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EXECUTIVE SUMMARY

Thisreport isafinal assessment of the Egypt Child Survival Project (CSP) which concludesin
August 1996 after 11 years. CSP began in 1985 when the United States Agency for International
Development (USAID) and the Ministry of Health (now the Ministry of Health and Population or
MOHP) signed the CSP Agreement with the purpose of reducing mor bidity and mortality in
infants, children, and women of reproductive age (WRA) in Egypt.! The key components wereto
befour vertical programs. an Expanded Program on Immunization (EPI), Acute Respiratory
Infections (ARI), Child Spacing (CS), and Nutrition. In 1991, the MOHP and USAID agreed to
restructurethe budget to include hepatitis B vaccinationsin the EPI program at a cost of US$12
million, primarily at the expense of the nutrition component activities and some child spacing
activities. In 1992 USAID and the MOHP made an additional budget adjustment with an
agreement to finance antibioticsfor the ARI at a cost of US$3.6 million. One consequence of this
decision wasthe elimination of nutrition as an administrative component of the project; however,
some nutrition activities wer e incor porated into the child spacing component.

At US$68 million, the project isthelargest USAID Mission-funded child survival project in the
world. The MOHP manages and implements CSP through a project secretariat established
specifically for that purpose. Clark Atlanta University (CAU), a historically black university, is
the primetechnical assistance contractor. Additionally, a number of USfirms, the United Nations
International Children Emergency Fund (UNICEF) and the World Health Organization (WHO)
have provided technical assistance. In 1996 the project, oper ating nationwide, targeted 8 million
children under five years, approximately 5 million mothersof children under five, and about 1.7
million newborns.

USAID and the MOHP designed CSP to operate as vertical programs and the project has
functioned as such: EPI, ARI, and Child Spacing/M aternal and Child Health (CS/MCH).
Additionally, in 1994 in response to the midter m evaluation which highlighted the issue of
sustainability, CSP initiated the following crosscutting programsto foster the sustainability of
project activities: Decentralized Health Planning and Management, a Decentralized Health
Information System, a Clinic I mprovement Program (M odel Clinics), Undergraduate Training in
Child Survival for Medical and Nursing Students, and Mass M edia and Health Education.

CSP has contributed to reduced infant, child, and maternal mortality in Egypt. The 1995
Demographic and Health Survey (DHS) showed an average of 35 percent declinein infant
mortality and 59 per cent declinein child mortality over a 10-year period. Thisdecline was
concomitant to the development of several child survival interventions and successes. increased
immunization rates, increased use of oral rehydration therapy, and increased appropriate
treatment of ARI. The 1995 DHS infant and child mortality estimatesfor thefive years preceding
the survey are 63 infant deaths per thousand live births, and 19 deaths between age 1 and 4 per
thousand infants surviving thefirst year of life. The corresponding under -five mortality was 81
deaths of children between age 0 and 4 per thousand live births. The estimates of theseratesfor
the period 1980-1985 wer e 97, 46, and 139, respectively.

Hereafter we refer to the MOH as the MOHP although the merger of the Ministry of Health and Ministry of Population did not occur until December 1995.
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CSP has been a very successful project and has achieved most of the objectives established in the
Project Paper. The EPI component isacknowledged to be the most successful of the three
componentsCit has either attained, or nearly attained, all of its objectives.

C Currently, 79 percent of health districts are polio-free, with only 71 reported confirmed
cases found in 1995 (down from 550 in 1988). If current strategies, including National
Immunization Days and Polio Mop-up campaigns are sustained and a sensitive
surveillance system that is capable of detecting all acute flaccid paralysis cases
continuesto improve, Egypt should attain its*“ zer o confirmed cases of polio” objective
by 1997.

C Vaccination cover age has been maintained at mor e than 80 percent since 1988. At least
83 per cent of 231 health districts have achieved 80 per cent coverage. The 1995 Egypt
Demographic and Health Survey noted 79 per cent fully immunized cover age (excluding
hepatitisB3 [HB3)).

C An 89 percent reduction has been achieved in neonatal tetanus since 1986. Seventy-six
percent of districts have <1 reported case/1,000/live births.

A highlight of the EPI program, and of the development of Egypt*s support for it, isthe
Government of Egypt*s (GOE) assumption of financial support for the program. In 1992
the GOE had zero funding for theimported EPI vaccines (polio, DPT, measles, and part of
BCG) which were provided mainly by UNICEF.? However, at thispoint, the GOE is
picking up total support: vaccine costs alone in 1996/1997 are US$28 million and will be
borne by the GOE.

A national ARI detection and treatment program based on standard case management
(SCM) has been established in all the 27 governorates. It isone of thefirst such programs
in theworld. CSP estimates accessto SCM for ARI to be 87 percent. CSP achieved this
success through skillfully handling all the complexities of creating the required support
componentsCplanning; manpower development; equipment; supply line; infor mation
system; resear ch; and information, education, and communication (IEC).

The Child Spacing/M aternal and Child Health component conducted varied and often
innovative activitiesand programsin association with different MOHP departments, and
with varying levels of success. Theseincluded an important Maternal Mortality Study in
1992, the development of 100 neonatal care centers, daya (traditional birth attendant)
training and linkage with MOHP health centers, and upgrading of delivery rooms and
laboratories. Therewas, however, relatively little of the desired collabor ation between this
component and the USAID-funded M OHP family planning program.

USAID provided hepatitis B vaccine for two years.
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CSP isending befor e the crosscutting programs, initiated several year s ago, can show final
results. CSP haslaid the framework for a national decentralized computerized health
information system (HIS); supplied hardwar e, developed softwar e, and provided some
training; asyet, only a few governorates are using the new system called DecHIS. Training
curriculum has been developed for decentralized health planning and management; four of
27 gover nor ates have received such training so far. A clinic improvement program (M odel
Clinics) has begun and the service standar ds developed for these 15 clinicsarein usethere,
but not beyond. Very recently the mass media program developed a seriesof 12 TV spots
on priority MCH topicsthat have aired in the last several months. A revision of the
curriculum for nurses has been completed, and that for physicians has been delayed by
agreement between MOHP and USAID. The Field Epidemiology Training program has
started to supply trained MOHP epidemiologists, conducted numerous studiesrelated to
public health problemsin Egypt, and made significant progressin theinstitutionalization
of the program.

In thefinal two yearsof the project, CSP focused effort on two areasthat it recognized
needed strengtheningCtraining and mass media/health education. The training and mass
media materialsin thelast two yearsarewell done and will be very useful in theyearsto
come.

The midterm evaluation identified sustainability, which had not been identified asa
priority in the project design, as an issue. While CSP activitiesto institutionalize the three
project components (to find a home and build constituents) wer e successful, CSP effortsin
achieving sustainability through decentralization and integration are too recent to show
results.

CSP ends after 11 years, leaving behind very significant improvementsin the health status
of children and a foundation for improved mater nal health. The successor program, the
upcoming Healthy Mother/Healthy Child Project (HM/HC), will initiate national level
effortsto reduce maternal and neonatal mortality with special emphasison Upper Egypt
and will support the established national programs such as EPI, ARI, and control of
diarrheal disease (CDD). Following ar e the team*srecommendationsfor USAID and the
MOHP as CSP ends and a new project begins.

The GOE/MOHP should provide for the full costs of the EPI and ARI programs:

C Whilethe MOHP hasonly budgeted 50 million LE for 1996, total vaccine costsin
1996/1997, which the GOE has promised to assume, are 96 million LE; and

C The MOHP must ensurethat budgeting and monitoring by gover norates and districts
maintain the cold chain, which isfunctioning well;

C TheMOHP should review existing ARI treatment protocols, and the ARI cost-recovery
policy, to decrease therecurrent costsfor ARI drugs, especially amoxycillin.

Given the different objectives of the Healthy Mother/Healthy Child Project, USAID should
reduce central level support of several CS/MCH programs, namely the daya program, the
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Nurse-Midwife Training program, the delivery rooms and M CH labor atories upgrading
programs, and the Baby-friendly Hospitals I nitiative. The responsible M OHP department
should only maintain a minimum capacity for monitoring, evaluation, research, and
technical assistance to the gover norate level because these programs are now established in
most gover nor ates where CSP introduced systems and trained the local staff. Further
progressrelies on improved contributions of the local health authorities. Given its
innovative character and higher level of technicality involved, the Neonatal Program
should be continued at the central level and USAID support should be provided at this
level.

Asthe Healthy Mother/Healthy Child Project movesinto reproductive health, the MOHP
should takethelead in national planning for safe motherhood and mater nal mortality
reduction while emphasizing decentralized programming, and HM/HC should ensure basic
supplies (e.g. Clorox bleach, betadine, and disposable rubber gloves) for MCH and family
planning before incurring new significant commitments and costs. Collabor ation between
the new Healthy Mother/Healthy Child Project and the MOHP family planning program is
essential. Thisshould include collabor ative training, cross-referrals, and the development
of common service standards and | EC materials and campaigns.

Policy issuesrelated to human resour ce management

C had astronginfluence on the capacity of this project to achieve sustainable impact;

C will have a strong influence on the upcoming project, to achieve sustainable impact; and

C will impact the Healthy M other/Healthy Child Project*s ability to decentralizeCa key
strategy of the project.

We recommend that the MOHP and USAID examine ways in which the Healthy
Mother/Healthy Child Project and the prospective USAID health policy project might
collaborate. HM/HC might pilot-test changesin personnel policies so asto support the
recruitment and retention of well qualified and motivated per sonnel, particularly women,
in adequate numbersand appropriate distribution in Upper Egypt.

The MOHP and HM/HC should further develop decentralization and integration by

C building on the existing decentralized structure of the EPI program;

C expanding the ARI component into an integrated treatment of the sick child strategy,
emphasizing oper ations r esear ch as a problem-solving management tool for the health
district management teams,

C integrating on-the-spot training into the supervision process; and

C involving all health workersin the provision of health services.






MAJOR CONCLUSIONSAND RECOMMENDATIONS

All the major conclusions and recommendations are also listed under each section of the
report wherethere are, in some cases, also secondary recommendations.

EPI

Lessons learned from EPI which are particularly relevant to the Healthy Mother/Healthy
Child Project include the following:

Training, and division of responsibility, in technical and management skills should
involve all personnel (sanitarians, clerks, nurses, and physicians) to avoid an
overdependence on “ short-term” physicians. Thisstrategy could be applied to other
elementsof primary health care, e.g., integrated treatment of the sick child.

EPI ensuresafixed number of opportunity contacts with mothers. These could be used
as points of integration for other maternal and child health (M CH) services, e.g., health
education, growth monitoring, nutritional surveillance, and child spacing.

The strengthened disease surveillance capacity of the MOHP for acute flaccid paralysis
(AFP) and neonatal tetanus (NNT) could be extended to other diseases and conditions,
e.g., measles and tuberculosis.

EPI ismore decentralized than any other primary health care component. However,
given the geography, demography, and economics of the health system, it will be
important to further decentralize authority for PHC program planning and
implementation. EPI providesa starting point for decentralization of MCH activities.

Major EPI Recommendations:

1.

CSP should document, and the Healthy M other/Healthy Child Project should take
into account, the potential for using the existing physical, administrative, and
personnel structure of EPI, particularly, at the district and health facility levels, asa
starting point for decentralization, coordination, and integration of MCH services.

USAID should assist EPI activities (training, cold chain maintenance, supervision,
|EC, and operations resear ch) within gover nor ates assisted by the Healthy
Mother/Healthy Child Project, aspart of the basic package of services, and should
continue to support disease surveillance, health information system, mass

media/l EC, donor coordination, and appropriate resear ch at the national level.

The GOE/MOHP should provide for the full costs of the EPI programs:

C Whilethe MOHP hasonly budgeted 50 million L E for 1996, total vaccine costs
in 1996/1997, which the GOE has promised to assume, are 96 million LE; and
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» TheMOHP must ensurethat budgeting and monitoring by gover nor ates and
districts maintain the cold chain, which isfunctioning well.

ARI

The ARI program will need continued support from USAID to ensurethat it becomes fully
integrated within the MOHP. USAID support within the Healthy M other/Healthy Child
Project for training, supervision, and equipment can easily bejustified at the district level
in the governorates assisted by HM/HC. USAID support for communication, monitoring,
surveillance, and selected evaluation and resear ch can bejustified on a national scope. It is
particularly noteworthy that the successful implementation of standard case management
for ARI meansthat a second component of an “integrated treatment of the sick child”
strategy isin place, in addition to oral rehydration therapy (ORT). The Healthy
Mother/Healthy Child Project should build on this strong foundation laid by the ARI
program.

Major ARI Recommendations:

1 CSP should document, and the Healthy M other/Healthy Child Project should take
into account, how an integrated treatment of the sick child strategy can be
developed around existing ARI and ORT activities.

2. The MOHP and the Healthy M other/Healthy Child Project should decentralize ARI
supervision to the district level while strengthening on-the-spot training.

3. The HM/HC project should emphasize oper ations resear ch as a problem-solving
and management tool to assist in strengthening and supervising health district
management teams.

4, CSP and the MOHP should review existing ARI treatment protocols and the ARI
cost-recovery policy with respect to the cost-saving treatment strategies proposed by
the ARI Plan of Action for the Period 1996-2000.

5. USAID should assist ARI activities (training, supervision, purchasing equipment,
|EC, and operations resear ch) within governoratesthat are assisted by the Healthy
Mother/Healthy Child Project, aspart of the basic package of services, and support
ARI surveillance, mass media, and appropriate resear ch/evaluation at the national
level.

6. The GOE/MOHP should budget for the full costs of the ARI program.
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Child Spacing/M aternal and Child Health

The Child Spacing/M aternal and Child Health component conducted a series of varied and
often innovative programs over thelife of the project, in association with different MOHP
departments, and with varying levels of success. Given the changein the structure of the
Healthy Mother/Healthy Child Project as compared to CSP, USAID should reduce central
level support of several programs conducted so far by the CS/MCH component, namely the
daya program, the Nurse-Midwife Training Program, the delivery rooms and MCH
laboratories upgrading programs, and the Baby-friendly Hospitals Initiative. The MOHP
departmentsresponsible for these activities should maintain only a minimum capacity for
monitoring, evaluation, resear ch, and technical assistance to the governorate level because
these programs are now established in most gover nor ates where CSP introduced systems
and trained the local staff. Further progressrelieson improved contributions of the local
health authorities. Given itsinnovative character and the higher level of technicality
involved in its development, USAID should support the Neonatal Program at the central
level.

The National Maternal Mortality Study should be translated into Arabic and distributed.
The MOHP, with USAID support, should make surethat appropriate secondary analyses
and evaluative research are performed, given the innovative activities carried out by the
CS/MCH component and the lar ge amount of valuable infor mation collected by the
program. The Healthy M other/Healthy Child Project should follow up some of them.
Areas of emphasis should include

C Analysisof local level data on levelsand trendsin the activities of dayas

C Completion of the evaluation initiated by CSP of the perfor mance of the neonatal units
and analysis of theimpact of the program (see detailsunder Section 5.3)

C An evaluation of the determinants of the use and effectiveness of M CH laboratories
C Further analysisof the National Maternal Mortality Study data
C Further analysisof the national studieson Low Birth Weight and Anemia

C Completion and follow-up of the Child Survival Impact Evaluation (Two Governorate
Linkage Survey).

In thisproject, CSP and the Systems Delivery Project did not collabor ate and coor dinate
sufficiently. The MOHP and USAID should ensurethat the Healthy Mother/Healthy Child
Project and the Systems Delivery Project collaboratein training, |EC, service standards,
and HISin order to foster mutual collaboration and support between the mater nal and
child health and family planning service delivery.
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Crosscutting Activities
Undergraduate Medical Curriculum

The delay of the publication and broad distribution of the book, Child Survival A Rational
Approach, until the manual can be strengthened is, and was, wise. Because such revision
and university approval of new curriculum is expected to take sometime, and becauseit is
important that new primary health care physicians master child survival material, the

M OHP should use modules from the manual to train medical graduates within the
obligatory preservicetraining.

Training

Although CSP hastrained a great many people, it isdoubtful that in all governor ates 80
percent of primary health care physicians have received training in each of thethree
project components, dueto the mandatory year of public service and the high rates of
turnover. To achievethe desired levels of competencein EPI, ARI, and CSMCH among
primary health care physicians, given the current physician assignment policies and high
rates of turnover and leave taking, the M OHP would haveto

C Ensure, on agovernorateand district level, that 80 percent of the newly graduated
physicians assigned to it twice a year had either received training in medical school or
received such training during the obligatory preservice training program; and

C Train about 2,500 new, young physicians on a national level each and every year.

CSP training efforts undoubtedly contributed to the success of the project. Unfortunately,
the training data available to the team do not allow it to make the correlation between
training and project success which might have been possibleif such data had been collected
systematically. It appearsthat thetraining effort was strongest in EPI and ARI.

The Healthy M other/Healthy Child Project should develop and the MOHP should
distribute an integrated HM/HC bulletin covering all the technical/administrative elements
of the program addressed to the primary health care physician. Thisintegrated bulletin
would grow out of, and substitute for, the separ ate bulletins currently produced by the
three project components.

USAID should ensurethat the HM/HC project includes sufficient qualified managerial and
technical staff and sufficient resour ces and project commitment to ensure high-quality
professional training. There should beintegrated training programs, using competency-
based methodology, with a documented and unified training process. The M OHP and
USAID should work together through the upcoming Health Policy Project to address some
of the human resour ce management policies and traditions which make it difficult for the
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MOHP to achieve its objective of having adequate number s of per sonnel competent in EPI,
ARI, and CSYMCH in most facilitiesin all gover norates throughout the country.

Field Epidemiology Training Program

USAID and CDC-Atlanta should continue their effortsto assist the MOHP in defining and
institutionalizing a field epidemiology function in the MOHP, at the central and
governorate level.

Health Information System

CSP developed and implemented an excellent manual, vertical health infor mation system
for each of the three CSP components. These systems have provided the data which
enabled the MOHP to plan and manage for the CSP achievements presented earlier in this
report. The Decentralized Health Information System (DecHIYS), initiated latein the
project, needs further USAID support. While sustainability of the EPI, ARI, and CDD
programs depends on reliable infor mation systems, at this stage, none of these programs
can rely fully on the DecHIS. USAID should continue support of the implementation of
DecHISin all governorate health infor mation offices, with at least the minimum cor e of
indicatorsdirectly related to child survival and MCH. USAID should provide support to
the Department of Information and Documentation in itssupervisory role of the
governorate level, and in its coordination and regulatory role at the central level. The
Department of Information and Documentation also needs to consolidate the data from the
gover nor ates, maintain master copies of those data and ensurethe timely and coor dinated
distribution among the various MOHP departments. The Department of Information and
Documentation must develop and maintain an overall health infor mation system
development plan in which the decentralized HI S under concern hereisjust a component.
USAID should perform a complete assessment of the needs of the Department of

I nformation and Documentation in terms of equipment, training, and technical assistance,
in order to best defineitssupport at thislevel.

USAID should provide fuller support to the DecHISin the Healthy Mother/Healthy Child
Proj ect-tar geted gover nor ates, including training and technical assistance at the district
level.

USAID should promotejoint support of this new system by all the health and population
projectsinvolved in the development of information systemswith the MOHP.

Mass Media and Health Education
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Concerted, coordinated mass media/l EC efforts started late in this project. Mass media
programs addressing some of CSP concer ns, however, have been disseminated and heard
recently by a majority of women throughout Egypt (1995 KAP). M essages on immunization
and tetanus toxoid wer e viewed by 99 per cent of women who wer e surveyed. Therewas
relatively little recall, however, of messages on antenatal care, delivery care, care of the
newborn, or ARI, all of which will receive focused attention in the Healthy M other/Healthy
Child Project, asappropriate. HM/HC should ensure a strong |EC program, and from the
onset of the project, it should be led by personnel who have strong management and
technical skills.

Model Clinic and Clinic Improvement Program

CSP hasinitiated an important process - improving theintegration and quality of child
survival services - through the model clinic program. The processis sow, however, and less
well understood at the gover norate/district and clinic level than isdesirable in some
governor ates. M odel clinics can beidentified asany unit, urban or rural, proving
successful in implementing the clinic improvement program. Training under graduates
could be an optional activity of Model Clinics (and probably would be for any rural health
unit achieving model status). HM/HC can usethe MOHP training sites which exist in each
gover norate, together with any clinic that achieves a high scorein the clinic management
improvement program, to train students.

Sustainability

The GOE and the project have taken valuable stepsto improve the sustainability of child
survival activities. Highly significant isthe GOE move to assume a greater proportion of
the costs every year. But now the GOE must pick up the full costs of vaccines, asit is clear
that USAID will fund them no longer. I n response to the midterm evaluation, CSP initiated
three complex processesthat will take many yearsto complete:

* Integration: CSP has made limited progressto date even in integrating CSP
components, let alone integrating those componentswith other related MOHP activities
such asfamily planning training or service standards.

C Decentralization: Decentralization to date has meant the development of gover norate
and district capacity to plan and budget. Decentralization as portrayed in the HM/HC
project Paper Cwith delegation to gover norates and districts of real authorityCwill
require GOE and MOHP policy changes. The significant changeidentified in the
Project Paper may well take far longer than five years.

C Institutionalization: Each of the three components has a homein the MOHP, but real
institutionalization also means strong constituents and demand. HM/HC must develop a
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demand for reproductive health both within the MOHP hierarchy aswell asin the
community.

Adequate numbersof trained, motivated, supervised, and sufficiently compensated
personnel are essential to a sustainable public health program. USAID and MOHP can and
are affecting, over the short-term, some of the factor swhich produce and maintain such
personnel. Other factors evolve from public sector policies and traditions which will be
changed more slowly; donor support for such changeis essential to high-quality, cost
effective, sustainable health services.

USAID and the GOE should negotiate pilot testing delegation of authority to the district
level. HM/HC should collabor ate with the upcoming Health Policy Project, perhaps pilot
testing changesin MOHP personnel policies which would support therecruitment and
retention of well-qualified personnel, particularly women, in adequate and appropriate
numbersthroughout Upper Egypt. USAID should work with HM/HC and the Systems
Delivery Project to ensure some equity between projects on clinic-level incentives, HM/HC
should providefor incentivesfor MCH personnel at theclinic level using GOE funds, or
through clinic revenues, or cost-recovery mechanisms.

The Healthy Mother/Healthy Child Project should include activities to build constituencies
for reproductive health within the GOE and MOHP aswell as activities to develop demand
in the community.

USAID and the MOHP should car efully plan the or ganizational structure and relationships
desired in the new project, including collaboration with the Systems Delivery Project.
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1 BACKGROUND

C Early Implementation of Project

In 1985 the United States Agency for International Development and the Ministry of
Health (MOHP) signed the Egypt Child Survival Project (CSP) with the purpose of
reducing mor bidity and mortality of infants, children, and women of reproductive age
(WRA). At US$68 million, it isthe largest USAID Mission-funded child survival project in
theworld. In early 1986 the MOHP and USAID initiated a protracted processto identify a
contractor to implement the project under a host country contract with the MOHP. After
two yearsthe MOHP signed a contract with Clark Atlanta University (CAU). CAU isa
historically black university established in 1988 out of the consolidation of Atlanta
University and Clark College (both founded after the American Civil War). In February-
March 1990 after the five long-term technical CAU advisorsfielded in 1989 had departed,
CAU's contract was revised to reduce the number of long-term advisorsto the current two
positions and to allow CAU to subcontract with other organizations.

The early yearsof the project were rocky and not productive. There was conflict between
the MOHP and CAU; CAU personnel turnover was high. Serious project implementation
did not start until mid-1990 after the Minister of Health reor ganized the M OHP/CSP

structurein October 1989 and the MOHP and CAU renegotiated a new contract in 1990.

The CSP Project Paper called for interventionsin the Expanded Program on
Immunization, Acute Respiratory lllness, child spacing, and nutrition. In February 1991,
the MOHP and USAID agreed to restructure the budget to include hepatitis B vaccinations
in the EPI program at a cost of US$12 million, primarily at the expense of the nutrition
component activitiesand some CS activities. That year USAID and the MOHP amended
the Project Paper to “eliminate some activities which had long been considered unrealistic
under the project. Activities such asthe manufacture and marketing of weaning foods,
iron, and micro-nutrient fortification of flour and the renovation of the National Nutrition
Institute wer e dropped. The amendment also refined evaluation and implementation
indicatorsfor the EPI and developed new onesfor the ARI, CS, and nutrition components
in responseto a project audit in 1990 that had pointed out the need to develop adequate
indicator s which would improve project monitoring and performance. An additional
adjustment of the project focus was madein March 1992 and involves an agreement by
USAID and the MOHP to finance antibiotics for the ARI at a cost of US$3.6 million. A
consequence of this decision has been the elimination of the nutrition component of the
project asan administrative component; however, some nutrition activitieswere



incor por ated under the CS component. Thisamendment also involved the extension of the
project for another two years.”?

1 Midterm Evaluation

In November 1992 a nine-per son team consisting of four expatriates, one WHO consultant,
and four Egyptian experts, undertook a midterm evaluation. Their conclusions and
recommendations wer e as follows:*

1. Need to plan for sustainability: “the major constraintsto sustainability are
institutional and financial, not technical.”

2. Management capacity at gover norate/district level needsto be strengthened: “ The
Proj ect*s national approach is not meeting sufficient success at the lower levels of
the health car e system because of the Project*s centralized management...The
Proj ect needsto move more of itsresourcesto provide greater support and
flexibility in management, supervision and planning at the gover nor ate/district level
to assure smooth service implementation and to assure quality services.”

3. Management infor mation systems and indicator s for monitoring proj ect
achievements need improvement: Thereport noted that CSP and MOHP
information services are not fully coordinated; it went on to recommend that the
two should consolidate disease and health services utilization reporting.

4, Project management needsimprovement: CSP should implement proposalsto
coor dinate training by designating a CSP-wide training coordinator, establish a
CSP-wide resear ch review committee and use CSP resour cesto improve MOHP
capacity in mass media and utilize as well private media sour ces.

5. Training can beimproved: The evaluators noted that “ still more emphasison
practical skillsand on-site training, team-building, and mor e involvement of the
universities’ was needed.

1 Responseto Midterm Evaluation

Following the midterm evaluation and the arrival of a new Clark Atlanta University chief
of party (COP) in response to the midterm evaluation recommendations, CSP sought
funding for six crosscutting programs. In 1994 CSP designed and began implementation of
the programs which wer e designed to help achieve CSP*s program objectives and to sustain
CSP component programs. USAID and the MOHP signed a second Project Paper

Scope of Work, Final Assessment, January 1996.
Berrawy, Helmy et al. USAID/Egypt Child Survival Project, Midterm Evauation, DATEX Washington, DC, November 25, 1992.
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Amendment which further modified the project indicatorsto incor porate the evaluation*s
recommendationsto reflect activities actually being undertaken. In 1994 USAID also
agreed toa MOHP request to extend the project for an additional year through August
1996, thus bringing the total life of the project (LOP) to 11 years.

Five programs, presented below, were begun between 1993-1995; thelast three were not
part of the original Project Paper. Thisreport discussesthem in section 5.

Health Education and MassMedia

Health Information System

Decentralized Planning and M anagement

Clinic Management | mprovement

Undergraduate Training for Medical Students and Nur ses

OO OO OO

Theyear 1994 marked theinitiation of concerted new efforts. Sixty-eight percent of the
technical assistance days given to CSYM CH throughout thelife of the project has been
provided in the last two years. Seventy per cent of the health infor mation
system/management infor mation system, 61 per cent of health education/communication
(not including three contractsissued since 1994), and 72 per cent of training technical
assistance not allocated to specific components have been received during thistime.

1 Project Organization and M anagement

CSP operatesthrough a semiautonomous secr etariat under the direction of thefirst

under secretary of Preventive and Basic Health in the MOHP. Project per sonnel include
MOHP personnel seconded to the project and technical and support staff hired under a
contract by both CAU and the MOHP. In April 1996 ther e wer e 188 technical and support
per sonnel working full-time on the project and on the project payrolls. CSP also contracts
out appropriate tasksto local private sector firmsand provides grantsto MOHP/GOE
entitiesfor specific purposes.

The primary function of the secretariat isto program project resour cesfor use by the
MOHP health infrastructure through which the project isimplemented. A project director
isresponsible for all administrative and financial accountability of activities and

coor dinates crosscutting activities. Each of the three executive directors (of EPI, ARI, and
CS/IMCH) hasauthority for technical decisionsand reportsto the relevant under secretary.

In addition to thetechnical assistance provided by CAU, the CSP receives specialized

technical assistance from Johns Hopkins University (JHU), the Centersfor Disease Control
and Prevention (CDC), UNICEF, and WHO.

1 Child Mortality Trends, 1985-1995



Infant and child mortality trendsin Egypt are well documented by several national

S?h een 5 These surveysprovideavariety of estimates covering a
pe%é o negrll)g@egr\é%%rgppn elrj-ﬁ\t/eergorpa%y}{ecrease%gﬁ% ;)ae'rq:eqt g'v%rgt}l]sé last 25 years, from about 250 per 1,000 live births around 1970
to 81 per 1,000 in the five-year period preceding 1995. The infant mortality rate wasreduced by 59 per cent over the same period, from 150 to 63 per
1,000 live births.

Thetable below presentsinfant and child mortality levels as estimated by the 1995 Demographic and Health Survey6 (DHS) for the threefive-year
periods preceding the survey and the per cent decline between two of the five-year periods. The decline was higher for child mortality than for infant
mortality. Asaresult, the proportion of under-five mortality occurring during the first month of lifeincreased from 33 percent to 38 per cent.

Tablel

Infant and Child Mortality Rates by Five-year Periods Preceding 1995 DHS, and
Per centage Decline between Selected Five-year Periods

Y ears Preceding Survey Per centage Decline
between 10-14 and
Type of Mortality 0-4 59 10-14 0-4 Periods
Neonatal Mortality 304 435 454 331
Postneonatal Mortality
32.2 38.8 51.2 37.1
Infant Mortality 62.6 82.3 96.6 35.2
Child Mortality 19.2 30.2 46.4 58.6
Under-5Mortality 80.6 110.0 1385 41.8
Setree—Compietfront995-EDHStrptbiishec-pretminary-toate:

CSP combined the data sets from four household surveys7 to estimate recent mortality trends from the late 1970s to the early 1990s, and to document the
differentialsin levelsand trendsfor the major socioeconomic groups. The pattern of declinewas similar for all age groups, with a steady rate from the
late 1970s but plateauing in the early 1990s. The decline of the neonatal mortality rate started a few yearslater than for the other age-groups; however,
therate declined sharply in the mid-1980s. Also, the neonatal mortality rate for the higher socioeconomic groups started to decline earlier, and from a
lower initial level. Asaresult, the socioeconomic differentials wer e the highest during the mid-1980s, and narrowed in the early 1990s.

Table 2 presents some of these differentials for the ten-year period preceding the 1995 DHS. The most striking differences appear for child and
postneonatal mortality and according to the levelsfor maternal education. A combination of these socioeconomic factor s would yield even higher
differentials. Given thelarge proportion of children born to motherswith no formal education and in rural areas, for instance, these data indicate where
priority for further effortsto reduceinfant and child mortality in Egypt might be directed.

Table2

Infant and Child Mortality Ratesfor the Ten-year Period Preceding 1995 DHS, by Selected Background Char acteristics

a) the 1980 World Fertility Survey, b) the 1988 Demographic and Health Survey, c) the 1991 Pan-Arab Project for
Child Development, d) the 1992 Demographic and Health Survey, and €) the 1995 Demographic and Health Survey.

Unpublished preliminary data.
The 1995 DHS data were not yet available for this analysis. The inclusion of these data sets will alow the
establishment of trends for three additional years, and make projections for the yearsto come.
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Household surveys do not provide reliable cause-specific mortality estimates. The Egyptian vital registration system does collect causes of death and
produces trendsin cause-specific infant mortality, but underreporting and misclassification problems makeit difficult to interpret these data. CSP
undertook a study to estimate these biases by comparing vital registration and household survey data coupled to verbal autopsiesinterviews. Thisstudy
showed that after 1989 there was a significant decreasein diarrhea specific mortality for children 1to 4 yearsold.

Thedata on trends and differentialsin infant and child mortality raise the key question of their relationship with the child survival interventions.
Historical trendsin the cover age of tetanusimmunization, use of oral hydration therapy, and treatment of pneumonia ar e consistent with the hypothesis
of adirect causal relationship. More convincing evidence requiresindividual level data on the use of inter ventions and health outcomes, however. The
CSP recently initiated a study8 to address this question. Several cross-sectional surveyswill document the morbidity and mortality experience of about
6,000 householdsin two gover nor ates, aswell asthe use and the quality of health services.

1 EXPANDED PROGRAM ON IMMUNIZATION (EPI)

An immunization program isone of the most cost-effective weapons for disease prevention. Egypt has used this weapon well. EPI iswidely, and
deservedly, recognized asthe most successful component of CSP.

Goals and Outputs Review

Thegoal of the EPI program isto reduce morbidity and mortality resulting from the seven most danger ous diseases that affect children early in life:
polio, diphtheria, tetanus, pertussis, measles, tuber culosis, and hepatitis B. The Child Survival Project objectivesfor the end of 1995 related to this goal
were

Zero cases of confirmed indigenous poliomyélitis;

80 per cent reduction in neonatal tetanus cases;

90 per cent immunization cover age nationwide and 80 per cent coverage in each health district;

70 per cent immunization cover age of pregnant women;

A national program providing effective vaccines to 3,300 vaccination centers;

Local production of EPI vaccinesthat meet standards set in the manual, “ Good M anufacturing Practices’;
80 percent of primary health care staff trained in EPI; and

An improved EPI management and infor mation system.

Managed by the communicable disease department of the MOHP and CSP, the EPI program haseither attained, or almost attained, all of these
objectives. Findings regar ding each objective areincluded in Appendices B and C. Two notewor thy achievements ar e the following:

= PPl NFRRSY N SRN SRUIALAS PG LR BT N e RB L RE L AR RIC AN ML 0 PR PNE L Y &N that is
capable of detecting all cases of acute flaccid paralysis continues to improve, Egypt should attain its“zero confirmed cases of polio” objective
by 1997.

2 YEERPHSIF e 9 RRBED S AP A SR R AR IR SRG VR4 (SR B RFT 8 A T oA St foee g ViRueh &

survey data are shown in table 3.

The Two Governorates Linkage Survey. The fieldwork of this study was started later than expected in November
1995 and will end in November 1996. Preliminary results from the first round survey are aready available, but the
first results on the impact of interventions are expected by mid-1997.
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Table3

1995 EPI Service Statisticsand DHS Survey Data

M-east AL BEEa HRa T
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_B‘H'S&T'VCY'Ba{a II70 OJ70 OF70 OO70 J7 70 TO70 (I T L)

Thereason for the 34 per cent differ ence between service data and survey data for HB3 has not yet been satisfactorily determined. The difference may
indicate a shortage (or underuse) of the hepatitis B vaccine by health units coupled with some over-reporting of vaccinations given. While EPI saysthat
there has been no shortage of the hepatitis B vaccine, there was a temporary shortage of DPT when a vaccine shipment from abroad wasreturned. Since
the hepatitis B vaccine and the oral polio vaccine are given at the same time as DPT, a shortage of DPT usually resultsin decreased HB3 and OPV3
coverage. The EPI executive director saysthat heisinvestigating this discrepancy and will take corrective action if necessary.

Thelong history and many achievements of the EPI program are too numerousto includein thisreport. They have been well documented in areport
entitled The Expanded Program on Immunization in Egypt - 1984 to 1994 (see Appendix G for excer ptsfrom thisreport).

Effectiveness at the Clinic Level

EPI iseffectively providing vaccines to 3,500 vaccination unitsincluding virtually all primary health careclinics. The 1993 EPI Cold Chain Evaluation
report (see Appendix G for a summary of findings and recommendations) noted that 95 percent of vaccination units surveyed wer e effectively
maintaining the cold chain. Assessment team visits to health units confirmed thisfinding. The cold chain iscurrently in an excellent state of repair duein
large part to CSP*s provision of equipment, spare parts, training in cold chain maintenance, and some fuel for supervision purposes.

After the end of the CSP, governorateswill be expected to maintain the cold chain from their own budgets. While the commitment to sustain EPI is
strong at all levels of the health system, the lack of experiencein decentralized budgeting and management could result in decreased cold chain
maintenance. An important role of the national EPI department will beto assist gover norates and districtsin monitoring the cold chain, in estimating
and budgeting cold chain needs, and in establishing links to appropriate donors, if necessary, to assist with replacement of aging equipment. Thisrole
should be supported, as appropriate, by the Healthy M other/Healthy Child Project.

The assessment team found impressive displays of EPI chartsand local coverage data at almost all health units, both in renovated and non-renovated
facilities. There was a good division of responsibility for EPI among health facility personnel (sanitarians, clerks, nurses, and physicians), and an obvious
pridein the achievements of their EPI program.

A few minor problemswhich were observed or reported included varying policies about when to open a 40-dose BCG vial; occasional stock-outs (usually
for BCG vaccine and syringes); and an insufficient number of nursestrained in BCG vaccinations.

CSP established EPI service standards as part of the Clinic Management I mprovement Program. These standards are currently being used in large
urban centers. According to CSP, the standards could easily be adapted and used in all health units. (See section 5.6, Model Clinic and Pilot Clinic
Management | mprovement Program.)

Effectiveness of the Surveillance System

The EPI management information system (M1S) has been significantly improved in many areas. monitoring vaccine supply/distribution and the cold
chain; immunization coverage analysis; and disease surveillance, especially, for acute flaccid paralysis (AFP) and neonatal tetanus (NNT).

The surveillance system for acute flaccid paralysisiswell established. The system isbased on WHO*s calculation of the incidence of non-polio AFP in
Egypt is1 per 100,000 or 225-250 cases per year in children under 15 years. Therefore, tracking down these non-polio AFP cases (and real polio cases, if
present) isa good measur e of the quality of the polio surveillance system. The 139 cases of non-polio AFP reported in 1995 represent 62 per cent of the
target of 225. Thisisa significant improvement over 1994 when only 80 cases (36 per cent of the tar get) wereidentified. It isimportant for EPI to search
vigorously for unreported cases of AFP and sustain active and routine AFP surveillance; it would be appropriate and useful to enlist the assistance of the
Field Epidemiology Training Program.

Neonatal Tetanus surveillance includesimmediate reporting from 95 fever hospitals and zero reporting (regular reporting even when no cases ar e found)
from all primary health carefacilities. An 89 percent reduction has been achieved with 790 reported cases of neonatal tetanusin 1995 compared to 7,256
in 1988). Seventy-six percent of districts (184 of 231) now havelessthan onereported case per 1,000 live births. However, thereis an estimated 40-50
percent of under -reporting of neonatal tetanus cases, primarily for girl children.

Future USAID Support

Thefirst draft of areport called EPI Plan of Action for the Period 1996-2000 has been prepared by CSP. Seven priority areasfor future EPI program
development areidentified in thisplan:

1. Sustain routineimmunizations at 90 percent of eligible children;
2. Achievereduction targetsfor polio, neonatal tetanus, and measles;
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Decentralize cold chain systems and their management (and maintenance);
Conduct relevant research;

Develop surveillance and epidemiological skillsfurther;

Improve vaccine production and quality control; and

Introduce new vaccines as appropriate.

No oA

Priorities 1-4 are activities which could easily bejustified and supported in the Healthy Mother/Healthy Child Project by providing assistance at the
district level in the governorates of Upper Egypt. Research at thislevel would concentrate on problem-solving oper ations resear ch, for example

how to maintain the cold chain using local resour ces;

how to ensure distribution of EPI bulletins within gover nor ates;

how to identify the most effective means of reaching, convincing, and motivating parents,
how to modify or circumvent harmful traditional practicesfor neonatal and meadles;
what isthe best way to use EPI contactswith mothersfor other MCH activities, and

(] how to mobilize communities for effective disease surveillance.

Priorities 4-6 are activities that USAID could support on a national scope through the General Directorate of EPI and through FETP. Research at this
level should addressissues of disease surveillance and EPI program support that are best studied on a national scope, such as

(] measuring the effectiveness of immunizationsin reducing disease incidence;
(] methods to identify persistent polio virustransmission in immune populations; and
(] KAP studies on the management of measlesin the community.

While the EPI program already enjoys strong support at the national level, transitional problems after the end of CSP will be inevitable. The continued
provision of technical assistance from WHO and the FETP would help smooth thistransition for EPI and provide assistance for the polio-free
certification procedure.

Conclusions and Recommendations

L essons learned from EPI which are particularly relevant to the Healthy Mother/Healthy Child Project are as follows:

* ARG IR RS R R AR T 1Y A U T LYY RS RE SR PR BHARS: Rk NHAPES M RO ans)

integrated treatment of the sick child.

(] ggl wm%%ﬂ%qg%’h%ogégmﬁnity contacts with mothers. These contacts could be used as points of integration for other MCH services,

(] Emmgﬁm surveillance capacity of the MOHP for AFP and neonatal tetanus could be extended to other diseases and conditions, e.g.,
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of MCH activities.

Recommendations:
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coordination, and integration of MCH services.
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health information systems, donor coor dination, and appropriate research at the national level.



1 ACUTE RESPIRATORY TRACT INFECTIONS (ARI) PROGRAM

Goals and Outputs Review

CSP hasdone an excellent job in dealing with the complexities of creating a national ARI control program and in providing the support components for
such a program, including planning, manpower development, equipment, a supply line, an information system, and resear ch.

Thegoal of the ARI program isto reduce mortality and morbidity dueto acute respiratory illnesses, especially pneumonia. Project objectivesrelated to
this goal which wereto be achieved by the end of 1995 include:

25 per cent reduction of infant mortality dueto ARI by 1995 (baseline: 13/1,000 in 1989);

70 per cent of mothersaware of risksof ARI;

80 per cent population with access to standard case management (SCM) of ARI;

80 percent of primary health care staff trained in ARI;

60 per cent of trained physicianswho prescribefor ARI using SCM;

An effective management information system for the ARI control program; and

ﬁﬂlﬁ%ﬁﬂt of mothers, who are awar e of ARI risks, seek timely care, comply with treatment, and practice proper hometreatment of

The ARI control program has achieved most of these objectives. Findings for each objective areincluded in Appendix B. Findingsfor selected objectives,
identified in the Scope of Work, are discussed in the following sections.

1 Extent of | mplementation

The establishment of a ARI detection and treatment program in all 27 governorates isimpressive. The number of primary health care facilities and hospitals
using standard case management to treat ARI increased to 3,082 by the end of 1995 and are providing access to treatment to 87 percent of the population. The
evolution of selected program activities are shown in table 4.

Table4

Progression of Selected ARI Activities
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Clinic and Community-based Strategies

The most important element of the ARI strategy is to distinguish pneumonia from other respiratory infectionsin order to provide prompt treatment. The standard
case management provides this capability through early recognition of pneumonia by families and health workers; antimicrobial treatment at home or referral to a
hospital; and supportive measures. Because the standard case management for ARI is based primarily on counting the respirations of a child, rather than on
stethoscopic diagnosis (as traditionally taught in medical schools), the ARI program is not only obliged to teach physicians the standard case management, but
must also convince them of its validity. Thisis not always an easy task. However, through project efforts, standard case management for ARI is now well
accepted at al levels.

The 1993 ARI health facility survey found that 69 percent of trained physicians were prescribing correctly; that is, prescribing antibiotics when they were needed
and not prescribing antibiotics when they were not required. Findings from the 1995 health facility survey indicate this rate has increased to 80 percent.
Additionally, antibiotic abuse (percentage of times that antibiotics are needlessly prescribed) has decreased from 42 percent in 1993 to 30 percent in 1995. Some
additional uncounted “abuse” probably exists, however, when antibiotics provided for treatment of ARI are used to treat non-ARI cases.

CSP established ARI service standards as part of the Clinic Management Improvement Program. These standards are currently being used in large urban centers,
but according to CSP, these standards could easily be adapted and used in all health units. (See 5.6 Model Clinic and Pilot Clinic Management |mprovement
Program.)



! Drug Selection and Treatment Strategies

The national ARI program adopted amoxycillin as its drug of choice, although cotrimoxazole is the therapy used in most countriesin ARI control programs
because of itslower cost. Amoxycillin was chosen, according the ARI Bulletin #1 (February 1995) for two reasons: 1) in order to avoid a possible negative
impact on the program which might have occurred if there had been even a single case of cotrimoxazole reaction in children with G6PD deficiency and 2) its
effectiveness as concluded by clinical practice. 9

The distribution of ARI drugs, especially amoxycillin, to health facilities has not always been
equitable. Health facilities in several governorates visited by the assessment team had stock-outs
of amoxycillin for more than six months. Such inequities may be expected to continue, or even
increase, as CSP funding for amoxycillin ends. The MOHP has budgeted LE 2 million for 1996-
97 for the procurement of ARI drugs for pneumonia and streptococcus pharyngitis. This will
cover about 60 percent of the LE 3,400,000 needed to procure the quantities of ARI drugs
required for the current treatment strategies. (This budget for antibioticsisfor the ARI program
needs and does not include additional antibiotics provided routinely by the MOHP to primary
health care facilities.)

Initially, the MOHP policy was that drugs, especially amoxycillin, should be made available free
of charge. However, because of the issue of sustainability, the current policy isthat when ARI
drugs are not free, they should be made available at affordable prices. Amoxycillin is currently
available in pharmacies at a reasonable cost. Thisis one way to deal with future shortages of ARI
drugs. But, this policy appears to be making physicians somewhat complacent about stock-outs:
when there is no amoxycillin they just write a prescription. Unfortunately, it is not known what
percentage of written prescriptions are actually bought by parents from private pharmacies,
although many doctors mentioned that parents would buy them, especialy if achild is seriously
ill.

An alternative approach has been outlined in the ARI Plan of Action for the Period 1996-2000, a
report that presents five cost-saving alternatives (see table 5). For example, by restricting the use
of amoxycillin in the treatment of pharyngitis, it would be possible to reduce the ARI drug
budget to LE 2,443,000. Or by limiting free treatment to only children with pneumonia, the drug
budget would drop to LE 1,155,000. It appears, therefore, that the MOHP allocation for ARI
drugs would be adequate if one or more of these cost-saving strategies were applied.

A study of the proportion of Egyptian children with ARI who were treated with cotrimoxazole and who experienced a serious episode of hemolysis related to G6PD was considered at the
beginning of the project, but not conducted.



Table5

Cost-saving ARI Treatment Strategies

Estimated | Total LE

Current Strategy: Use amoxycillin for pneumonia, otitis media

Alternative 1: Use amoxycillin for pneumonia and otitis media,

Alternative 2: Use amoxycillin for pneumonia, otitis media and

Alternative 3: Use amoxycillin for pneumonia, otitis media and

Alternative 4: Limit free treatment to children with pneumonia.

Alternative 5: Limit treatment to children with pneumonia,
Source: ARI Plan of Action for the Period 1996-2000

1 ARI Training

During the period 1990-1995, CSP trained 12,772 physicians and 9,774 nurses in the standard
case management of ARI. Based on thisfigure, CSP estimatesin its Final Report that 80 percent
of the primary health care physicians who are permanently in the program (not counting
physicians temporarily assigned for up to ayear to a primary heath care facility) have been
trained in ARI. See section 5.2 for a detailed discussion of ARI training.

During field visits by the assessment team, it was noted that fewer than 30 percent of physicians
had received any of the four ARI bulletins published during 1995. (The percentage of physicians
who had received EPI newdletters was only dlightly higher.) Preliminary results from the 1995
ARI health facility survey indicate that only 18.5 percent of physicians had seen the last AR
newsletter. While these publications are of excellent quality and produced in sufficient quantity,
thelir distribution system is one problem which CSP has failed to resolve.

1 Mass M edia for ARI

The 1995 Knowledge, Attitudes, and Practices (KAP) Survey found that 72 percent of mothers
recognized difficult or rapid breathing (or both) as a danger sign for ARI. Thisis compared to 25
percent recognition in a 1991-92 survey. However, when asked about just one type of breathing,
only 37.6 percent cited rapid breathing as a danger sign, and some motherstreat it as less serious
than difficult breathing. While this percentage is still too low, it represents a significant increase
when compared to the low rate of 6.8 percent recognition previously noted by the 1991-92
survey. Regarding treatment compliance, 75 percent of women considered an ARI return visit
necessary, but only 57 percent made such areturn visit, and only 26 percent made the visit within
the recommended three days.
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CSP*s mass media activities aimed at improving the knowledge and practice of parents toward
ARI are reported and discussed in section 5.5, Mass Media and Health Education.

1 Applied and Operations Resear ch

Research has been of avery high quality and generally relevant to the technical issues of
establishing a prototype national ARI program. Appendix H presents the topics which were
undertaken by CSP with the technical assistance and collaboration of the School of Hygiene and
Public Health of Johns Hopkins University, the U.S. Centers for Disease Control and Prevention,
medical schools at Egyptian universities, and governorate health directorates.

The midterm evaluation of CSP noted, however, that not enough problem-solving operations
research has been encouraged at the governorate or district level. Problem-solving operations
research should really take place at the level of operationsChealth facility and district. However,
district and governorate strengthening through CSP decentralization efforts has not yet had
sufficient impact to make this practical. This should become feasible during the Healthy
Mother/Healthy Child Project.

Examples of problems and questions related to ARI which might be addressed by operations
research at the district and governorate level might include

C How to ensure distribution of the ARI bulletin during supervision visits;

C What percentage of cases in which a parent/caretaker who was given a prescription for ARI
treatment actually bought the medication; and

C How to usethe contacts for ARI treatment for integration of other MCH activities.

1 I nstitutionalization

CSP efforts to institutionalize the ARI program have been appropriate. The following project
activities are particularly relevant to this point:

® The ARI case registration system is being incorporated into the MOHP health
information system;

® The ARI Action Plan for the Period 1996-2000 has been accepted by the MOHP,

® The Minister of Health hasissued a decree to establish a General Directorate for the
ARI Control Program under the Department of Primary Health Care; and

e The Minister of Health has authorized an operating budget of L E 500,000 to cover
some of the costs of the ARI program.

According to CSP, the MOHP needs to continue this process at the national level by appointing a
director for the proposed General Directorate of ARI.
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1 Future USAID Support, Conclusions and Recommendations

The ARI Plan of Action for the Period 1996-2000 has been approved by the MOHP. This
document discusses the future program activities and budgetary needs of ARI.

The ARI program will need continued support from USAID to ensure that it becomes fully
integrated within the MOHP. USAID*s support to the Healthy Mother/Healthy Child Project for
training, supervision, and equipment can easily be justified at the district level in the
governorates that are assisted by the HM/HC project. USAID support for communication,
monitoring, surveillance, and selected evaluation and research can be justified on a national
scope.

The following lessons learned from the past six years of the ARI program have been identified by
CSP (see Appendix H for more details):

® |dentifying sound technical strategies/policiesis asimportant as having financial resources;
® Managerial activities for case management strategies must be defined;

® Decentralizing planning and implementation increases management efficiency;

e Quality and quantity are important in planning and implementing training activities;

e Communication must |ead to measurable changes in behavior and practices,

® Having equipment without a maintenance and repair service is awaste of funds;

® Monitoring case management depends on aregular flow of field data;

® Surveillance and research maintain the technical effectiveness of the strategies;

® Involving leading professionals facilitates the introduction of a new program;

® |ncreasing awareness and care seeking is counterproductive when services are not prepared to
deliver the standard case management nor provided with a supply of antibiotics.

It is particularly noteworthy that the successful implementation of the standard case management
for ARI means that the second (the first being Oral Rehydration Therapy) component of an

“integrated treatment of the sick child” strategy isin place. The Healthy Mother/Healthy Child
project should build on this strong foundation laid by the ARI and ORT program.

Recommendations:
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CSP should document, and the Healthy Mother/Healthy Child Project should take into
account, how an integrated treatment of the sick child strategy can be developed around
existing ARI activities.

The MOHP, and the Healthy Mother/Healthy Child Project, should decentralize ARI
supervision to the district level while strengthening on-the-spot training. ARI bulletins
should be distributed during supervision visits, and their presence should be an indicator
of supervision quality.

The Healthy Mother/Health Child Project should emphasize operations research as a
problem-solving and management tool to assist in strengthening and supervising health
district management teams.

CSP and the MOHP should review existing ARI treatment protocols and the ARI cost-
recovery policy with respect to the cost-saving treatment strategies proposed by the ARI
Plan of Action for the Period 1996-2000.

USAID should assist ARI activities such as training, supervision, purchasing equipment,
IEC, and operations research within governorates assisted by the Healthy Mother/Heathy
Child Project, and support ARI surveillance (case reporting and antibiotic resistance),
mass media, and research/evaluation at the national level.
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1 CHILD SPACING AND THE MATERNAL AND CHILD HEALTH
PROGRAM

1 Goals and Outputs Review

USAID and CSP introduced the maternal mortality ratio as an indicator of goal achievement in
1991, and then in 1994 set as atarget “a 15% reduction between 1988 and 1995.” The 1988
baseline, established as an expert estimate based on several local studies, was 220 maternal
deaths per 100,000 live births. The National Maternal Mortality Survey (NMMS) conducted by
CSPin 1992-93 provided the first reliable annual measure of the national maternal mortality ratio
in Egypt. It estimated the maternal mortality ratio at 174 maternal deaths per 100,000 live births,
with a 95 percent confidence interval of 162-187. These two measures indicate a 21 percent
reduction in maternal mortality ratio between 1988 and 1995.

The CSP logframe includes only one purpose level indicator relating to maternal mortality
reduction: the percentage of pregnant women receiving prenatal care. The target level of 60
percent was not achieved, but there is evidence for an increased prenatal care coverage. The
CS/MCH component of CSP is also accountable for a breastfeeding objective: " 70 percent of
mothers correctly breastfeed their babies for at least four to six months and utilize appropriate
weaning food in addition to breastfeeding.” The 1995 EDHS found that 68 percent of the infants
under four months received breast milk only and that 72 percent of infants four to nine months
received supplements, liquid, or solids in addition to breastmilk. The 1992 EDHS found 54
percent and 68 percent respectively for the same indicators. These data show an improved pattern
of exclusive breastfeeding and timely introduction of complementary food.

The CS/'MCH component of CSP is also accountable for the expected output of an “expanded
and improved MCH system reaching pregnant women,” which is measured by five indicators:

C 80 percent of PHC physicianstrained in providing improved MCH services;

C 80 percent of dayasin Lower Egypt adequately equipped and trained in safe delivery,
postnatal procedures and referral for family planning, prenatal, and immunization services,

C 200 hospital delivery rooms and 100 neonatal care centers providing improved obstetrical
and neonatal care and 150 MCH laboratories upgraded;

C Development of aMISfor the neonatal program; and
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C 80 percent of primary health care physicians and nurses knowledgeabl e about proper
maternal nutrition practices, including breastfeeding, weaning, prevention of anemia, and
diarrheal case management.

CSP provided training in a variety of MCH topics to as many primary health care physicians as
there are in the MOHP*s PHC unitsin any year. But the target cannot be considered as achieved
because of the high turnover of this category of personnel. (See Appendix Jfor a breakdown of
the number of physicians trained by governorate and year in relation to the number of women of
reproductive age.) The recent MCH facility survey showed that Iess than 50 percent of the
genera practitionersin the MCH servicesin 1995 had been trained in " Child Spacing and
Prenatal" practice. CSP also trained primary health care physicians in specific nutrition topics,
such as lactation management, but that was a much smaller number. This specific target has
therefore not been achieved either.

The CSYMCH component reached the target of 9,000 dayasin Lower Egypt who are trained in a
variety of child survival, family planning, and safe delivery issues. This number correspondsto
the target of 80 percent of the dayasin Lower Egypt.

CSP provided nearly 200 hospitals with standard obstetrical and neonatal equipment for their
delivery rooms and also renovated many of them. In general, the obstetrical equipment installed
in the delivery rooms is used more often than the neonatal equipment. CSP also established
neonatal unitsin nearly 100 hospitals; these units provided care to about 12,000 newbornsin
1995. The MISfor the neonatal care program provides relevant data on atimely basis. Finally,
the CSP provided equipment and renovation to more than 150 MCH laboratories, and most of
this equipment isin use. This facility/equipment target covers several subprograms of the
CS/MCH component of CSP; and overall, can be considered as nearly achieved, even though the
new equipment is not used as frequently as expected.

1 Daya Program

CSP developed its daya program in 17 Lower Egypt and Frontier governorates, and in close
coordination with UNICEF, who supported asimilar program in Upper Egypt. From 1989 to
1995, CSP trained about 4,800 nurses and physicians as daya supervisors or trainers. They
registered, trained, equipped, certified, and supervised about 9,000 dayas and started refresher
coursesin 1995. This high trainers/trainees ratio shows the investment made in building capacity
to conduct the daya program at the local level, although it is not clear from this data whether
appropriate MOHP officials at the governorate level were included in the training workshops and
contributed to supervisory activities. It may also reflect the high turnover of MOHP staff and the
need to constantly train new trainers and supervisors.

The CSP daya program was actually conducted in about 100 districts of the 17 Lower Egypt and
Frontier governorates, leaving about 60 districts as yet untrained by the projectCthat is, without
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trained daya trai ners/supervisors and therefore without recently trained dayas.’® The total number
of dayas trained in those 100 districts corresponds, however, to the target set initially in the CSP
Project Paper for the whole country. CSP adopted it later on for Lower Egypt when the focus of
the CSP daya program was restricted to Lower Egypt. Although it is recognized that the actual
number of dayasis difficult to know, the question of the possibility that some women without an
actual background as a daya were trained must be raised here.

Overdl the training curricula, methods and materials of this program are adequate (see Appendix
J). Theinformation system developed by CSP for the daya program is definitely useful for
monitoring dayas activities at the primary health care unit level, and for supervision of the
program by the CSP coordinators. Because of the large underreporting, however, one cannot use
the system to quantify the services provided by the dayas on alarger scale, nor to determine
trendsin their activities. Nonetheless, analysis of these data at the local level should provide such
information and allow extrapolation.

Table 6, with data from the 1995 KAP Survey, suggests the importance of dayasin Egypt.

Table6

Daya Deliveries According to the 1995 K AP Survey

Lower Egypt (USAID) | Upper Egypt (UNICEF)

Urban Rural Urban Rurd

Mothers assisted by daya at last delivery
14% 46% 47% 60%

Among those mothers:

MOH trained daya 44% 55% 49% 44%
Not trained daya 39% 38% 33% 46%
Mother didn't know if daya was trained 16% 7% 18% 10%
Daya had MOH delivery kit 31% 47% 35% 28%
Daya did not have delivery kit 54% 47% 49% 63%
Mother didn't know if daya had kit 15% 5% 15% 8%

Source: 1995 KAP Survey

MOHP officials at the governorate, district, and clinic levels recognize a positive impact from
this program on daya referral patterns, and on clean delivery techniques. Focus groups that were
performed in 1995 for the final evaluation of the CSP daya training program confirmed that
mothers who had recently delivered do respect dayas. These groups aso indicated that the advice
given by dayas on child survival, family planning, and safe delivery was useful, thereby
highlighting the benefits of such training.

The team does not know the location or total population of these districts; it would be useful, however, for USAID to ascertain what percentage of the population of Lower Egypt and the Frontier
governorates remains without trained dayas.
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In fact, there is relatively little information on how home deliveries are handled in practice - the
process and interaction between daya, delivering woman, and her immediate family who may be
present. Such information is needed for the HM/HC IEC efforts, particularly for home deliveries
in rural Upper Egypt, where maternal mortality is high and the percentage of live births delivered
at home during the five years prior to 1995 was 86 percent.™*

The daya training and supervision system established in Lower Egypt was well conceived and
implemented. All the selected governorates have received technical assistance and training and
should have the capacity to continue the training and supervision of the dayas who work in
districts that are not yet covered by the program. Health workers now recognize and accept dayas
better, dayasin turn are more inclined to refer women and their children for health services. The
success of the program now relies on routine supervision and regular refresher courses at the
health unit level.

The CSP staff should make sure that each governorate where the program was implemented
actually has the capacity to train and supervise dayas. Governorate and district health directors
should then ensure that the trained daya supervisorgtrainers are actually continuing these
activities as part of their routine work. Central level support should be reduced/phased out. Also,
the HM/HC project should promote undergraduate and/or postgraduate training and licensing of
midwives.

USAID should fund ethnographic research in Upper Egypt on attitudes and practices related to
pregnancy and childbirth.

1 Neonatal Program

CSP started to install neonatal unitsin the MOHP hospitalsin 1990. In 1992 the CSP Neonatal
Program adopted a more comprehensive approach, identified the main clinical problems of the
newborn in Egypt, and adopted standardized protocols for the MOHP hospitals. The recently
published “ Guidelines for Egyptian Hospital Nurseries’ presents these programmatic options and
will be the basis for further training and implementation of this program.

The Neonatal Program established a comprehensive network of trained physicians and nurses,
trainers, field implementation officers, training sites linked to universities, and neonatal unitsin
75 MOHP hospitalsin 26 governorates. It selected these hospitals on the basis of operational
criteria such as surrounding population, commitment of hospital directors, available space, and
staffing. Many other hospitals are now requesting support from CSP to establish a neonatal unit
and public, and professional interest for these servicesis high. CSP provided specialized
equipment, practical training (see Appendix J), networking opportunities (including a
newsletter), and supervision. On the basis of the published service standards, CSP is currently
completing a systematic review of all the neonatal units established by the Neonatal Program

1995 DHS, preliminary unpublished data to be published by Macro International in September 1996.
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through site visits by field implementing officers. Pending the results of this review, and
allowing for uneven performance across the hospitals, the current 75 neonatal units can be
considered as equipped, the staff trained, and the equipment put to use.

A simple and adequate information system based on routine reporting from each neonatal unit
collects data on activity and performance. The monthly reports include number of admissions,
gender, weight, age, location of delivery, standardized admission diagnosis, days spent, and
outcome. Over 90 percent of units regularly report to CSP, whose staff enters and analyzes the
data. In 1995, the CSP neonatal units provided care to atotal of 12,459 newborns. Appendix |
presents preliminary results prepared by CSP from data covering 18 months, from July 1994 to
December 1995. The Decentralized Health Information System now includes the Neonatal
Program information system (see section 5.4).

The future challenges for the Neonatal Program include improvement of the quality of care,
collaboration with obstetrical and MCH services, maintenance of the specialized equipment,
effective support from hospital administrators, need for more training of current and future staff,
extension of coverage to the estimated needs of 2,000 beds in three to four times as many units,
and linkage with the Curative Sector of the MOHP.

CSP has made commendable progress in promoting neonatal care unitsin MOHP hospitals. This
innovative program has now built enough expertise and collected enough valuable data to assess
the cost effectiveness and sustainability of the neonatal unitsin the MOHP hospitals.

The MOHP, with USAID support, should complete the evaluation of the performance of the
neonatal units before the end of the CSP project in order to ensure that all the epidemiological
and programmatic information now available can be analyzed and used with the CSP staff. This
should include analysis of outcome by admission diagnosis, place of birth, type of attendants at
birth for those born outside the hospital, gender, quality of care, and geographical location of the
units. Thisanalysis should provide comparison of the results with those from popul ation-based
studiesin Egypt (Low Birth Weight Study, Two Governorate Linkage Survey, 1995 DHS, etc.),
from neonatal unitsin universities and private hospitals, and from international literature. Plans
to improve, extend, and sustain the current network of neonatal units should be developed on the
basis of such an evaluation; pending those conclusions, USAID should continue funding of the
Neonatal Program at the central level for the established unitsin order to bring them up to the
adopted standards.

USAID should assist the MOHP in developing an analytical framework to establish priorities for
neonatal mortality reduction for the country or any particular governorate. The results of the
complete evaluation of the Neonatal Program should be compared with other potential
interventions such as the extension of the coverage of effective antenatal care and maternal
nutrition supplementation, improvement of the use and quality of facility-based delivery care and
normal neonatal care, improvement of obstetrical emergency referral and care, and community-
based improvement of home delivery and neonatal care.
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In the HM/HC targeted governorates, the Neonatal Program should provide specialized technical
assistance to neonatal units as one of the components of the district plans.

1 Delivery Rooms and L aboratories

CSP funded and installed equipment in nearly 200 delivery rooms of first-referral obstetrical
facilities which CSP advisory teams subsequently visited. The obstetrical equipment is used to a
larger extent than the neonatal resuscitation table (we refer here to the table in the delivery room
in contrast to the neonatal resuscitation equipment in neonatal units). Although the choice of the
equipment purchased by the project was generally appropriate, the lack of a comprehensive
program for services improvement in these delivery rooms jeopardizes the potential impact of
thisintervention. All aspects of obstetrical servicesin primary health care and first referral
hospitals should be analyzed in order to develop and implement effective plans for maternal and
perinatal mortality reduction. Thiswill be discussed further in section 4.5.

CSP equipped, often renovated, and visited nearly 200 MCH laboratories, and trained about 700
technicians. This assessment team observed that the basic laboratory equipment is used, whilein
many instances the more technologically advanced equipment is not. For example,
spectrophotometers were purchased and installed as standard equipment for MCH |aboratories,
but they have not been fully used in all the laboratories where they wereinstalled. This
expensive piece of equipment was mainly chosen because it accurately determines hemoglobin
levels; however, it requires specialized training, maintenance, and reagents. There has not been
comparative analyses of alternative methods of anemia screening in the current MCH services
setting. Also, the case management of anemiain the MCH servicesis not well developed in any
of the training materials for PHC physicians and obstetricians.

USAID should assist the MCH department to conduct an evaluation of the determinants of use
and effectiveness of MCH laboratories. The presence of quality equipment and trained
techniciansin many MCH laboratories, but not in others, can be used to compare the operational
and clinical outcomes of laboratoriesin MCH services. In the laboratories where
spectrophotometers are used effectively, CSP and the MCH department should perform
comparative analyses to determine the relative advantages of alternative methods for anemia
detection.

Using data from the existing laboratories, the MOHP should develop standards and care-
management protocols for primary health care physicians on how to use MCH laboratories, on
the basis of screening and cost-effectiveness principles. These standards should be distinguished
from those for curative services. Future equipment and training for MCH laboratories should be
based on those standards. The MCH department should maintain a capacity to evaluate and
develop standards for the MCH laboratories in Egypt, but supervision and maintenance of their
individual operations should be under the responsibility of the governorate and district health
directorates. The MCH department may also need to coordinate the procurement of specialized
equipment.
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1 Strategiesto Address Maternal Mortality

CSP conducted the National Maternal Mortality Survey (NMMS) in Egypt in 1992-1993. This
study not only established a reliable estimate of the maternal mortality ratio for the country, but
also drew the light on the main causes of maternal deaths and avoidable contributing factors.
Equally important, the design and the depth of this study involved many health officials and
professionals and definitely increased awareness of maternal health issuesin Egypt. To date, itis
only available in English.

Although isolated activities were conducted by CSP in response to the conclusions and
recommendations of the NMMS, there has not been any comprehensive analysis of the
programmatic implications of this study. CSP produced one document entitled "Reproductive
Health and Safe Motherhood in Egypt," which constitutes a plan for continuing current project
activitiesrelated to maternal health beyond the end of the project. It cannot be considered as a
national plan for maternal mortality reduction sinceit is probably not feasible without the current
project structure and resources.

Another document (in Arabic) was recently developed by the MCH that does not assume an
extension of the CSP activities. Asitisissued by the MCH department, it appropriately
identifies activities to establish links with the Curative Sector but does not include specific
activitiesto improve obstetrical servicesin first referral hospitals.

Finally, the MCH department and UNICEF recently sponsored three workshops in Assuit, Minia,
and Sohag as a start-up activity for their HM/HC project. These workshops set a useful example
of decentralized planning on which future national level policies and plans for maternal mortality
reduction could be based.

The NMMS should be trandated into Arabic and distributed. USAID should support further
analysis of the NMMS data such as: the effect of the socioeconomic factorsin the level, causes,
and avoidable factors of maternal mortality; the role of the MOHP versus the private hospitalsin
the causal chain of maternal mortality; and the interaction between avoidable factors. A second
NMMS will alow the evaluation of changesin maternal mortality, in the structure of the causes
of death, or in the frequency of avoidable factors, only if it not conducted too early. Instead, the
development of confidential inquiries systems at the Governorate level would allow one to
identify specific problems, define corrective actions, and monitor progress at the local level.

The MOHP should undertake in-depth analyses of the perinatal services to develop appropriate
MCH and obstetrical services and case management standards and procedures. One aspect of
these analyses should be the observations of the current knowledge, attitude, and practice of
health professionals and the procedures/services which they perform. Another aspect should be
the measurement of the number of life-saving or obstetrical interventions being performed in
health units and hospitals. Such an analysis would show how the health services have
contributed to the reduction of maternal mortality to the current levels. It would also present a
positive image of the health services which a study based on deaths alone cannot provide. This
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would provide a measure of the deficit in those interventions. Thistype of indicator can help
define the unmet need for such medical interventions, and is more sensitive than maternal
mortality indicators for monitoring purposes.

The MOHP should undertake a national planning exercise for maternal mortality reduction. This
exercise should include plans developed at the governorate level, with close participation of
district-level health professionals and officials, public and private sector representatives,
nongovernmental organizations, and community-based organizations. While the MCH
department could be the MOHP nucleus for the coordination of such a plan, the responsibility of
the others needs to be recognized and well established. Thisincludesin particular the Curative
Sector, and the governorate health directorates.

1 Coordination/Linkages/Cross Referrals with the MOHP Family Planning Program

Over two years ago the executive directors of the CSYMCH component and the MOHP family
planning program (the Systems Delivery Project or SDP) signed an agreement for a coordinated
working relationship between the two projects. It involved central- and governorate-level
coordination, sharing of information and technical materials, collaborative preservice and in-
service training, and collaboration on the design of IEC messages and materials aswell as
management information systems. There has been little such coordination and collaboration to
date; although both executive directors recognize the value of such coordination and
collaboration, lower level managers express frustration and competition with the other project.

There is, however, both an increased necessity and potential for coordination and linkages at this
time.*? The increased necessity arises out of the fact that both the MCH and family planning
departments will be working at an increased level in reproductive health. (See Appendix | for a
list, provided by the SDP, of the reproductive health activities which the family planning
program currently provides). Most likely the MCH and the family planning unitswill provide
some of the same services, such as treatment of reproductive tract infections to women who have
gone to the respective clinic for its differentiated but related servicesCthe MCH clinic for
antenatal care or the family planning clinic for contraceptive services. In rural health units,
moreover, MCH and family planning services use the same room, the same physician and the
same equipment, and have identical needs for infection control Cbleach, betadine, and disposable
rubber glovesCand face the same problem of shortages of these essential supplies.

The potential for coordination and linkages lies in the fact that HM/HC is a new project which
the MOHP and USAID can use as afresh start for both projects. HM/HC can build upon and
expand some of the successful initiatives undertaken by the family planning project. For instance,
USAID and the MOHP have invested heavily in developing training resourcesin the
population/family planning sector. The Regional Center for Training has excellent facilities,
staff, and curriculum (including modules on reproductive health) and underutilized capacity.

The necessity for cross-referralsis obvious.
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HM/HC could use those resourcesCHM/HC and SDP could provide joint training. CSP has
developed service standards for model clinics and SDP has devel oped service standards down to
the level of the rural health unit. HM/HC and SDP can and should sit down together and develop
common standards.

Due to the recent reorganization of the MOHP, MCH and family planning now report to different
first undersecretaries. This may make collaboration and coordination alittle more difficult. It
may, however, push the level of accountability for collaboration and coordination higher and
result in the Minister of Health insisting that these two projects and these two sectors work
together for the patient*s and Egypt*s best interest.

1 Midwifery

The Nurses/Midwives Training Program (NMTP) started as a pilot program in one governorate
in 1993, and was then extended to atotal of six governorates. It established the capacity of these
health directorates to offer postgraduate practical training in normal delivery skills to recently
graduated nurses (secondary technical nursing school) already working in rural health units. The
program is in accordance with a 1982 Ministerial decree, and compensates for the lack of such
training in nursing schools. The NM TP was carefully designed and implemented and addresses
the need for qualified home delivery attendance. Since nurses generally do not perform
deliveriesin the MOHP facilities and since their training does not include specific life-saving
skills®, the program expectation seems to be that licensed midwives would progressively replace
dayas for home deliveries.

By 1996, atotal of 186 trainers and managers of the program had been trained, and 105 nurses
were trained and licensed. The training curricula, content, and theoretical versus practical mix is
adequate and serves the objectives of the program. These nurses/midwives perform about two or
three home deliveries a month, but usually do not perform deliveriesin MOHP facilities. The
number of nurses trained so far remains small because of the recent devel opment of this program,
the necessary initial investment in the training of trainers and managers in each governorate, and
the limited case-load in the training sites. Since the trainees are selected among young graduates
who are actually working in a health unit, it is reasonable to expect that most of them will use
thelir skills, and that the number of deliveries that they perform will increase as they become
better known in the community.

The external evaluation of the NM TP performed in March 1995 recommended the continuation
of the program based on a national inventory of nurses and concomitant training in the
governorates, along with some revisionsin the curriculum (including training of trainers) and an
increased participation of governorate-level staff. The CSP staff introduced most of the
recommended revisions in the curriculum. Strong demand for continuation or initiation of this
program is expressed by governorate health directors. Theinitiation and the quality of the

With proper training and supervision, and depending on the specific context, nurses/midwives can be enabled to measure blood pressure, give injections, start IV infusion, repair minor (or control
bleeding from) |acerations, and perform episiotomy, bimanual uterine compression, manual removal of the placenta, uterine revision, and vacuum extraction.
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program in the governorates seem to rely heavily on assistance and supervision by CSP staff.
The actual training skills of the trainers selected by the program in each governorate is of
concern, however. The trainersin the practical training sites play the most important part in this
program.

The MOHP should give priority to practical training of midwives in nursing schools. The
reasons for the lack of such training should be fully assessed. The MOHP should also consider
revising its policies with respect to the role of nurses versus physicians in delivery and antenatal
careif therole of the former isto be actually expanded.

Each governorate should take responsibility for and bear the direct costs of their postgraduate
midwifery training program. The MCH and the Nursing Department should provide technical
assistance to the governorates in the assessment of the need for such programs, in the selection of
the trainers and the training sites, and in the initiation of the program. USAID should continue
support of this activity in targeted HM/HC governorates.

1 Nutrition

The CSP project conducted very few activities specifically related to nutrition after the decision
in 1991 to reduce theinitial nutrition budget and include it in the CS component of the project.
Nutrition issues were covered, however, in training and |EC materials for primary health care
physicians and nurses. In addition, the CSP supported the MCH Department in the
implementation of the Baby Friendly Hospital Initiative designed and led by UNICEF in about 30
hospitals. More than 900 physicians and 600 nurses were trained locally in lactation
management.

CSP completed and published a pilot study of Low Birth Weight in one governorate, and has
completed the design and data collection of afollow-on survey on alarger scae. It aso
completed the design and data collection of a study on anemia during pregnancy and lactation.
These studies on Low Birth Weight and on Anemiaare highly relevant to the CSP and to the
HM/HC project.

USAID should focus its support for training of health professionals in lactation management and
for Baby Friendly Hospitals on the governorates where other maternal and child health activities
will be conducted.

CSP should fully analyze the national studies on low birth weight and anemia, and disseminate
the results before the end of the project.

1 Major Conclusions and Recommendations
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The CS'MCH component conducted a series of varied and often innovative programs over the
life of the project, in association with different MOHP departments, and with varying levels of
success.

1.

Given the change in the structure of the Healthy Mother/Healthy Child Project as
compared to the CSP, USAID should reduce central level support of several programs
conducted so far by the CS'MCH component, namely the daya program, the Nurse-
Midwife Training Program, the delivery rooms and MCH laboratories upgrading
programs, and the Baby Friendly Hospitals Initiative. The MOHP departments
responsible for these activities should only maintain a minimum capacity for monitoring,
evaluation, research, and technical assistance to the governorate level because these
programs are now established in most governorates where the CSP introduced systems
and trained the local staff. Further progress relies on improved contributions of the local
authorities and support should be provided at thislevel to promote ownership and
accountability. Given its innovative character and the higher level of technicality involved
in its development, the Neonatal Program should be continued at the central level.

CSP and SDP did not collaborate and coordinate sufficiently. The MOHP and USAID
should ensure that the Healthy Mother/Healthy Child Project and the Systems Delivery
Project collaborate in training, |EC, service standards and health information system in
order to foster mutual collaboration and support between the MCH and family planning
service delivery.

Given the innovative activities carried out by the CS/MCH component and the large
amount of valuable information collected by the program, the MOHP, with USAID
support, should make sure that appropriate secondary analyses and evaluative research are
performed with the technical CSP staff before the end of the project. Areas of emphasis
should include the following (see details under respective sections):

C Analysis of local level data on levels and trends in the activities of dayas;

C Completion of the evaluation initiated by CSP of the performance of the neonatal
units and analysis of the impact of the program;

. An evaluation of the determinants of the use and effectiveness of MCH
|aboratories;

C Further analysis of the national Maternal Mortality Study data;

Further analysis of the national studies on low birth weight and anemia;

C Completion and follow-up of the Child Survival Impact Evaluation (Two
Governorate Linkage Survey).

D

CROSSCUTTING ACTIVITIES
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C Undergraduate Medical Curriculum

CSP devel oped a manual for undergraduate medical students and physicians called Child
Survival: A Rational Approach, with sections on MCH, infant and child nutrition, EPI, ARI,
control of diarrheal disease (CDD), child mental health, and accidents. CSP dlicited and
incorporated WHO standards in the manual. WHO inputs are seen in the following chapters:

Maternal Care: criteriafor detecting high-risk pregnancies and antenatal care procedures;
Immunization schedule of vaccinations for infants and children;

ARI: standard case management for early detection, diagnosis, and treatment of ARI; and
Nutrition: knowledge and practices of breastfeeding, supplementary feeding, weaning
foods, and proper weaning practices and growth monitoring.

DO OO

The manual's approach is pragmatic and practical and thus very appropriate for preservice
training (although sections on mental health and accidents appear irrelevant to child survival
activities). In contrast, for undergraduate teaching, insertion of specific academic content into
selective curriculum might be more appropriate. This book was supposed to have been sent
through the MOHP to the Universities Supreme Council for approval and would have served as a
reference for teaching undergraduate students in departments of community medicine, pediatrics,
and obstetrics. However, USAID-CSP discussions led to the decision to delay publication of the
book in order to incorporate material on the mother-baby, sick-child care, and reproductive
health packages.

To promote nursing education and training in child survival, CSP approached the training
department at the Ministry of Health to introduce subjects related to CSP activities into the
nursing schools. The training department at the Ministry of Health is responsible for setting,
reviewing, publishing, and distributing al nursing manuals and booksto all nursing schoolsin
Egypt. Revision and publishing new editions occur every three years. The project succeeded in
introducing EPI, ARI, CDD, into grades 1, 2, and 3 within the community health curriculum.
The ARI activity will also beincluded in the pediatrics curriculum for the third grade at the next
edition. The theoretical information provided in these materialsis sufficient and appropriate.

Conclusions and Recommendations

11.  Thenew project should concentrate on practical training and enforcing nurse's roles and
responsibilities in mother and child care, especially in ARI and MCH/CS activities. The
Healthy Mother/Healthy Child Project might provide direct support to important nursing
schools at the governorate level (in targeted governorates). The delay of publication and
broad distribution of Child Survival: A Rational Approach until the manual can be
strengthened is and was wise. Because such revision and university approval of new
curriculum is expected to take time, and because it is important that new primary health
care physicians master child survival material, the MOHP should use modules from the
manual to train medical graduates within the obligatory preservice training. Manual
revision should include incorporation of mother-baby, sick-child care, and reproductive
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health packages, omission of unrelated sections on child mental health and accidents, and
strengthening of weak chapters.

12.  The Hedthy Mother/Healthy Child Project should continue with development and
seeking University approval and/or introduction of HM/HC activitiesin essentia
curriculum.

1 Training
The Logframe had four training indicators:

C 80 percent of EPI primary health care physicians, nurses, and techniciansin all
governoratestrained in EFI;

C 80 percent of primary health care physicians, nurses, and technical staff trained to
recognize severe ARI and at |east 60 percent of these physicians prescribe drugs
according to standard case management;

C80 percent of primary health care physicians trained in providing improved MCH services;
and

C 80 percent of dayasin Lower Egypt adequately equipped and trained in safe delivery,
postnatal procedures and referral for family planning, prenatal, and immunization
Services.

Additionally, although not specifically identified as such in the Logframe, training was an
obvious precondition for the success of many other CSP activities. Training currently represents
atota cost of US$8.3 million, which is about 12 percent of the project total. The assessment
team's Scope Of Work asked that the team assess the achievement of outputs, and the following:

"Usefulness of the extensive in-service training programs offered in-country by al the
components. The assessment of the in-country training will include areview of the course
curriculum and quality of training materials developed: the progress made to integrate the
different training programs offered by the project. Appropriateness of participant training
should be reviewed."

1Category and Numbers of Personnel Trained

Each of the three components trained MOH physicians, nurses, and other technical, managerial,
and supporting staff. CSP reports training as presented in table 7.
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Table7

CSP Training by Component, Personnel Category, and Subject Matter (1989-1996)

Project Component
and Personnel

Training Subject

Category

EPI

Managers immunization and management skills
Physicians immunization, cold chain, and surveillance
Nurses immunization, cold chain, and counseling
Health Educators IEC

Sanitarians immunization, cold chain, and surveillance
Clerks immunization, cold chain, and surveillance
ARI

Managers supervisory skills

Physicians diagnosis and counseling for ARI in children

Health Educators

IEC skills

Nurses

diagnosis and counseling for ARI in children

Pharmacists

identification of drugs used by ARI program, storage, and rules of
distribution of the drugs

Microbiologists and
Lab. Technicians

preparation of media, identification and isolation of
streptpneumonia, heamophilus influenza, and determination of their
sensitivity to the selected antibiotics

Technicians training on use of ARI equipment, maintenance and simple repair
CSMCH

Managers supervisory skills

Physicians MCH service delivery

Nurses midwifery

Health Educators IEC

Laboratory laboratory techniques

Technicians

Neonatal Nurses

care of the newborn

Neonatal Physicians

care of the newborn

Dayas

midwifery and dangers of female circumcision

|EC Unit

Governorate Level
Health Educators

competency-based health education

SIS Personnel

competency-based health education

Decentralization

CSP Coordinators

planning and budgeting

Governorate Heads of
Health Departments

planning and budgeting

District Health Officers

planning and budgeting

Model Clinics

District Health Officer

integrated competency-based CSP training

Chief Nurses

integrated competency-based CSP training

Sanitarians

integrated competency-based CSP training

Store Keepers

integrated competency-based CSP training
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FETP
Physicians | field training in epidemiology
Source: CSP

The objective was to enable access to qualified MOH service providers and M OH-strengthened
private sector providers (dayas) who servein (or in the case of dayas, around) some 3,409 MOH
health facilities, aswell as to strengthen those who supervise and support them. Table 8 presents
these facilities.™

Table8
First and Second L evel MOH Facilities
o0 of Total

General Hospitals 61 2%
District Hospitals 150 4%
Fever hospitals _71 2%
Subtotal 282 8%
MCH Centers 235 7%
Urban Health Centers 139 4%
Rura Health Centers 481 14%
Rural Hospitals 115 3%
Rura Health Units 2,157 64%
Subtotal 3,127 92%
Total 3.409 100%

Source: Dr. Esmat Mansour, The Expanded Program on
Immunization in Egypt, 1984 to 1994.

The training challenge lies in several human resource assignment and management issues beyond
the influence of service delivery projects such as the CSP:

C each year, approximately 3,000 new primary health care physicians graduate from medical
school; most are assigned one year (out of four in MOH service) to arural heath facility as
obligatory duty;

C the health needs of a governorate, district, and health facility catchment area and the current
staffing in a specific health facility are only one factor in the assignment of young graduates
to that facility;

* many young physicians assigned to rural health unitsin Upper Egypt manage to be
reassigned; and

Source: Dr. Esmat Mansour, Immunization in Egypt, 1984-1994, July 1995
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C turnover isvery high in Upper Egypt where 26 percent of primary health care physicians are
serving and in rura health units which comprise 65 percent of the MOH facilities.™

To deal with these challenges, each CSP program trained large numbers of physicians yearly.
Table 9 presents that data by governorate. See a'so Appendix Jwhich presents similar data with
the average number of physicians trained per year by each component.

Dr. Esmat estimates in Immunization in Egypt, 1984-1994 (page xxxviii) that *20% of the population utilize the peripheral centers and units" which account for 81% of the total number of health
facilities.
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Table9

Number of CSP MOH Primary Health Care Physicians Trained in 1994 and Number s of
Children under Five and Women of Reproductive Agein 1994, by Region/Gover nor ate,
and Physicians Trained between 1985-1996, by Component and Region/Gover nor ate

Number of Physicians
Regionand | Physicians
Giza 640 580,000 1,087,000 705 643 579
Assiut 471 450,000 582,000 1,178 595 151
Beni Suef 231 295,000 387,000 664 312 305
Fayoum 287 290,000 418,000 455 205 259
Qena 541 430,000 565,000 959 404 260
Sohag 278 498,000 671,000 1,218 467 167
Aswan 219 135,000 215,000 276 287 160
Minya 454 539,000 733,000 1,073 640 595
Beheira 679 525,000 857,000 791 871 1,368
Dagahlia 1,070 510,000 898,000 617 750 654
Damietta 135 105,000 192,000 216 207 79
Gharbia 597 385,000 738,000 483 258 611
Kafr El 234 280,000 470,000 192 251 504
Menoufia 247 318,000 580,000 511 592 756
Qadliubia 644 344,000 719,000 704 606 446
Shargia 476 521,000 892,000 693 611 865
Ismailia 97 86,000 158,000 252 196 126
Cairo 3,000 730,000 1,504,000 2,721 3082 2934
Alexandria 900 375,000 752,000 1,003 1,094 579
Port Said 106 41,000 115,000 147 144 318
Suez 294 49,000 101,000 181 90 104
Matrough 50 34,000 44,000 123 66 71
North Sinai 50 30,000 57,000 192 109 20
South Sinai 60 4,400 7,600 71 41 41
New Valley 34 15,000 30,000 87 111 106
Red Sea 45 14,000 26,000 84 53 87

Source: MOH CSP Data Sheets for Egyptian Governorates, December 1995; EPI, ARI, CS/MCH.

Many of the training participants are included in more than one column of the table. That is, in
the same year, aphysician in an MCH center might have received training in EPI, ARI, and
CS/MCH. The total number of primary health care physicians trained by the project is, therefore,
unknown.
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EPI concludes, on the basis of training 15,596 physicians, that the program achieved the primary
health care physician target of 80 percent. Because the denominator of personsto be trained is
not well defined in the logframe and due to the turnover mentioned above, it is not possible to
determine whether EPI achieved thistarget as stated. Clearly, however, they trained more
primary health care physicians than either of the other two programs; and to their great credit,
their training efforts favored Upper Egypt. While only 26 percent of primary health care
physicians were serving in Upper Egypt in 1994, 42 percent of those primary health care
physicians trained by the EPI program were serving in Upper Egypt. Additionally, EPI trained
nearly 19,000 nurses, 10,000 sanitarians and 4,000 clerks. (See a breakdown of these trainees by
governorate in Appendix J.)

The ARI program trained 12,685 primary health care physicians roughly in the same proportion
per governorate (28 percent Upper Egypt, 34 percent Lower Egypt and 34 percent urban) as the
national distribution (26 percent Upper Egypt, 35 percent Lower Egypt and 36 percent urban) of
primary health care physicians. The 1995 ARI Health facility Survey showed that 90 percent of
the surveyed physicians had received ARI training. This was an excellent advance from the
results of asimilar survey two years previously which indicated the percentage was 51 percent.
However, the ARI program states the sample of primary health care physiciansin both surveys
excluded physicians temporarily assigned to a primary health care facilityCthat is, the 2,500-
3,000 newly graduated physicians primarily assigned to rural health facilities.’® Additionally, as
table 7 indicated, CSP trained a number of other personnel essential to the program.

The CSIMCH program trained physicians, nurses, dayas, and laboratory technicians, aswell as
managers, supervisors, and trainers for these personnel. The PHC physician training effort
favored Lower Egypt with 44 percent of the participants serving in Lower Egypt governorates
(Upper Egypt 20 percent and urban 32 percent). A 1995 MCH Health Facility Survey indicated
that 43 percent of primary health care physiciansin MCH centers, 35 percent in Urban Health
Centers and 19 percent in Rural Health Units had received training in child spacing and prenatal
care. See section 5 for training of dayas and midwives.

1 Usefulness of Training

There were obviously very impressive CSP gainsChigh EPI coverage, areliable cold chain,
reduced polio and neonatal tetanus cases, and a new ARI sentinel surveillance system nation-
wide. The CSP not only trained service providers and trainers of trainers; they also, in the case of
ARI, established training centersin all governorate hospitals, provided 70 ARI centers with
audiovisuals aids and training materials, and established specialist training facilities for
pediatricians at four universities.

Pre- and post-tests of training show significant improvement in training scores. From the ARI
health facility survey, for example, physicians appear to be retaining and using knowledge and

If 2,500 of those graduates actually took up MOH assignment in 1994, they would have comprised 21 percent of the MOH physicians working in PHC in 1994, the year for which we have a
breakdown of PHC physicians by governorate.
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skillsimparted by the project. While the 1993 survey found that 69 percent of trained physicians
were prescribing correctly, preliminary findings from the 1995 health facility survey indicate this
rate has increased to 80 percent. Additionally, antibiotic abuse has decreased from 42 percent in
1993 to 30 percent in 1995.

One might logically infer that training contributed in alarge part to the total CSP success.

1Quality of Training

A sound assessment of the quality of training depends upon the identification of useful
indicators, and the collection, analysis, and maintenance of training data throughout the Training
Process. (See Appendix Jfor afigure of aprofessional training process, training steps, and
documented outputs.) The training field isin pretty good agreement, at this point, about that
process, what outputs should be documented, and about which indicators are most useful.
Unfortunately, except over the last few years, the CSP has not routinely kept data on this process
so there was little documentation of this process for the team to review.*

The CSP project states that the training materials which it used in the first nine years of the
project were based on materials developed by WHO and UNICEF. "The devel opment of these
materials by WHO and UNICEF was based on solid methodol ogy which included organizational
analysis, training needs assessment, training objectives, etc. These materials were adapted
through the same process and implemented by the CSP."*® In 1992, CSP committed funds and
personnel to strengthen training efforts and to integrate the components. The team reviewed the
two sets of curriculum produced since then: a competency-based curriculum for the model clinics
and one for decentralization that covers all project components. Each set iswell designed and has
accompanying trainer's manuals. See Appendix Jfor areview of principal CSP curriculum.

Additionally, CSP sponsored long and short-term training in the United States for project and
MOH staff. A total of 143 project and MOH personnel benefited from this participant training
program. Seven CSP staff members were sent to the US in 1991 for a master*s degree in public
health (MPH). Among the subjects of short-term training were health management, neonatol ogy,
lactation management, child survival, and safe motherhood. The participant training provided to
CSP managers and service providers seems to have been effective.

In addition to formal training, CSP also produces three newsletters for continuing education of
physicians and other MOHP personnel: the ARI newsletter, EPl newdletter, and perinatal care
newsletter. These newsletters are interesting and informative; however, CSP faces some
distribution problems.

The assessment team and CSP differed over the components of such a process and the importance of the process as presented by the team. One difference was the importance of recent/periodic
written needs assessments. Another was the distinction between programmatic and training objectives. CSP has clear programmatic objectives but many training courses did not have specific
objectives to be accomplished in a specific period of time through the specified curriculum, methodology and materials. The distinction, perhaps manageable in a centralized program, will be very
important in alarge decentralized national program. To ensure high-quality standardized training, the MOHP must be sure that atrainer in adistrict in Gharbia understands and uses training
materialsin the same way that atrainer in adistrict in Aswan does. Clear, specific, well-phrased training objectives for each course and each session of that course are a basic means of promoting
such standardization.

CSP comments on the draft CSP Assessment Report, May 29,1996.

32



Conclusions and Recommendations

Although CSP has trained a great many people, it is doubtful that 80 percent of primary health
care physicians have received training in each of the three project componentsin all

governorates, due to the mandatory year of public service and the high rates of turnover and leave
taking among younger physicians in the MOHP. To achieve the desired levels of competence in
EPI, ARI, and CSMCH among primary health care physicians, given the current MD assignment
policies and the high rates of turnover and leave taking, the MOHP would have to:

C ensure, on agovernorate and district level, that 80 percent of the newly graduated physicians
assigned to it twice a year had either received training in medical school or received such
training during the obligatory preservice training program; and

C train about 2,500 new young physicians each and every year on a national level.

CSP training efforts undoubtedly contributed to the success of the project. The data available,
unfortunately, do not allow the team to indicate the extent and nature of that contribution over
eleven years, athough it is apparent that the training effort was stronger in EPI and ARI thanin
CS/MCH.

The focus of the Healthy Mother/Healthy Child Project on Upper Egypt is warranted, in addition
to demographic data, by data on the assignment and training of physiciansin CS/MCH in this
project. The HM/HC health information system should support planning and monitoring of
human resource development (HRD) in Upper Egypt to

C ensurethat HRD opportunities are offered and promoted to all governorates and districts; and
C ensurethat the harder to reach districts are encouraged to take advantage of HRD
opportunities.

1ageria andlfzchnical staff
and sufficient resources and project commitment to ensure high- quality professional
training. There should be integrated training programs, using competency-based
methodology, with a documented and unified training process. Asindicated in Section 7,
the MOHP and USAID should work together through the upcoming Health Policy Project
to address some of the human resource management policies and traditions which make it
difficult for the MOHP to achieve its objective of having adequate a number of personnel
who are competent in EPI, ARI, and CSYMCH in most facilitiesin all governorates
throughout the country.

13.  The Hedthy Mother/Healthy Child Project should develop and the MOHP should

distribute an integrated HM/HC bulletin covering all the technical/administrative
elements of the program, addressed to the primary health care physician. This integrated
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bulletin would grow out of, and substitute for, the separate bulletins currently produced
by the three project components.

1 Field Epidemiology Training Program

The Egypt Field Epidemiology Training Program (FETP) activities started in 1993 with the long-
term objective of establishing an institutional field epidemiology function within the MOHP.
This includes establishing the capacity to provide theoretical and field training opportunities to
MOHP physicians, and therefore provide a continuous supply of field epidemiologists. The
FETP, with the collaboration of CDC and the presence of a CDC resident advisor, has succeeded
in gaining recognition of the need for and the potential benefits of such a capacity. It has started
meeting the expected supply of trained MOHP epidemiol ogists, has conducted numerous studies
that brought light on public health problemsin Egypt (including fieldwork to strengthen active
polio surveillance and detect possible unreported, suspected polio cases) *°, and has made
significant progress in the institutionalization of the program.

Starting with six students in 1993, the FETP is expecting to graduate six to ten MOHP physicians
each year. In 1995, the MOHP issued a decree establishing a Field Epidemiology Training Unit
attached to the MCH Department. The MOHP and the High Institute of Public Health (HIPH) in
Alexandria agreed to establish ajoint master*s degree program in field epidemiology. The
expertise and international recognition of the High Institute of Public Health make it an adequate
ingtitution to co-sponsor the FETP in Egypt. The HIPH is expecting an official request from the
MOHP to seek approval from the Supreme Council of Universities.

The training curriculum consists of afour-month period of theoretical training and one year and a
half of fieldwork, including proposal design, computer training, data collection and analysis, and
preparation of afinal report. FETP staff members, senior officials, or faculty members from a
variety of Egyptian institutions, including the MOHP and international experts, provide the
theoretical training. The trainees conduct their investigations on a variety of sites linked to the
MOHP or other Egyptian institutions. Several trainees have had the opportunity to present their
findings to avariety of national and international conferences.

Although the FETP*s long-term objectives cover a broad realm of public health issues that
extend beyond child survival and MCH, itsinclusion within CSP has provided an appropriate
ingtitutional location for the beginning of this program. The physical location within CSP also
encouraged interaction of the faculty and trainees with the CSP and MCH department staff.
Several trainees have conducted field studies directly relevant to the child survival programs and
MCH.

The FETP was also able to assist the MOHP in investigating outbreaks of emerging infectious diseases such asrift valley fever.
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Anecdotal evidence suggests that some of the FETP investigations have received late approvals
for implementation, and/or conflictual dissemination of results. Such occurrences were
predictable in thisinterim period of institutionalization of field epidemiology.

Recommendations:

14. USAID and CDC/Atlanta should continue their efforts to assist the MOHP in defining
and institutionalizing a field epidemiology function in the MOHP at the central and
governorate level. This should include budgeting and staffing by the MOHP. The FETP
activities and curriculum should be tailored to thisinstitutional function. FETP should
foster a closer collaboration with the MOHP departments involved in or concerned with
their epidemiological investigations in order to maximize the benefits of this program and
facilitate its institutionalization. Also, the MOHP should warrant the FETP the relative
autonomy necessary to conduct independent research and investigations.

15. USAID should take full advantage of the FETP and its backstopping from CDC/Atlanta
to support the Mission*s health and population projects objectives. This mutual
reinforcement can come through the theoretical content of the training, the selection of
the trainees, the choice of topics for practical training, and the assignment of the
graduates within the MOHP after graduation. USAID should encourage the FETP to
develop and circulate its own work plans and reporting systems in order to better reflect
its specific objectives and administrative links with CDC/Atlanta.

1 Health Information System

The CSP HIS consists of awell developed manual system made up of three vertical systems. a
new decentralized, integrated, computerized system, and trained staff (to varying extents) to use
the systems and make decisions on the use of the data. The established manual vertical systems
are referred to or discussed throughout this report. See sections 2.1 which cites data from the EPI
system, 2.3 which reports on the effectiveness of the EPI surveillance system, 3.2 which cites
ARI service statistics and 4.3 which briefly presents the neonatal information system in
CS/MCH. The neonatal system is unique and worthy of commendation for its collection and
presentation of gender-disaggregated data.?

In response to the SOW, which inquired specifically about the system under development, this
section on HIS focuses on the relatively new efforts of CSP to develop a decentralized,
integrated, and computerized health information systemCthe Decentralized Computer-based
Health Information System (DecHIS). A similar system was envisioned in the CSP Project Paper;
however, it wasn't until the 1991 CSP Project Amendment that funds and efforts were devoted to
such asystem. In 1992-1993 CSP conducted a needs assessment. The CSP strategy, adopted in
1993, for the development of a decentralized HI'S focused on computerization of data processing

Sixty-one percent of all infants admitted to the neonatal units were male.
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and analysis at the governorate level and included the established information systems designed
for the child survival programs (EPI, ARI, CDD), but also data from primary health care units
such as MCH services and vita registration. It aso included data required for some of the on-
going programs of the child spacing component such as the Neonatal Program and the Daya
Program. A system based on 24 datainput forms was installed in most governorates and was the
basis of most of the training provided so far.

With DecHI 'S, the number of forms used between MOHP clinics and the central level has
decreased dramatically. Linkages between subsystems were improved. The indicators

themsel ves were revised only when redundancy made it necessary to adopt only one of several
similar aternatives. In most cases, the existing indicators and related forms were adopted and
included in the system. Avoiding a complete redesign of the system definitely had the advantage
of afaster adoption and computerization of the existing system. In some instances, however, this
resulted in the inclusion of inadequate indicators and forms that will have to be updated later.
Thisis aready the case for MCH services, for which the MCH department recently redesigned a
new set of data collection cards, log books, and forms. These revised indicators and forms need
to be tested and will then replace the set included in the current system. The flexibility of the
new system is supposed to allow for such modifications. On the contrary, having too much
flexibility may result in a system that will never be stable enough to produce reliable and timely
data for decision making.

DecHIS aims at improving the capacity of the governorates to manage health services. Although
most governorates received equipment and training, only afew of them use the new system so
far. When a governorate actually uses DecHIS, it is parallel to the former manual system. Given
the amount of data to be entered each month, one single computer per governorate may not
always suffice. The reproduction and routine distribution of the forms are under the responsibility
of each governorate but appears a significant constraint in the actual implementation of the
system.

At this stage, there are no visible results of DecHIS at the district and health facility level besides
the few pilot districts which test the system. Also, it is not clear when the Department of
Information and Documentation and the other central-level departments will be able to rely
entirely on this new computerized system and allow their employees to discontinue the current
one. To date, and partialy due to the late start of this activity, there has been relatively little
emphasis on the use of data for decision making. The governorates need data analysis and
epidemiological expertise in order to supervise the implementation of the system and make full
use of the data made available.

CSP recently expanded the scope of this development effort in response to requests from MOHP
departments and projects. The 24 form-based system was then expanded to include atotal
number of 43 datainput forms. The additional software was just finalized and given to the HIS
departments in the governorates, but without any training yet except the undersecretaries and the
technical staff to install the software. Additions include forms to collect financial and
administrative data for budget tracking and preparation at the facility level. Although the
purpose of this additional datais relevant, and the attempt to integrate the two information
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systems is commendable, it is not clear whether the requested datais actually available in the
primary health care units, whether the workload is acceptable for the existing staff, and whether
the information generated will be usable. This add-on system has not been tested yet.

In November 1995 CSP initiated development of a Geographical Information System (GIS) to be
integrated with the DecHI'S; software for the GIS was recently completed, meetings held with
governorate health officers and training initiated. With the completion of thistraining by CSP
and MOHP/DID staff, the role of CSP in the development and implementation of the DecHIS is
concluded. Responsibility at the beginning of the Healthy Mother/Healthy Child Project will rest
with the governorate health directors and DID.

Conclusions and Recommendations

CSP developed and implemented an excellent manual HIS for each of the three CSP
components. They have provided the data which enabled the MOHP to plan and manage for the
CSP achievements presented earlier in this report. The DecHIS, initiated late in the project, needs
further USAID support. While sustainability of the EPI, ARI, and CDD programs depends on
reliable information systems, at this stage none of these programs can rely fully on the DecHIS.

17. USAID should continue to support the implementation of DecHIS in all governorate
health information offices, with at least the minimum core of indicators directly related to
child survival and MCH. USAID should provide support to the Department of
Information and Documentation in its supervisory role of the governorate level, and in its
coordination and regulatory role at the central level. The Department of Information and
Documentation also needs to consolidate the data from the Governorates, maintain master
copies of those data and ensure the timely and coordinated distribution among the various
MOHP departments. The DID must develop and maintain an overall HI'S development
plan in which the decentralized HIS under concern hereisjust a component. USAID
should perform a complete assessment of the needs of the Department of Information and
Documentation in terms of equipment, training, and technical assistance, in order to best
defineits support at thislevel.

18. In addition, USAID should support implementation of the DecHIS in the governorates
targeted by the Healthy Mother/Healthy Child Project. This support should include the
full involvement of the district health information offices and the related facility level
staff. Finally, USAID should promote joint support of this new system by all the health
and population projects involved in the devel opment of information systems with the
MOHP.

1 Mass M edia and Health Education

Thelogical framework identified two outputsin this area:
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C Mediaprograms covering topics relevant to the full spectrum of CSP concerns and
techniques designed and disseminated regularly throughout Egypt; and

C The MOHP Health Education Department mobilized to support child survival through
activities of the public education officerslocated in all governorates and most districts.

1Mass Media

CSP has developed and distributed media messages (based on EDHS, PAPCHILD?, and two
KAPs) through television, radio, magazines, and newspapers. The 1995 KAP (N= 1360) provides
information on the extent to which media programs covering topics relevant to the full spectrum
of CSP concerns and techniques had been disseminated recently throughout Egypt. That survey
indicated that 87.4 percent of sampled mothers owned a TV and 59 percent watched it regularly
or sometimes. Table 10 presents survey data on those who responded affirmatively (N=1121) to
the question "Did you watch anything on TV relating to aspects of maternal and child health?"

Table 10
TV Viewing of Maternal and Child Health M essages (1995)
Percentage of WWomen
Who said They had
Information/Topic Watched Such Spots
Child spacing 84%
Risky pregnancy 61%
Antenatal care 28%
Delivery care 14%
Care of newborn 21%
Breastfeeding 90%
Child immunization 99%
TT for pregnant women 99%
Acute respiratory infections 28%

Source: CSP

Almost all the women indicated they had seen messages on breastfeeding, child immunization,
and TT2. Eighty-four percent indicated they had seen messages on child spacing, and 61 percent
on risky pregnancy (both of which may have been produced by the Systems Delivery Project).
Relatively few had seen messages on antenatal care, delivery care, care of the newborn, or ARI.

In contrast to wide television viewing, the radio is not important. While 76.6 percent of women
stated they own aradio, only 19.6 percent indicated they listened to it regularly. Only 1 percent of

PAPCHILD isthe Egypt Maternal and Child Health Survey, 1991. Pan Arab Project for Child Development.
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the KAP sample had listened to child survival and MCH messages on the radio. Still fewer
women buy a newspaper or amagazine: 29.6 percent and 15.8 percent respectively. Less than
one percent of the total sample had received messages on child survival and MCH topics through
newspapers or magazines.

During the first eight years of the project, the MOHP produced approximately fifteen TV spots
for the project, principally for immunization. CSP reports that, despite these efforts, “the project
recognized that mass media was underutilized. The MOHP did not have the capacity to produce
the volume of television and radio spots necessary to adequately address project priorities. In
addition, the existing production mechanism did not allow for strategically designed media
campaigns; adequate expert review and focus group testing of messages, nor responsible
subcontracting.”?? Accordingly, in 1994 the project established a Mass Media/Communications
Unit and designed a 1995-1996 Child Survival Campaign. The basis for such design was an
analysis of datafrom the 1992 KAP Study and the 1992 Maternal Mortality Study. Picking up on
arecommendation directed at the ARI program that CSP should develop a mass media program
based upon the message “take to the doctor a child who has difficult/rapid breathing,” the project
went on to develop and produce twelve television spots.? Each spot, directed primarily to rural
women from C, D, and E socioeconomic classes, and secondarily to their husbands, mother-in-
laws and other care takers, concludes with the message “Their lives are in your hands. Don*t take
chances. Take them to a doctor, hospital, or clinic.”

Of the 12 recent TV spots, five are directed to safe pregnancy and delivery, which are important
in light of the KAP results noted above. The basis for establishing the messages was well
founded. The CSP reports that were available to the assessment team indicate, however, that
each of the 12 individual spots was pretested with atotal of only 40-50 people through six focus
groups in Cairo, Giza, Qalyubia, and Gharbia®* CSP indicates that, cumulatively, the TV and
radio spots were pretested with atotal of approximately 342 people through 42 focus groups.

1Health Education

Each CSP component produced |EC materials over the yearsCposters, videos on EPI, CS'MCH,
and ARI, and very recently, aflip chart, not yet in mass production or distributionCcovering al
project components. Dissemination of some materias, however, seems to have been a problem.
Although all health facilities that the team visited had EPI posters (often many posters on the
walls), the display of posters for other components were spotty. Governorate health officers the
team visited could not locate CSP videos, nor could they explain their system for distributing
materials to health facilities.

CSP plans for health education seem to have been ambitious and frequent, but never brought to
fruition until 1994 when the project established a new unit. Beginning that year, in a series of

Child Survival Project, Mass Media/Communications Report, February 1996.

Another 12 radio spots are in the process of production.

From the June 1995 Arabic report “ Pretesting Results of Four TV Spots: Pregnancy Follow-Up, ARI, Newly Born*s Health, Tetanus Immunization -- Second Round Focus Group Discussions.”
The Report on the first round of focus groups does not contain data on number of groups or number of participants, only the questions asked.
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workshops for health education officers, CSP trained 170 officers from twelve governorates. The
training consisted of eight competency-based modules including: interpersonal skills, using
communication methods and materials effectively, mobilizing community groups, essentials of
health education, and planning communication activities. Unfortunately, the process was
interrupted in 1995 because the IEC Unit director left the project and follow-up of the child
survival activities of health educators at the governorate level and expansion to all governorates
did not occur as planned. In 1995, CSP hired a new |EC director and started a new training
program for governorate health officers where the health education officers were again
introduced to the project's activities.

A new three-day workshop was begun in 1996 with selected participants from the State
Information Service (SIS) to forge collaboration between this government agency and CSP and to
share theresources of SIS. They will then train district-level health education officers. This new
district-level training will begin in June 1996 and may not be completed by the end of the project
so that it will require bridging activities in order to be completed.

Lack of resources at the governorate level is a problem. Arrangements were made to collaborate
with the Systems Delivery Project which has supplied mobile IEC vans and audiovisual
equipment for health education officers. The agreement with SDP was never finalized and health
educators have received no audiovisual equipment from the child survival project. Motivation of
health educatorsis aso an issueCrelated to equity and support. Equity with other projects with
much more active |EC components (e.g., SDP) is an issue because health educators tend to put
their energy in places where they receive sufficient support. Despite the problems, due to strong
personal initiative, some governorates have active Health Education Departments: in Alexandria,
health educators conduct talks daily or almost every day at clinics and hospitals.

Conclusions and Recommendations

The 1995 KAP survey dramatizes the preeminent role of television in advertising child survival
and MCH messages, relative to the minor role of radio and newspapers/magazines, the other two
mediain which CSP isinvesting. One might question, indeed, whether investing in radio,
magazines, and newspapersisworth it. In rural Upper Egypt only 11 percent of women report
regularly listening to the radio, 9 percent buying a magazine and 16 percent buying a newspaper.
Whilethe TV will be an excellent means of reaching rural Upper Egypt women, the Healthy
Mother/Healthy Child Project must identify medias other than the little-used radio, newspapers,
and magazines.

Mass media programs addressing some of CSP*s concerns have been disseminated and heard
recently (1995) by amgority of women throughout Egypt. Some of these messages on child
spacing and risky pregnancy may have been sponsored by the SDP. Thereisrelatively little recall
by women, however, of messages on antenatal care, delivery care, care of the newborn, or ARI,
all of which will receive, very appropriately, focused attention in the Healthy Mother/Healthy
Child Project.
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While strong integrated mass media/lEC efforts started late in this project, HM/HC should
ensure astrong |EC program, led by personnel with strong management and technical skills,
from the onset of HM/HC.

1 Model Clinic and Pilot Clinic Management | mprovement Program

CSP designed the Model Clinic Program with the following objectives:

C toachieveintegration of services at the point of delivery;

» toestablish, reach, and maintain basic service standards regulating facilities, equipment and
procedures for child survival care to improve service delivery care and management;

C touseMode Clinicsas demonstration and training centers for primary health care staff and
for the orientation and training of undergraduate medical studentsin primary health care; and

C toserveasastandard for expansion to other governorate and district clinics.

The design of the Model Clinic Program Process involves the following activities:

C Orientation and planning sessions at the governorate and district levels;

C Selection, renovation, staff training, and organization of Model Clinics to meet service
standards;

C Training district- and governorate-level supervisory teams and Model Clinic directors and
staff;

C Assessment and improvement of Model Clinics and quality of care by supervisory teams and
Model Clinic staff using the service standards;

C Assessment of apilot phase for each model clinic, normally six months, and refining a plan
for expansion based upon lessons learned,;

C Extension of the Model Clinic program iswithin the district and to other districts; and

C Further development of service standards (diarrheal diseases, etc.).

The program has made progress, although the process has been slower than expected. The
development of detailed service standards and check lists covering ARI, CSYMCH, EPI, and
Genera Serviceisacentral achievement. (See copies of checklists for the EPI and ARI service
standards in Appendices G and H respectively.) The CSP strategy is that the Model Clinic would
use the service standards for periodic clinic staff self-assessment, followed by periodic supervisor
assessment, and then by joint discussion of actions taken to meet the standards. The goal is 100
percent compliance with the standards.

A second achievement has been the development of three basic manuals for the Model Clinic
program. They are

Change is not aways easy. The assessment team observed that governorate and district supervisors did not clearly understand the use of these service standards and check lists. In the Cairo and
Alexandria governorates, district supervisors as well as health workers at the Model Clinics were not enthusiastic about implementing the Clinic Management Improvement Program as they could
not perceive immediate benefits from the program.
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C A Model Clinic Introduction Manual which explains the model clinic program
process and provides a copy of the service standards and checklists;

A Model Clinic operations manual for use as handbooks for trainers and as a guide for
members of the clinic management team, the district supervisory team and the governorate
supervisory team;

a Supervision and Leadership Manual, now in final draft form, is one of a series of
modulesin the new CSP Integrated Training and Curriculum.

CSP has developed a central team of master trainers and supervisors, two of them who are full
time and four part time. These trainers have on-the-job training in EPI, ARI, and CSMCH
procedures during the initial three-month training period. Additionally, a pilot workshop on
supervision and leadership has been held.

The project identified 15 clinicsin urban areas in 13 governorates as Model Clinics. The choice
of urban areas was based upon the need for large patient volume and proximity to Universities
which would use astraining sites for medical and nursing students. Governorates chosen to host
the Model Clinics are: Cairo, Alexandria, Port Said, Ismailia, Menofia, Menia, Luxor, Assuit,
Sharkia, Qalyubia, Sohag, Gharbia, and Dakahlia. Renovations are under way or completed in
each of them.

CSP has held discussions, on the use of these facilities for undergraduate medical student
orientation and training in primary health care, with faculty at Suez Canal and Menofia
Universities; training agreements are being formulated. Institutional agreements are still pending
with Cairo, Ain-Shams, Al Azhar, Alexandria, Mansoura, and Assuit Universities. To date, the
Model clinics have not served as atraining site for undergraduates.

To date there has been no diffusion beyond the original thirteen clinics.

Conclusions and Recommendations

CSP has initiated an important processCimproving the integration and quality of child survival
servicesCthrough the model clinic program. The processis slow, however, and less well
understood at the governorate/district and clinic level than is desirable in some governorates.
Modél clinics could be identified as any unit, urban or rural, proving successful in implementing
the clinic improvement program. Training undergraduates could be an optional activity of Model
Clinics (and probably would be optional for any rural health unit achieving model status due to
the relatively more limited accessibility to that unit for undergraduates). The Healthy
Mother/Healthy Child Project can use the MOHP training sites which exist in each governorate,
together with any clinic that achieves a high score in the clinic management improvement
program, to train students.
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CSP and SDP service standards often apply to the same health facility, staff, equipment and
supplies as the SDP; integration of such standards with SDP is appropriate. The addition of
indicators on service orientation would be useful .

20.  The MOHP should continue the process of integration and quality improvement. During
the Healthy Mother/Healthy Child Project the MOHP should integrated CSP service
standards and check lists with those of the Systems Delivery Project. The HM/HC project
should simplify the service standards for rural health units. In al units HM/HC should
further develop:

C close supervision
C activitiesto develop a service orientation among service providers
C interpersona communication training.

During field visitsin other large facilities (not Model Clinics), the team observed instances where doctors and nurses failed to treat patients or their parents with the respect and concern essential to
high-quality service delivery.
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1 SUSTAINABILITY

The Project Paper, and amendmentsto it, did not address the issue of sustainability. The midterm
evaluation, however, forcefully presented the issue and recommended that CSP, the MOHP, and
USAID implement measures to put child survival activities on a more sustainable basis. The
team commends all three parties and Clark Atlanta University, for their efforts towards
sustainability over the last few years. It is not easy to change a project in midstream, yet the
project attempted to do so. It defined sustainability in terms of three dimensions:
institutionalization, decentralization, and integration. The following section discusses these three
along with financial sustainability and human resources, which are widely acknowledged to be
key components of sustainability.

C Financial

The team commends the Government of Egypt and the MOHP for the tremendous progress
made in both developing the child survival program over the last ten years and in developing a
financially sustainable basis for it. In 1992 the GOE had Zero funding for the imported EPI
vaccines (polio, DPT, measles, and part of BCG). However, as CSP ends, the GOE is picking
up total support: vaccine costs alone in 1996/1997 are expected to be US$28 million, and will
be borne by the GOE. The GOE has exceeded the LOP cash contribution specified in the
Project Paper. The projected cash contribution, including two years of funding of hepatitis B at
LE 40,000,000, was LE 81,944,000. In fact, the GOE contribution has been LE 42,004,724,
plus, since 1992, LE 116,000,000 for vaccines.

Table 11
GOE Cash Contribution, 1987 to Present (in LE)
Projected Actual
Year LE Year LE
prior to 1989 153,636
1989/1990 258,020
through 1990 1,581,000 1990/1991 419,643
1991 3,200,000 1991/1992 2,014,445
1992 4,000,000 1992/1993 8,003,220
1993 9,700,000 1993/1994 10,274,233
1994 30,950,000 1994/1995 12,679,366
1995 32,513,000 1995/1996 8,202,161
Total, including Total, excluding
vaccines 81,944,000 vaccines 42,004,724

Source: CSP

Yet, there is a serious source of concern. USAID has made it very clear for a number of years
that they absolutely will not pick up any vaccine costs after the end of CSP. The 1996 costs -
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which Egypt must fully support - are projected to total LE 96 million; however, the MOHP
budget for vaccines is only LE 50 million, leaving a deficit of 46 million.?” Reportedly, although
the MOHP asked the GOE for full vaccine funding for 1995 and for 1996, the GOE approved
only 52-57 percent of that figure each year. Moreover, as indicated in chapter 3, the 1996
MOHP budget for antibiotics only covers 61 percent of the requirements.

1 Human Resour ces

International literature identifies human resource development (HRD) as a key component of
sustainability. CSP, USAID, and the MOHP have promoted sustainability, developed the MOHP
human resource base, and motivated increased performance through three principal HRD
strategies (highlighted in bold below). These are strategies to intervene in a human resource
development and management process with a number of other steps in which the MOHP can
affect change only slowly. The first stage of that complete process is pre-employment; in Egypt
it includes the policies, traditions, and procedures through which types and numbers of young
people are steered to specific careers and public sector employment. It continues with
professional education (see section 5.1 for CSP activities) accompanied by national policies
guaranteeing employment for medical school graduates. Actual human resource management
begins with central assignment of personnel, followed by district-level preservice training,
orientation, and supervision. It includes central, governorate, and district staff development,
including training (see section 5.2 for a discussion of training) as well as national policies and
procedures for compensation (including salary supplements and incentives), leave-taking,
retirement, and termination of public sector employees.

The project paid salary supplements from GOE funds ranging from 100 percent to 300 percent
of base salary to central-level MOHP staff and incentives ranging from LE 50 to LE 100 for
approximately ten MOHP managerial/supervisory personnel in each governorate and ten in
each district office. The project did not include incentives at the service delivery levelCa fact
which was the source of some resentment on the part of MCH staff who know that family
planning personnel receive performance payments for contraceptive services delivered.

CSP did not attempt (nor did it have any authority/responsibility to do so) to address the other
human resource steps which are so crucial to high-quality sustainability services. These other
human resource management steps do, however, affect how well this project could perform and
how the Healthy Mother/Healthy Child Project will perform. For example, both projects face
these two questions:

C How much of a “model” can a clinic be with assigned staff 200 percent -300 percent
above the requirement? and
C How to maintain trained staff in governorates and health facilities with high turnover?

The answers to these questions are policy-related (for instance, the “graduates policy,” the
assignment of personnel, and leave-taking) and beyond the scope of a service project. A policy
project, however, can address such questions and the human resource management steps and
policy-related issues which will be of critical importance to the success of the Healthy
Mother/Healthy Child Project are presented in Appendix K.

In 1995, the GOE financed the total vaccine cost of LE 70 million with LE 40 million from the GOE budget and LE 30 million from USAID Special Account funds.
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1 | nstitutionalization

CSP has worked to institutionalize the three main components; each of the components now
has a “home” in the MOHP. Moreover, CSP workshops on decentralization in four governorates
have worked to develop constituencies at the governorate and district level in those four. During
those workshops governorate- and district-level staff expressed the belief that EPI has the
greatest support, followed by ARI, and CS/MCH. EPI and, to a lesser extent, ARI, appear to
have developed constituents and been institutionalized in the MOHP. The position of CS/MCH
is weaker.

1 Decentralization

CSP*s decentralization efforts are a result of midterm evaluation recommendations which
identified the CSP*s centralized management as a barrier to success at lower levels of the
health care system. They are a deliberate new CSP initiative that are not required in the
original Project Papers. Since that midterm evaluation, CSP has devoted considerable effort to
developing consensus for decentralization and to plans and methodologies for increasing
governorate capacity to plan, budget, and monitor performance. CSP has provided training to
four of the 27 governorates in planning and budgeting. A national MOHP health information
system has been introduced, at least patrtially, into all governorates.

Decentralization means different things to different people. Although in the final CSP report
(1989-1996), CSP presents the process as being fairly well along, in other documents CSP
interprets decentralization as governorate- and district-level capacity for planning, budgeting,
and monitoring. This is a more limited interpretation than that often presented in the
management literature and more limited than the decentralization described in the HM/HC
Project Paper. As one management source described decentralization: “Decentralization is
about power. The term is usually used to describe the transfer of power from higher to lower
management levels in diverse organizational settings, although the degree of power that is
transferred varies widely. It can mean transferring only control over specific management
functions, such as planning and budgeting, from a central office to field offices, or shifting the
responsibility for an entire program to an institution with a distinct geographic boundary, such as
a provincial or district government.”® See Appendix K for a presentation of the authority and
responsibility for various management functions in the CSP/MOHP child survival activities.

1 I ntegration

The CSP was designed, and functioned successfully for the first years of the project, as a
group of vertical programs, along side other key vertical programs such as the Systems
Development Program. In response to the midterm evaluation, CSP initiated two strategies to
promote integration. The first was the Clinic Management Improvement Program (Model Clinics
see discussion in section 5.6) and the second was the establishment of an Integrated Training

?Decentralizing Health and Family Planning Services,” The Family Planning Manager, Family Planning Management Development, Management Sciences for Health, Volume IV,
Number 2, March/April 1995.
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Unit (ITU) in 1996. The ITU is brand-new and, therefore, this assessment cannot evaluate its
achievements.

1 Conclusions and Recommendations

The GOE and the CSP project have taken valuable steps to improve the sustainability of child
survival activities. Highly significant is the GOE move to assume a greater proportion of the
costs every year. However, the GOE must now pick up the full costs of vaccines, as it is clear
USAID will not fund them any longer.

In response to the midterm evaluation, CSP initiated three complex processes which will take
years to fully finish:

C Integration: CSP has made limited progress to date even in integrating its components,
let alone integrating those components with other related MOHP activities such as family
planning training or service standards.

C Decentralization: Decentralization to date has meant the development of governorate
and district capacity to plan and budget. Decentralization as portrayed in the Healthy
Mother/Healthy Child Project PaperCwith delegation to governorates and districts of real
authorityCwill require GOE and MOHP policy changes. The significant change
identified in the Project Paper may well take far longer than five years.

C Institutionalization: Each of the three components has a home in the MOHP but real
institutionalization also means strong constituents and demand. The Healthy
Mother/Healthy Child Project must develop a demand for reproductive health, both
within the MOHP hierarchy and in the community.

Adequate numbers of trained, motivated, supervised, and sufficiently compensated personnel
are essential to a sustainable public health program. USAID and MOHP can and are affecting,
over the short-term, some of the factors which produce and maintain such personnel. Other
factors evolve from public sector policies and traditions which will be changed more slowly;
donor support for such change is essential to high-quality, cost-effective, sustainable health
services.

21. The GOE/MOHP should be mindful of providing for the full costs of the EPI and ARI
programs:

C  While the MOHP has only budgeted LE 50 million for 1996, total vaccine costs in
1996/1997, which the GOE has promised to assume, are LE 96 million; and

 The MOHP must ensure that budgeting and monitoring by governorates and districts
maintains the well functioning cold chain.

C The MOHP should review existing ARI treatment protocols, and the ARI cost -

recovery policy, to decrease the recurrent costs for ARI drugs, especially
amoxycillin.
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22.

23.

24,

USAID and the GOE should negotiate pilot testing delegation of authority to the district
level. The Healthy Mother/Healthy Child Project should collaborate with the upcoming
Health Policy Project, perhaps pilot testing changes in MOHP personnel policies which
would support the recruitment and retention of well-qualified personnel, particularly
women, in adequate and appropriate numbers throughout Upper Egypt. USAID should
work with the Healthy Mother/Healthy Child Project and Systems Delivery Project to
ensure some equity between projects on clinic -level incentives; HM/HC should provide
for incentives for MCH personnel at the clinic level.

The Healthy Mother/Healthy Child Project should include activities to build
constituencies for reproductive health with the GOE and MOHP as well as activities to
develop demand in the community.

USAID and the MOHP should carefully plan the organizational structure and

relationships desired in the new project now, including collaboration with the Systems
Delivery Project.
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APPENDIX B

Child Survival Project

Progressin Achievement of L ogframe Objectives

OBJECTIVE

FINDINGS

1.1 Zero casesof

There were 71 confirmed cases of indigenous polio in 1995.

1.2 80% reduction in

An 89% reduction has been achieved with 790 reported cases of NNT

1.3 25% reduction of

A 16% declinein ARI-related IMR (from 13 to 11) was noted by a

1.4 15% reductionin

The National Maternal Mortality Survey (NMMS) conducted by the

1.5 50% reduction in infant

The 1995 EDHS shows a 35% decline in infant mortality between the

1.6 45% reduction in child

The 1995 EDHS shows a 59% decline in child mortality between the

2.1 90% infant

Coverage of HI S service data and DHS survey data:

2.2 Immunization coverage

TT2+ coverage increased dramatically from 9% in 1987 to 73% in

2.3 70% of mothers aware

72% of mothers, in 1995, recognized difficult or rapid breathing as an

2.4 60% of pregnant

The 1995 DHS found that in 39% of the births during the period

2.5 70% of mothers

The 1995 DHS found that 68% of the infants under four months

3.1.1 Thenational EPI

EPI is effectively providing vaccines to 3,500 vaccination units

3.1.2 Production capability

CSP provided TA to assess the need for improvement in vaccine

3.1.3 80% of EPI primary

CSP reportstraining of over 50,000 PHC staff since 1989, and

3.1.4 Improved EPI The EPI MIS has been significantly improved in the areas of:
3.21 Anational ARI A national ARI detection and treatment program based on Standard
3.2.2 80% of primary Since the denominator of personsto be trained isnot well defined it is

3.2.3 An effective MIS for

An effective MISfor ARI based on standard case management (SCM)

3.3.1 80% of physicians Thetotal of PHC physicians working in the MOHP can be estimated
3.3.2 80% of dayasin By the end of 1995, CSP had trained more than 9,000 dayasin 100
3.3.3. 200 hospital delivery | Nearly 200 hospitals use the standard obstetrical, and to a lesser

3.3.4 Development of a Over 90% of the newly established neonatal units (see 3.3.3) report on
3.3.5 80% of primary Only a few specific training activities were undertaken in the areas
3.4.1 Media programs Mass media programs addressing some of CSP concerns have been
3.42 MOHP Health The mobilization of MOH Health Education Officers did not take
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APPENDIX D

Final CSP Assessment - Team Methodology

A five-person team composed of one management specialist (team leader), three MPH
physicians and one Ph.D. Public Health Specialist worked for five weeks in Egypt from April 1
through May 8, 1996. Work began with a two day team planning meeting led by the team leader
and an outside consultant.

The first week was spent in Cairo interviewing project, collaborator (WHO and UNICEF) and
USAID staff and reviewing project, collaborator and USAID documents as well as the
preliminary results of the 1995 Egyptian Demographic Health Surveys.

During the second and third week the team interviewed MOH staff (managerial and service
delivery) and observed MOH operations at the central, governorate, district, and service
delivery level - including hospitals, urban health centers, and rural health units. During this time
the team observed service delivery operations in both urban and rural MOH health facilities in
Upper Egypt (Aswan, Luxor, and Fayoum) and Lower Egypt (Cairo, Alexandria, Sharkia,
Beheria, and Kalyubia).

The fourth and fifth weeks were spent in Cairo, conducting follow-up interviews and writing.

In the field the five person team split into two smaller teams, one subteam collecting data in
urban facilities and the other subteam visiting rural units. All team members used structured
interview guides developed during the first week in Cairo. Brief team meetings were held at
least every other day to share information gathered and tentative conclusions and
recommendations.
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APPENDIX E

List of Documents Reviewed

Allison, Gail. Midwifery Training Program for Nurses Trip Report #2. September 8-October 4,
1993. American College of Nurse Midwives, Special Projects Section. Washington DC.

Arab Software Engineering. Health Information System Program. June 1993-March 1996.
Ministry of Health Child Survival Project. March 1996.

Arab Software Engineering/Clark Atlanta University/Ministry of Health and Population. Health
Information System Integrated Manual of Procedures: Computer-Based Application at Central
and Governorate Levels. Ministry of Health and Population. March 1996.

Baron, A. Status of the Child Survival Delivery Room Up-Grading Program. CSP. October 1995.

Becker, Stan and Kendra Rothert. Infant and Child Mortality in Egypt: Levels, Trends and
Differentials - First Draft. Johns Hopkins University for CSP. April 1996.

Berraway, Helmy M. et. al. USAID/Egypt Child Survival Project, Midterm Evaluation. DATEX,
Washington D.C.. November 1992.

Bertrand Jane, and Amy Tsui. Indicators for Reproductive Health/ Program Evaluation. Carolina
Population Center. December 1995.

Cobb, Laurel et.al. Final Evaluation of the Family Planning Systems Development Subproject of
the Ministry of Health under the Egypt Population/Family Planning Il Project. Population
Technical Assistance Project, Arlington, VA. July 1993.

Darwish, Ahmad. Expanded Program on Immunization: Annual Report 1995 (Draft). Ministry of
Health and Population. 1996

El-Zanaty, Fatma H. et.al. Egypt Demographic and Health Survey 1992. National Population
Council. Cairo, Egypt and Macro International. November 1993.

Egyptian National Perinatal Program News Nov-Dec 1995.

Egyptian National Perinatal Program News Nov-Dec 1995.

Johns Hopkins University School Of Hygiene and Public Health. Annual Report: Applied
Research For the Acute Respiratory Infection Control Program In Egypt, April 1,1994-March
31,1995. MOH Child Survival Project.

Kassas, Mostafa. Maternity Care At the First Referral Level. Ministry Of Health Child Survival
Project. Technical Series, Issue No.2, March1994.

Kassas, Mostafa, Hoda Aziz, and Nawal El Menofi. Midwifery Training Program, Final Report.
undated.

E-1



Kassas, Mostafa, Ibrahim EI Nekhaily, Adel Gamal EIDin, and Albert R. Baron, Review of The
CS/MCH MCH Laboratory Up-Grading Program. Ministry of Health Child Survival Project.
undated.

Kassas, Mostafa, Ashraf Nabil Eissa, and George A. Little, The Egyptian National Neonatal
Care Program: A Practical Strategy to Improve Neonatal Outcomes. unpublished article,
November 1995.

Hoover, Paul S. et. al. Child Survival Project Information Assessment Report. CHEMONICS
International Washington D.C. September 1993.

Khallaf, Nagwa and Samy El Ansary. The National Acute Respiratory Infections Control
Program Health Information System/ The Case Registration System. Annual Report 1994,
August 1995.

Khallaf, Nagwa and Antonio Pio, The National Acute Respiratory Infections Control Program,
Plan Of Action For The Period 1996-2000. August, 1995.

Khallaf, Nagwa. Review of the Ministry of Health*s Acute Respiratory Infections Control
Program in 1995, (Draft) Ministry of Health and Population. Cairo. April 1996.

Khattab, Hind A. S. The Silent Endurance: Social Conditions of Women*s Reproductive Health
in Rural Egypt. UNICEF. 1992.

Koblinsky Marge, Katie Mclaurin, PaulineRussell-Brown and Pamina Gorbach. Indicators for
Reproductive Health, Program Evaluation/ Final Report of the Subcommittee on Safe
Pregnancy. Carolina Population Center. December 1995.

Kwast, E. Barbara, Kate Scanlan and Zeinab Lofty. Evaluation Report Clark Atlanta University
Child Surivival Project: Egypt Midwifery Training Program for Nurses. American College of
Nurse Midwives Special Projects Washington DC. March 18-31, 1995.

Langsten, Ray and Kenneth Hill. Two Governorate Linkage Survey for Assessing the Impact of the
Egypt Child Survival Project. August 1995 - December 1995. Comprehensive report on the first
round of data collection. CSP. March 1996.

Local Procurement By Category, USAID Funded.

Little, George A., Ashraf Nabil Eissa and Victoria Flanagan, editors, Guidelines For Egyptian
Hospital Nurseries, Ministry of Health, 1996.

Little, George. Material For Neonatal Care Section Of Clark Atlanta University Final Report.
March, 1996.

Little, George. Technical Assistance Visit to Child Survival Project. Egyptian National Neonatla
Care Program. Cairo Egypt. July 13-21, 1995.

Little, George. Technical Assistance Visit to Child Survival Project. Egyptian National Neonatla
Care Program. Cairo Egypt. January 11-18, 1996.
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Mahran, Maher, Fatma H. El-Zanaty and Ann A Way. Perspectives on Fertility and Family
Planning in Egypt. National Population Council, Cairo, Egypt. August 1995.

Mansour, Esmat. The Expanded Program on Immunization In Egypt 1984 to 1994. Ministry of
Health.

Ministry of Health, Child Survival Project, Child Survival Program Data Sheets for Egyptian
Governorates, Cairo, December 1995.

Ministry of Health, Child Survival Project Reports, Materials, And Publications.
Ministry of Health, Child Survival Project/ 1993, Annual Report, 1994.
Ministry of Health, Child Survival Project/ 1994, Annual Report, 1995.
Ministry of Health, Child Survival Project/ 1995, Annual Report, 1996.

Ministry of Health, Child Survival Project, Quarterly Implementation Report, January- March
1995.

Ministry of Health, Child Survival Project, Quarterly Implementation Report, April-June 1995.
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APPENDIX G

Expanded Program of Immunization

Summary of Findings and Recommendations from
Final Report: 1993 EPI Cold Chain Evaluation

Findings:

A. Cold Chain Equipment Inventory Records: Cold chain equipment inventory in most
govemorates requires strengthening through the use of inventory cards and, where feasible, the
use of computers.

B. Proportion of Equipment Requiring Repair: The proportion of equipment requiring repair
was in accordance with operating standards. All governorates were supporting repair and
maintenance operations.

C. Governorate Main Stores: Main stores in 17 govemorates and Luxor were fully satisfactory
with respect to space, ventilation, electricity supply, equipment status, storage capacity, and
operation. Increased capacity, or new or modified facilities, were recommended in nine
govemorates.

D. Governorate Cold Chain Maintenance and Repair Workshops: The workshops were
adequately staffed, well-equipped, and operating satisfactorily in 21 govemorates and Luxor. An
important lack was a failure to budget regularly for spare parts for cold chain repair and
maintenance.

E. Refrigerated Transport Facilities: All the refrigerated trucks were found in working
condition and properly maintained. Some governorates suggested using diesel rather than
gasoline engines in the future.

F. Health District Cold Chain Stores: About 90% of the 195 district cold chain stores were
found to be satisfactory with respect to space, ventilation, status of equipment, and operations.
About 10% of them were found to be poorly organized and managed, or located in facilities too
small for effective operations.

G. Vaccination Units: 95% of vaccination units surveyed were managing cold chain
maintenance and vaccine storage satisfactorily. Unstable electricity was noted to be a problem
in some units.

H. Cold Chain Monitoring and Supervisory Control System: Monitoring and supervisory
control systems were found to be in effect in all districts. Adequate transportation has been a

factor in providing effective monitoring and supervision, and districts are being strengthened by
the addition of motorcycles.

Recommendations:
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1. Improve the cold chain inventory system - install improved cold chain equipment inventory
systems.

2. Strengthen main EPI storage at the governorate level - increase or reorganize storage
capacity.

3. Establish effective maintenance workshops - establish/renovate workshops in 5
governorates.

4. Correct deficiencies in district stores - improve management and increase
cooling/freezing capacity.

5. Address problems of power outages - complete solar installations; analyze standby
electrical needs.

6. Address backlogs of equipment repair - conduct on-the-job training for district technicians.

7. Strengthen cold chain management - continue to develop effective, decentralized
management.
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APPENDIX H

Acute Respiratory I nfections

Applied and Operations Research of the ARI Control Program

Standard Case Management:

- Respiratory Rate and Chest Indrawing Assessment by PHC Physicians

- Clinical Signs/Symptoms Associated with Pneumonia and Hypoxia in Children

- Management of Infants With Wheeze

- Management of Children With Pharyngitis

- Socio-Cultural Research

- Ethnographic Study on Perception & Treatment of ARI Symptoms Among Egyptian Young
Children

- Validation of Maternal Recall of Signs and Symptoms of ARl Among Egyptian Children

Health Systems Research:

- Surveillance of Bacterial Drug Resistance

- Health Facilities Surveys (1990-91)

- Health Facility Survey (1993-94)

- Health Facility Survey (1995-96)

- Acceptability and Compliance of Different Antibiotic Formulations
- Study on the Use and Effectiveness of Oxygen Concentrators

- Systems for Ensuring ARI Drug Supply at Affordable Cost

Epidemiology of ARI:

- Child Survival in Rural Egypt--A Community Study in Menoufia (1991-92)

- Impact of ARI on Childhood Health-Community-Based Surveillance in Bilbeis
- Validation of Completeness and Accuracy of Under-Five Death Registration
- Sentinel Diagnostic Survey

- CSP Assessment Survey

- KAP Studies
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Six Years of ARI Campaign -- Achievements and Lessons Learned
Excerpts from the Chapter on ARI in the CSP Final Report

Lesson 1: Identification of sound technical strategies and policies are crucial to achieve
program objectives.

The availability of sufficient financial resources is an important factor in the success of a health
program, but it is not a definitive guarantee of success. Key factor is to make the right technical
and managerial decisions in selecting strategies, formulating policies, and identifying activities
leading to the achievement of program objectives.

Lesson 2: Managerial activities to translate into realities the strategies and technical
policies on case management should be clearly defined from the start of a project.

Technically well-oriented programs have often failed to achieve their objectives because they have
been unable to translate their policies into realities. In its initial workplan the Egypt ARI program
defined clearly the managerial activities to be used to put into practice the case management
strategy. Program management was addressed to organizing training, supervision, and logistics
to increase access, and communication and education to increase use.

Lesson 3: Management efficiency increases in direct relationship with decentralization of
planning and implementation.

The functions of central, regional, and district levels were distinctly identified and defined. The
central level was assigned the tasks of establishing appropriate technical guidelines, providing
guidance for local planning, conducting evaluation surveys, organizing surveillance of bacterial drug
resistance, promoting research, and ensuring overall coordination within the program, within the
MOH, and with external agencies. The govemorates and districts were given responsibility for
planning and monitoring in detail the training courses, the supply of drugs and equipment, and the
communication activities.

Lesson 4: Quality matters as much as quantity in the planning and implementation of
training activities.

If training courses on case management do not result in immediate improvements in clinical
practices at health facilities they are a waste of time and resources. Quality control, through
activities such as facilities surveys, provides information not only on the quality of training but also
on the quality of other managerial activities like supervision and logistics that are essential for the
delivery of appropriate case management.

Lesson 5: Communication activities are valid if they lead to measurable changes in home
behavior and practice.

If the aim of training is to change clinical behavior among health providers, the aim of
communication and health education activities is to produce behavioral changes in families. The
essential behavior promoted by the ARI program for home care of children is that families seek
prompt care from a doctor as soon as a child has danger signs of ARI.



Lesson 6: It is counterproductive, as well as a source of frustration, to increase awareness
and care seeking when services are not prepared to deliver standard case management and
are not provided with a regular supply of antibiotics.

The promotion of the use of services that are not yet fully available damages the credibility of
health messages and generates frustration within the community. While mass media can be a
powerful communication tool, its usefulness for ARI programs will depend on the existence of
health facilities which can provide appropriate case management. Mass media messages which
encourage families to seek care for children who present signs and symptoms of pneumonia are
bound to fail in the absence of effective case management.

Lesson 7: Equipment without a maintenance and repair service in place is awaste of funds.

The first concentrators distributed by the program were not suitable for the conditions of high
temperature and dusty atmosphere of Egypt, and there were frequent shortcomings in their
functioning. This problem was quickly corrected.

Lesson 8: Monitoring the delivery of case management t can function well if based on a
regular flow of data from the field.

The monthly analysis of data helps to detect problems in the way health facilities manage cases
of ARI. It also provides information to orient supervision, reinforce the knowledge and skills
acquired by doctors during in-service training, and detect irregularities in drug supplies.

Lesson 9: Selective surveillance and research provide essential information to maintain the
technical effectiveness of the strategy.

As one of the first ARI programs ever implemented on a national scale, the Child Survival Project
included essential research and development activities to compensate for the lack of knowledge
in this area. In addition to the lack of valid field experience, many aspects of the recommended
control methods were still undefined or insufficiently supported by scientific studies. Research to
solve technical and operational problems and improve delivery of the case management strategy
was undertaken as a means to ensure the development and sustainability of the program.

Lesson 10: Involvement of leading professionals in public health, pediatrics, and related
disciplines facilitates the introduction and development of program activities.

Health professionals are very influential in the national health care system. From the beginning, the
Child Survival Project was aware that professional endorsement was essential to the success of
the ARI program. One of the first activities of the new program was to convene a national seminar
in June 1989 with the participation of professors of Pediatrics and Community Medicine and officers
of related professional associations to discuss the technical policies and guidelines of the program.
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