 
percent for all methods and 35.4 percent for modern methods. Egypt's population was increasing at 
the rate of 28 percent annually. 

The goal of the CSI project was to contribute to Egyptian fertility reduction by means of substantially 
increasing the number of family planning acceptors served through EFPA clinics nationwide. CSI was 
to set up 17 primary centers and 95 subcenters in 17 governorates to increase CPR and decrease 
fertility. The project was designed to improve and upgrade the quality and quantity of family planning 
services in the EFPk 

The principal contribution of CSI over the project period has been the establishment of highquality 
centers which spearheaded a new national emphasis on the quality of family planning services. This 
is an important contribution which even other service providers stated led to improvements in quality 
in both the private and public sectors. CSI is to be commended for this service to the Egyptian 
national program. At the end of four years, however, CSI centers are v e q  underutilized for t i d y  
planning. Whereas they have the installed capacity to see over 240,000 new family planning acceptors 
a year, they are only seeing 40 percent of that number. Utilization is generally lower in Upper Egypt 
than it is in Lower Egypt. 

CSI has evolved away from its original p u p e  and has steadily redefined and reduced its family 
planning outputs. Through a series of project modifications, CSI m w d '  from its original purpose of 
upgrading the EFPA to the point that it is currently seeking status as an independent family planning 
non-profit organization. As this evolution occurred, however, CSI failed to define its own market 
segment. Rather, it has been supply driven, believing that if quality M y  planning services were 
offered, they would be fully utilized; this has not been the case. CSI has not adequately analyzed 
demand for those services and, in the absence of such an analysis, there are only theories as to why 
the offered highquality services are so underutilized. 

CSI has struggled to differentiate itself in a family p l d g  market which has become increasingly 
competitive. In its struggle to be successful in that market, CSI has resorted to negative advertising 
and dissemination of EaIse information which have the potential to create medical barriers to Eamily 
p l d g  rather ohan to promote greater acceptance and use of the program as a whole. 

CSI has not been a successful self-financing model for the private voluntary organization sector. Its 
establishing, quipping, and furnishing of clinics and management offices have been extravagant with 
an emphasis on appearance which it equates with quality. There is a good deal of equipment which 
is excessive, expensive, and not essential for family planning. Centers have been overstaffed in terms 
of client needs, partially due to low utilization. 



Cumnt CSI catcutting movcs focus on reducing costs at the clinic level. Together ~ 4 t h  cutting 
cortr, CQI b undertaking new strategies to generate revenues. Its 1993-1997 self-financing plan, 
however, is built upon the unrcalbtic araumption of full utilization in all cders. Even if all CSI 
cuntcnr should operate at Pull capacity, CSlt would still no? ba able to cover all its operathg mu by 
1997. 

1. USAD should fund marbt research conducted by an independent, objective, and qualMed 
firm to determine if there is a long-term family planning market for CSI, and to determine the 
characteristics of that market, including prices that market would pay and what that market perceives 
as quality and acceptability. Based on the results of that research, USAD should determine the size 
and characteristics of the CSI services it wishes to support. 

2. AU future CSI quarterly and annual rcpcxts should pr-nt disaggregated data on the 
utilization of CSI clinics by NFPAs, using a constant, clearly defined indicator of utilization. The 
numerator of such an equation would be the actual numbers of NFPAs; the denominator would be 
the actual capacity for NFPAs. Thosc reports should be used for decision makiag on closing centem, 
with joint USAID-CSI decisions being made in light of the centers' utilization for family planning 
service delivery. 

3. The 30 centers which CSI defines as "low performers" should be closed and their equipment 
and supplies put in storage. USAID should not fund the relocation or opening of these or any other 
new primary or subcenters until the results of the market research indicate a long-term demand for 
CSI's family planning services in a specific location. 

4. CSI should immediately cease its use of negative advertising and dissemination of false 
information. A program to reeducate and re-acculturate CSI staff in ethical marketing that promotes 
CSI without creating barriers in the family planning program or casting aspersions on other family 
planning service providers should be undertaken immediately. 

5. Unless the market research shows that there is a clear and sufficient-market niche that would 
enable CSI to be self-financing, USAID should phase out all funding for CSI over the next two years. 
I€ USAID chooses to phase out t5e CSI project, careful thought should be given to other services 
picking up the CSI caseload and the distribution of facilities and equipment to other providers who 
will make a more efficient use of those items. 



Egypt has one of the oldest organized family plannfng programs in the doveloping world. Private 
voluntary programs were establlhed in the 19508, and a government program was bogun in 1965. 
Until the 19808, howcver, these programs bad little impact. According to tbe 1982 USAID 
Population Sector Assessment Report, Egypt was the only cauntxy in the world in which the rate of 
population growth had increased by over 4U percent during the previous 10-year period. That report 
warned that if this growth were allowed to continue unchecked, the population would double in the 
next generation, adding over a million persom to the population every nine monoha. 

The 1984 Contraceptive Prevalence Survey (CPS) contributed to a growing awareness that the 
population growth rate had to be checked. The CPS noted that Egyptian married women of 
reproductive age (' IWRA) were having significantly more children than they wanted. Over half the 
women surveyed would have liked to cease childbearing; the current family size of 60 percent of the 
women age 40 and over exceeded what they regarded as ideal (3 children). Completed family size 
was estimated to be close to sevcn children. 

A 1989 program assessment1 noted that although family planniog activities had been present in Egypt 
for a quarter of a century, there had been a definite acceleration of accomplishments during the 
previous few years; and that prior to that time, population activities had been characterized by 
strategic uncertainty and indifferent program performance. The establishment of the National 
Population Council (NPC) in 1985 was a clear message that family planning was essential to Egyptian 
well-being. The NPC proved to be a focal pohd for the articulation of presidential decrees 
concerning population, international donor contact, and raising and broadening the family planning 
discussion. In 1988, the government of Egypt (GOE) set a goal of reducing the total fertility rate 
(TTR) from 4.5 to 3.7 by the year 2001; to do so, the contraceptive prevalence rate (CPR) would 
have to reach 50 percent by that year. Intensive efforts and significant expansion would be necessary 
in both the public and private sectors to reach the 2001 goal. In 1991, the NPC revised and 
accelerated its targets to reach a CPR of 53 percent snd a TFR of 3.5 'by 1997. 

As the Clinical Services Improvement (CSI) subproject entered its second year in 1988, approximately 
29 million couples were practicing family planning in Egypt, representing a contraceptive prevalence 
rate of 37.6 for all methods and 35.4 percent for modem methods. Egypt's population was increasing 
at the rate of 28 percent annually. 

1.2 Origin of the Project: The Egyptian Family Phming Association (EFPA) 

The goal of the CSI project, as described in the 1987 project paper, was ". . . to contribute to 
Egyptian fertility reduction by means of substantially increasing the number of family planning 
acceptors sewed through EFPA clinics m=ir?nwide. It is estimated that over 1.7 millian new acceptors 
of contraceptive methods will be reached throughout the five and a half year life of this project." 



CSI w u  dmignccd to imprwa and upgrade the quallty and quantity of family planning rorvicen in the 
E T A ,  described in the project paper ar "the foramoat national orgmniation providing or~anizud 
clinical family planning rarvlcer with over 500 fumily plmdng clhicr." The paper wont on to state 
that the ERA wer not currently operating at a low1 anywhara near its capacity. Thir was found to 
be due to problems of poorly equipped cantea, inadequately trahcd a d  underpaid stn$ and major 
management deflciancier at all levels. 

Tho CSI project was d~igned 60 ovarame ERA'# major weakneu&r through the ertabhhmont of 
new and the upgrading of cjdrting physical facilftiu and equipment throughout Egypt; ertablirhment 
of effective mansgement systcma for planning, ruperviaion, and control; and development of affective 
ryrtcmr of community outreach to inform and motivate the population to use contraception. 

Eight outputs ware identified, including 18 primary centers, 120 upgraded EFPA clinia, wer 1.7 
million new acceptors, new modern EFPA management system, highquality clinical services, and a 
fccfor-eexvice system that would provide for self-sufficiency by the end of the project. 

The project w& designed as a collaboration of USAID, EFPA, and the Ministry of Social M a i n  
(MOSA) utder ~.rosc authority the EPPA operates in Egypt2 Project funding was to come from 
USAID, MOSA, and fees for services. 

13 Modifications to the Pm@t 

In 1988 and 1989, a series of amendments modified the project, beginning the procerur of shifting the 
project's purpose from working within the EFPA to upgrade it, to working outside it. Project 
implementation letter no. 16, amendment no. 5 stated, "If no clinic (EFPA) meets the standard and 
location criteria, CSI may establish a new subcenter clinic." Amendment no. 7 to the same document 
statcd, There is no need for further surveys: all CSI subcenters will be established apart fiom EFPA 
facilities." 

In August 1990, the original project paper was modified for the first time (a second modification 
occurred in December 1992 and a revised version of that modification was apprwed in January 1993). 
The 1990 modification listed a number of EFPA characteristics which were judged to be such 
impediments that improving EFPA ftom within was judged impossible? CSI was redefined to be a 
special project of the EFPA; the new purpose was defined as Wing to establish 158 new WPA 
centers in 18 rn 23 governorates, to introduce in these centers quality assurance management systems 
and procedures that would lead to effective, satisfied contraceptive use from the clients point of view; 
and to e t  up and maintain systems for financing the continuation of the new EFPA centers after 
donor support ended. 

*A is a private voluntary organization (PVO) which provides family plaaning aad other axial welfare #mica PVOs 
are under the wing of MOSA 

31be impediments included inability to imp ceotralty c00troued management s~ntetns, dinic fadlities too uaall to renn 
a large volume and with phydcal limitations that could not be improved through renovation, iusuf6dent mmurca to eqrtip 
udsting centers to meet highquality mmdads, staf6ug dillcultit$, and ". . . dominance of an approach to Eamily plaaning 
service cWvaythat smsss meeting diem soeiel welfare needs and d u d e s  marketing and sclf-fiuaxbg as erseratiai elemenm 
of arganizatlonal strategy? 



Project outptutu were a h  rcdafined at thip t h e .  'I'argeto for new family planning accepton (NFPA) 
were reduced from 1.7 millioti to 867,000. Additionally, 631,000 othcr related reproductive health 
cllentr warn to be 16rvOd over the life of the projtxt. High-quality service8 and mlf-financing were 
defined in more detail. "Comprehensive sowice mariketing program to promote the CfjI centen to 
recruit NFP.As, to influence the clients' return ta the centera for tollow-up visits, and to avaluatls 
client sathfactian with CSI rerviceo" ware plaund. Whareas the ortginal project p @ p r  described 
upgrading EFPA, tba 1990 modification dacribed project efforts as being to dwelop CSI as a distinct 
entity, fncluding the development of' CSX-specific modern management systems. "Maintaining of good 
relatiomhips with EFPA" was seen aa n meam of schiaving "quality essuranca management system9." 

The ravircd second modification presents a very diffarcnt project. The E R A  is not mentioned in 
the goal, purpose, or outpuu of the project. The revised goal b to contribute toward reducing 
Egyptian fertility and to contribuw toward the self-financing of the Emt i an  private sector family 
planning program by establishing zi self-financing model in the CSI project. The purpose was 
redefined as 

369,000 new family planning users scrvcd by May 1993 through 11.2 qualiiy family planning 
centers; 

. centers adhering to program standartls and procedures; and 

. centers to generate 52 percent of operating coots by May 1993. 

The revised outputs were listed as 

. establishment of highquality family planning centers: 17 new primary centers in 17 
governorates, and 95 new subcenters; 

. increase in the number of new family planning and other services clients: 369,000 MFPAs, 
369,000 new other service acceptors, rmd 686,000 revisitors by May 1993; 

development of high-quality clinical mvices; 

trained personnel at the central, governorate, and branch levels; 

establishment of modem management systems; and 

. development of a business/finarrcial plan which shares project financing with USAID, 
including the generation of LE 7,000,000 from fees for senrim, LE 2,123,000 from MOSA 
contributions, and LE 4,163,000 h m  a revenue account to be established by CSI with funds 
generated from fees for service,.. 



The CSI F,m& Plannfng Chi Ouldcllncs were prepared in English in 1989 by Egyptian speciabts 
with int8rnational technical assIotance, The guidelines have been translated into Arabic. In syllabus 
format, they arc prinkd on durable paper with $pace for notes, and presented in a loose-leaf binder 
to permit additions/corrections. The outline for tht: basic reproductive health care visit is thorough 
and is followed by guldelhca with helpful illustrations for current methods: IUD, oral contraceptives, 
and injectable homional contraceptives, bamer methods, and a review of lactation. Guidelines for 
the anticipated "associated scdces" at CSI clinics include pregnancy detection, prenatal and 
postpartal management, investigation of Infertility, and dysmenorrhea. Directions for the diagnosis 
and treatment of common gynecological infections arc given with specific signs requiring referral to 
other clinical services. The concluding sections on the care and preparation of instruments, 
arrangements for physical examinations in the chic, and an emphasis on housekeeping and infection 
control set useEUl and important standards, Detailed instructioas are given for the use of the electri,; 
boiler and the autoclave, but no directions are given for dry sterilization though expensive OVMS for 
this purpose were present in the clinics visited. The guidelines wcre found in perhaps two-thirds of 
the clinics and a!! physicians were familiar with them. A chapter on counseling would be quite useful 
for physicians. 

In addition to the t;bmily Planning Clinical Guiaielines, which are intended for use primarily by 
physicians, CSI has prepared a counseling manual for counselors, an outreach worker's manual, and 
a nurse's manual. 

CSI is in the process of establishing a multi-purpose worker position that would consolidate the 
functions of the receptionist, outreach, and counseling positions. These workers would benefit from 
a comprehensive manual in Arabic that included information on clinical, nursing, and coumling 
functions. 

Clinics: Incattion, Space, llnd Equipment 

The locations of CSI clinics are readily identified by a cartouche logo. Clinics are near soine center 
of activity (such as a bus stop or a market) but, to ensure adequate space, are usually located in 
upatairs apartments, often up and sometimes six flights of stairs. In one instance, the building 
contained a pharmacy on the ground floor, private clinics on the second and third floors, and the CSI 
clinic on the fourth Soor. 

CSI primary centers and subcenters are similar. In CSI subcenters, there are four to six rooms: a 
large furnished waiting room, a counseling room, an office for the outreach workers and accountant, 
the examination room, mom for infection control, and sometimes a separate laboratory, plus a toilet. 
Primary centers are larger, Save two or three examining rooms, a laboratory, more office space, and 
in some cliIt.s, separate toilets for male and female staff and clients. All rooms are well maintained 
and arrange: for clinical services. Clinics arc Eurnished with carpets, tables with video cassette 
players, chairs, posters, and bookcases with color-coded charts. The waiting and counseling rooms 



b a p k  "quality" in the m m  of "clase." There am ample desks and chairs in the outreach, 
coumlors, and accouutanta offices; no one is crowded. 

The axamination rooms are comfortable, completo with well-arranged desk and chairs, examination 
tuble, light and screens, sterile equipment (always GL MIS~ five scts for vaginal examinations and IUD 
inscrtionrr), b m b  for used imtrumcnts, and finally the cabinct of contraceptives and extra instruments 
together with a Dopler (electronic instrument to h t e n  to th a fetal heart) and a Ught box to lead X- 
rays. The infection control room is quipped for the cleansing and boiling, autoclaving, and dry 
stcrilizatlon of instruments. The laboratory counter holds a mmi!!Fuge, a calorimeter, app,oprh te 
glassware, a hemoglobinometer, pipettes and stains for complete blood count, and a microscope o rth 
two and sometimes four lenses; occasionally them la; a second microscope. There is an incubator and 
a @ass-covered balancx such as is used in quantitative chemistry laboratories. The refrigerator 
condins sera for blood typing, pregnancy testing, and sometimes sera for immunizations. 

The laboratory has a surprising breadth of quipment in relation to the level of training of the 
technicians. No documentat;sn on the use of the man: elaborate instruments was found during team 
visits. The only reported wc of the balances was for the weighing of sodium citrate to make a 
seldom-used solution which is readily available commercially. No use was made of incubators in any 
of the clinics visited, nor were there any reports of microscopic examinations of vaginal smears for 
inf:ections. aLvo clinics have ultrasound equipment; CSI has requested funds to purchase such 
quipment in additional primary centers. CSI stated it has ultrasound equipment for income- 
generating purposes; CSI leadezship stated that testing is offered because "high-techn is perceived by 
the clients as "quality." CSI stated that it uses and promotes this perception in its marketing to attract 
clients. 

The CSI primary centers visited had sta& of 12, consisting of 2 physicians, 2 nurses, 2 outreach 
workers, 1 counselor, 1 receptionist, 1 secretary, 1 lab technician, 1 accountrunt, and 1 cleaner. Staff 
in subcenters usually included 6 to 8 persons: 1 physician, 2 outreach workers, 1 nursp, 1 receptionist, 
1 cleaner; in some subcenters, there were also 1 lab technician and 1 accountant. All clinics are 
staffed by female physicians who have been trained in family planning; the supervising senior 
physician in each governorate is a gynecologist, which enables the use of injectables by the general 
practitioners under hisher supervision. This meets a readily identifiable demand for this long-acting, 
safe hormonal contraceptive. 

In the primary centers, nurses have been trained in family planning but are not fully utilized, as 
special counselors are present Laboratory staff are recruited from the biochemical field but have 
not had microbiological training for the extensive quipment available. In the absence of the 
laboratory technician, in at least one instance, the nurse was accurately performing the hemoglobin 
and urine analyses. 

All profisssional staff are recruited locally and then referred to Cairo for an intc ;view and written 
examination; the h a 1  selection is made locally, b& on Cairo's review. 



CSI ia to be commended for the effort it has made and the success it has had in recruiting female 
doctors. The Sohag local project director stated it had been easy to staff ths primary centar in Sohag 
with female doctors, but that it has b a n  dWcult to find a female doctor for each of the subcenters 
in small towns. According to the Ic a/ project director, female doctors do not llke to work in the 
villages outaide the primary city; lir order to staff one subcenter with a female doctor, CSI was 
providing her with transportation to and from the ch ic  each day. 

Of the 12 CSX, Sohag doctors, 7 have been with the project since it started in 1988. 

2.4 CSI*New Family Planning Acceptors 

2.4.1 Targets and Achievements 

To achieve its revised goal of 369,000 NFPAs, CSI opened 17 primary centers and 95 subcenters in 
17 gwernorates in three phases from 1988 to 1992. .Primary centers were established to serve a 
population of 400,000; subcenters were to serve a population of 250,000. 

CSI uses the term "new acceptors" for women who come to a specific clinic for the fitst time. They 
may or may not be new acceptos of family planning. CSI data indicate that about 29 percent of its 
new clients are, in fact, new acceptors of family planning. This report uses CSI's terminology with 
the proviso that the term "new acceptorw simply means a new client to a particular clinic. 

By the end of l m ,  CSI had 298,091 NFPAs in its centers in 17 governorates. Table 1 presents the 
growth in the annual number of NFPAs, as additional governorates and new clinics were opened, 
frcrm 971 NFPAs in 1988 to 98,661 in 1992. CSI will most probably meet the revised target of 
369,000. 

24.2 Capacity and Utilization of CSI Clinics4 

Meeting the revised target of 369,000 new acceptors, however, does not mean that the CSI centers 
are being fully or well utilized for family planning. A review of servici statistics at the clinic level 
provides a better review of CSI performance. New acceptor statictics for the 17 primary centers were 
analyzed in detail.' Utilization of the subcenters varies; many of the subcenters visited saw only 0-2 
mAs a day. 

4Capacity and utilization are interrelated managemeat concepts. A primary center with two fully quipped examining 
rooms, two physicians, two nurses, and other staff and opcn seven hours a day has the camcity to serve 14 NFPAs a day, 
given the stated CSI service mix and staff productivity standards. If the center is only seeing 7, then the level of utiliition 
is 50 percent. If for some reason, the center were to lose the equipment, supplies, or staff for one of the examining rooms, 
its capacity would be 50 percent of that previously. 

h e  source of all data is the CSI Clinics Achievement Report which presents data on the number of workdays, number 
of NFPAs, and number of other services for each primary and subcenter, for each month since the chic opened. Appendk 
C contains graphs on each of the primary centers charting the numb i= of NFPAs per workday per month from the date of 
clinic opening to October 1992, the last month for which the CSI headquarters had data at the time of the evaluation. 



1 Total 

CSI defined full capacity in thesc centers as 7 NFPAs per day, plus 7 new otber services and 14 
re-+&ws, for a total of 28 clients per examining room per day. It was assumed that one! year after 
opehg, centers would operate at 50 percent capacity; rafter two years at 83 percent capacity; and 
after three years at 100 percent capacity. In the recent CSI Self-Financing Strategic Framework 
document (January 29,1993), CSI stated that 23 of the primary and subcenters were operating at 90 



percent capacity and another 35 centers were working at 70-89 percent capacity. The evaluation 
team's anal* dam not support such high utiiization in the 17 primary centers." 

Table 2 preaccau the htalled capacity and a c h i d  utilization for NFPAs in the 17 primacy centers. 
The highest average utilization or the highest utilization achieved during the last 12 months for which 
data were available was 86 percent, in Oiza Whereas 7 prima7 centers achieved an average 
utilization of 50 percent or ova, 10 primary centers were below 50 percenL Four of the 17 primary 
centers averaged under 30 percent capacity for WAS. In 11 of the 17, utlilhtion from Nwembcr 
1991 to October 1992 was lower than their avcrage since opening. The aotable exception was Sohag 
which had an average utilization of 43 percent and an werall utilization of 57 percent for the last 12 
months. 

CSI assumed that utilization wsuld build gradually. A steady, gradual build-up did not w u r ,  
however. As the graphs in Appendix C indicate, most primary centers reached the maximum number 
of NFPAs within about a year of opening; the trend for individuai Ainics after that point has either 
leveled off or declined. 

CSI has d e h c d  34 centers, including the primary centers in Fayum, Miniir, arid Kafi El-Sheikh, as 
"low performing"; that is. they are meeting less than 50 percent of the expected "caseload capacity." 
CSI plans to reloca a these centers, along with 27 subcented. In fact, 9 of the 17 primary centers 
havc had an averaf,e NFPA utilization below 50 percent. 

Although the immediate response to the opening of almost all clinics was quite positive, in general, 
the number of NFPAs on a c h i c  basis has declined from the first year of the their opening. 
Although the trend is very similar is both Upper and Lower Egypt, there are some differences. 

Upper Egypt: Figure 1 (see figures showing clinic utilization on pages 13-17) presents the opening 
of eight primary centers in Upper Egypt, in three phases, from late 1988 to July 1990 and the total 
number of hWAs per workday as those centers were o e n d .  Peak numbers (a combined total of 
70 NFPAs in eight centers) were achieved in mid 1991. B 

6Achicvcment Reports, the Self-Fmdng Framcwott md CSI clinic staff indicated that CSI clinics are open, stafbul, 
and providing services 300 days a year, seven hours a day. 4 e capaciry for scNice is great. A full accounting of CSI capacity 
for NFPA, given its stated sewice mix, would be 300 days multiplied by 130 exam rooms multiplied by 7 WAS a day. The 
total would be 273,1000 family planning clients a year. For this evaluation, the team accepted CSI's capacity estimation of 
240,000 (based upon only 276 days a year because of underutilization during Ramadan and 128 atam mom) although this 
seemed to undmstinnate real capacity. CSI has since stated its capacity is still laver (192,000 based upon 250 days times 
128 exam moms times 6 NFPAs). l'hc l!QOOO figurc was established by CSI "after again analydng average p e m c e  
of all centers from date of opening and confirming that the 7 NFPA daily target was not realistic and the income poteatial 
based on those tarjps would not be achievedn In so doing, CSI has confused different managements tarkr., establishing 
capacity, a~sessing ~~tilization, setting large& and #timating revenues. Capacity is based upon inputs of staff, space, hours, 
ek ;  it is reduced by a reduction in those inputs, not through an assessment of utilization and projection of revenues. 

'Gharbia (3), Daqalia (?I, Alexandria (I), Menoufia (4), Minia (S), Assuit (all 7), Sohag (3), Beni Suef (3), and both 
suknttas in Fayurn. 

gLhe peak in May 1991 was due to CSI centers around the counuy o w  Wig open 16 days that month (rather than 
W%), although they saw about the same number of clients as they did in other months. ?he average NFPA per workday 
is thmfbre much higher. 



U* 

Alexandria 2 14 1989 10 71% 6 43% 

Beheira 2 14 1990 4 29% 4 29% 

ICafr El- 2 14 1989 5 36% 3 21% 
Sheikh 

Daqa Wa 2 14 1989 8 57% 6 43% 

Damfetta 2 14 1990 7 50% 6 43% 

Oharbia 3 21 1989 12 57% 12 57% 

Menoufia 2 14 1990 4 29% 3 21% 

Sharqia 2 14 1989 9 64% 8 57% 

Qaliubia 2 14 1989 7 50% 7 50% 

Giza 1 7 1988 6 86% 6 86% 

Fay~m 2 14 1990 3 21 % 2 14% 

Beni Suef 2 14 1989 5 36% 4 29% 

Minia 2 14 1988 4 29% 3 21% 

Assiut 2 14 1988 6 43% 5 36% . .- 
Sohag 3 21 1988 9 43% 8 57% 

Qena 2 14 1989 8 57% 8 57% - 
Aswan 2 14 1990 5 36% 4 2991 - 

Source Evaluation team's amlyab of CSI Chic Achievement Repam 

The trend, as Figure 1 indicates, is downward from that point. Figure 2 presents the average number 
of NFPAs per center per workday per month. Fourteen NFPAs are plotted on the y-axis to illustrate 
the projected maximum number of clients possible in a two-examination-room clinic (a number of CSI 
primary centers have three examination rooms) versus the actual number of new acceptors. 



An analysis of the individual primary cantor statistics showed that soma clinics did much better than 
others. The primary center in Qena, opened in 1989, has been tha most eucccssful in Upper Egypt; 
it has two examinadon rootllq h a  averaged mvon new acceptors per workday, and has operated at 
SO percent NFPA vapacity. Sohag, with three examhation rooms, has averaged nine new acceptors 
pcr workday rinca it opened. Oiza and Arruit have averaged six ncw acceptors. Sohag, Giza, and 
Assuit all opend  Iln late 1988 and have operated at an average capacity of 43 percent since they 
opened. Minia, opened at the same t h e ,  has averaged only four NFPAs a day, operating at 29 
percent NF'PA capacity. Fayum and Aswan, apencd in 1990, have seen an average, respectively, of 
only two and three WAS per workday rince they opened (operating, respectively, at  14 percent and 
21 percent new acceptor capacity). Bed Sue& opened in 1990, has seen an average of four NFPA 
per workday. In all clinics regardless of the phase in which they opened, there has been a decline 
in new acceptors per clinic workday since June 1991, except for a rise in October 1991, since which 
time the trend is downward. 

b w r  Egypt: Figure 3 presents the opening of primary centers in Lowcr Egypt in 1989 and 1990 and 
the total number of NFPAs per workday as those centers were opened. Peak numbers (a combined 
total of over 90 new family planning acceptors in nine centers) was reached in mid-1991. The trend, 
as Figure 3 indicates, is downward from that point. 

Figure 4 presents the average number of new acceptors per workday per center. In contrast to 
Figure 3, which shows overall growth until mid-1991 due to the opening of additional clinics, Figure 
4, which compensates for the number of clinics, shows an earlier downward trend. 

As in Upper Egypt, some clinics performed better than others. Gharbia, Sharqia, and Daqahlia, 
averaging, respectively, 12,9, and 8 new acceptors per workday, all have operated at over 50 percent 
NFPA capacity since they opened. Sharqia, with an average of nine new family planning acceptors 
a day in two examination rooms, was utilized most fully by NFPAs - at 64 percent. Beheira, 
Menoufia, and Kafr El-Sheikh, on the other hand, averaged, respectively, only 4,4, and 5 NFPA per 
workday. 

Gharbia, Alexandria, Damietta, and Daqahlia started out more fully utilized than these averages, with 
16-20 NFPAs per workday, several months after opening. They were not able to maintain that early 
momentum, hwever, and the trend is downward after the first six to nine months both for those 
clinics which opened in 1989 (Gharbia, Daqahlia, and Alexandria ) and in 1990 (Damietta). 

Comparison of CSI performance in Upper and Lower Egypt: Figure 5 compares, for Upper and 
Lower Egypt, the average NFPAs per workday per center for 1989-19!U. The trend is similar except 
for the significant growth in Lower Egypt in late 1989 due to an early positive response to the clinics 
in Gharbia, Alexandria, and Daqahlia. The early response in Upper Egypt was lower; the relative 
decline has cotlsequently been less. As Figure 5 illustrates, average numbers of NFPAs per workday 
per center have been consistently lower in Upper Egypt. 

The dccline was most significant in 1992. In that year, the number of WPAs in the 17 primary 
centers was only 71 percent of the mmber the year before. See again Table 1 which presents NFPAs 
in the 17 primary centers from 1988-1992. 

Possible explanations for the low utilization and the declining number of new acceptors are many and 
fall into two related categories: the market and management. 
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Mukret Fadom AU of the classical demand factors might explain the declining CSI numbem Tbat 
is, perhap the a im of the population acrvcd is tos, amall resulting in an early market aaturation; or 
perhaps CSI'a prices are too high relative to tho price of its competitors; or perhaps CSI's prices are 
too Mgh fat the average howhold income; or perhaps CSI's oervices do not suit the tastcs and 
preferences, at the given prim and in the given circumstances, of Egyptian couples; or perhaps CSI's 
mrvices are in a poor location. 

It is also pmsible that the market of current w n  of is saturated. The IUD, 
an exceflent long-lasting mntraceptive, is the method of choice for a majority of CSI clients; towns 
4 t h  a relatively small number of women likely to be CSI clients cauld be experiencing early IUD 
market saturation and thereafter declining numbers of new clients. At the same time, it should be 
kept in mind that there is a large unmet demand in Upper Egypt among women who have never used 
family p l a d n g  (see Section 7). CSI, however, has not targeted this market in any special way. 

Management Facbom CSI staff pointed out that CSI went through some traumatic institutional 
struggles in early 1992 which affected CSI management and morale. In February 1992, changcs in 
the CSI Executive Committee led to CSI's not cashing any checks for several months; and in May 
1992, USAD cut off funding to CSI for six months. Although such difEiculties would certainly have 
a negative effect an CSI performance, the demand factors cited above account in large part for the 
declining acceptor numben. Even with CSI's not cashing checks in Rbzuary and March, the clinics 
were open and fully staffed and equipped during that h e .  As Figures 1-5 (and those in Appendix 
C) demonstrate, the decline in numbers of NFPAs began in mid-1991. 

Most likely, both market and management factors account for CSI's performance. The role of 
management, however, is to lead and direct performance in changing markets. At this point, a careful 
and professional market analysis is essential to the sustainability of CSI. 













'fire pmjwat derign plumed n 1:l rath htween NFP& and "other fiervicoa"dianta, In mry yeat 
bcrt im tha number of new other rervices exadad that sf NFPA; h 1992, the number of NFPA 
waa pmat of ths p d o w  year w l h  the number of new a t h a  mrvica climb wae 76 percant 
of the pfBVi<atu year. figure 6 gmntn t h a s  trorwda, 

"Other services" include services for pregnant and postpartal women, infertility, and basic gynecology. 
Such service arc important to CSI; they are believcd to be potentidly an important source of income 
generation. Much of the sophisticated clinic equipment is on hand to attract patients for these 
servioe8. 

CSI would also like to offer infant and child health care sentices; indeed, some CSI docqors 
volunteered that occasionally they informally provide immunizations for infants by bringing in their 
own vaccines. CSI, however, is not licensed under the Ministry of Health as a health center, rather 
it is Licensed by the Minietry of Social Affairs as a family planning PVO. As such, it does not have 
the license to provide child health services. Although the idea of W-baby" or chiid health care 
services is a tempting solution to CSI clinic underutilization and revenue problems, a number of issues 



n& ta be carefully (~xamiaact bsfora (231 inlPormelly saw into such w v i c ~ s .  Fiint and foramat ie 
whether CSI has the lbgal authority te do lo. In addition, CSI needs to analyze 1) the market for 

- ruch raruicdl- both tha damand for additional child haalth care p r ~ i d e n  and the eumnt supply sf 
ruch providein; 2) CSI'r comptitiw adventage in ruch a mnrket; 3) the profitability of such wdc6a; 
and 4) tho poritive and n e g a t b  (if any) e@mta of offering Infanalchild haalth car0 upon tho primary 
(31 miulon of famlly planning. 



3. Outreach and XEC 

The outreach affort that charactarizo<l tho early day of the project was thorough, with local assistants 
in each area canvlulling door to door for potentla1 clients, than turning ovar tho neighbcxhood surveys 
to pdmary contar and nhcantar outrcach directors, who In turn assiped home visitr, to the centers' 
outreach w r k m  In Ateocaadria's primary cantor, it tvea reported that awry eUgibl/d woman has had 
two or three home v&ita informing them h u t  CSI's rarviccs. The outreacih affhrt in Alexandria, 
however, wa6 thought to have outlived ito u a f u l n a  and to have become counterprroductive, and has 
thua b a n  phasad out. 'Chis is not the w in other governorates, where outreach is stW estimated 
to bdng in 50.90 percent of naw accepton. 

Although t b  affort has been executed on a grand scale, there seems to ba an overabundance of staff 
asrlped to outreach. Some very low-volume subcenters had both an outreach director and an 
outreach worker performing functions that could have been handled by one person. The outreach 
workers, usually females, reported feeling ovcr-aupervised by their male directors, whoye role seemed 
to be largely setting out the daily workplan for the workers. Some of the male outreach directors 
hold informational meetings with the men in their area, going to schools, factories, government 
buildings, and talking with individual men whose wives have had difficulty convincing them that family 
planning would be advisable. In some small subcenters, the only outreach person was a male, which 
seriously h i t s  the r ~ l e  to manning the microphone truck and meeting with men, as it is not 
acceptable for a man to talk about family planning with women, nor to visit them at home just to 
inform them about the CSI service. 

Microphonequipped vehicles are available in each gwernorate, but are not always used in the 
outreach effort. In Fayurn, for example, whsre service volume is very low, the microphone truck has 
reportedly not been used for over a year. 

E C  are plentiful in the project, with video tapes preJent in almost every clinic, printed 
pamphlets and picture boob, color-uxied informationlinstruction sheets &out each method, and 
appointment cards with side effects and instructions about the specific method selected by the 
individual woman. Counselors are quipped with hand-held anatotnical models on which to 
demonstrate the female reproductive system, as well ac ;he insertion of the IUD. 

There was an intensive mass media campaign when the project began, but no advertising of this type 
has occurred recently. IEC directors reported that their role was only to present CSI as a site at 
which to receive family planning services; education about family planning, its health benefits and 
methods was reported to be the role of the State Information Service. Recent technical assistance 
to CSI in marketing supported the CSI role as a promoter of C§I rather than of family planning. 

Inquiries about the messages given to women in the outreach process led to descriptions of the ways 
in which CSI is "better, safer, provides more thorough services" than other programs, implying that 
the other programs arc less safe and thorough. An outreach worker in Upper Egypt related (as 
translated by the project's director of IEC) that sometimes fear is used to motivate a woman to come 
to CSI, with the staff implying that some personal attribute of that women (e.g., lined face, tiredness) 
may be caused by using the wrong pill or  other method, and that laboratory tests should be performed 
to be sure of the proper method. The IEC director concurred that "fearw is sometimes used to 
motivate women to come to CSL This approach is clearly misguided. The use of fear is an 
unprofessional, unethical, and unacceptable way to convince women to use the services and can serve 



to craate medical baden  to family planning rather than to promote greater acceptance and use of 
the program a8 a whole. 



Quality of Care 

C~ality of care ia here discwed in relation to 1) clientu' choice of methods, 2) technical competence 
of p r d d e n ,  3) information provided, 4) interpersonal relationships, 5) continuity of family planning 
use, and 6) constellation of services.' Chapter 6 presents conclusions on safety, effcctivencss, 
efflciancy, repMcability, and cost. 

There is little variation in how methods are presented to clients from clinic to clinic, and all clinics 
have available the basic menu of methods - IUDs, pills, bamer methods, as well as injectablcs. None 
of the clinics reported stock-outs of any methods. Interviews with physicians, nurses, and counselors 
made it clear that their bias is toward long-term effective methods (IUDs or injectablea); they are lees 
likely to recommend pills, except for short-term child spacing, and unlikely to recommend barricr 
methods or apermicides. AU, howcver, reportdl that they demonstrate or describe the full menu of 
methods to clients; and most providers are committed to assisting the client to choose her own best 
method. A few providers seemed quite committed to the method of their choice and are willing to 
try hard to convince a client to "choose" a mow highly effective method. Women in p u p  intervim 
in Fayum and Alexandria inquired about the unavailability of Norplant and expressed a wish that it 
be made available to them. 

CSI's demonstration of the su-ful and uncomplicated provision of injectable hormonal 
contraceptives by general practitioners has set a valuable example in Egypt. 

4.2 Technical Competence of Providen 

Out of a desire to not intrude on clients by observing the physicians and nurses as they provided 
services, the assessment of technical competence was inferred fiom answers to questions obtained in 
interviews. With some variation based on personal preferences and beliefs, the responses to these 
questions by physicians, counselors, outreach workers, and nurses indicated excellent understanding 
of the indications and contraindications for specific methods, Questions were asked about which 
contraceptive methods should/could be used in particular situations, aseptic technique used in 
performing procedures, sterilization of instruments, and content of counseling sessions. All physicians 
described the "no-touch technique" of loading the IUD inserter as their method of operation, all 
nurses described the accepted techniques for cleaning and sterilizing instruments, and all counselors 
described a complete counseling session. Physicians generally reported that IUD-related infections 
derived fiom insertion by providers in other programs, and that information on infection rates could 
only have been obtained by reviewing individual records. 

Several of the nurses were also midwives, and several had been providing family planning services 
prior to joining the project, as had several of the physicians. Several of the nurses had also worked 
in other countries and had therefore been exposed to practices in different cultures. All but three 
of the providers interviewed had participated in the CSI training program and had received training 

!based on Bruce, Judith. Fundamental Elemuus of the QUIZ& of Cm: A Simple Framework. The Population Council, 
1989. 



though iha Regional Center for Training and in-houe CSI training. One was a phyaiclan's aasbtant 
who had replaced a nurue and was limited in her tasks to assisting the physician in the examining 
room and rtadlizing quipment, which ehe had learned from the phyician, Plll of the physicians 
reported that they had received the CSI FamtEy Phnning Clinical OutdGlincs, and some of them had 
the boob in their offica. Most of the nuncs, outreach workers, and counsclon had also received 
the books, and most had them in tho office. All reported that they uocd them as reference books and 
found them helpful, The n u m  who had not attended the training did not have a copy, as her two 
predecessors had taken theirs with them, 

The very differentiated roles of outreach worker, counselor, nurse, and physician lead each to hold 
a rather narrow, tasksriented work focus, Nurses appear to be underutilized in this array of job 
assignments, particularly given the experience of many nuares in this program. For example, one in 
Fayoum is a midwife who was trained at Ain Shams University to insert IUDs aftcr returning from 
work abroad where she had several family planning coursa; another in Gharbia is a midwife who 
worked in Saudi Arabia and Libya in family planning for 10 years. They provide informal counseling, 
reassurance to clients, group meetings in the waiting room, and take phone calls fiom clients in 
addition to assisting the physician in the examining room and cleaning instruments, which makes them 
very versatile team members. 

A series of questions related to the quality of counseling. Most of the counseling took place within 
15-20 minutes, with occasional reports of more lengthy sessions, and several reports of 5-10 minute 
counseling sessions. Counselors reported that better-tbducated clients required less time, and those 
who were less well educated took more time (up to the: 15-20 m u t e  range). Although counseling 
sessions may be a bit brief, the prior contact most women have had with an outreach worker probably 
begins to build a sense of trust with the project as a whole. 

Counselors, physicians, and nurses (to a W t e d  extent) are the clients' source of information about 
family planning. Counselors provide the first real clinical information, as the outreach workers only 
show samples and encourage the women to come to the clinic. They use samples to demonstrate and 
demystify each method, and sometimes use picture books and pamphlets with narrative descriptions 
of the methods. The counselors generally describe the method, talk about and/or demonstrate how 
it is used, discuss side effects and what to do about them, and make it clear that if the chosen method 
is not satisfactory, the client should return to the clinic and change to a different method. Most of 
the counselors and nurses were asked to describe what they tell a woman about oral contraceptives; 
the descriptions were clear and accurate and directions were given about how to take the pills and 
what to do if a pill was forgotten. Having received the basic information about the various methods, 
the client then t a b  with the physician about her health and obstetrical history, enabling the physician 
to ascertain whether any of the methods are medically contraindicated; if so, the physician explains 
why, and if not, offers the full menu of choices, often with her own bias coloring the descriptions. 
Once the client has selected and received a method, a return appointment cad is given to her; on 
the back of it is a description of the side effects of her method and their management - the inclusion 
of this information is an outstanding innovation on CSI's part. 



Aa noted above, tho brdty  of contact between nursle and client and physician and cJient may be an 
indication that intetpnonal relationships (defi n d  as the affective content in the interaction batwean 
client and provider, respectful two-way axchange, and some identification betwecn client and 
prdda ;~)  are less than optimal. Based upon intervim with clients and providers, however, it Is clear 
that chn ts  arrtomatically trust the female physicians in this project, and their presence is the first 
concern of women as they think about whether tci come to CSI. It was clear throughout the country 
that women want to see a female physician for IUD insertion, and that that is a major determinant 
of what method they choose and where they receive services. 

The project has divided the policy and procedure manuals according to the various roles, so it appears 
that physicians have had little or no exposure to the techniques of counseling which strew the value 
of two-way communication and the importance of the provider's understanding of the client's life 
circumstances. The counselor's manual, or at least the training course, apparently did contain this 
emphasis, as most counselors described their session as beginning with some "ice-breaking" questions 
about their lives to put the client at erase. The nurse then talked about "pre:paring the client" to talk 
with the physician. Most physicians spoke only of the technical aspect of their conversations with the 
clients. 

45 Continuity and Follow-up 

Although no one described a formal policy about tracking clients or following up on those who drop 
out of clinics, many outreach workers and counselors seem to take up this role as a matter of course. 
The vigor with which they pursue "drop-outs" varies from clinic to clinic, with Alexandria sending a 
letter to the client who misses an appointment, and Sohag, with an outreach worker who "never lets 
one get away." 

Without systematic follow-up mechanisms, there is no way to know why some clients have ceased to 
use CSI services or whether clients are continuing to use family planning methods. The continued 
use of a particular clinic for family planning services might be an indication of a satisfied client, and 
knowing why someone stopped coming to the clinic might provide useful feedback for improvement 
of services. As workers specifically dedicated to outreach are dropped from the staffing pattern, an 
important source of informal information is likely to be lost because the: new multi-purpose workers 
will spend most of their time in the clinics. Consequently, these workers will not be picking up 
informal information in the community to anywhere near the degree the current outreach worker 
does. In the absence of a formal follow-up mechanism, the project will have lost a large part of the 
feedback loop from a very important client pool - i.e., those who were not satisfied. 

4.6 Constellation of Setvices 

Family planning services are meant to constitute approximately 50 percent of CSI services which also 
include laboratory services, antenatal and postpartum care, infertility workups and treatment, and 
treatment of gynecological infections. CSI staff reported some concem that women who receive their 
antenatal care from CSI must then switch to an obstetrician for delivery, and the obstetrician often 
recruits the woman to hisher own family planning service. The major concern, however, expressed 
by staff (primarily physicians) about the family planning service was its high price. One CSI physician 



ruggarted that ftae care be provided one day per week; another reported that aha often buy and 
brinlp in vaccines with which to immunize the children who are brought to the clinic (see Section 2.5 
with regard to CSI'a currant logal authority to provide infant and child health care). 

The CSI focus on quality has succeaafully spearhad& a new national emphasis on the quality of 

- 
family planning services. Staff at USAID, the Minlatry of Health, and CSI all commented on the 
positive effect the highquality CSI aervicea have bad on the rest of the Egyptian family planning 
program. 



Davclopment literature definoo PVO austainability in terms of thrm interrelated capacittlce: 
institutional, managerial, and financial, A swtainable family planning PVO is one which 

has the institutknal capacity to fulfill itii mission and to provide family planning 
services on a broad basis over time. It is one whose sentices are consistently in 
demand by a clear segment of the family planning market. 

has strategies, structures, and systems to facilitate planning and the 
identification of appropriate market segments; to deliver high-quality services to these 
clients; and to monitor, control, evaluate and respond to itfi own performance and to 
changes in the family planning environment. It has personnel systems which support 
and reward high-quality services and the hiring and retention of good staff. 

lacreases the level of selBfurancina through the generation of sufficient income to 
cover the cats of the institution. Self-financing should be understood as a 
progression from minimal coverage to that which supports sufficient income to permit 
capital investment. 

Four related institutional issues affest CSI's sustainability: its mission, its market segment, its 
marketing, and, most critically, the response to date to its services. 

5.21 Mission: Project or an Independent Institution 

CSI was designed as a project to upgrade the senices of the EFPA, rather than as an institution 
itself. Amendment by amendment and project modiiication by modification, it has evolved to the 
point where it is now seeking and expecting permission from MOSA to establish itself as an 
independent PVO. Although self-financing of family planning activities was an objective from the 
start, becoming an independent sustainable institution was not. As CSI evalved from its original 
EFPA objective, a clear institutional h i o n  for CSI as an independent institution was not 
established Rather, the focus of CSI attention appears to have been on process, standards, and 
systems. Management strategies and systems should, however, follow and be designed to accomplish 
the stated mission. In recent months, as CSI has sought status as an independent institution, it has 
also sought to clarify its mission. The Self-Financing Strategic Docwnent (January 29,1993) describes 
CSI seeking to be a model of self-financed clinical services with a strong quality-assurance component. 

5.2.2 Market Segment 

CSI has had a supply-side approach to the family planning market. The project paper was built upon 
the assumption that there were Egyptian couples with disposable income who would be willing rn pay 
for highquality family planning - if those services were supplied. Planning was undertaken on the 



buin of total population, lnatitutional distribution throughout the country, atrd reprcacntatlon in tho 
primary citia of 17 gwornoratar. Xn addition, rubcentera in the govarnoratcar were to provide 
aarvia to to~tlb with a minimum population of 200,W. In the original project dorlga, CSI's mark t  
would haw baaa EFPA clienta and other women with dbporabla income who were intcrcated in 
quality family planning. Thc demand dde of the market was not axamlacd.10 Secondary data, 
principally Population Cornmut~ication Scnricor (Pa) projcct reports written in 1991 and 1992, 
dascribe tho design of CSI services as having been bascd upon results of the 1988 DHS and focus 
group rwarch. These reports stata that CSI concluded on the basis of that data that there WPU) a 
market for quality family planning mrvicer. No nationwide market rcsaarch wao undertaken, however, 
to determino the s b ,  location, or extent of that potential CSI market, nor how much it would be 
willing to pay for family planning servicbo. 

The thesis that there: were women with dispooable income who would be willing to pay for high- 
quality family planning - and that they would come to CSI - was developed when there waa little or 
no competition offering quality family planning services. The sexvices of the MOH were few and of 
poor quality. Since that time, howcver, the MOH has both greatly expanded its services and 
improved those services. CSI is now in a far more competitive market than it was when the project 
began. 

CSI currently states that its market segment is middle class women, with the proviso that if there are 
insufficient middle class women in an area, CSI will try to attract upper and lower class women. CSI 
has no data on class or education of its clients, but it does have data on the contraceptive history of 
its new clients. As Table 3 indicates, 28.6 percent of CSI's new family planning acceptorsl1 had 
never used family planning before they came to CSI; 30 percent had used family planning at some 
point in their lives; and over 41 percent were currently using a method that they had obtained from 
another provider. If these percentages are applied to the total number of new family planning 
acceptors that CSI has seen through 1992 (298,091 - see Table I), CSI Ras been responsible for 
approximately 174,681 tr d y  new acceptors. 

Day and Evening Clinic h i o w :  CSI clinics arc open evenings in many urban areas. This is a real 
competitive advantage for CSI which distinguishes it from public sector providers. In the evenings, 
its competitors are private sector providers who charge many times CSI's prices. CSI does not have 
data broken out for evening attendance. It seems, however, that evening clinics arc quite well 
attended in the urban areas rand have very low attendance in the rural areas. In an interview with 
a group of clients one evening in Sohag, the women spoke of working outside the home during the 
day and the real advantage it was for them to be able to come to CSI after work. Based on this 
evidence, CSI could benefit from marketing the convenience of evening sessions to urban women 
otheNvise employed during the day. 

'%kcthe deamd, or the quantity of services which women are willing to buy given the price for those services, should 
have been examined. Economic theory considers the following factors the most important in detemining demand: the price 
of tLe service, the prices of competing services, average household income, tastes, the distribution of income among 
homchokls, and the size of the population. 

"AS noted previously, CSI uses the term "new acceptor" for a first-time client at a specific CSI dink. 
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Previous users 

Sour#: Table 4 in project modiflation no. 2 

Marketing e~rperts speak of the four "Ps" - product, place, price, and promotion - as being the critical 
components of marketing strategy. CSI does not appear to have a marketing plan which deals with 
these componcnts in a holistic, strategic way. Such a plan would be dependent upon a market 
analysis that would divide the family planning market into discrete segments and that would describe 
and quantify those segments. The plan would describe, for urban and rural Upper rrnd Lowcr Egypt, 
the tastes, preferences, and desires of users and non-users; the price of other family planning services; 
average household income; the distribution of income among households; and the absolute size and 
geographic location of various income segments. Such market research has not been undertaken. 
The following discussion describes how CSI has formally addressed the four components of marketing. 
CSI field staff expressed many concerns about the overall strategy, particularly price and place. 

public hospital or health unit 

Pha Mw' 

others 

total current users 

P d u d  (Family Planning Services): As indicated in Section 5.2.2, secondary data (principally PCS 
reports) describe the design of CSI services as being based on results of the 1988 DHS and on focus 
group research. These reports state CSI concluded on the basis of that data that there was a market 
for quality family planning services. 

5.S 
m 

21.6 

1.5 

41.4 

30.0 

Place CSI has located primary and secondary centers in cities and towns in 17 governorates on the 
basis of population size. Thc centers are located centrally within a specific city or town. 

Price: Businesses set prices with many objectives: to cover costs, to attract customers, to beat the 
competition, to cross-subsidize, etc. CSI's objective appears to be to cover costs to the extent 
possible. CSI has had a uniform price strategy which has allowed some local project directors to 
increase prices, but not to decrease them to suit the local market. The basic fee for an IUD in rural 



Aman & the same M it & in middle clw Alaxandrla. Many CSI staff e x p r d  their disegreamont 
4th thb uniform pricing strategy. This ir r valid dllrgrwment. CSI needa to emmind IU pricing 
rtntqy cdrehlly w i t h  the total context of i u  avarall m a r h t i q  strategy. Tharo are many 
a l t o m o t h  to a unlfom prlca: priceti could be adjutad governoreta by gmrnarats, for urban and 
rural, or for in~oma lavalr withln a community. 

Plloamotbn: CSI'a principal markating atratagy ir promotion: m w  media advartiahg, IEC, and 
outreach. The PC5 project provided technical arsbtaeca in September 1992 on the CSI mw 
marketing strategy and tho davclopmont of a m w  media campaign, As outlined in the consultant 
trip report, the CSI program appaaro to be logical and ambitious. me milestones set for 
dawlopment of tho mau media campaign included a numbdr of staps laading up to toldrion, radio, 
and nawspapat advertisaments that would be run during the period November 1992danuary 1993. 
Theao advertisemonta have not yet beon run, however. 

To develop the merraga for the campaign, current uren of CSI services were asked by the CSI IEC 
director what they liked about CSI. This is a legitimate approach, but it does not indicate why 
pamom are not using CSI servicea or why they are not choosing to use any family planning service. 
Tho measap  developed will be primaeily aimed at generating naw CSI users and not necessarily 
NIT&, which is the major goal of the CSI project. The requests for proposals that were sent to 
potential contractors for parts of the media campaign state the following: 

CSI has spent tremendous research efforts to understand its typical 
clients, and by projection, its typical potential clientele. The typical 
CSI client is an urban, married woman between the ages of 25 and 35 
years, who uses or intends to use a modem contraceptive to delay her 
next birth. She has an average of two to three children. She may not 
be well in€ormd about modern contraceptives, but she has definitely 
been exposed to information and rumors about family planning. 
There is one chance out of two that she cannot read. . 

This very general profile would probably describe the family planning clients of most services in urban 
areas. It is not market segmentation. Unless CSI can identify its cumnt and potential clients better 
than this, it will be forced to continue to plan and implement services and marketing for those 
services around a very costly hit-or-miss approach based on assumptions and guesses. A new 
operations research profile of cumnt clients using different services, which is funded by USAID and 
implemented through the Population Council and local contractors; it will be very useful when it is 
completed in about a year. The profile is designed to 

ascertain the existing condition of complementarily/ competitiveness of different family 
planning senrices, 

provide necessary idormation to better target family planning services and resource 
allocation, and 

assist in establishing policies related to cost recovery of family planning services. 

The study will not look at the non-users, however, who make up the untapped market that each of 
the services should be trying to reach. Although the study will bc: useful, it is not a substitute for 
market research. 



A kay rtrataOy of CSI promotion ia to rsll C61 rather then aall family planning. The CS1 morkathg 
director apleinecl that it k the mponolbility of the State Information Service to market family 
planning and C$l% raponribflity to rnerkat CSI. Rccsot tochnlcarl awriatance to CSI agrrned thIe 
atrategy: 

Sall tho CSI brand . . . not tho family planning category. CSI will 
concentrate all of its advertising effort6 on promoting the CSI family 
plannlng service canterr and building patiant traffic; and not on 
convincing non-prcdbporrcd mupla to c o ~ i d e r  family planning. (a1 
will rely on the State Information Sawice and othar family planning 
organizations to continua to build the category of family planning by 
promoting tho concept [and benefits of family planning and specific 
contrawptivo methods and brands.)' 1 

Such a stratagy is gurprising given that the CSI goal is to recruit now acceptors. Market switching 
may help CSI reach its targets: it will not help Eg,ypt reach it8 goal of reducing fertility. CSI would 
be wk, particularly in Upper Egypt with the large unmet need for family planning, to target non- 
users az~ well as current users. 

Neptivc A k M i a g  and Medical Barrim: In addition, some of CSI's marketing messages are 
negative and create barriers to the national family planning program. In interviews with outreach 
worken (for which the CSI IEC director sewed as the translator) and in separate discussions with 
the IEC director himsclf, CSI staff described giving the following CSI messages: 

rn CSI is cleaner and safer than . . . 
rn CSI offers family planning clients laboratory tests: in order to receive quality family 

planning services, a woman should first have a laboratory work-up. The CSI brochure 
states "CSI performs comprehensive laboratory tests to ensure that the client's 
preferred method is a suitable medical choice." 

. Staff described using a "tittle fear" to induce non-CSI usars to come to CSL This has 
included commenting on a negative aspect of a woman's appearance such as fatigue 
and suggesting that the fatigue might be due to current improper usage of 
contraception (because thc woman had not had a complete medical examination and 
laboratory testing at CSI). 

In addition to negative advertising and dissemination of false information that laboratory tests are 
essential to good f a d y  planning, CSI's marketing promotes laboratory work and other semMces (liver 
and renal tests, ultrasound) which are not an essential part of quality family planning services and for 
which the CSI doctors and nurses in sampled clinics indicated there was no referral or treatment 
system if those tests should indicate a potential medical problem. Clinic staff reported such testing 
gives the appearance of quality and is used to attract additional clients for revenue generation. In 
discussions on this finding at the end of the evaluation with the CSI central office staff, CSI staff 

'%"rip Report, IEC Technical AJsinancc to CSI and the Minia Project, Cairo and Minia, Egypt. Gary Saflfia, for 
Population Communicatiolr~ Services Project, Johns Hopkins University. October 1992. 



rrdamaatly rtated that a rdfe,rrrl a y t m  hecl been eaulblbhad, but that mcrsnt cat-cutting meerrurea 
had redud wntral office aupewbion of that n p t m  aa well es other qatema, 

A Itrdicatcad in Scctlon 24, the immediate reaperue to newly opened CSX family planning mdcw 
was often quite positive. Overall, howaver, at tha indMdual c h i c  level the number of new clierits 
miv ing  family planning rervicer has declined rhce mid4991. Utilization by NFPAs has been below 
50 parcent in 11 of the 17 primary cantars analyzed. etS1 nee& to undertake e pmfourional market 
analpdd to unddrrtand why now clients am not coming to a 1  centers as planned. The rurtaiaability 
of CSI depends upon eucmaful rmlution of t b  question. 

CSI has put a lot of time and attention into management strategies, system, management 
development, handsomely appointed executive offices, and the recruitment of management staff. 

CSI has a highly developed planning system, supported by an excellent management information 
system on CSI performance. At each level in the CSI structure, there is information on services, 
costs, and revenues. Targets are set and rcvised. Thc recant Selj-Financing Smtegic Fmmcwank 
document is a precisely detailed document with projected caseloads, revenues, and costs for the 
remainder of the project. 

533 Supervision 

hitially, CSI appears to have had a highly effective supervisoty system from the ccntral office which 
involved the directors of medicine, finance, promotion, and the CSI director making monthly visits 
to each governorate. In addition, the govemorate-level family planning directors met with the CSI 
director in G i ro  oqce a month. For the past year, however, supervisory visits to the governorates 
have been abandoned. CSI stated that they would be resumed after new money is available from 
usm. 

At the governorate level, supervision, particularly by the govemorate medical director, seems to have 
continued more smoothly. This is vital to quality assurance since the turnover of physicians is high 
in many CSI units. The efforts of the medical director in &ni Sucf were impressive, and those of 
the governorate medical director in Sohag were particularly outstanding. 

To control costs, CSI has undertaken a major restructuring and restaffing of the institution, at the 
governorate and service delivery levels. (No reduction is under way in the central office, however; 
in fact, CSI k proposing inmasing the Cairo central office staff by twr, persons.) Job descriptions 
have been rewritten; certain staff are being reduced. An important component of the reorganization 
is reducing the number of outreach workers by haif. If this plan is carried out, recruitment efforts 
will be curtailed. Heavy emphasis now seems to be placed on the proposed mass media campaign 
and word-of-mouth advertising; ie., satisfied clients passing along information about CSI services and 
encouraging friends to visit the CSI clinics. That strategy coupled with a vigorous outreach program, 
however, has not been able to bring any of the CSI centers to full capacity aver the past four years. 



wlf~~tmcing strategic framework L predicated on full capaclty for each of the 128 ex~dnation 
room during the ngxt four yean, Tburr, m u r l n g  new clients muat be a priority. 

bancia1 aptam, including mat accounthg, art3 highly developed. yroclucclr monthly 
rpreadrheeta reporting on clinic activity lo great detail: nunbrs af clienu, method mix, income, and 
axgonditurea. The aytema are scphiaticatad and @arbla careful monitoring and control at the clinic, 
governorate, and centre1 laval. 

No developing country PVO whom primary misrion ia family planniq has lmen able to generate 
rufficient incoma from sawices and products to cavtrr all its costs. Even P R O F W I A  in Colombia, 
a highly eophirticatd, competent 30-year old institution in a middle-income country, ib only able to 
generate income sufficient for about 70 porcent of ib mts. The quation, therefore, with regard to 
financiel sustainability i* not whether CSI k able to generate income to caver all its costs, but at what 
I m l  it is covering costr and what self-financing trtmds are apparent. 

Project Design and ModifIcatiolrP: Self-sufficiency or self-financing has been a key feature of the CSI 
project. The development of a fee-for-service uystcrn to provide for self-sufficiency was listed as one 
of the major outputs of the project in the project paper, and self-sufficiency has been a consistent 
goal in each of the subsequent project modiCicati~ons. In the second modification document, CSI 
defines itself as 8ccking to be a self-financing model for private sector family planning in Egypt. 

The CSI project was planned in 1987 to be a fivcrmd-a-half-year $16.7 million project. USAID was 
to provide $7.7 million (LE 16.8 million at the exchange rate of $1.00 = LE 217) over the life of the 
project, with MOSA providing $978 million, ant1 ERA providing in-kind support valued at $373 
million. It was estimated that through fees charged to clients the project would generate $85 million, 
of which $7.6 million would be used ta support the project with the remaining $381 million being 
held in resene to fund ongoing activities after year five. These revenues were to be earned through 
258 highquality famify planning clinics, which by the end of the fifth year would have attracted 
approximately 1,664,160 NFPAs paying between LE 7.4 and LE 13.4 for their first visits, including 
a routine laboratory test. 

The first modification extended the start-up period from 6 to 14 months and reduced the 
implementation period Erom 5.5 to 4.5 years. It; also reduced the total number of CSI centers from 
258 to 158 and the target for WAs from apptdmately 1,664,160 to 867,000. In December 1992, 
the second modification further reduced the number of clinics to 112 and the target for NFPAs to 
369,000 new other ~~dpvice clients and 686,000 ~revisitors. The total budget for this re-sized project 
was set at LE 32,935,814 ($9,920,426 at the exchange rate of $1.00 = LE 3.32), of which USAID 
is to contribute LE 26,534,092 ($7,992,196). Revenues from fees charged to clients were projected 
to be LE 7,003,536, of which LE 4,163,102 ($1,253,946) are to be used to support the praject and 
LE 2,840,444 are to be held in reserve to fund iirture activities. A portion of client fees are derived 
from the sale of ALD.donated contraceptives which are provided free to the project. 



Raosnulrr: During the calendar yeare 1987m@3, 1989, 1990, and 1H1, USAID contribution8 totaled 
Ld& 23,219,M and covered war  90 psrmnt of the CS1 COW, including iP 6,584,784 in capital gooh 
and ovor LE! 959,557 in wntracsgtlvarc. Tabla 4 rhows (31 revenuer by funding murce, 

In May 1992 USAID, prompted by concern mr tho d a p  of (31 central management, surpndcd 
payneenu to for sfx montha. During the period MayoNovember 1992, CSI oporatcd uing 
ravsnuor mmad from clbnt faaa and some of the ievonuaar held in ressrvd from praviour yeunr. 
Dorpite the rupamioa of paymenu, I JSAU) contributions covarad more than 60 parcant of C8X cortf 
d u h g  1992. CSI wer able to continue operating during the six-month par id  when USAD payments 
ware swpanded; however, the project currantly cannot gansrate oufflcient ravanucs to met 
operating csstr, Although efforts have been made to cut p m n n e l  cats, which have accounted for 
approximately 36 percent of total amual projcct operating coats, tho cort of personnel each year has 
comttently cxcdeded the revenuer generated by client fees, While cost cutting in other areas such 
ar rupplicu and capital cost/renovation is also being considad by CSI, given the number of clinice, 
the ejrtont of ite opara t io~ ,  the high-cost item it now ha and will need to maintain and replace, CSlt 
cannot continue to operate as prcsantly configured without donor assistance to cover wen basic 
oparathg costs. Table 5 presents the CSI coot structure with actual and projected expenditures over 
the life of the project. 

Self-financing is defined by CSI as the ability to cover operating casts through client revenue and 
other sources of funding. In 1990, USAID informed CSI it would continue funding through June 
1997. It is anticipated, however, that ovar the period 1993-97 USAID support will decline, 
necessitating either larger contributions from other donors or self-financing by CSI. As indicated 
earlier, in order to prepare for the decline in USAID support, CSI has prepared a Serf-Financing 
Strategic Fmmework document and will be developing a self-financing strategic plan during the first 
five months of 1993. Thc objective of the self-financing plan will be to decrease CSI dependence on 
USAID contributions during the period 1993-97 and become self-financed after 1997. Although it 
is assumed that the funds from USAlD will decrease each year over the next four-year period, it is 
also assumed that AID. will continue to donate contraceptives. kI.D./Washington has also provided 
support through Pathfinder and PCS; this support may or may not continue. 

CSI also receiva MOSA support and uses the funds for rent, IEC, supplies, travel and per diem, 
capital expenditures, contraceptives, and training. It is unclear whether this support will continue if 
CSI becomes an independent non-profit organization. 



Revenue 
Sourca 

US AID 
(we note 
1) 

MOSA 

Rmnue 
Loan 

Service 
Fees 
-- 

Total 

Use 12/31/89 

For CSI 0 
3udget 

lmto 15,206 
revenue 
account 

Total 15,206 

Rewnue 15,206 
Account 
Balance 

1. In addition to l o a l  c~urmcy ruppon, the pmject receiva A.LD.-donated cootnccptivu fire of c h g c  and then KLlr them, 
tharby generating profit See note 2 below on client f e a  which include a commodity fa as well rs d c e  [ee income. 
2 The prqjared savla f eu  for 1992- bued on an atimace of 234,868 FP and other ravica dimu paying LE 936 each. 
Tbe aaud c h t  & a d  was 193,042 clienu; actual 1992 revenues, at LE 9.36 per visit, would be about LE 1,800,000, mcba 
lhrn tbe LE 2,649,426 pmjeuod by CSI. 

Sourrc: Project modification document no. 2,121'9192 



Ila# Xtamr 

Parronnel 

Incenttvce 

Travel 

Rant 

Supplies 

Local 
co~~lrultants 

IEC 

Total 1 1,127,347 1 3,530,901 1 7,718,748 1 9,484,288 2881 6,736,696 1 4,387,861 1 32,985,841 

Training 

Capital 

Renovation 

Contra- 
=P* 
(see note) 

Note: In addition, CSI recciva RTD, md amdollu &om the Elyptira Phumrceuulal TndiDg Corpontion [ns of chupd and pya 
vay nominal t e a  br packaging for the Contnoeplhrc Social M.rWog Project's kLD.-donrled producu (Tops condom and 
Norminat pilL). 

S o w  Projeu modiflation no. 2,12/9192 

Actual 

120,2!% 

356,696 

45,000 

0 

As it presently operates, CSP must have donor support to cover its capital costs and a majority of its 
operating costs. Looking at self-sufficiency as the following progression from minimal coverage to 
that which supports sufficient income to permit capital investment, CSI does not yet qualifv at the 
first level: 

v 

1. direct costs for clinic operations: personnel, supplies and materials, rent, utilities, 
transportation and petty cash. 

CY 1991 

3,383,379 

382,505 

571,774 

516,507 

1,397,828 

52,216 

770,526 

10/87- 
12/31/88 

227,805 

0 

32#7 

82,976 

57,139 

10,320 

194,706 

CY 1992 

3,152,014 

389,753 

279,594 

434,586 

848,561 

50,474 

675,874 

172,978 

1,366,074 

168,000 

3,140 

2. the direct costs listed above the indirect costs of clinic operation: maintenance, 
cleaning, servicing equipment, and insurance. 

1/1- 
5/31/93 

1,470,7*2 

196,701 

333,872 

244330 

769,727 

79,050 

357,048 

3. the direct and indirect costs for clinic operations listed above and the upkeep and 
renovation of physical resources and the replacement of furniture, office and medical 
equipment. 

CY 1989 

816,719 

25,790 

123,967 

187,344 

269,121 

20,279 

377,489 

168,lS 

2,241,337 

199,500 

31,220 

CY 1990 

2,192,595 

175,272 

360,040 

667,386 

895,602 

39,894 

747,709 

107,620 

1,754,612 

361,524 

185,797 

47,244 

492,385 

200,620 

165,591 

236,032 852,325 

358,292 6369,396 

191,850 1,166,494 

150,000 535,748 



4. the dircct and indirect coat8 for clinic operation, tho upkcap and renovation of 
facilitics and quipmant BgJI wmtdbuting to w r  the direct costu of the governorate and 
central offices. 

5. the direct and indirect colt8 for clinic operations, the upkeep and renovation of 
facilltios and equipment, contributing to cow governorate and central office operational 
expenses such as upkeep and rcplacomant of facilities and equipment. 

6. the direct and indirect costa for clinic aperationa, the upkcap and renwation of 
facilitics and equipment, contributing to cover governorate and central office operational 
axpenses such as upkeep and ropl8ccrment of facilities and equipment contributing 
towards the establishment of rcserve invertmcnt funds. 

Thc 8 d f - m  Stratew Framework Betwcxn 1994-1997, if operating costs increase as expected, 
the gap between income and costs will range &om LE 1,782,000 in 1994 to LE 8,228,000 in 1997, 
even if each of the 112 CSI centers earns the maximum amount of income from serving full-capacity 
caadoads, The Setf-Financing Smttgy Framework Document lays out an approach for decreasing this 
gap through revenue generation and cost cutting.13 The framework outlines revenue increases wer 
the next four years through 

increasing the number of clients; 

a collecting money from as many clients as possible; 

a o f f e ~ g  related services for which the client is willing to pay; 

a attracting other donors who are wiMing to a) subsidize operating centers in areas of 
the country where CSI centers will not meet at least 80 percent of its costs through 
client fees income; b) subsidize the set-up of related senices for which a client is 
willing to pay; and 

. increasing fees, as appropriate. 

Each of these techniques is an established means of self-financing. A central aspect of the proposed 
revenue generation, however, is operating the clinics at full capacity (family planning and other 
services). Such full utilization is unIikely given CSI performance to date. 

Several project documents have referred to the development of other s e ~ c e s  which could be added 
to the CSI program to generate additional revenue. Staff at CSI clinics stated their desire to add 
laboratory and ultrasound equipment and delivery s e ~ c e s ,  so that the center could sell these services 
to clients and other providers. Two ultrasound machines have been purchased and have been placed 
in clinics in h i u t  and Dakhalia. A study of the revenue possibilities associated with providing 
ultrasound services is being prepared. Each of these ideas may have merit and may be very lucrative, 
but they require careful study. Instituting new services, particularly when that involves major 
equipment purchases and the training of staff to maintain, operate, and comtly utilize the 

1 3 ~ t  the time of the evaluation, the h m a m k  was seen as a strategic document with which CSI staff would work over 
the next fiive months to develop into a strategic budget. 



q u l p a n t ,  is vary costly and can chadgo tha &ion and nature of the clink, It is h o p 4  that CSI 
would not add rotvlcco that would net generate rmanuan in axaw of their costs. 

CSI bas noted that it recognize6 its need to d m l o p  other donon to support iu activities as USAID 
dwraarcs ita ruppurt. A mlor brochure has been dclwlopcd in English as part of that effort and wlll 
ba used, CSI a t a d ,  wheri MOSA apprwa itr status as an indopcndcnt institution, 

Cort Cbntml: CSI proposes to cut costs by June 1993 in three budget line items -- pcnonnol, 
supplies, and renovation/cayital-- that account for over 75 percent of its costa by 

a reducing servIca delivery staff by 50 percent and reducing management costs to no 
more than 35 percent df the total operating costs; 

assigning remriniag staff to work as a taam with several existing jobs merged into one 
new position; 

increasing cost-efficiency by simplifying all procedures and eliminating unneeded 
procedures.; 

impkmenting procedure3 that control purchasing and inventory of supplies; and 

controlling the maintenance and repair of the facilities rented for CSI centers and the 
equipment bought with USATD funds. 

The cost-cutting measures outlined in the strategy are estimated to reduce operating ca ts  by 16.7 
percent per year from 1993 to 1997. The total savings would be approximately LE 8,052,000 over 
the four-year period. Although this seems an appreciable cut in spending, CSI estimated its total 
 prating costs for the four years 1993-97 will still be LE 4Q,201,000 after the 16.7 percent cuts. 

An important part of the cost reductions is staff reorganization and reduction. Ideally, an 
organizational restructuring should begin from the top of the organization through a review of 
functions all the way down the organizational ladder. CSI, however, is beginning the process at the 
clinic and governorate levels. CSI stated that a review of headquarters will be undertaken at a later 
point. At the clinic level, CSI will be combiig several positions into one multi-fuuction position, 
which should increase efficiency but may sacrifice the outreach effort. At the governorate level, CSI 
will reduce the number of governorate offices to 10, with some of the offices covering operations in 
more than one governorate. Governorate management staff are also being reduced. 

Without an in-depth review of CSI, beginning at the headquarters level, it is difficult to assess the 
proposed sta€fing structure; however, the impression is of a top-heavy organization at the central level 
as well as the g m o r a t e .  It is important that a total review of the institution, beginning at the top, 
occur soon. 

As noted earlier, programs that offer only family planning services are not self-financing anywhere 
in the world. The very best programs operating in Latin America and the United States sometimes 
can cover as much as 60 to 70 percent of their operating costs through client fees and cross- 
subsidization with other programs. CSI's self-financing strategic ftamework plan is an ambitious one 
that proposes that CSI can meet approximately 52 percent of its operating costs through client fees. 
Whether the cuts proposed will affect the quality of the services offered, and whether, in fact, 



maximum cmload capacity can be attained are unanswered queutions. The assumptions made in the 
strategic f rammrk document regarding all 128 examining rooms operating at maximum caseload 
capacity and collecting a baeic fee of LE 10 for first vidtr and LIE 1 for 50 parcent of the ravbitdl are, 
however, very optimistic. 

Client fces, if' thc CSI clinics operate at maximum caseload capacity with incrcaaed fees, will be ILE 
20,772,000, leaving LIE 19,429,WO to be cavared by funds from other sources. CSI estimates USAD 
will contribute LE 10,000,000, atUl leaving LJ3 9,489,000 in needed revenues. After 1997, if no 
further cost reductions are instituted and no additional revenues from operations or donors are 
realized, annually CSI will be over LE 6 million short of mccting its operating costs, avcn if all of its 
clinics nra operating at maximum caseload capacity. 



6. Quality of Care: ][Rams Learned 
in the MOWSD'P and CSI Subprojects 

Conclueionr, about safety, effectivenew, afnciency, replicability, and coat of quality sarviccrr in both 
the MOHVSDP and CSI rubprojecta are diacmcd in thb chaptar. The data Sn them amas which 
resulted from the evaluations of the two institutions are most meaningful when dtocursd as a whole, 

6.1 Safety and Effcctivanw 

In Egypt, there is a limited choice of long-lastirmg methods. At the same time, there is a clear 
preference for such methods. Table 6 presents the method mix in the MOH and CSI. 

Source: CSI and MOHBDP npm 

MOH 
Upper EwPt 
Lower Egypt 

CSI 
Upper Q ~ Y P ~  
Lower Egypt 

Choice in contraception means that there is a variety of suitable contraceptives for clients at different 
points h their lives. For most women in Egypt seeking a long-lasting method, however, particularly 
from the MOH, there is essentially only one choice - the IUD. Cairo is the best example of this: 
SDP data reveal that in Cairo in 1992,95 percent of all MOH clients were using the IUD. 

The expansion of the availability of and access to the injectable hormonal contraceptive would 
increase the choice of long-lasting methods. That there is such concern about its use in Egypt is 
remarkable: it contains pmgestin only and is safer than the combined oral pill which is currently 
offered in Egypt that contains estrogen as well as progestin. (Estrogen has been shown to contribute 
to the incidence of blood clots and high blood pressure.) In the CSI clinics, client choice has been 
increased significantly by the constant availability of the injectable hormonal contraceptive. 

IUDs 

89% 
6640% 
81.95% 

50% 
70% 

Norplant offers a second means to expand choice. The recently published results of the Norplant 
clinical trials (conducted by the Egyptian Fertility Care Society with Family Health International 
technical assistance) have confirmed its safety, suitability, and acceptability with regard to the 
nutritional and cultural life patterns of Egyptian women (see Appendix D). The three-year 
continuation rate of appmximate!y 66 percent indicated acceptability comparable to international 

Pillr! 

9% 
8-27% 
3-14s 

28% 
11% 

Other 

2% 
14% 
1-3s 

22% 
19% 



rates, Tho Egyptian hrtllity Care Society h a  dodgned a round, it' vary conservative, mat h d  for tha 
htroduction of Norplant in the national program. Again, Norplant, Uke oha injectable hormone, 
con tub  only progatin, no estrogen. Thu, both tho hjactablo and tha implant are safer than tha 
combbed oral pill currently offared in Egypt, 

Part of the safety and dwthtenerrs of any program depanch on information baing given to clients in 
ouch a way that the content and import arc understood, Much of this is done through radio, 
television, group d&clwionr, and ma-tosoe convemation. Verbal communication ia particularly 
important in Egypt and is handled satisfactorily by both the MOH and CSI. Printed materials that 
would rupport this verbal communication, howwar, ware not always available in the MOH clinics 
visited and wera leldom, if aver, available to be taken home for further diecussion. 

6.13 Technical Competence 

SDP and CSI have both been diligent in the provision of training and the supervision which supports 
the full application of training. Doctors and n u m  demonstrated excellent judgement in their 
recommendation of specific contraceptives to suit the problems of individual women. The care and 
sterilization of instrumcrots, the efforts to meet the privacy and other personal needs of women, and 
the a r e  described for loading and inserting the IUDs and for giving injections all bespoke effective 
training and professional competence. 

A second elexnent of professional competence rests, in part, on the acceptability of the health services 
p d d e r .  The desire of most women to have a female doctor perform the pelvic examination and 
insert an ND is clear, as is the desire of the leadership of both CSI and the MOH to provide female 
service providers. In those situations in which a female doctor is not available full time, the use of 
mobile clinics staffed by female doctors has had outstanding results. 

6.1.4 E&ctiveness thmugh Integration 

When a health need such as family planning reaches a crisis, it is singled out for recognition, 
definition, and resolution. As the regimen for diagnosis and management is established, the regimen 
is then brought back into the health care system in such a way that it becomes an integrated element, 
strong in its own identity and strengthening its immediate relations. Such was the experience with 
immunizations which now are an integral part of pediatric care. 

Family planning has also followed this course in Egypt. It has been singled out in MCH services for 
identification and focus, and an excellent management system has been developed. Now it is time 
for family planning to be re-integrated and refined. Effective contraceptive methods are in hand with 
IUDs and oral and injectable hormonals, while preparations for the introduction of Norplant await 
the go-ahead signal. The special training of clinicians is established and ongoing. Methods to inform 
and motivate women have been identified and, although not presently in full use, they can be readily 
strengthened. Thus, the provision of family planning services is now organized and providing services 
alongside other MCH providers -- midwives and nurses, general practitioners, obstetrician- 
gynecologists, and pediatricians. 



Quality family planning radccw ara not dopadant on tho elegance of the setting or on extcnalve or 
high4och laboratorb and aquipment, Quality was d d c n t  in both the mara richly Pumtrhod and 
quipped CSI clinic% and in thc small but adcquata,MQH canters. Ef0cicnt family planning redcar 
appear to be bared in acceptable facilities, rtaff'ed with famalo phyeiciaru with links to the community. 

Furnbhhg and equipping family planning cantem beyond what is necassary for quality ~~rvfcoe or 
beyond what clients demand is not an efficient use of resources. Planning, dmloping, and operating 
an extomhe *tam of family planning clinics, which nra to be partially ao'lf-financing through client 
feas, without knowing the size, location, characteristics, and interest of the markat segment which will 
w those mrvicca, is not an eMcient wa of mources. 

To ba replicable on a wide scale, family planning services should be relatively simple and inexpensrive. 
The MOH modal is replicable in these terms. The CSI model, although ru-fully replicated 
throughout Egypt and deserving of credit for its ability to establish standardized levels of quality in 
its clinics throughout the country, is not replicable for several reasons: 

Costs are high. 

Although CSI has provided high levels of quality family planning services to its clients, 
it has promoted unnecessary laboratory tests and revisits. 

It is unclear whether the CSI "quality" beyond the six elementd4 discussed in 
Chapter 5 matters to a significant market segment of Egyptian women. Although it 
is necessary to replicate the essential six elements of quality, it is unwise to replicate 
non-essentials unless clients want those non-essentials and are willing to pay for them. 

Table 7 presents data on the costs of the MOH and CSI programs in terms of couple years of 
protection (CYP). Overall, the total average cost per CYP for CSI was LE 47 as opposed to LE 15 
for the Ministry of Health; i.e., about three times more expensive. (For the USAID contribution 
alone, the rate was almost seven times higher.) It should bc noted that CSI (which was not operating 
the full year in 1988/89) had very high start-up costs in 1988/89 as it was starting "from scratch." The 
CSI cost per CYP has declined steadily over the past four years from a high of LE 138 in the initial 
year of partial clinic operations to LE 39 in GOE FY 1991/92. To compare wits per CYP in GOE 
FY 1991192 only, the total cost per CYP for CSI was about LE 39 while for the MOH it was LE '14, 
or about 2.8 times higher. 

"~lients' choice of methods, technical competence of providers, information provided, intcrpcrsonal relationships, 
continuity of family planning use, and cowellation of services 





Since 19,119, u recommended by the population aummant undertaken by Oillapie at  al., USND 
h u  placed r much greater emphaslc on Upper E y t ,  which h u  Y percent of the eligible couplo, 
but vary law prmienco, partJCuIarly in rural a r m .  ' In li#ht of' tho large numbers of docton a d  
health facUitlclr in Egypt, tho Populationntamily Planning lnt Project gave priority emphasis to 
developing Mgh-quality public and privata clinic-bascIcl family planning mrvicm throughout Egypt. 

In redwing the appropriateness of thid chic-bawd rtratagy for Upper Egypt it was helpful to 
examine the 1988 EDWS for project bwlina data alongside the 1992 EDHS for end-of-project status, 
A comparbon of those data --on contracaptin, prcnralance, method mix, and fertility 1- provides the 
most important indicators of the appmpriatenaa of the USAID Upper Egypt strategy. 

7.1 The Strategy to Date 

7.1.1 Contraceptive Pruvalonc& 

The data indicate that the USAID strategy to date has been very successfirl. Although contraceptive 
prevalence has incwased all over Egypt, the increase has been most significant in Upper Egypt, 
particularly in rural Upper Egypt. Over four years, the percentage of MWRA using contraception 
increased nine percentage points in Upper Egypt, from 22 percent to 31 percent. Few women use 
traditional methods: the increase in modern methods was from 21 percent of all MWRA to 30 
percent. The use of modem methods by MWRA in urban areas rose from 39 percent to 45 percent. 
The most dramatic increase was for rural women of U p p r  Egypt: their use of modern methods more 
than doubled over four years, from 10 percent to 23 percent. See Table 8. 

In the 19Sn EDHS, as in the 1988 EDHS, the majority of Egyptian women (66 percent) stated they 
wanted no more chiidren. Data from the 1992 EDHS indicates that women in Upper Egypt have 
been acting upon that desire in the last four years as they had not previously. See Table 9. 

As Table 6 indicated, the IUD is the method of choice for women who use contraception throughout 
Egypt. M facts are noteworthy about Upper Egypt: the significantly lower use of the IUD by rural 
women and, despite that lower use, that there has been a 300 percent increase in its use over the last 
four years. 

'Sfbe number one recommendation of that aammcnt reads, "An extraordinary, coordinated effort is needed in Upper 
wt. ?hirsy-two to 54 percent of the couples living in Lowcr mt governorates practice [family] planning. Contrastinsly, 
the average~convllccptive prewkace for Upper Egyptian governorates never surpasm 23 percent of the married cwpia  
of reproductive age, and if Giza is excluded from the calculation, m g e  prcvaknce for Upper Egypt dedines into the t e a .  
Clearly, a special campaign is required to increase contraceptive use in Upper Egypt." 



Sou- Egypt DHS 1992 

Uppar Egypt 
Urban 

Rural 

llpble 9 

'Ibtrl CPR in Uppa Egypt, 19&8 to 1992 

Bed Suef 1 15% 1 29% 1 

22% 

42% 

12% 

Source: 1988 DHS and 1992 DHS Preliminary Repon 

In 1988, only 3 percent of sampled MWRA in rural Upper Egypt were using the IUD; 7 percent 
were using oral contraceptives. Four years later, the CPR for modem methods had risen to 23 
 cent, largely W u s e  of the increased use of the IUD. Although the use of the pill had risen two 
percentage points, the increase of eine percentage points for the IUD (from 3 percent in 1988 to 12 

21% 

39% 

10% 

1096 

16% 

7% 

8% 

18% 

3% 

31% 

48% 

24% 

30% 

45% 

23% 

11% 

14% 

9% 

16% 

28% 

12% 



Rural woman in Upper Egypt do continue to urre the IUD telathly lesa than thek rrjstenr in urban 
U p p r  Egypt or in either rural or urban I m r  Bgypt. Pifty~two percent af sham women using 
contraception h rural Bgypt ~110 the IUD; in the other Irrew, the figure is 6245 psmnt. The rsurson 
for thir difference, repeatedly heard in cowgrrationa with rural woman in Wppr Egypt end witb 
female aerulca providers, was the reluctance of many rural wom0rr to Qe exmined by ra mle 
phyrtcian. Dapite tho effortti of the MOH to rtaff rural clinice wlth female phyrrlciam, moat of thaw 
cMcs are rtaffcd by male doctors. CSl conten in both U p p r  and Lower Egypt ate staffed with 
female docton. 

Tha OOE, MOH, USAID, CSI, and all thase who have worked to promote acceptenw and ubc: of 
family planning in Egypt are to cornmcndcd for their efforts. As Table 10 indicates, in the l u t  four 
years, Eertllity has declined throughout Egypt and in rural Upper Egypt which had ahawn a puzzling 
and worrisome increase in the 1991 Egyptian Maternal md Child Health Survey. 

, upper Emt 

Souras 1992 EDHS and Ibnhim Kbodrir (hbctm rod You A Mmed, 1992 

run1 

urban 

, - a9Pt 

7.2 Creation of Demand fix Family Planning Services 

The strategy to date has been highly successful, but work remains to be done. As Table 10 indicates, 
fertility in rural Upper Egypt is much higher than the national rate. Women in run1 Upper Egypt 
are having an average of 5.97 births, almost two births more than women living in rural areas in 
Lower Egypt. Moreaver, rural women in Upper Egypt are ltss likely to have prenatal care or to be 
assisted at the delivery by a doctor or trained midwife or nurse. According to the 1991 Egyptian 
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Maternal end CIhW Health Survey (&hlCMS),16 t he infaat mortality rsta, at that tlma, in rural Upper 
Qypt  wru 83, altgmt dloubla that of rural Lower Egypt and aigdficantly higher then that in urban 
Upper &ypt ($3) 

Ponyslx pmnt of women in rural Upper Egypt wanted no more children, but in 1991 only 19.8 
pbfc;ilpt were ushg madam math&. FortpBtra prcent of the wllnen who w r e  not uing 
cantnoaption bcrliauae3 their huban& approved of family planning. 

In 1991, of thaw woman in rural Upper Egypt who wanted no mora children, 29.6 percent had nwar 
d contraception, but planned to use contracaption. 

Of thore woman in rural Upper Egypt who wanted more children in 1991, a high percatage had 
never uacd contraception and did not intend to do so (59.8 percent). They did not recaydm tha 
hcaltb ?amfits of chifd spacing. Tba rural women of Upper Egypt ara still behind women of other 
regiool? in rscogdzbg the importanca of child spacing to the detriment of their own u d  their 
children's health 



CSI hw ebtabbhed 17 primary centers end 95 rubcsntn in 17 governoratas. By the end of 19%, 
it had recorded 298,091 new family planning accepton (lee., new client4 in a particular CSI clinic), 
At the end of four prr, however, CS1 centan am very undanatlllzad for family planniag. Whereas 
they have the installled capacity to oe8 over 240,O WAS a year, thcry ara only ~ ~ ~ i n g  40 percent 
of that number. Thirteen of the 17 primary centers have avcrlrged Ic#r than 50 pcrcent of the 
projected utilization by NFPAs. If CSI wete to useat the primary centan' utilization by NFPAs on 
the sama barb It did for all ~tviceo, 11 of tha 17 primary centers would be dafhcd aa "low 
performing." Utilization & lower in Upper Egypt tban it b in Lower Ejppt. 

The quality of the family plannhg services ir axcellant. In addition, throughout Egypt, in 
convenations with USAID, the Milvhtry of Health, and CSI, comments were made about the positive 
effect highquality CSI sewices have had on the rest of the Egyptian family planning program. The 
CSI focus on quality has successfully spearheaded a new national emphasis on the quality of hmily 
planning o e ~ c e s .  

As CSI evolved from its original purpose of upgrading the quality and quantity of EFPA w ~ c e s ,  it 
failed to d e h e  its own market segment. It has been supply driven, believing &at if quality family 
planning services were offered, they would be fully utilized. Demand for those senrim has not been 
a n a l e ,  howtvcr, and in the absence of such an analpis, there are only theories as to why tha 
offered highquality s e ~ c e s  are so uuderutilizcd. A C3I marketing strategy needs to be based upon 
careful ddecionr about the nature of services (product), price, place, a'nd promctkm in relation to 
that demand. 

It is important to analyze the demand for CSI services relative to its competitors. CSI prices may be 
a factor in the low attendance in so many clinics. A critical question is not only how many women 
are there in a particular region who can pay CSI prices, but more important, how many women in 
a region are there who are willing to gay the prrice differential between CSI and MOH services, now 
that MOH ocrvices are of good quality? How many women are willing to pay three to four times as 
much art CSI for the additional comfort, convenience, appearance, and "class" of CSI than they would 
at the MOH for essentially the same clinical services? 

CSI has not been a successful self-financing model for the PVO sector. Its set-up, quipping and 
furnishing of clinics and management offices have been extravagant with an emphasis on appearance, 



wMch It aquator 4 t h  quality, Smra l  itbm of quipment are truly auxwive, not 4, aud not 
awntiat to the quality of either the family planning oa the "other" sorvicas baing provided. Doplen 
rrmly, iP mt, make the dlPParenca in the life or daath of a fetue* Similarly, ultramund cquipmant 
iir not u n d a l  to the r q d u c t i v a  health of woman and rucb equipment raqulrprr a rrpecially trained 
and judlciour ruff for Pta c s m t  w. ftr rcquertad introduction for tho appearance of quality and 
hcomeqeneratlon polrpw b wry W.concefved and rhould bo doniad. 

CSX centem have been mntaffed, partially due to the low utilization, Currant CSI cost-cutting 
m w  focus on raducing mtr at thb clinic level. Together with cutting coatr, CSX b undertaking new 
rtrategh to germrate ravonuer. In Ugbt of pu t  parformaace, howwar, CSIL 1993-97 wlf-financing 
rk14.1 built upon an uxmalhtic wumptbn of full utilization in all conters. Morcovcr, avan if all CSI 
c w e m  wore operating at full capacity, (231 would rtill not be able to cover all iu operating cosb by 
1997. 

CSI has struggled to differentiate itpelf in a family planning market that has h m e  Increasingly 
competitive. In its struggle to be succawful in that markat, CSI has resorted tc, negativt: advertising 
and the dhcmination of fakc information, which have the potential to create medical barriers to 
family planning rather than to promote greater acceptanca and we of the program as a whole. 

CSP's equating appearance and high-tech procedures with quality family planning sewice delivery is 
c serious mistale. If CSI's marketing that high-tech procedures are a nccwary component of quality 
family planning services were successful, medical barriers to family planning acceptance and use would 
be erected which do not currently exist and which are contrary to international indicators of quality. 

I. USAID should fund market research conducted by an independent, objective, and qualified 
firm to determine if there is a long-term family planning market for CSI, the characteristics of that 
market, including prices that market would pay and what that market perceives as quality and 
acceptability. Based on the results of that research, USAID should determine the size and 
characteristics of the CSI servica it wishes to support. 

2. All future CSI quarterly and annual reports should present disaggregatsd data on the 
utilization of CSI clinics by NFPAs, using a constant, clearly defined indicator of utilization. The 
numerator of such an quation would be  the actual numbem of NFPAs; the denominator would be 
the actual capacity for NFPAs. Thost reports should be used for decision making on closing centers, 
with joint USAID-CSI decisions being made in light of the centers' utilization for family planning 
SCMW d e b ~ .  

3. The 30 centers which CSI defines as "low performers" should be closed and their quipment 
and supplies put in storage.' USAID should not fund the relocation or opening of these or any other 
new primary or subcenters until the results of the market restarch indicate a long-term demand for 
CSI's family planning services in a specific town in a sp&c governorate. 

4. CSI should immediately cease its negative advertising and dissemination of false information. 
A program to re-educate and r~occulturate CSI staff in ethical marketing which promotes CSI 



without ~mat ing barrier# in the family pl#nnlng progrnm or carting arpeniond on othor family 
planning oarvia prodden should be undertaken immediately. 

5. Unlw the marlrat reuaarch rrhows that tharo 1P a clear and rufflciant market niche, for CSI 
to ba self-fhancing, USND ehould p h m  out all funding for CSf ovcr the naxt two ycan. If USNO 
choorar to pbava out tho CSI prolcct, caraful thought ahould be given to other s e d c c s  picking up 
tho CSI carrcloed and tho distribution of facilitica and quipment to other providers who would make 
more cficient use of those itam. 



Appendices 



Dascription ol the Evaluation 

Thlr rsvaluatlon is one of a two-part evaluation focuelng on tho provlelon of cllnial famliy planning servicad 
under tho Populatlon/Family Planning I1 Project, The two evaluations, one on the Mlntrrtry of Health Syrtem 
Dwalopment Subproject (MOWDP) and the other on tho CUnical Sarvlceo Improvament SubProJect (Ell) 
wars undartaken simultanoowly by a dvsperron team which spent a combinad total of 30 woalrs Ln E?mt In 
data collection and analysis and prallminory writing and an Wltional4 weeks in the United Stam in further 
data annlysh and rawrltlng. Althoufi it warr odglnally plannod to develop a sfngla report on those two 
avaluartiotu, USAID and the team concluded at the end of tba field work that the volume and substance of 
the data wanantad two raparata reports. 

The fhre members of tho evaluation team have long-tam oxparience in family planning policy, management, 
and cllnical standards and practice in both the public and private 8ecton In Egypt and In other dwalopiny 
countnlas. 

In preparation for the avaluation, the team read extenalvaly from project papers, evaluation reports, and othar 
documents, The team wa8 briofed and supported by USAIDICaIm and CSlI $tam throughout the avaluatlon. 

The team conducted intenrfaws and collected data at three lavels: policy and management, service provider, 
and family planning clients. The sampllng mathodology focused on securing data from both Upper and Lower 
Egypt, at both rural and urban sites. The team collected data in Alexandria and Oharbia in Upper Egypt, and 
in Fayurn, Aswan, Sohag, W a ,  and Bani Suef in Lower Egypt. In each of them governorates the team 
requested that the CSI l m l  project director select a reprcsantative sample of CSI anters for the team to visit, 
including some facilities that had done well and others that had problems. In all, over 20 facilities ware 
visited. Most were for indepth interviews, others were for brief observation. 

The team established indicators for evaluating each question or issue in the scope of work On the baais of 
those indicators and questions, the team developed four evaluation instruments, using instruments from the 
Population Council's Sincabon Ar@s& as a point of departure. 

The team was accompanied throu@out their interviews with service providers and clients by a female Egyptian 
family planning specialist who served as a fixus group bdlitator and as a translator, and by one dr two 
members of the Cairo CSI central oflSice who assisted in trandation and governorate introductions. In each 
of the six sampled governorates, the team met with the under secretary for health who briefed the team on 
issues in his governorate. In addition, the team was honored to have met for a half-hour with the governor 
of Gharbia who spoke with the team of the importance of population and family planning in his governorate 
and of his support for family planning. 



1. Revlaw the CUnlcal Servica Improvement SubproJoct (CSI) of tho Egyptian Family Plannlng 
Amciation (ERA) and detarmlne the progrew It la maklng toward maatlng it oubprojsct goab and objects, 

2, The CSI subproject has a fiustainability objcetive. b thir objective fwlble? Revlaw the progm whlch 
CSI has made toward the ~,K49nandng of family planning sdrvlces. Auas the feaslbillty of iu Mf-5nandng 
plan. M a b  r8nUtlc rccommendatlo~ll to i m p m  the plan 80 that CSI may serve a, a self-flnanctng model to 
Egypt'u prlvate fnmily planning agenda and organlzatlonr. 

3. The CSI eubprolect has featuretl the provtslon of quality rEemIIy planning rervica in order to attract 
women of some modest meam who are concerned about safe, effective and etll,denrt famiiy plannlng we. The 
MOHBDP has embarked upon a Quality Improvement Program to Improve the image of the MOH as a 
service agency. The evaluators ohould asma the spngths and waaknesses of each approach in terms of family 
planning service delivery and toward ach~avament of the goals and objectives of each of the subprojects. Both 
approaches should be analyzed to identlQ lessons learned in t e r n  of safety, effectiveness, eftldency, 
replicabillty and cost, 

4. Oiven the large number of doctors and health fadllties available In Egypt (compared with other 
developing countries), PopulatbnIFamily Planning 11 has given priority emphasis to developing higb quality 
public and private dlnlobilwd family planning services throughout Egypt. Since 1989, a much greater emphasis 
has been given to Upper Egypt which has apprantmately 25 percent of the eliglble couples, but a wry low 
prevalence, especially in rural areas. Based upon a reviaw of the CSI and MOHBDP, the team should provide 
their views as to the appropriateness of this strategy for Upper Egypt and/or identify other needed approaches. 
Is serarice delivery enough, or are more demand intensive activities needed? 
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A chapter on oounreling, which & more than and different from patient education, would be quite uwfU for 
tho phyoidaarr. SLgcs -1 b erublbbing a multi-purposa worker program, e cgmpreherrriw roonual in Ambic, 
including cllnial, nuning and counrellng Cunctionr, would be wshrl, 

1. CSI abould develop a chapter in the guidetincs on counseling for phpiciana and a manual in Atabb 
for multi~purposa worken. 

( 3 1  clinics have uniform furnishings and arrangements; they are spaciour and handsomely iipmiahed, with En 
emphasis on appearance which is mistaken and marketed as a ncccssary element of quality. Their location, 
which is usually up several flights of rtairs, limits their ready acauibtllty, h-r. Equipment for crsential 
family planning cllnlarl services, d u d h g  surgieal services, is wall maintained and complete to ths point of 
opulence. The equally well-maintained equipment for "other scrvim" focuses on antenatal and postpartal 
cueno, gynecological problems, infections, and infertility.' CSI stated this equipment b for services that a n  
provide additional revenua. 

2 Future planning of clinics, whether new or moved, should @vc emp'mis to ready accessibility and 
simplicity in space, fumfohlngs, and equipment. The emphasb on m e  expensive equipment, which is not 
essential t~ b i l y  planning services but rather is wid to give an a p p t a n a  of quality and to attract other 
patients for incomcl~enemting purpose, is not an ethical part of quality fa&] planning. The equating of 
appearance and "high tech" with quality family planning service delivery is a mistake and should be immediately 
ended. 

CSI is to be commt~ed £or the effort it has mode and the success it has hrrd in recruiting and maintaining 
female doctors. However, the current statang of CSI clinics and adminlctmtive stail, although well trained, 
b excessive because the clinics are so underutilbd. The remedy is to inaease the number of dents. 



3. CSI should dlU1ggmgat6 and malyze ants r  data for N F P b  on e routine bmis. New defhitions of 
lwperformhg clinicr should bQ developed in cohboration with US-; in as much a the project goal b 
to reduce fertility, there dafialtiotid should be Me4 upon family planning utilizntion, 

4. USAID m u t  determine why CSI clinic8 am not being utilized as planned. Sta recommendations in 
Section 5.2.2 on market segment. 

Although child health service$ am a tempting Solution to CSII underutilization, CSI should establish a legal 
basis for provision of these sandas and should asws the market potential and soundness of such a move 
before informaUy entering into such service provision. 

5. CSI should carefully assess its legal authority to provide the othzr mNices bc is cumntly providing, 
formally and informally. 

6. Any expansion into new health care amas should only be undertaken 1) if a caW and profesgionaJ 
market study (see Chapter 5 for a discussion of market segments) indfcates that there is a signi&ant and 
profitable CSI market w p m  in the area; and 2) @ in balance, the p i t i v e  ef&u of sucb a new area would 
outweigh the negative effects of such a ne?v venture upon the prtmaqr mission of CSI, namety family plrmniag. 

7. Further advanas into the field of gynecology which would require spedal skills and equipment should 
not be pursued as part of this family planning program. 

'Ihe continuing utilily of the outreach e&n varies among the centers. The outmch function is overstaffed, 
and would probably be equally elhxiw and less expensive with one male worker hi a gmmomte to provide 
the sendoes for mon, and an emphasis on fensrrle worken to visit and meet with the women. 

While some of the outrerrcb/IEC aids are fblly utilized, microphone trucks seem to be underutllized, as do 
educational video tapes in the centers. 



9, EW~tive meom of aemmuafcetLg tElC and outraacb ltrfsrmation, such as microphone truck, and 
video t a p ,  rhould be f U y  u W  both h the mce of edusatlng the community to hmily plonnurg and of 
Insnrring :ha use of GST as r pod mrvica p d d e r .  

Tbc ranp of mcstbrtds la this program is very good due to its wide of injectable6 and the presence of at 
least one woman pipidan in each clinic visited, whkb dscilitateo womc!': choice of the IUD. The wdul 
damomuption of the successful and unoompbted provision of injectable hormonal contracaptive by general 
practitioners b P valuable example In Egypt. 

'l'here is a high degree of tach%,a competence am0110 the staff, of whom one new (3 mombs'' nume and the 
physidan's rurhmt wcta the only ones who hab not attmded at Itcut one training program offered by the 
pmjeu. The training program that was meant to reach aU staff in the CSI project has largely s u m  in 
doing so. Most of th& staff r M  writtan motarialn during the coury use them as referuna materhh, and 
find them helpful. The manuals are d m b k  and well produced to withstand the rigon of bquent ure. 

The quaiity of information reportedly ccrmmunicated in cou~uchg sessions was generally good. Because none 
of the evaluation term spoke Anbic, it was impodsibk to observe counseling sessions to asses the sensitivity 
of the providers to individual women, the quality of intcrpemaa9 relatiowe or the counssloq' abU@ to 
mmmunicate with a variaty of woman with Werent mnam and questions about b U y  planning, While 
counseling mfons may be a bit brief, the prior contact most women have had with the outreach worker 
pmbably begh to build a senre of trust with the project as a whole 

The ~ l y  diZIeFsatdated roles of outreach worker, counrelor, nurse, and physician lod each to hold a rather 
narrow, task~riented work focus. Nu- appear to be underutitized in this array of job assipants, 
particularly given the experience of many nunas in this program. For eaampb, one in Fayoum & also a 
mib~ife who wou tmhd at Ain Shams Univenity to iasert IUDs afwr returning &om mi abroad whew she 
hod wvarPl l M l y  ptnnning cours;es; another in O W k  is a midwife who worked in Saudi Arabia and Libya 
in hi& phming for 10 yeus. Tbay provide informal counseling, reassurana to clients, p u p  mecinp in 
the waiting toom, and take phone calls b m  clients in addition to assisling the physidan in the cxomfning 
room and cleaning instruments, which make them very versatile members. As the pluas develop for the 
multipurpose worker role, the nurse is probably the likely candidate to take it zp, as her prior mining gives 
her the broadest duationol and aperienttrl Lmdation of knowledge, attitude, and sldlb to any out the 
rok 



lnformatbn @en to dienu by c o u w l o n ,  nuncra, ~ n d  phyldrlu is rufiiclant frlr them to make a chnim 
of methodr that fr bert ruited rn their iadMdual Itvcw, The d t t m  tatormation about ride effacae on the 
appointment crtd I an ouutrndln# lnnwrtion, 

f)8CPu@d clieat~pdder Intetrctlon w not o ~ ~ ,  it ia not p l b l e  to speak authodtaaively on tho quality 
of tbe htepnoarcl mlationr, although all indicotionr are that tbay ware very pl t iva ,  This mdrl u p t  of 
the clfemt-pfovklw nltitionrhip, however, wlll warrant the attantion of thorc, who will supervire the 
multipurpose worhrs, as it &r the most dimcult to hrn,  and the first to be dfrcarrled when time & rhsn. 

11. Supc~rvising phyrldans and n u w  should observe and evaluate the interpersonal relations with clients 
and provide Mback to the staff about thew relrrtioahips. In addition, comideratlon should be glven to 
systematically upgrading staff skills In this arm, ifdeisldencles warrant it. Those rupervlcing the multipurpore 
workers should be particularly atluned to thb aspect of their role performance. 

Wlthout systematic follcnv-up mechanisms, there is no way to know why some clients have ceased to u6c CSI 
services or whether clients are continuing to use family planning mothods. The continued use of a particular 
clinic for family planning services might be an indication of a satisfied client, and knowing why someone 
stopped coming to the clinic might pWda useful fcddbaclr for improvement of service. As outreach workers 
are dropped from the stodeng pattern, an Important sowce of informal inbmtion is Uely to be lost; and 
in the a b n c e  of a f o m l  follow-up mechanism, the project will have lost the f-ck Imp from a very 
important client pool - those who were not satbficd. 

12 &me means of assessing client satisfhction should be developad so that before they leave the clinic, 
climts hlWC an opportunity to say what they liked and did not like about the service. This might reduce the 
number of dropouts horn the project and would artPlnly provide important feedback for the staff and 
administration of ihe project. 

The services currcntiy OM in addition to f r d y  planning arc appropriately related to the primary mk of 
the clinics, and would seem to be complementary service that would encourage women to come for their own 
reproductive h d t h  care. 



Tbe underutlllurtion by NIT& and tho dacllnlng attsnd~ece at -1 cllnico indicate that CSI, a8 tho family 
planleg markst currently rerponds to it, k mot rwuinable ar a family planning PVO. 

In ordar to conatructlv~ly and ruawfully market CS1 and differentiata it from the compedtian, CSI must be 
cleu about 1) L marlat; 2) the she of iu markat; and 3) tho kln6 of oorvlca dacised by the women and their 
husband8 In thls market, 

13. CS1 rhould m m i d s r  iu marketinn strategy of selling the "CSI brand" and consider targeting the 
unmet market. USAID rhould asrider whether it *ha to hmnd a project which focu~lcll on rwltchlng uaen 
rather than raauiting new ampton. 

14, CSI should develop new parformrance criteria for all centers based upon thoir utilization by N m .  
Centers whlch have consistently failed to be u t W  as family planning centers should be closed. 

CSI is to be commended lor the choia of methods, including injectable, which it has offered to clients. CSR 
successful experience with injectablea provides a scientific basis for the removal of the limitation that they be 
provided by gynecologists only. 

Conclusions 

CSI clinics, operating at 14 to 57 percent for family planning clients, have not been etrident. The most 
important thing CSI can do to increase efficiency is to increase the number of new family planning clicnts. 

To be replicable on a wide scale, fan~U~ planning servlces should be efficient and productive. CSI clinics have 
not been so. 

The mast critical dmrence in real quality between the two institutions is that CSI has standardized quality 
so that high- quality services are available in each and every CSI clinic throughout the country. Quality in the 
MOH, on the other hand, varies. Services in many MOH facilities are on a par, in terms of Bruce's six 
elements of quality of care, with CSI; many others are below it. Standardization such as CSI has achieved is 



dapeaive. C91 hor made It unduly mpruive, howlswr, for a variety of man8 Including the putchore of 
expedw~ rad unwentlal equipmnrt and fumirhln~p and mmuffJng. In addition, undemtlllzation hfbm 
rerulted in hi& udt (famlly pl~nnlng clisnt) au. CWo new 6eU4lnancin# strategy Ir addrauhg tharo high 
cut& uak mu rhould be rubtantially lower in 1993 than they have been in p d o u a  yews, 

15. CSI should dsvblop md winplua the rmwc  budget quickty so that the at-cutt ing prlndpla 
proporad in lu uli.flnancin# stnteOy can be fully implamanted as roon u prwslblc. 

Probably a number of facton dlolrtributcd to the remarkably good news revealed through the 1992 mHS.  
Certainly the USAID-MOH chic-basad strategy has beem one of them. This strategy contributed to increased 
CPR and d e c r d  fenili!y In ~ r a l  Upper Egypt in the following ways: 

the maseive continuous training of physicians and nurses in contraceptive technology, including IUD 
insertion and management; 

the renovation, equipping, and supplying of family planning clinics at all levels, from the district 
hospital to the rural canter; 

the systems development which has resulted in IUDs and oral piE?s being available throughout the 
system on r regular and consistent basis; and 

the focus on q u a y  which hap not only provided better sewices to the client but has increased pride 
and motivation among the service providers, prompting them to be mom effective. 

16. USAID should continue its clinfobased strawgy. 





































Utnicrl trtrk of Norplant haw been dlrectcrd by the Bgyptlan Fertility Care Sodety. In a special proflam la 
fiva Univenitier, wme 1,500 women hpva been enrollad in clidj~~t trial# to dotermlne the muitrbility, unfaty, 
md rcceptabfliqt of thk hormonal impfrat admtafrtered under the direction of apedally tr~iaetd -lo@tr, 
After thrae yean, rppranlmrtely, one third of the putldlprnu bve dropped out of the program; this match 
currant reported worldwide qwrianc& There have hmr na findin@ in thew, clinical triab that dihr 
rlgsi$cently fkom previotlr Bgyptbn 6xperienols with Norplmt or with current world exprienca 

Becaw of the dLtinct change in memtrurl pattern thnt occurs, it ir the rearumsadation of the BFdlS that 
thb dirtincth change ba clearly understood by the attending physician, by the accsptlng client, and indeed 
by a21 Egyptian phyridam who may be in contact with ruch clients. Then are poritivaly no morbid rerults 
from thir changed memtrual pattern, but to the uninstructed cllent, attending physician, or neighborhood 
doctor, the alterad flow may be dfrturbing. 

Approval of the we of Norplant in Egypt ha# been recommended by WCS to the A d d r y  Coundl of the 
Ministry of Health; it baa bean approved by the Supreme Coundl of Phamauticab which has also given its 
approval for use by Egyptian woman. The reoommendation now awaits the final apprml and numerical 
deignation by the Pharmacy Dfvlrion of the Ministry of Health which is reported tn hwe taken this action, 

The EFCS has subsequently had detailed discusrions and mtredpondenca with the under secretary for family 
planning in designing the methodology to be followed for the introduction of Norplant into tho Egyptian 
health system. This will begin by utllirlng the orimal ihte unfwrsitics participating in the clinical trials as 
training centers for the facultier of the remaining six unfversitiec. The training of MCH Ccnten will follow, 
beginning with introductory operational research until adequate training of the medical staff has assured their 
correct implantation of capsules and for their removal. Vexy special attention will be paid to the fill 
understanding of the changed meouerual pattern by rrll phyrida. EFCS is concerned that sufficient education 
and communication mch all Egyptian physicians so as to prevent rumors and bad practias in umawary 
and poorly performed remwals. It is further emphasized that Norplant is to be o!kred only as one of many 
choices of wnxuaapthrcs in any clinic 

Cunicula for traindng and the cecea~ary IEC materials have already basn prepared by EFCS. The initiation 
of the p r o m  to introduce Norplant awaits the -ion of the under wcmtay to call r mating of the 
Advisory Council for its approval, 

The EFCS made it clear chat it wishes to follow the remhhg 900 plus women to the end of the five-year 
period of efficacy of their Norplant implants. Tbe prfndpal remaining focus h the research is the relation 
of inaerlwd weight to the effectiveness of the proptin in the remaining fourth and Bfch years. EFCS is quite 
positive that dam from thesc last two years will in no way interfere with the immediate inuoduaion of 
Norphnt into the national program; in fact, it would be helpful to begin while some of the original 
partidpants are still octhrely depending on Norphnt as a training base for the additional six univenities. 
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Eduaclja (%) 
Illlonu 
Uonu 



33 33 33 . 31 33 
29-36 s-ro ae% a-r , 3 0 4 0  

Most of the women who hed discontinued did so mainly due to menwnrPl 
irregdaritiu and headaches. S o d d  rcpsoas included the desire for another child, 
husband's trawl, and divom. In one case a husbusd thmteaed to divorce his w i k  if 
she did not remow the implants, Dbcontinucfs were p m i l y  satisfied with the 
remcwal procedure and counselling, athougk one woman was aney that the purse 
bad &rated her for having Narpht removed 

It appears that one area of c o d a  did not improw over h yeu: 
post~removrl contraceptive IYSC. Most of the d'intinuen did not have a 
conuaceph pka following Norplanr; one woman was alttody praanc and wished 
she bad not had t8e implants r e m d  







Pnviouc use of fomijyphnning 

In Egypt it appears that Norplrw, a~ l c ~ s t  ;nilinlly when it is introduced, may be a 
method of choice for w m e a  who brve aiee o k  methods of family piaaaing and 
haw ar(rerienced difficulty 'in usiag them. Over 90% of the -en in centers other 
than Assuit had used another method of a m m a p h  before crying Norplupt 
(Table 7l. 
Most women stopped u s i ~ ~  the method they were usiq prior to Norpirnt due to 

mcnstruai problems and other side-&cts, although me-6fth of the women stopped 
speddicaity to txy N o r p k  



Woman seemed to Lhal they recaivad suB[Tciaat 'dormation abut Norpluar from 
tha fhdy plpnniarr d b k  the -pt&n of at, a% of the\ W'lrnan d d  
that somaone at the chic  hut explrined NoqiuDt to them. Virtually all (%%) of the 
women k w  that Norpiant works to inhibit fertility for five yaus. . 

Did Norpl.nt am 
rmrl!piobbm? 

 YO^ 67 76 M 49 44 n 
No 33 43 M 31 5 4 4 3  

Mote than haif of the women in the ciinicai ciai experienced p r o b h  with Norplant 
(Tabla 9). ipdudhg menstrual irregularities (62%). and other m e d i d  problem 
(37%). Only 1% said that the maia problem they encountered was mn-medid 

At the time of the acceptability survey, 13% of the respondents had rqucsted 
removal and 7% of the women had acntsity bad the impl9lnts removed (see Table 10). 
The others .were g e n d y  rcassurrd that the side-effects they e x p e r i d  wen sot 
serious, or would dimhi& with time. 

Women requested rrmoval gcncdy because of meastnul or other medical 
problems (44% and 37%. nspectldy). Four percent each wanted to p f  p r v  or 
cited other joci.1 ptoblemr as their reamas for disco&uatioa. Althow a hi@cr 
pmwtalleof~fbnAMlitjridthywrntedmoreciritArcrr(Trble6), the 
highest pwccauge of women who a d y  disconhaad due to a desire br mom 
c h i l d r e n w w e l t o m A l A z h u . O t h e r w i y ~ d o r s o d r l p t o b I r m r ~ a d  
factor in discontinuation. 



DM you feel prrrrum 
to keep it? 

Yes 22 
cVhbu 18 

Whodrbdedonrrmcnl? 
%t 76 
Hucbmd 18 
Both 0 
Dotlot 6 
Otm 0 
~ V h b u  17 



Most women themlws made the decision to discontinue, although husbands and 
, d&on tended to be inwlvcd irr decisions regarding dlsconthuatioa Wbile most of 

tho women had to wait after their initial request for the r e m d  to be done, the 
majority of women at all canters reported that they were not pressured to keep tho 
Norplant a- their wishes. 

With the exception of Assuit, over 90% of the women surveyed in each of tho centers 
said they were satisfied with Norplant (Table 11). h Assuit, 87% of the women 
expressed dfaczion with Norplant. Again, with the exception of Assuit, over 90% of 
the women were satisfied with the service they had received. In Assuit, 85% of the 
women were satisfied witb the service. Most women (79%) reported going to the 
c i i a  on their scheduled dates for follow-up; of those who do not go on he, most 
said that it takes too long to get to the clinic and wait to receive servia. 

When asked if they would consider using Norpiant in the future, an average of 67% 
said they would, and an additional 22% said they were not sure. Most of the women 
(89%) mentioned that they would advise others to uso Norpiant. 

Norplant appears to be as acceptable in Egypt as it is in other countries, at least 
among the group of women under study. The partidpants in this study were women 
mostly in their thirties who had ;M average of four chiidrtn. Most of them had wed a 
method of family planoiug before Noq&nt, and were eager to maintain contraceptive 
protection as most wanted no more c h i k n .  These women wna motivated friaify 
planning users, who had ake#dy dcddcd before enrolling in the study that they 
wanted to practice family p w  

It could be ttPu the ilcctptpbiiity of Norplant will nor be as high among the general 
population owce the method 'bar spread into the natiod p o p d a b  but 
results from these acceptobiliey studies an important role for this long-tem 
method. Centus in the EFCS mdy reported that women came asking f ~ l  
Norplant bation one year after enrollment in the cl ioi i  trial was comp&red. Soms 
women in the FGD recommend thu Norpbt be made available in ruml vear as 
moo as porsible. Nearly threequarten (72%) of the worncat said they would be 
willing to pay for Norplant, with suggested prices rangins h.om 0-400 LIE, and a 
medii price of 5 LE ($1 = 33 LE). 



Omen1 ntblvttocl 
with uu d Norplant 94 91 87 93 99 93 

The FGD and s w a p  found similar results: satisfadoa with Norplant among 
users was high. In the m y ,  93% of the women expressed satisfaction with the 
method. More than half (67%) of the women said they would consider using N 0 ~ h a t  
again in the future, and another 22% were undecided Eighty-seven perceiic of the 
women who had not discontinued were planning to continue with their m c n t  
Norplane set for the MI €ivc years, 

Norplant is liked by the women in tha dinid trial because of its long duration, the 
site of iascrtion, its we of use, and its relative lack of side-cffects compared to the 
pill and IUD, Egypt is a country where a reliable, long-term, but not permanent 
method of contraception is needed, as is a method that has less perceived side.effeat 
than the IUD and is easier to use correctly than the piU Norplant has both of these 
characteristics; as such it should become a popular method of family pbming in 
Emt* 
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