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EXECUTIVE SLIMMARY

INTRODUCTION: This final evaluation of project 263-015-76 was
undertaken at the request of the Strengthening Fural Health
Delivery (SRHD) Frojecht and the Cairo Eavet USAID Office. It
started on April 26 and was completed on May 1S5, 1986.

The purpose of the ERHD project was to test the premise thal aiven
appropriate 1nterventions, the rural health system of Egvpt could

and would result in expanded health care and an Lmproved ha«lth
LA T [7LH';”fA"A‘

t

statvws o+F Lhe people. Afther 8 vears of project 1ie,
of this evaluation was to determine the validity of bthat pramise
and also to determine whether a research and devel opment
capability had been established to continue develaopmeant.

In undertaking its work, the Evaluation Team studicd documents of
pirevious evaluations, interviewsd major implementors, observed
field operations in project and non-project areas and analyzed
data available through the project staff:

FINDINMGS AHD CONCLUSIONS: This project initiative has been highly
successful in creating & strong and technically sound R & D unst
within the Ministry of Health. It has aleo created a climate of
success in introducing new interventions into the processes of
service delivery. This will influence the Ministry’'s willingness
to undertake new euplorations in ths future. In general, tnz
interventions attempted did, in one degree or anolther, extend
health care and improve the effectiveness of services. Inpact on
the health status of the people was also probably favorable buat
difficult to define in a quantifiable way.

The mast effective interventions were in the oulreach and
in—-facility MCH activities. Systematic outreach and 1n-facility
care when carried out by motivated personnel such as thoe wall
trained nurse, led to improvements in service coveraqn and
utilization. eerall upgrading of service quallty was faud to
require a con11nuf1on of intorvention:s which includad rooasing
statd incone with ncentives and ensuring, through systomatic and
supportive supervisioen, that the incentivaes were porformanoo
b&\: d' ’

Reqular in-service training proved to be a valuable motivating
facter and was viable within the systems constraints. Dhortcominas
in the basic professional education sysltesm were overcoine with
structured in-service training prograns whan these were
task-oriented.

Information collection and dissemination was nerhaps less
Satis+actory and continued to be of limited use at hiagher levels
of the system. The multiple recording requirements of diverse MOH
departmentr and praojects constrain productivity. The project
successful ly demonstrated the impact of gacd information
coardination in the development of the family health record.
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Logzst1:\suppor§Jpartx'ﬁrarly in the purchase, and maintenance of
vehicles has been a major contributing factor in the stirenglhening
of the rural health system in the project aress. Outreach

vactivities benefitted subskantially from additionsl availability

\of transportation. FReplication strategies should tabe the hiuah
\:cat factor and procureément difficulties dinto consideration.

The upgrading of the rural health service delivery svstem will
depend sigqiﬁicantly on the ability to inicreacse commuriity
participaltion, particularly in the develamment or alleoct naline
tinancing nechanisms, and health cducat:on pirograms..

Greater efforts are needed to strengthen the supervision and
management-aspects of the rural health system at the taeilily,
local , district, governorate and central levels. Effoctive
replication of successful interventions will recuire conmensurate
intervention and development in the quality and purpomse of
_suypervisiaon and management.

.The team beliwves the project has been svccessful. At the same
time, it should be noted thabt some difficulties sppear to have
existed 1in early stage project planning. In patrticular 1t is
likely that more attention could usefullw have becn applied to
developing detailed avaluation instrunenis.

RECODMMENDATTIONS :

1. Systematic aoutreach should be institutionalized using the
MCH/FF home visiting proaram as 1ts focus.

2. Community participation should be actively encouragid in all

health cducation activities in rural arcas.

In=service and pre-service Lask oriented training linkad to

supervigsion should be instituticnalized for all cataaorios of

rural health personnel.

4. Drganizational changes within the M. G.H. need to be inlrcduscd
to encourage health service manaqers Lo engage in lapeaved
management practice.

5. Logistic support should be considered an integral part of
every op2rational health program.

6. Supervision should be based on obiccfives with incentives for
motivation and using criferia conszisteEnt with Egyptian
standards and attainable within the resourcuas availablw.

7. Incentives to improve shaff income should be systonatacally

yntroduced by the M.0.H. and should be performance hasad,

B. The central role of the M.0.H. Statistics Departmont shiould b
strengthened Lo serve &s a clearing house to ensura thal noew
projects and new activities build on & common data basg.

9. The new R % D Unit should focus on haealth serviens research
with an emphasis on development acti ities based on priaritios
identified in collaboration with rel.went Pl.O.FH. Departrents

. and projects. >

10. Replication of successful interventions is feasible and should
concentrrate initially on completef verage of the four
governorates involved with the project, and where rsources
are available and adegualte.

) - ___;_ : ~¢0




Community coast sharing mechanisms should be adopted in order.
to fund the upgrading of service quality and physical
facilities. o _

Strateqy proposals in the five identified critical areas of
 manpowsr development, health care financing, managemnant
\development, information evaluation and technoloaical
development for further rural health service delivery systgm
development should be focused on key starting points described

in this report.

1. Systematic cutireach as carried out throuah the home visitimaQ
p?ngram hed comsiderable impact on improving service covarage
and utilization particularly of MCH services. o
The expanded role of the nurse in providing both 1n~{ac1l}ty
and home care could be further strengthened by the inclusion

ot the daya as part of thea outreach proaram.

3 The effectivenoss of health education is more dependent on
staf+ commitment than on the means used to educate the
communi ty.

4. "In-service training has proven to be o valuable motivating
factar and effective when linked (o perceived job noods,
although 1t cannot compensate for shortcomings in basic
professionasl e=ducation.

o Flanning for the purchase and maintenance of vehicles and
procurement of these vehicles vuas unreslistic in Lterms of
overall cost and encumbered by bureavcratic processes.

. Improving motivation will require a complex array of
interventions and requires simultanecus engagemant with
maltiple intoracting variables.

7. A dynamic and timely information oystem established oy a qood
base-line data collection system enhances tho evaluation and
decision—making process.

EXTERMAL_VALLIDITY: Euxperience gained by succezsfully implementing

the femily health record in the HOH intervention ad, the procrss

by which this wuas done, would be valid toealz to use forr obher
: Fural areas.

It alzo would haveo application in the develepment of a data base
and community porticipation technigues for the child swvival
projece of USSID and UNICEF. :

proarang involving primary health care services in

BROAD ACTION THELICATIONS: Flanning among and with decentrralized
appropriate

units of governmant requires the creation of an
managonsnt climate with more effective coordination
and correlation of manpower, money and material.

Horizontal cooporation should be detormnined prior to

implensntation betwsen internal and estornal projects to assuwre
uniformity and standardization of data flow and requircments.

page 3
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1. INTRODUCTION

The Strengthening Rural Health belivery (SRHD) Froject
(263-015-76) had as its goal to improve the thealth status of the
Egyptian population and reduce populaticn growth throﬁqh improved
Family Flanning (FF) services. The project s purpose is:

- to identify, develop and validate a replicable and eHa:tivé

means to strengthen~the rural health deliwary programs.

The project was supported jointly by the Gowernment of Egypt (GOE)
and a grant from the US Agency for International Development
(USAID) . It was initiatied on April 5,197%. and provided % 1.8
million and LE 100,600. Subsequent amendmerts have raised the
.total life-of-project funding to % 14.9 mi}lion from USAID and the
equivalent of % 29.22 million as the GOE camitribution. The project

activity completion date (FACD) was extended to Sept.Z0, 1986,

The USAID financed grant has provided vehicles, commedities, leang-
and short—term training, technical assistance and evaluation. It
has alsc supported meetings of an eupert Technical Advisory
Committee%(TAC). Expatriate long- and short-term technical
services have been provided under a contract with Westinghouse

Health Zystems.

The GOE contribution has included staff of the SHHD Unit,
suppervisary, training and health facility personnel, training

centers and vehicles workshops, ofiice spacz and health

-

facilitios, The GOZ also assumed financial responsibility for

(1)

ieRs paid to some local consultants and for incentives {for all
levels of praject and parbicipating health Yacility persannel. In
the last phase of the program, accurding to preject reports, the
GOE paid all incentives to project and healtih system porsonnel.
Originally, the project introduced interventions in four tes
districts in four governorates — Assiut, Behaira, Dakahleya and
Favoum. JIn 1981, project interventions were expanded to six
additional districts to cover a total of 207 health facilities (&0

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



pupulation of o2 mullion.  The prcject Liedbtiabed copanslon ol

coverage of thesz interventions to an additional ten districts

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

vet to be fully implemented.

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

transferring implementation responsibilities to non-SRHD staff and

institubions.

In response to this, the project increased involvement of MOH

Lo

Rural Health Department staff in evaluatiom and supervision as

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

An interdepartmental cteering committee was formed and a

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

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

in additior to a Mational Conference on Rural Healih in April

1966b.

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

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

that the cuwrrent evaluation team is undertoking a final roview.

2. OYERVIEHW OF INTERVENTION IMPACT

Lo

The asszumption behind the interventions carried out by the prajoect

application would lead to improved h2alth throuvgh
Limitod offort

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

reliable evaluation criteria. At the sémg tinmo Lthoe established

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

by solid documented evidences.

page & \U\



Navertholrss, wa heliave that sianifirant chanaes hser beon

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

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

Lt

intarventions particularly those concernesd with attitude, it i
likely that not sufficient time has passed for ﬁeasurably
different attitudes to emerge. It is nevertheless important to
record that a boady of skills has baen built up for organising %
managing systematic interventions in the operaticns of the health

sorvice.

CUTREZACH: The nurse home-visiting aust be considerad as a
sigﬁificant advance in changing the pattern of health % health
ctare provizion. The upportunity to expand this role appsars to be
a significant one but clearly will need the physician in charée to
take a zupportive position. This will be takan up later under
"supervision'.

The antroduction of the sanitarian into the ocutreach program
sppears to be less than salisfactory. It would scem unlikely thot

the health educaticn role of the sanitarian wil) be cucceassyul

r
-

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

activitios andy he ie trained in skil)ls of casqnunity motivation.

The issue of dayas and their role 1n child daelivery continual ly
appears, The bulk o home daliveries continus toe be suppoirted by

dayas. This may reflect a long term rolationsnip betwesn comnuni by

anid tayas that nuwrasing staff canneot procside in the delivaory

services nacded. 1t wounld appear desirable Lo continus Lo angaon

with dayas in facility oubreach proorans.

UP-CRADTLS 0F IM-FASTLITY WMOH CARE The intervention was

2, RIS

divected to changess in hnowlcdﬂé, attitude and practic&(kﬁPy
linked Lo chonges 16 role within the faciltities and cujpoirted by
the introduction of additicaal equipaant and supplios,  Thore is
some ovidonce of bencdicial impact on LA Lhrough increased
utilization of RHF and on the successful trarster o soee
technical ¥unctioﬁs from physician to nurse. It is on he basis
of the quantitative data, to argue that the changes are, in heal th

termns,particularly significant, Other variables (e.q. physician

o
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attitudesn need ddressing 1n some olber roras, probabiy in

medical school, for more siinificant chango to take place. The
« Lo -

interventions must be suppurted but with more emphasis on

attitudinal changes particularly in physicians.

INTENZSIFICATION CF COMMUNITY FARTICIFATION THEOLIGH HEALTH

EDUCATION The interventions atteapted were directed to

skills and coﬁ¢i§m;nt to health education. The self-learning
material providad vas not properly read by ataff and 135 not
npeclted to change thelir commpunication abilities nor their

motivation for praoviding health education.

1t should be reccgnised that the mzasurable impact of health

education may regquire a leonger time to show up . More infaormation
is neceded on staff 4 consumor attitudes to heow) th education before
a desirable sct of inlerventions can be esta%lished in thiz aroa.
Current intorvenitions appear to have {focussed more on hnowledgs

than training in motivating attitude and practice changes.

~ance of in-service training activities have been

TRAINI

15 A wide
undertaken for all rural health staff with physicians also

recoiving pra-zervice training. Somn 15 new Trsining centors

attached Un ouisting RHCs hove bzen conztiructed. New patierns of
training have beon successtully established within the rural
sed toe thoe idea of

Mealth oystem end, ntaf+ are becoming consiti

on-going training as a propor part of their professional life. The
g ] per Y

concepts of "oo-tha—Jjobh” troinine rather than Jong Lterm
v e

inztitutionagl in-sm-vice training 13 rapidly beooming Uhe accepled
tost mordalily,

Bealt rewidtes enth e treiniocg have mccur%ﬂ in tho area of
profeasionsl baosiadgs, Tho highest "pay-of£" has occurrad in
professionnl knowlodae and «<bills rather than managuerial/
behaviow al/ interpoerconal boowledgoe Soskilla, In sune areas
Lthere may be too much reliance on laclures or 'y as the training

¢

maodalily.
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LOGISTIC SURFORT It is appa:ent that provisian of vehicles
; .

maintenance facilities and J&sic commodities made a significant

contribution to both facility % outreach services and enhanced

supervision. What is not so apparent is whether the logistic
9

system itself developed undar the impetus of this intervention %
furthernore whethoer the maintenance suppart for vehicles i1s
sufficient in i;s present form. From the limited field
chzervaticns of t%P evalnation teamn, it would seem that lanictics

and mointanonca suppor-t hon ant develonad siemificantly, praobaidly

due to problems in the procurement procedures.

SUFERVISTION 2 MOTIVATION The supervision interventicn, in

conjunction with other trainming, support % rewarding interventions

appearad to make & signif{icant short term contribution to

performnance. A very real effort has been made to awr o supervision
away from an entirely punitive function to ome which provides

support & guidarnce to the staff supervised. The purmitive element

was retained to a certain extent by the use of financial rewards

for obsorved performance necting specified noras. It-is
encowaaing that acaswrabzle changes in performance wore achicoved.
-t

It is likely thal much more attenticon will rmoet! Lo be paid to
establishing lecal % andividuar pueformanas goals as & besis {for

motivalion rathoir than the flnancidal approach currently cdopled.

FROGRAYM INFORANT IO & CVALUZATYIDN The mechanics of ‘data collection

“oevaluotion appear well establichzd & viable but thore _is a need

to roeduce the multiplicity of data bases that are boing created

by the needs of a varjoly of different projocts and agoncios.
]
1

. e = by -
PSS e

Usefu) doanoneraphic § eplideniologic informnation

abstracted both from routineg data collecstion and cpecial surveys
It iz not cleasr thot there bas beon much cshift yel te thoe use of
the data fer wmansgenent purpaseSto meet the opsrational neocds of

pariphoral unit & dictrict mananers,

Fravgee U
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EALTH SERVICES RESEARCH The Research % Development unit

H 3 1R
established under this project is impressive. There is much
. - - — e :

The unit's role is

evidenrnce of technical skills & commitment:.

recogrised in the research projects on ORT, ARI, tetanus

neonatorium in the successful aoperational planning and replanning
of specific service delivery interventioms., The unit is now

institutionalised in the PMinistry structwre.

RESOURCE TMPLICATIONS FOR EXTENSTION AND REPLICATION OF

3'
INTERVENT IONS

The SKHD project has identified and validated through field

testing,. replicablé methods to reduce cor eliminate some of the
major constraints to rural health service delivery. It has
successfully tested interventions that could strengthen the
existing infrastructure and inecreaze the pe?farmance of ihe
primary health care system in rural areacs. Information is now

onn the follaowing:

available
Cost effective outreach of rurel health uvnits

~

Upgrading of in-facility Maternal and Child Health
of local

- Conmsequences of varying patterns

participation in health serwice management

Realistic job descripltions &nd training standards for
rural health personnel

- The efficiency of motivatiomnal incentives {for

improving job performance

The impact of transportatiors and logistics as a

limiting factar

-~ Data reqguiremonts to manage ural health services

delivery and evaluate progarams
Health services research neeads for guading
of the rwal hezlth =ysten

developi.ont
rus~al health activities

- Health care financing +or
Though not comprehensive in their scope, the interventions have
proven replicable in varying degrees vis—a-vis their technical,

administrative, financial and social feasibility. It is still

page &
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.difficult to establish clear cut relationshins betwean
interventinns and outcomes, but the Froject has definitely created
the envirunaent for measuring pregress and positively lupacting
the rural health service delivery system.

INSTITUTIONAL TZATION CF SYSTEMATIC RESENRCHz

. L ) .
Systenatic outreach sarvices provided by nurses in thae areas of

child hexlth surveillance, maternal care, health educatbien and
family planning increased covoraqe, increasad demand and roducad
discasa duration. N3 daemonstirated ie the DOOE amg ARLD stodr Loy,

nurses waerre successful in reducing
The Cost Analysis Study demcnstrated increased coverage

child mortality and disease

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

further indicate the replicability of this intervention. Howevar,

since shortages in Lthe rnursing field still exists, the involvement
of dayas will be neckssary in corder {c guarantes succescses in the

institutdicnalization of systematic oubtreach.

UP-GRADING OF IM-FACILITY MCH CARE

panded roles {for nurses increasad time allocation in-tfacility to

child care services. The CAZS data showad cowsts per encounter vwore

lower in the test districts, and the Froject inputs were
significant in increasing demand for preventive services.,  Thoe MOM
adoptad a moadified version of the SRHD-doevel oped MCH record

aystem throughout its natiomal health system.

INJTENSIFICATION OF COMMUNITY SARTICIFATION THROQUGH HENLTH

M

DUCATION

The HHS and DBRCS showed some positive effects of health education
in improved knowledge, attitudes and practicas. Howovor, unless

there is sufficient motivation for rural staff to apply ha2alth

education with the. intent of intensifying cowmmunity participation,

improved chances of success are not likely. The SRHD experience

paas 7 5\
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was generally disappointing, particularly with newly-graduated

physicians who bave mandatory service in rwral health facilities.
The hom@ visiting program using the purse and sanleriun has Lné
best chahbe of success, :nftjcularly if expanded parux cipation by

\ [kt
the community is promoted in any replication program.

TRAINING

Supervisory leadership abilities of physicians and knowledge and
practice of other staff were shown to have improved with tralnxnv

vercises.  The results showed incredsed compliznice

it

in the SF/WSS ¢
with guidelines. and same change in staff productivity. Nurses
R

cshowed the h1ghﬁst levels of achievement. Given existing

systemxc wealnesses in the quality of professional education. pre~

and 1n—4£rv1ce traxnlng are necessary.-components of any

; Sl
rwpllcd~1on stfategy Trainers are readily available and staff at

nllfaevel bengfit from this interventicns. The MOH commitment to

uparading service gquality, with an emphasis on training provide
{avourable conditions feor nat 1an1de replication of-S8SRHD training

interventions.

SUFERVTISION AND MOTIVATION:

The CAS and SF showed that monatary incentives could not be

sgparated Jrom cther Froject inputs in the areas of supervisicn

and motivation. HMotivation of supervisors, particularly the

is still a problem, given some cf the constraints in

physicians,
the systen. Incentives for effective supervizion are necessary
Y

far real success of this intervention. Though f=zr more testing of
?

0

thig inturvention is necessary, it cannot U ignored or eliminat
since it is inter-reiated with many of the .ther roeplicable

intervontions.



LOGISTIC SUFFORT:

"This intervention deals wi*P the provision and maintenance of
vehicles, equipment and folilities, and the supply of drugs and
The major objectives were to provide coveragé
health

basic commodities.
for transportation needs to support training, outreach,

education, supervision and data collection and .to provicde basic

equipment packages for improved MCH outreach and in-facility

services. It pas well received, and the CAS confirmed the
.positive effect of the use of vehicles for outreach activities.
Furthnermore, the costs of this intervention, including vehicles,

was only 204 of incremental capital cost. Replication of this
intervention needs more detailed research, particularly in light
of the fact that replacemant costs in existing SRHD facilities.
" will have to be considered. Additionally, training‘of mechanics

and maintenance persaonnel in rural areas will add to the costs.

INSTITUTTONALTZATION OF FROGHRAM _EVALUATION AND INFGRMQTION

SYSTEMS

Upgraded comprehensive information and evaluation systems are

5till absent in the health sector. Reszource allocations, servics
tc poor

ocutputs and system cutcomes are not easily understcocod due

is

data collection, amalysis and dissemination. Oost information

often lacking, and existing information is inadequately used. The
Froject used tho GF as an integral part of supervision and the
-Family Record as a regular facility record keeping documcnt.  HHS,
MCH/FF Records, and V35S all demonstrate tha usetulnzes of this
intervention. The Faaily Folder and Supé:;isdry Feodback can hea”
‘rasily institutionaliszed and replicated nationwide. Upgrading of

the Family Folder could replace the Household Survey (H#IS).  The

PICH record has beon revised and replicated nationally.

HEALTH SERVICES RESEARCH

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

success af this intervention has led to the creation of permanent

I .~
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o e D Uit L i thee Zonkr sl Paral Healt Department. While it would
be desirable to create a health services research capaebility at
the local levels, cost considerations would suggest that linkages

with other MOH units, universities and research institutes arw : l

nore feasible.

CO
‘t' - p&f cafl
HEALTH CARE EINAMNCING % M <

The re—financinag of the SRHD Froject in May 1087 for an additicnal

36 months in the sun of F 22.4Z4 million was targeted to increase

the coverage tne mopulation to 3.6 million in 4 Governorates.

With the encepticn of the provision of vehicles to Rural Health

Centers in the project largely for outreach activities, the focus
has been investment in human capital. There has been major
- ——— M—”‘_— -

emphasiz on training personnel, educating mothers,

monstary irncentives to &sll levels of personnel.

and providing

The Cost Analysis
4

Study (CAS) conducted by the project determined that costs in hest

facilities were lower than in pen-—test facilities, thouagh the

wore not statistically significant. In general it wes

resulting in

rasults
concluded that the SRHD Froject made a difference,

rzduced costs, particularly reduvcea variable costs.

The impact of the project on demand, particularly with regard to
‘ visits and antenatal visite was statistically
test facilities had leonqger periods

childrons
significant. The physicians in
of stay in post than elsewhere, while test facility sanitar-ians
visited public places in thrir area more than do other
sanitarians. Cther mseasures of servics showed that the test

tacilities reached a highar proportion aof the population in thair

catchment area than non~test facilitics.

Amendments Lo the Project Faper in May 1987 estipated the costs to

thie GOARE ai I2.3% (£8.181 million) {for service operaltions and
O3 87 (F16.0998) forr projoct staif salaries frowm its own share of

P - e .

$25.336 million which represoented 75% of the total funding from
May 1983 to 1985, The cost analysis findings showed total costs
before 1983 to be LE 3.54 per capita per annus in the Rural Health

Center tost facilities and LE 2.586 per capita per annum in the



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

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

Lvmparisons‘difficult. Bu )it is possible to suggast that Project

inputs did make differences in thre2 of the <ix interventions
studied, viz. vehicles, i1ncentives and training. Vehicle

provision and facility participation in applied research may have

haed a significant impact.

The problem tHat needs to be addressed by the R % D unit is
whether the GOARE/USAHID contributions for 1382-86 are caomparable

tc allocations for the non—-project rural health facilities in the

4 governorates and for the rural health facilities nationwide. A

hypothetical estimation has been made in the R % D Unit’'s Work

Flan of what the costs would be for replicaticn. At besf, these
estimates reflect the optimum costs to the system and should only

be viewed as a ranging eidercice. Mény of the recommendations and

discussions in the body of this report addres<s the complexity of
the interventions and the difficulty of measwrement of inputs and

cutcomes in isolatian. More detailed and current statistics on

Chapter 1, II and III budget items and =ervice utilizaticen date

will have to be reviewed before any further sconcmic analysis can

be presented. At the present time, it is passitle, as recommended

in this report, to proceed with replication in the four

governorates, wnare resowrc2s are availeble and adequate.

————

The cost analysis data sugaests that soma praductivity and
quality were impacts could be considered useful in recommnending
nationwide replication. While actual measurzs are not vet
possible, it has to be assumed that the inputs made possible, by
the external funds created the environment for improvements in

services and service coverage. Given the faczt that ths RHS
delivery system is an ongoing aspect of tho HMlids and the
Governorates’ activities, a large portion of the expenses/ costs
are fixed. Additional resources for nationwide replication of the
SRHD PFroject would therefore be needed only, in the following

areas: - incentitves - training - evalu lion and research -

vehicles

page ™~
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TNMENT IVES

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

the local level, the most reasonable suggestion being the

increase 1n the collection of nominal fees for each visit, limited

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

facility renovation and thé half for the stafé€ incentives.

While the MOH Ras certain built—in mechanisms for aranting

incentives, at the present time, only the fee-for-service provided

after reqular facility hours appears to be equitable. Such a

systems’ successful operation would depend both on demand for
zservices created by increased coverage, and the motivation of the

personnel involved. This area of funding will have to be tested

before nationwide application.

ODne solution to the problem of {finding new resources is to
call for comprehanzive national health insurance. The subject has

been examined in detail both in Eagypt and other nations, and is

s5till being examined by the H.I.0. Partial insurance has also

been studied. Eoth these areas are thoughtfully presented in the

ERHD Froject documents. Whether either system is feasible as a

major source =¥ funding remains teo be tested at the rural
1986 that the

level,

The Fourth Natiaonal Conference recommended in April

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

rural health sector.
TRATINING

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

cn—-the—job, continuing education, etc. have claarly benefited

from additional (external) funding. It is an aspect of this
cannot

project which the national planners and decision makers
MOH will

ignore even if nationwide replication is not undertaken.
have to generate additional funds to maintain its commitment for

training in the rural health services delivery system.

EVALUATION % RESEARCH

page I¥
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The usefulness of this aspect oF the rural health system has been
The new R % D unit will need to be

remnanined in the MOH.
other government.

supported through funding from the MOH,

actively
agenéies involved in rural health, the internationally funded
projects in the health sector and private ressarch institutions.

applied research remains a vital aspect of any planning and

implementation activity.

YEHICLES/ EQUIFMEMT

External funding will be required. The costs of this aspect of
replication clearly will pose major problems @o both the GOARE_and

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

be largely due to the availability of adeguat= transport.
Inititial outlays will not be possible through existing MOH budget

allocations. Pooling of other project resources should be

examined.
GENERAL

t+ing additional funds

The

The involvement of the Governocrates in genera

will, of Course;'affect.gge replicstion strate=qy.
Agricultural Cooperatives and other sources of income producors
nesd to be directed toward assisting the healtih sector. Variation
within the governorates will clearly influence any national

implementation strateqgy. Here again, the Fouwrth National

Conference has made recommendations for generating additional

community funds fto belp in the devaelopment of tha rural health

sector.

HEALTH MANFOUER RESOURCES

There is a sufficiant supply of health manpowsr to replicate these

interventions. The project has demonstrated the benafits of

in~service training both in expanding the role of the health

professional and in overcoming some of the deficiencies in health

professions education. Though functioning
systam that is not linked strongly with analysis of demand or

im a supply oriented

e
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need, chronic maldistribution problems and shortages persist. It

in expected that these problems will not impede the pProcess of
replication.
New recruitment procedures and expansion in outputs of the

institutions for nurses is cwrently underway.
has been initiated and

educational
. . . ’

Midwifery training for graduate nurses

trairning and certificaticn of dayas is being undertaken by the

1 5 N
Ministry of Health. At the same time, the enrollement of medical

students 13 being substantially redacad to averd a surplus.

#lso the capability within the country for conducting

There is
but. shortage of trainees for the

training on an incremental basis,

rural health system need to he addressed before nationwide

replication is attempted.

COMMITHMENT OF GOVERNMENT OF EGYFT _TO EXTENSION AND
REFLICATION

4-

Extenszion and replicaticn in terms of this project is focused, 1n
the first place on institutionalizing nationwide the interventions

tested through this project which had favorable outcomes, and in

in maintaining and extending research

the second place,
the project.

davelopmnent capacity generated during the course cof

Extension of institutionalization will be conducted via the

establishment within the rural health department of
to serve in the same

a research and

development unit, This unit will contirue

implementing'agency role as the current SRHD Froject.

The R % D unit, will be one of two units of the general
It was

This R % D

The other

administration of rural health services in the MOH.
actablished by a ministerial decree No 307 in 1985.
unit is to be staffed from existing SKRHD core staff.
unit of the rural health department, which already.exists, has a

follow up and evaluation role.
According to the decree 307/ 1985, the functions of the R &% D unit
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in?mr alia, the following:

« |
Freparatioﬁ,'implementat:)g and support of research and field
studies in the priority areas of basic health services in rural
areas: and definition of constraints and fiﬁancinq suitable
snlutions for the development of rural health delivery.
Study and revision of prétocols submitted from the local and

central health agencies in accordance with the health plan, and

submitting tfem to the appropriate authorities.’

Study of proposals submitted from international agencies about
national projects for the suppcrt of basic health services in
rural areas in accordance with the health policy.
Pfeparation of the draft agreements required, and the
methodology and approaches for their implementation: and the

monitoring, follow-up and supervison of their implementation

and their evaluatian,

The predominant "development" function cf this R % D unit will

encompass tha iHgkggigéiglég_gﬁ;éggggég+ul interventions and the ‘ )

transition to naltionwide replication of theivr resultits attained

trom this SRHD project as well as other relevant projects, naw
being implemented by the G.0.E. and othar International agencies
throughout Egypt.

Evidence of goveornmant commitacent to replication appears 1n a

number of ways: -

1. PFarticipation, contribution amd approval cf the WHO/ UMNICEF
declaration cf Alma-Ata regarding primary health care, for the
attainment of health by all by the vear Z000.

2. Commitment by agreement to project 263-015-74. This project
by its very nature was intended to "identify and validate,
through field testinag, replicable wmeathods to reduce or
eliminate some of the major constraints to service delivery.

3. Initial implementation startad in 1980 and Egypt allocated LE
16 milliaons, with the US % 8.4 million as US grant for S
years: then additional funding (amendmc 't 1983 & 1984) raised

the project total investment to £ 14.9 million dollars {from

USAID, and the equivalent of # 29.23 rillion #rom the

page 15
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Many of the basic items Tcor nationwide replication i.c.,

Government of Egypt. This indicates the deep interest of the

guvenrnineit,  ed i be cotesider et s cvidenoe af cooal taont.

As an intent for nationwide replication, the government has

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

There are proposals being drafted at present for fund raising
through .the charging of 2§Hpiastres for service.as a community
c?ntribution, and there are studies now %o ngaglfsh a
réSsonable fund rai=ing system for incentdives drawinn from
these increaszed charges.

There is also a move to enforce the legislation for obtaining
funding support from the agricultural cooperative societies to
be utilized in supporting the health serwvices in rural areas.
This has been repeatedly expressed in the governcorate
conferences as well as in the last Nationzsl Conference.

the

main commodities and supplies; have already been procured or

steps takern to procure them.

The establicshment within the rural health deposrtment of an R %
D unit (Decree 207/ 19359) for the purpose of edtending the
work of the SRHD project is in itself an evidence of

commi tment towards replication. Eudgetary allocation by
M.O.H. have already been make to fund the unit for the coming
fiscal year July 1984 — June 1987 to taks over the work of the

project on its termination.

Finally, there is evidence of continued and increasing
commitment beyond the activities of the SRHD project itseltf.

Servicos held in

Thae 4th Naticonal Conferance of BRasic Hzalth
Cairc, April 12 - 14, 19846 and hcaded by the Minister of
Health made clear in a series of recommendations (see Annex )
the interest and commitment of the governament to strengihen

and improve rural health and the services providcded to the

rural population.
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5. ROLE & POSITIDN OF RESEARCH &% DEVELOPMENT UNIT FOR THE
FUTURE

The Sth TAC meeting recommended a permanent status for the R & D
unit for which a Ministerial Decree was issuzd (3Q7/83) stating
its scope of responsibilities. The functional profile calls for

three major activities:
1. Research

Training/ Design/ Implementation/ Furding
Review % revision of protocols % proposals presented for
funding by national &and external scources
t Digssemination of results and facilities of their
applicaticen
2. Solfcitation % study of grant offers from national and

foreign donor agencies for supporting RH Care delivery.

't
.

Freparation of project agreements, plans & implementation

arrangements.

All these activities are to be directed to idemtify:

1 FH Froblems and priorities

2 Ferformance difficulties % possible szolutions
X Means to improve quality of service

4 Ways of applying research, findings % results
S5 Criteria 1or setting performance standards

The evaluation team feels that the eostablishment cof an R & D unit
e

e
is one of the positive cutcomas of the SRHD project. It has
establichad the presence of a capable, competent scientific
personmel who can be active in ths field of rezearch %
develeopment. The everchanging health need and the responsivenoss
cf health services dictates that the MOH should have available an
institutionalized capability for continued systematic % scientific
development and a body of staff with expanding R % D skills.

Fage 17
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The 04 L unlt durived 1ts research functicn from previous
research activites that were conducted by tiwe project.team during
the years from 1980-1984. These research activities consisted of

health services action criented recesarch.

Current Status:

The R % D unit is now housed within the facility available for tha
SRHD project at the Nulriticon Institute, Hasr Cl-Biny Strect. e
unit has developed its statf maembers in the different disciplines

with corresponding support services.

Scope of activities:

As set out in the Ministerial Decree, the scope of activities is
ambitious. In the way the activities proposed include functions
as "review % revision of protocols, propcsals precented for
funding by national % external sources, preparation of project
sgreement, plans & implementations arrangements”. These
functions to be performed in addition tc reszarch and development
activities, The Evaluation Team feecls that tihwe R % D unit 1o
capable of conducting these activities proviaed it is limited to
unit’'s own pratocols ¥ proposals for supporting'RH Care dolivary.

The scope of activities can stem from dirfferent channels:

a) From initiation in R % D unit itself based on the results of
the current SRHD projeci. This will involve for exainple
further handling of SRHD data end 1ts dissimination; raviows
of training programs and their replicability; evaluation ol
involvenent with other agencies in its activities; and the

means to oobtablish co--ordination.

y

b) From operational problems determined by R=D as warthy of
further study and probation. These can ewvolve {from the
peripheral and/or central agencies working in the field of

rural health service.
fFage 18
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c) From Development activities initiated by other agencieg within

MOH or from outside.

Organization frameworlk:

The R ¥ D un{t_i;_a resource body for planning/ implementing/

supervising % evaluating research activities. It is a scientific
body nf specialists % euperts devoting their talent % experience
in the line of action research that has the goal to improve %

strengthen the rural health service delivery system.

The unit has heen organizationally placed in the RHD in MOH. We
vould recommend thnat it should be directly linked to the office o!f

the director of RHD.

The Financial Support:

Staff cost will be supported through the regular payroll and

.incentive policy. This is not a constraint.”

Howe/er, the RHD needs to allow within its budget for the
necessary financial swpport to cover bthe operational cost of
unit’'s functions. At the same time, it is recommended that other
patentional financial rezaurdes are explored, specifically,
budgetary allocation from MOH and financial! support for Research
propoaais subimi £ ted fé~15531 o internatiomal Funding agencies
e.q. National Academy {for Scientific Research and Technology,

USALD, WHD, UNICER etc.

Internal Flan of Organi-ation

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

for FHC.
Fage 19
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Suqgested activities for near future: The R % D unit might

usefully:

1.

Flan for Replication of successful interventions after further

analysis of data.

Build up a Record system, control flow of information &

consider Developinent of a HI System working in both directions

up % down to the periphery.

Carry on nmore research on the health economicsz aspects of the

& developments that have been conducted.

interventions
Wortk on standardization of training programs.

Study Logistics.

Co—operate with ongoing programs - eq. Marrhea, Urban
Health in the following dimensions:
a) Implementaticn of accepted interventions in RH areas.
b) To co-ordinpate, with their eiperience the replication and
standardizaticn of interventions.
c)  Standardize forms, recording, and reporting systems,

Co-arrdinate with futuwre programs eg. Child Survival, EFI etc.

in the planning, implementirig and evaluation of interventions

in the rural sector.

Page 20
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6.  ESTABLISHING A STRATEGIC FOCUS FOR CONTINUING THE
DEVEL QPMENT
1986-2000

Introduction: A document on’strategic proposals for the

development of rural health services (1984-200d8) (see Ref: 4 ANNEX
D) has been prepared by exupert committees involving staff from the
SRHD projizct. The pruposa:s caovered § critical areasz; Manpouar
Developwmenty Health Care Financing; Management_Development;
Information and Evaluation and Technological Davelapment. The
Strategies were develeoped around demographic amd MOH institutional

profiles as well as national health pclicy.

The strategies laid out in the report of the expzrt committiecas
wara comprehensive., The Evaluation Team found little in tha
strategies prepared with which they could not agriée. If there was
to be a eriticism levelled at the propesals, it would bé that theay
were too all-embracing and did not separate out those strategles
which, in terms of feasibility and applicaltion, would appes- Lo be
most appropriste for early implementation. @s part of its
activities, the Evaluation Team reviewed the strategy proposals in
terms of the results of the work of the SRHD project. From this
review, and in the light of project experiences, a number of
suggostions are made for focusing initial 4urthoar developasnt

steps.

HANFBUWER STRATEEY The manpower strategies preoposed for {fwther

davelopmant of rural health services are incorpcrated within four
main elements; (L) Flanning of Manpowar Develaopwent: (2)
Strengthening & upgrading manpowsr knowlcodge and skills; (3)

Upgrading manpowaer motivation; (4) Upgrading macpower managemant.

FACE 2



PLAMNING DF MANFOWER DEVELOFMENT: Two strategies are proposed with

the'purpose of; Strengthening communication & coordinatiaon in
manpower develecpment: Creattfon of a demand supply master plan for

health care manpower.

STREMSTHEN L1552 EZGRADING_MAMEOWER KHOWLEDGE & SKILLS: Throe

strategies proposed; (1) Continued development of basic
professional education with emphasis on comauntty oriented
practical skills; (2) Upgrading & expansion of gre-seorvice
training: (3) Institutionalizing of in-service t:raining linked to

the supervisory netwerk.

UF-GRADING MANFOWER MOTIVATION: Strategy preposals include:

Improvement of working & employment conditicrnas: lmproving career

opportunities and enhancing job satisfaction

UF-GRADING HMAMFOWER MAMAGEMENT: Four stratugies were proposad;

(1) Forging an interlocking networlk batween training % supervision
at all levels of the Minsitry of Health; (2) Extablicshing
apparatus for evaluating impact of training on performance; (3)
Upgrading of training methodologies; (4) Undartaking research

studies on critical manpower issues

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

be said that the most fundarcntal of the issuss facing the RHD/MOH
is the motivation % commitment of its staff. This icsue is most
significant iHAtHéwbHVSician'cad?éé‘ﬁﬁgéuse of their influencea.

In this area, only limited success was achiewvao through the SRKRHD
project interventions. The problem shaowed its=]f most clearly in

measures of management, productivity and superwision improvement.

FAGE 22 4
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Some basic requirements for improving maoftiwation ars:

- Rasic human "survival" needs arc mat. v

- Individualé have objectives against wnicih to measure
themsel ves.

- Indiviauals have a feeling gf some contrwol over their
"destiny".

- Individuals feel rewarded for doing wall and'that their

individual contributions are recognised.

Given thesa requirements, it is now recognised from experience
elsewhere that training alcne has minimal edfect on managerial &
supervisory activities unless there are chamges within the
organisation that actively support the devalopment & application

of these skills after training.

Most commonly, the way these requirements fior- developnent are ety
is identification for individuals of goalws i: objectives o+ the
organisation, both national % local with which they can 1denfity.
From the information available to the evalwation team, it would
appear that some of the predispesing factors which influence
commitment and motivation are not vyet in place. "Eotbtom up”
planning is still in its infancy; there is little local
involvement in planning or setting cbisctives and certain cadres
of staff are being undarutilized as a rosult of a supply-—-led

planning process combined with a full employment policy.

While these are indicators only, it is suggestive that there still
remaing soma fairly fundamental work to bz done to provide in the -
local setting a framowork of purpose around wihich supervision and
management can flourish. It i. probably arzvand the concept of
locally established work plans and targoets fhat strategies on

motivation, management and training can bast be further developed.

FAGE 2X
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Strategies for implementation could includs=: (1) Development and

staff training on Management by 0Objectives concepts. (2)
Expansion of current management and supervisory traininé of
peripheral unit managerts to include inter-personal communication
skills training. (Z) Local organization with general
guidelines of work plan formulation with targets/objectives
linked to laocally observed needs. (4) Further developmsnt of
incentives scheme for measuring and rewarding performance and

achievements.

HEALTH CARE FINANCING  STRATEGY PROPOSAL The basic caoncept of this

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

following:

{. To insure financing which would enable rural health facilities
to deal with 80% cf the health problems of the population
served.

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

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

4. . The redistribution of budgetary resources of MOH, with
substantial and incremental increases im investment in FHC.

DISCUSIICN £''D RECOMMENDATIONS: Feazible strategies which- focus

on major souwrces of funding in the immediete planning for

nationwide replication would bes

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

as the collection of nominal fees in the amnount of 25 piastres

PAGE 2%
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per paﬁient visit, fee-%or-éervices pravided after regular
hours, and profits from the sale of durgs.

2 Soliciting funds from local and district authaeorities throungh
the Agricultural Cooperatives, Local Development Fund,
Industrial Hazards Tax, and private donations and charitable
contributions.

3. Bidding for external funds at the Governarate and Central
levels through coordination of activities with 'international

and bilateral health agency funded projects.

Facility gencrated funds CQQId be ucsed in providing statf
incentives and upgrading of the physical structure. Community
funds would be used in improving the information and management
activities, including local traiﬁing and research. Naticnal funds
could be used in mesting capital expenditures, vehicle and
equipment costs and in planning and svaluation.

At each level, the quaiity of services, the extent of
coordination, and the degree of commitmant would determinc the
rate at which service coverage would Le eupanded in the difierent

dictricts in each gevernorate.

Naticnwide replication would, thercfore, have to he implemsntaed
incrementally basad on the ability and willingness of local
communities to finance the maintenance of their health +acilities,
and negotiate with regional and national authorities to finance

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

=

1. Increase substantially and incrementally the MOH investment
in PHC.

2. Strengthen current MOH commitment to wpgrading of rural

health services,

I. Increase community revenues as sources of health care

financing.

MANAGEMENT DEVELOFMENT STRATEGY In the Strategic Froposal

Document, management was defined as the purocess of involving nen,

money, and materials in a purposeful way. The document also noted

the fact that managezment concerns use o tLtime, methods and

motivation. The primary abjectives of the MOH are:
(1) To improve and up—grade the ed{ficiency and

effectiveness of the Primary #aalth Care lManagemant

System.

~ e s - . . . .

(2) To maximize utilization of aveilable rescurces by
improving managerial practices.

(3)

MErging MOH and SRHD nanagerial experience to utilize

past lessons and analyze caonstiraints at all levels.
(4) Identity FHC managerial preoblems, as their couses;

effects and possible solutioms.

Discussion_ % Aecommandation

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

managemsznt since 1934,

Page 2§\a
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The SRHD project attempted to improve the infrastructure by
introducing 1nterventions which wauld achieve the objectives of
improvinq and upgradineyrural Health services. Among those |
intervenéions were manQ@gmént related concepts such as: .

(1) Supérvision and Motivation (2) Evaluation

(3) Logistic Support (4) Service Deliwver+y (Outreach)

In the process of testing and implementing these interventions,

problems were identified in regard to manpower management,

planning, c¢rqganization, communication, budgelts and logistics viz:

- Inhérgnt deficiencies in the local service system, partich&rLy
in health sector management and administration

= Flanning was not related to everall healtih sector programs and
project tafgets

- QOrganizational structure is fragmented omd multidimensional

- Communication problems develop in a pluralistic structure

The Strategv

- Effective managment of a health care syctem is necessary to
replicate interventiocns and maximize bemzfits through efficient
use of limited recowrces. A

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

health system.

- Incentives are necessary to promote the concept of effective

management 1n the Public HHesalth Sector.
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Recommendationg

{-

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

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

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

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

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

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

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

ditferent levels of the R.H. system.

W
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INFORMATION AND EVALUATION STRATEGY PROPOSAL

The present MCOH information consists of dwta recorded on

~individual client forms and aggregated for each program regarding

vital events, communicable diseases and swrvice contacts, as well

as a moenthly report sent to the governoratie leovel on dailvy

activities of the health unit. The govermorate in turn sends the

information to the central MOH every three mcnths.

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

central and local departments and projecte.

The SRHD project contribution was through. developing family

Other reports

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

and the supervisory feedback.

The strategic proposals focus on:

" 1 -

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

Redefinition of current data flow chenmnels and usage

- patterns to assure {fesedback and facilitate utilization &t

the different levels involved.

Dafinition and integration of program components into a
multi-tiered informetion system: Commumnity/ Facility
Action Flanning Data Base (Frofile) based on family
folders continually up—-dated through the routine home
visiting program, District, Governorate, and permanent

Health Frofile of Egypt as well as special studies.

Standardization of the present ferms bwesed on spocified
parameters to facilitate the methods v analysis and
interpretation at each organizational level.
Utilization of modern equipment and mathods compatible

with human and economic resources.

FAGE
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Discussion and Recommendations:.

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

3 —————

data flow vertically and hori :ontally. Moreover, it will Trequire

measures to maximize utility.of the information and the continuity

’

of the system at all levels. Thiz will require the commitment= of
“the authorities at the various levels to svnchronize the
information management technology with the required level of
manpower devealopment. Financial and administrative constraints
ééynﬁémgh obstacle facing this comprehensive strategy.- However,
it is proposed that the institutionali:z ation of MCH forms and

the use of updated family folders on a nagionnl level can provide

1nfprmat10n on community profile as a bhasic first step,

Recommendations

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

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

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

levels of the health system.

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

o9~ Family folders to be adopted as.a national standard.

| aY 3 SRRl o
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Technolagical Develonment Strateny Proncsal

Technology in this context is defined as the utilization of skills
based on current scientific knowledge to deliver and'upgrade
health services. It is identified as a priority in the contesl of
health needs of rural CDTmunities. It maximizes the proper use of
manpowar and material rescurces available within the
socio-cul tural context.

-J
The strateay proposal addresses widely the continucns developaent
of the means to provide and manage health services in the rural

health system activities,.
The strategic propaosals included:

{. Bystem Structure Service delivery package through clearly

defined and differentiated technological levels: small
villages not served by RHF stationed in village throuach
resident nurse anrd physician periodic visits: peripheral
sételitte comnunities through Daya’'s activity and periodic
nurse visits; RHU through upgrading and expansion cf present
programs through activities of a health team (phvsizian/

Nurse/ Saritarian/ lLab. Technician): Rural Hospirtal by

Py
———

upgrading FH certers with specialized and technical! support 1n
fields of public health, pediatrics, ocbst. % Gvn.. intarnal
medicine, dentistry, radiology, laboratory and statictics

2. Construction, Equipment and zupnlies Developsent of health

building design, residential guarters, selection and
procuremnsnt of equipment and supplies, the craation at che
governorate and district levels of preventive and curative
maintocnances capabilities, revision of types of drugs nredead,
updating avatlability of diagnostic equipment and improving
the availabilityv of transportation and communication

facilities.

L2
.

Research and _development: Operationlizaticn and

institutionalization of a central R & D unit

(Multidisciplinary, Inter and intra {nstitutional?

A
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Discussion % Recommendation:

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

TRe "supervicory-role is also not clear in the proposal.

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

activities and t0o us2 to best advantage the resources available.

Recommendaltions

1. MOH adoption of proposed system structure to allow cutreach of
FHC services to unsarved populations. Replication could b2
done in phases starting with the districts included in GRED
project.

2. Strengthening R & L unit role in operaticnal field studis:.

7. RELEVANCE TO QTHER U.S5.A4.1.D0./C.0.E. HEALTH AMD FOFULAYICN FROJECTS

The USAID/Egyct health aﬁd pepulation projects are: (1) The
oncoming Child Survival prolect: (2) Thz Suez Canal University
Medical School; (3) Urban Froject; (4) Femily Flanning projoct

and (8) NCDD project

-~ The last & projocts will terminate nest vear. Hoence, their
benefit from the expeorience of tﬁe SRHD project will be limited.
However, there is evidence indicating thai these projects shared
experiences and collaborated activities. Among the examples to

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

FAGE &1
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contributed to the National ORT programne jnitiative. Thea
project staff carried out Diarrheal Research To:xonomy study
sponsered by NCDDF. The MCH forms institwtionalized natiornwide
were based substantially on SRHD and used by the Urban and FF

projects,.

Linkages were attempted with the innovative Suez Canal
Uqgversity Medical School (FOM/SCU). This linkage is important
.as communiﬁy based setting is fundamental to Elwe sducatioinad
system developed by FOIM/SCU. To be operational this system
requires the use of peripheral health umits to provide students
with learning experience in hospitals and ceoomunity-based
settings. The FOM/SCU plans are to extend the pattern of
collaboraticn to other goverrnorates. Tharefore, they can include
in their plaHs those of the RH5F, which tas already constructed
training centers and staffed and equiped them. The staff of the
training centers have already been trained to carry out their
responsibilities and the physicians role has been expanded to
include tralining and supervisien. The cutreach and home viziting
activities can be utilized to provide more learning experience
through active partiéipation of the student and faculty in
community and family problems. They will acquire skills in

communication, and early case finding of diseases.

¥ The ongeoing projects e.g. Diarrhea, Wban and FF project
should cooperate with the established =%D unit in the

implementation of accepted interventions in RLZD areas.

* Health teaching learning materials ceveloped by the project
including the Jjcb description and guides for the peripheral
staff and trainers giudes should be used and a opted to the
needs of ongoihg and future projects. The adaptaticen,
distribution and management of these materials could be

carried out by the R¥D unit.

PAGE =2
W



* The family record forms and process usad in home visits could
well be the basis for standardizing and making uniform a
basg=lire wnnil asnd child haslth data avetem. It should be
consistent with international demograghic standards so that
interéretation of r:gults can be possible regardless of the

national, international or local reviewsr who uses the data.

B. LESSONS LEARNED AND RECOMMENRATIONS

LESSOMS LEA@NED:

In the eight years since the project’s implementation, gener:l
lessons have beesn learned that are relevant for fulure endeavaurs
related to nationwide replication.

Starting from the evaluation team’'s own difficulties in

interpreting project recsults, i£>is clearly Eapbrtant that

evaluation instruments should be designed at the initial
planning phase of a project and maiﬁtainedAthrough the developnent

process to ensure managerial control.

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

between inputs and outcomes.

Thirdly, the issue of staff motivation involves & very compleax
interplay of factors between the individusl, the organisation and
society in general. Improving motivation requires simultancuous

engagemant with multiple i1nteracting variables.

More specific conclusions relating to the particular interventions

undertaken during the project are as follows:

QUTREACH:

Systematic outreach as carried out through the home visiting
program had considerable impact on improving sarvice coverage and
utilization particularly of MCH services. Replication of the.home'

visiting program will have to address th’' issue of involving the

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

e - ——
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require clarifying the role of the sanitariam in health education -
and ~avironment sl heal th :ctivifinc. fn effoctive homn vi-itin:
program requires a combination of transportation, training.
supervision and management.r Failure to provide any of these
elements is likely to result in significant reductions in impact

of outreach programs.

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

The expanded role of the nurse in providing in~facility MCH car.:
augttrs well for future replication efforts. In-sirvice trainina
contributed to the success of this intervention, having pé%if!lé
effects on motivation, improving asnects of health education, end
upgrading the lcgistic aspects of the program. Staff attitudes

toward the community and its health concerns were most likely to

show improvement in the areas of Family Planning and MCH.

INTENSIFICATION OF HEALTH EDUCATION:

The effectiveness of health education is more depende.t on stafy
commitment than on the means used to educate the community.
Self-learning malerials were not used by statf and the visual

aids and malteraials not appropriately utilizedd., Lack of
motivation on the part of the providers and failure to establish
compunication with cammunity leaders clearly iampacted on community

participation through health education.

In-saervice training has proven to be a valuable mativating factor,
and i1s eftfective when linked to perceived joby needs, although 11
cannot compensate for shortcomings in basic professional
education. In-service professional training was well received,it
improved the performance of the nurses. Training thalt was not
task oriented only imparts knowledge and does not help develop
skills or change attitudes. On-the-job training fied to ,
suppor-tive supervision, emphasizing task orientation represents

the most effective learning modality.

e - ———
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LOGISTIC SUPFORT:
Flanning for the purchase and maintentance of vehicles and

procurement of these vehicles through the project clearly was
unrealistic in terms of overall costs and capabilities. .
Bureaucratic processes related to logistic suppart in the purchase
and maintenance of vehicles, the supply of drugs, and the purchase
and repair of equipment we#e cumnbersame and hawve a major_impact on
implementation. '
The.selectian of appropriate, simple-tog-use egaipmant onhanced 1o

use by staff and simplified maintenance.

SUPERVISTON AND MOTIVATION:

Upgrading of service quality is difficult tc achieve unless statf
income2 is substantially improved and systematic supportive
supervision linked to performance-based incentives is emphasized.
Perspnnel biases on supervisory evaluatior could have been reduced
if more specific objective sets of criteria forr supervision had

been designed.

The financial incentives linked to par-formance can influence
individual behaviour but cther incentives need to be uszed for lanag
term changes in motivaticn. Fre- and in-servica supervisory

training could be of advantage in this respect.

INFORMATION ANMD EVALUATION:

Data currently collected concentrates on czrvice statistics, d-aos
not alwavs provide the parametars for evaluation, is not uged at
the facility level, and limited use is obsarvaed at higner lavels

of the system. Coordination betwsen the local, district,

governurate and central agencies was not evident and base line
information was not available. Duplicatior, maltiple data
collection efforts and lack of communication between MOM projectls

tend Lo further isolate the rural health sactor.
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The introduction of the SRHD family folder could be an emcellgnﬁ
.=+:r+inq pnint for the druslnopncnt of A samprebansives Dndboa wed ton
system to be used in the development of a strengthenpd national

rural he&lth system.

HEALTH SERVICES RESEARCH:

The project has been suyccessful in testing and applying
interventions. The experience gained fram health services
research in the development and implementation aspects was
impressive/aﬁd contributed to the avalution of the Rossarch and
Development Unit. The failure to fdissemrnate re rsearch findinags
and provide feedback to the facilities limited the utilization of

research.

RECOMMENDATIONS:

The evaluation of the achievemants and shortcomings of the SRHD
Project's attempts to upgrade critical a:pEutS aof the rural hesalth
services delivery system through the introduction of several
interventions make possible a sat of recommendations that will be
of importance in the planning of replicaticn strategies on &
nationwide basis. The inputs made pessible by the availability of
external funds helped create to the envircnment for improvemants
in services and service coverage will have to be financed through
the generation of internal funds. A priority recommandation ie

that:

Community cost sharing mechanisms should be adepted in

order _to fund the upgrading of service quality and

physical {facilities.

The additional rosources needad for nationeide replication would
be in the areas of incentives, training, evaluation anc research,
and vehicles, with the involvement of kthe CGovernorates being

essential.,
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The_Ministry of Health investment ffcr rural primary

health care should be increased suisstantially and

incrementally and be used only for rural PHC system

activities by the Governorates and Districts

More specific recomnendations relating to thie particular
!

interventions undertaken during the project are as follows:

OUTREACH:

Svotematic outreach should be incstitutionalized using

the MCH/FP home visiting program @ its focus.

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

program.

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

accordance with his training and job description.

HEALTH EDUCATION:

Community participation should be encowransd in _all hegslth

poucation activities in rural areas

a. Health education at the community level should involve local

leaders.
RAINING
¥ ¢
“ ¢ In—-service and pre-service training for all categories
y of rural haealth personnel should to institutionslized.

a. Training should be task-oriented and linked to suparvision.

b. Training in behaviour modification shawld be included as part
of staff training in health education at all levels of the

rural health system.

I3 //
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Training should involve the strengthening of managerial skills
are! practicss of apprupﬁimte sladrt at all levcls i Che health

system.

Organization changes need to be introduced to encourage health

service managers to adopt improved management practices.

LOGISTIC SUFFORT:

‘BﬁguiJQ]

Logistic support”be cansidersad an inteqgral par{t of oveorv

operational health program

Logistic support be based on Egyptian capabilities to operate

and maintain vehicles and equipment in rural areas.

Replication strategies should take into consideration the

possibility of utilizing vehicles from cther projects.

SUFERVISION AND MOTIVATION:

a,

Supervision should be becsed on aobiectives with

incentives for- molivation and using criteria

consistent with Egvptian standard: aond atiteinable

within the rescuwces availablae.

Incentives systematically introcduced by the Ministry of

Health, should hae perfarmance basey

There is a need to make more specific the objective criteria

and standards for supetrvision.

Supervisors should be actively involved in the designing and

development of training curricula.

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

and implementing the interventions.

5
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IEEQECATTHN AN FUAL IATTNN:

The central role of MOH’'s Statistics Department should

be strengthened to ensure that new projects and new

activities will build on _a _common data base and

pliminate duplicative reguiremen:. on data collection
14

thét now exist throughout the health system.

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

implementation.

b. Evaluation instruments .should be designed at the initial

planning phacse of all projects related to service delivery.

‘c. The Family H2alth Record be used in the development of a data
base at the community lavel and be ravised and updatad on a

regular basis.

13

HEALT SERVICES RESEARCH

The Rescarch and Develooment Unit chiould focus on h=ealth

services research with an emphasis cn rural health

developmont activities based on priorities identificd

in collaboration with relevant MO departments and

projectea.
a. Applied research and development activitias should be fundad

at least at the SRHD Froject levels and Lo linked to MOH

Departments and Frojects involved in healih services rescarch.

9
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REPLICATION

Finally,

Replication of successful current interventions is

feasible and should initially concentrate bn expanding

to cover the four Gaovernorates involved with the SRHD

Praject, and where resgurces are available and adeqguate.

Implementation of the interventions should ensure that regular

functions of the facilities are not disrupted.

Only those interventions which have already proved their

eftfectiveness and validity should be implemented.

it is recommended that:

Stratecy _proposals in _the five identified critical arnas

of manpower development, health car-:: financing,

management development, infarmatior. and evalustion, and

technological development {for {furttier rural health

service delivery system dovelopmeni be forcused an key

starting pointe described in the report.
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ANNEX A
Statement of Work
for
Final Evaluation of the
Strengthening Rural Health Delivery (SRED) Project
14
(263 - 015 - 76)

Ohjectives of the Evaluation:

6. To azsaess the extent to which the Project has developed and
ingstitutionalized a research and developmenkt (RUD) capability
within the MOH, as well as the effectiveness, replicability,
and impact of interventions developed by ths Froject Unit.

B. To provide technical inputs useful to the GOE % MOH in planning
% implementing the replication of success.ul SRHD interventions
in the context of a broad strategic orientaticn for the
continued development of rural health services threough the year
2000, and in allocating resources for health inputs to rural
developmant.

Scopa _of Evaluation:

Based on availahle data, and with *he intent of marimizing the
usefulness of this evaluation to beth the HOH and to USAID, the
evaluation team is expected to answer the folloswing questions:

1. To what extent have project interventions steengthened the
delivery of rural health services in project districts? What
evidence is there of the measuwrable impact ot these
interventions, singly and/cr as a pachkage, ort the health status
of populations in these districts?.

2, What interventions have proven to be replicathle, as regards
their technical, administrative, financial, and social
feasibility? What is the potential of thecse proven
interventions to upgrade health services deslivery and to
improve health status at the national level ©§ they are
replicated naticnwide? To what extent ics effective replication
of project interventions depended on the availability of
anternal donor funding?

S, Are the strategies for replication developed by the project
appropriate and realistic? Do they ad=quatel's consider the
potential constraints to nationwide replication? How can they
be most effectively incorporated into the overall MUH strategic
framoworlk faor the development of health servizes in rural
Egypt? Does this framework appear to be realistic?

4, What evidencs is there of commitment within ttie GOE and the MOH
to replication of effective project interventions and to long
term upgrading of Rural Health Services? What has been the
contribution, of the National Conference to mobilizing this
commitmant.

v
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Has the pﬁgject establie;éd an appropriate organizational
framework and systems for the new Research and Development
(R%D) Unit within the MOH? does the unit’'s structure and work
plan support its intended role as a center of innovation within
the MOH? Have effective and appropriate mechanisms been
established far the selection and implementation of applied
resaarch projects, as well as for providing MOH planners and
decision makers with information on research outcomes? What is
the likelibhod of continued institutional growth and
development ¢ the RYD Unit after current USAID projoect
assistance terminates? What, if any, are the remaining
constraints to the unit’'s effective operation® How might thesa
best be addressed?.

What should be the role of the new R%D unit vis-a-vis the
implementation of replicahble, successful interventions
developed under its auspices?.

To what extent can the other USAID/Egypt Health and Fopulation
projects benefit from the experience of the SKRHD Frojact?

Which specific interventions arz agpropriate for replication
through these projects? How can the strategies for upgrading of
rural health services identified under the SRHD Froject be best
incorporated into these projects?.

How might AlD-assisted health propjects in other countires
benefit from the SRHD experience in implemsnting primary health
activities in rural and urban settings?.
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ANNEX B

The Evaluation Praogram

Establishing the Work Flan

After initial introductions of the Evaluation Team members,
Dr. Hornby left open for discussion how the team wishod to
organize for the evaluation. It was agreedl, that the
evaluation team would act as a unit and tha&t the final report
would be a reflection of all the team’'s cooperative effort.

An outline of the procedure to be followed and a worlk plan for
the E.T. was agreed upon. The Egyptian cownterparts together
with the R % D Team listed for interview the major players
responsible for decision-making in regard #to the RHD project.
(A list of the persons interviewed is appemded) In addition,
the SRHD staff orgenized and presented to the E.T. all
documents prepar2d and utilized in the 8 ywars of the
preject’‘s life. Included were all previous evaluations made by
both internal and external evaluators. (A list of the
documents reviewed is appended)

Dr. Hornby undertcok the development of am ocutline for 11
members of the E.T. to follow and established a schedule Jor
meeting critical dates for campletion cf zpecific documents
and meestings with VIF's in both the MOH amd USAID. In
addition dates to conduct field observations wsre agreed uvpon.

Interviews: Eackground and Status Reports

Eeginning with day one, interviews with the SREHD staff began
to acquaint the E.T. with the project and its current status.
Specific questions were directed to the exscutive directora nd
resident advisor faor intimate appraisal of activites by all
membars of the team.

Interviews: Interventions — Success and fadlures

The following throe days consisted of interviewing and
listening to all MCH personnel whao directly oi- indirectly
plaved a part in implementing the interventions. The SRHD
staff prepared cutlines which illustrated how each
intervention was planned, organized, implemented and received
in the Test areas. Also, the SRHD Staff and Rural Health
Administrators of the MOH described succescozs, failures,
accotplishments, constaints, lessons learnaed, strategy used
and praoblems encountered in the life of the project.

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



The coaoperative of the SRHD staff was excellenty the
presentations through and the rapport in ewery way was
extraordinarily complementary.

Ohservations:

The E.T. travelled to two areas the Gaverncrates of Fayoum

and Guiza to obtain first hand knowledge of the impacts of the
interventiocne. The BGovhkrnorate of Fayoum was selected as an
area where the test of interventions was applied. The
Governorate of Guiza was selected to chserve an area in which
the interventicns were not applied.

Observed were a Training Center, Rural comoined Hsalth unit
and one rural health center.

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

Recapitulation and Freparing the report

The final days of the Evaluation Frocess concisted of the
Evaluation Team reviewing, commenting, debating, and writing
drafts of their responses to the scope of services as
presented by USAID.

Dr. Hornby ectabliched work plans for each member in regard to
preparation of the final report. The entire team reviewed,
commented and edited =2ach others reports. In essense, the
fimal report is an & .wlgamation of the entire Evaluation
Team’'s input. Thus, the report was prepared.
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April 24
2:00

Q:30
10:00

10:15

11:45

Aptil 27

B8:30

10:30

10:45

SCHEDULE .
SRHD FRC YXCT. FINAL EVALUATIGN

April 26 - May 1S, 19864

Introduction : Uelcome Dr. Mostafa Hamnamy
Review of Scope of Worlk
Adoption of Fresentation
Agenda
Team Internal Organization Session
Recess
Presentatiaons
.3 Project Profile Highlights Dr. Ahmed Magaty
Dr. Tomas Engier

Recess

«2 Summary of SRHD Intervention Analysis

DOutreach Frogram Dr. tiohammed Moati
In-Facility MCH/FF Frogram Dr. Ahmed FKashmiri

Heal th Eduation Dr. Ibrahims Awad

Training Dr-. MNagwa Farag
Supervision Dr. Nasr El-Din El1 Tantaww
lLogistic Support Dr. Faroul PMounir

Frogram Evaluation &

Information Dr. Samir Guirgis

Health Scrvices Razsearch Dr. Ahmed Nagaty

Fresentation
«3 EBummary of Froposed Strategy

Manpower Development Strategy Dr. Nagwa Farag
Health Care Financing

Strategy Dr. Ahmed Nagaty
Management Da2velopment
Strateqgy Dr. Faroulk Pounir
Informaticon Svstom
Strategy D Samir GCuirgis
Technological Development ‘
Strategy \,r. Ahmed Kashmiri
Recess .
Teamwork

page 5 \C



Anril_ 29

April IO

Rrimfing with UTAHTD

Interview with Dr. A. B. Mobarak, Former project
: Directar

" * Dr. Aleya Ayouh, lUndersocrotary
of Health

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

Fayoum governorate: Implem=2nted facilities
Giza governorate: Non-implemented facilities
Submission of Draft Report

Discussion of draft with MOHM and
USAID (health division)

Fresentation of report to HE the Minister of
Health and USAID
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Institutions and Individuals
Interviewad

M 0O H:

HE Frof. Helmy El-Hadidy,, Minister of Health
Dr. Mostafa T. Hammamy, Uniersecretary of State for
Basic Health Services % Family Health,
and SRHD Froject Director.
Dr. Aliya Ayoub, Undersecretary of State for Manpowar
Development % Research; and

Director of Child Survival Frcject

Dr. Hassan El-Deeb, Exec. Director, Urban Health Services
belivery Froject

Dr. Almotaz K. Mobarak, Former Undersecretary of State and Former
Froject Director

Dr. Helmy El-Rermawi, Director General, Flanning Dept.,and
Exec. Director, USAID Suppeorted FF Froject

Dr. Mohamed Nabil Massar, Director Genera
pu}

1
-
Rural Health Dapt.

Dr. Hosni Tammam; Director Generél, MCH Dept. and former Exsec.
Director of National Conrntrol of Diarrheal
Disease Froject

Lr. Zaher Iskander,D.G., Information % Deccmentation Canter,liOH

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

Di-. Moshira El-Shafai, Deputy Exec. Director, FI Feojoct

Dr. Mohamed El-Lithy, Ruwral Health Dept.

Favoum Gov'te:

Dr. Fakhry Hakim, Director General, Hzalth Directorate, Fayoum
Gav - 'te

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

Dr. Sherif El-Said, " " " & Director of Training
Center ,Agamyean, Fayoumn
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ANNEX D

DOCUMENTS REVIEWED

FROJECT DOCUMEMTS:

10.

11,

Froject Faper for improvement of rural health delivery -

Egypt July 1379
Master Evaluation Frcfile March 1986
Intervention Analysis March 1986

Strategic Froposal for the Development of Rural Heal th
Services 19386 - 2000 March 1984

Raplication Strategy March 19B6

Recaommendations of the Faourth National Conference an Rasic Health
Services for Rural Communities April 1936 ‘

#ifth Report of Rural Health Technical Advisaory Committea
Review of Freliminary Version for the Draft Nationwide Replication
Flan August 19383 :

SRHD Froject Technical Report
"Results of Houschold survey NMo. 7" Qctober 1985

Supervisory Forms

Training Handbook for Frezimplementaticon Training Frogram SRHD, MIH,
1981

Fre % Fost SRHD Freimplementation Training Surveys of skills,
n g Y
knowledge among physicians, nurses % sanitarians.

USAID Rural Hezalth Froject Monthly Reports 1983-1984

USAID Rural Health Froject Ri-annual report ond implementation plan
(May 1982 - Octuber 19EI)

Other Documunis

1!

The National Control of Diarrhaeal Diseases Frojesct:
An innovative and effective program .
A Rachkground Faper in support of the application for the
17846 Sasakana Health Frize
October 1985

Child Survival Project Faper "Egypt"
July 1983

The State of the wofld's Children
1986 UNICEF
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I1slamic Frocedure in Child Care
' 1985 UNICEF
"In Arabic"

Child Care in Islam
1985 UNICEF

Guide Book for Daya

Eqypi:, UNICEF

MOH Department of Statistics, monthly facilities reports for
governorates of Behaira, Fayoum, Dakahlia, Assuit
(1983/1984--1985/193&)

MOH Armnual Budget Summary for health secter (1983/1934 and
1984/198%5)

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

Incentives in FHC: Myth on Fanacia: MNagaty & Engler. Fresented to
NCCH Annual Conferena, Washirngton D.C., USA June I-3, 1985

MOH Rzports for RHD on MOH activities, OF, IF flow for the yeqars
1981-1934

MO Report Manpower {for RH Sector, 1980

MOH Report MCH, Imnunization activities by governorates, 1933
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ANNEX E

DETAILS OF INTERVENTIONS WITH TECHNICAL FDOTENTIAL

1.1ntervention: Institutionmalization of systematic _outreach for
childhealth surveillance, fartility status swrveillance,

improving meternal carme, increasing health education_and
QFOmEElDﬂ fainily planning.

Child health swveillance has not been part of home visiting
activity in the past. The cutreach pragram was intondod ho
cover all villages served by the health centers and all villanes
within Z/4 km. of a health unit: the homne vizits were pard for
heal th education in nutrition, family plannimg, environmental
hygiena, recognition and early management of childhood disaases,
case finding, treatment and referral. The program invol vad
physicians, nurses and sanitarians, although most visits were
made by nurses., Nurses were expected to procuce Z00 contects
per month.
- The outreach program allowed eupansion aof bealth services to
the homes.
- It acted as means of collecting health and health related
information.
- It permitted early detection and treatment of signficant
number of potentially serious diseases ( DI arvrhea and ARI).
- Child care coverage increased and nurses sitonificantly
allocated more time to child care and school health.
Moreover, an increased coverage of PMCH serwices in SKHD
facilities was dewmonstrat=d. A
= Although i1t has not been poscible to quantidfy exactly the
benefits received in mortality and morbiditwy reduction,
available evidence indicates that benefits nave been wubtained.
= The persormnel utilized for homa visits showld be oramined -
epecifically in regard to the role of the sanitarians. The
health education role assigrned to sanitarisns has noat beon as
successful. This may be due to rejection of male vaisits by "
housswives, a cultwal issua.
Davas continue to attend the majority of hoae deliveries
(80%) . This may reflect cultural prefereonca to this typo of
birth attendant or simply that nursing sta$< are not genoerally
available to provide natal services and tha immadiate
postnatal cervices irn~luding demostic and social services
which thz dayas ncrmally give. In the light of the nuwse
shortage currently affecting Egypt and particularly rural
areas, it appears desirable to comsider to incorporate the
dayas aftor training them in the health teaw for outreach
Pragrams,

. lﬂﬁﬁﬁiﬁﬁtian: Stroengthening of the MCH/FE medical carn
Capability {for dissase prevention in rural arpas_and

of new criteria for management of diarrhea/denydration_and
acute respiratory infections.
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The 1ntérVenticn includead: redefinding of staff roles; Job
descriptions; expansion nf laboratory capabilities; revision of-
in-facility MCH/FP servi Ls; perigcdic review of 1mmunization;
nutritional status of preschool children; scheduling. of all MCH
activities on a daily basis; upgrading family planning

services; i1ntencsiftiad health education efforts focusing on
child nutrition; Famnily Flanning; and recogmition, prevention
and care of common childhood disorders.

These activities were directed to impraove statf knowledge,
attitudes an9 practices (KAF) and to improve maternal and child
health through’ promotion and increased availability of child
epacing methods. Although ore is awara that. the impact of thece
activities can not be disassociated from the outcome of the
outredch activities, yet one can conclude the following:

- Expanding the covarage resulted in an increase in community
utilization of in—faciltity care as well as improving rapport
with community.

- Operational research studies sponsored by the project have
indicated that nurses are capable of diagmosing and managing
mild and moderate dehydration and can initiate treatment for
mild and moderate ARI‘s. The nuwse time &llocatieon to MCH/FF
service functions and to child contacts frmcreased. Tho nursge
services wasg expanded to cover the 9 years old, The community
and staft acceptance of these innovations 'has been aqood,
however, supervisory suppor-t may be needed. .

= In the area of family planning, inspite o widespread
awareness of FF methods and significant lzvels of
receptivity, low contraceptive use, domimated by pill users
howevar, increassed relianca on pharmacies a5 sources of
suprniy of pills and wmschanical family plamning methods
continued., Inspite of the educatiaonal achtivities offered cuh
it had little impact on changing btehavigws of the women. It
s@ams also that a mere intensive training in behaviows
modification was nerded and possibly more consideraticn of
the roles of other members of the family in this process.

- Modification of physician manageament crit=ria has provoen to
be a difficult task. This may be attribuwted tao the high rate
of physician turnover, and the contradictions with criteria
taught in medical schools.

= The pre-implementation training improved the knowleodge,
skills and caused attitudinal changes in staff clinical
practice. However, inservice training musnt be continuing to
compensate for satff attrition and declining motivation.

Interviention: Increasing consumers health knovledge and,
participaticon

Fostering community participation in a broacd sense has not been
attempted in the SRHD projezt. The inter “wmitions wore all
directed to the clarification of_staff ro. 2. and opportunities

dn health education,and 1mpr0vLment of thLLr lnuwledqe and

skills. This was carried out to promote conzumers’ knowledge of
7 priority health problems diarrhea;y A7y iamunization;
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utslicatiaon af maternity care and FF servicé; MCH nutritiong
personal hygiene; home and school sanitatiom; and parasitic
infestatiaons. This has been supported with & series of visual
learning materials (VLS) built around basic health messages.
These were underutilized by--the staff., A series of 7 self
learning manuals (SLLM) were developed. All but one were testod
and completed. These have anly been used om an axperimental
basis and they were not properly read by facility staff. It is
important to point out that self learning materials can not
teach communication and motivation skills. This alzo may
uplain why actual behavioural change has piroven to be
difficult to achieve.

Interventicon: Training: The trainimg intervention included
preimplementation training, inservice training, construction,
equipping and staf+ing of district training centers as well as
special training. These activities were carried out to assure a
high level of knowledge and skills needed to assume the staff’'s
ypanded roles: to strengthen sections and departments within
the MOH; to assure managerial support of logistics for the
project; to facilitate evaluation and analysis of SRKHD

project results; and to improve planning, iwmplementatian

and evaluation of the entire rural health sorvice delivery
program.

- The project preimpliementation training cowered [O04 of the
peripheral staff of the project arecas. Nurzas wsra {found Lo
be most receptive and sanitarians the least.

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

- FParts of the physician preimplementation €raining materials
were subsequently integrated into ongoing MOH preservice
training in project governorates. Unfortunately this package
mas delivered by lecture rather tham group discussion and
excerises. It did not involve observation and precoptorsnip
in field practice as uas intended.

= Inszrvice training covered refrosher couwrses for all staffg
training in family planning for physicians, nuses,
sanitarians and laboratory technicians; training in
supervisory tachniques and procedures for all supervisory
staf{j- and management training for project field executive
directors, district health officers and central MOH and
project staff.

- On-the-job training in the coursz of routine supervision by
district and governarate level supervisors was found to
improve staff performance more than formal lecture type
training. However, supervisors required more emphasis in
terms of training. _

Special overseas training was conducted to cover training
needs of health services research. Only f2w have benefited
from this activity as few peripheral physicians, and no
nurses nor sanitarians met the AID English requirzments +for
study in Untied States. Apart from the cost involved 4 out
of 32 physicians trained overseas did not return even though
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5.

6.

e —

P

Lh&ir‘triininj lian boven cumplated,

- 0f the 19 planned training centers, 12 were constructad,
equipedNand staffed. bmpletxon of all training centers is
schedule +Dr June 19:4.7Al1 training cemters are constructed
at a rural health center. Thic facilitates the creation of
participative lesarning eiperiences.

- A significant amount of training materials have been
developed for inservice training includimg slide sets.

Narration for nurse triining in comaunitwy obstelbrics was
devel oped.

- The project has at least initially improwad productivity,
lowered unit,costs and increéassd health service utilization.
TﬁE“xmptovcmnnts achievoed have beon zlustained only for about {Q
two years after which a decline was observed 1n starf S
prroductivity and pertormance. This indicates the need to C-
induce motivation productivity changes.

Intervention: lLogistic Supecort: Thie includod provision of

vehicles, maintenance facilities and basic commodities. Thoese

were needed to support suparvision, trainimg, outreach, health

education and data collection.

~ Although it is agreed that logistic suppaort significantly
contributed to both facility and outreach services, improved
supervision and provided physician satisfation yat problens
were encountered with regard to types of wvehicles, spare part
supplies, and shortage of drivers.

;= Due to the ready availability of drugs and the eristence af

established drug distribution norocedures in the ruwal areas,
SRHD intervention was limited to a list 04 essential druags
and equipments provided by UNIFAC system . Thesa proved Lo
have been technologically appropriate. A massive order of
bazic equipment for all RHF's in rural Egyephk has already baen
ordereyd with SFHD funds. However, prov1u;cw should be

plannéd to cover replacement neads aver the next decade.

Intervention: Suparvision and Motivation: This intarvention was
almed =t upgrading supervisory technical krawledoz: and shills
and to link supervision to Dn~‘hn—job and in-service raining.
The uparading of supervisory compotency anc commltment was
based primarly on trainimg of supervisors and on the initiation
of regular incentive pavments to district and governorato level
supervisars. The innovation of supervisory process dynanics
focused on the establishing of staff evaluation criteria
“pected to improve clinical and adeinistrative knowloedge,
skills and performance. The scores from thzse regul ar
evaluations became the basis for planning ramaedial inservice
training as well as awarding incentive paym=nts to staff
members. However, the criteria for performance evaluation uas
stated in broad terms which allowed subjective rather than
objective monitoring to occur. Moreover, suparvisors waroe
raeluctant to deprive personnel of their inrzntives. The staff
response to motivational 1nputs was determ séd to be less than
2 vears.
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Altnough‘it is hard to separate the impact of supervision from
training and logistics ye'y one can state that there is evidence
that these \interventions {dllectively led to:

- Improvement of the physicians leadership a&ability and better
compliance with gquidelines.

- An increase in nurses activity as regards outreach homa
visiting,immunization, and monitoring child growth.
Sanitarians indicated that administrative dutiesz were below
expectaticns.  Laborataory assistant’'s agdministrative and
technical performance was high in the beginning, and made only
a modest improvement over the period.

7. Intervention: Froarumme Cvaluation and Intormation: Thig
intervention aimed at creating an upgraded comprehensive
information and evaluation system foir collecting data nizeded
information for use in operational decisicn making. It was
composed of six components to accomplish six objectives, namely
to: ‘

o Identify unmet health needs and shortcomings in the delivery
of health services.

o Permit project response to identified health and service
priorities and problems.

o Monitor progress and cost.

o Standardize evaluation and monitoring criteria through
uniform modules.

0 Generate staff experience and interest at all levels.

o Fromote at all levels positive staff attitudes towards
evaluation.

Two of the components were not utilized, namaly the outpatiént
records and the verbal autopsy form due to the rnon-complianca
of doctors.

Components of this interventiocn that were tested were:

a. The heousehold survevs (HHT)Y are 8 repeated survey
interviews, carried out to provide data on percoeived health
needs, shortcomings, service utilizatiorm, and comnmunity AR,
It also perasitted projoct response to igentifisd problems,
to moniter progress, and to generate sta+f exparioeonce and

"interest at all lavels.

Seven rounds were completed and analysed. The data for the
Bth final round was collected, which included a morbidity
aind follow-up an performance of CHMC and FF prorgrams
Although the data From the 8th round is mnmot reported yet
project staff feels that HHS facilitated modification of
program camnponents; confirmed and modified the role

played by dayas in natal care;: and idontified attitudinal
barriers to service utilization. However, 1t was folt chat
spacing of inter—-survey intervals should take into account
realistic time frames for assessing res - ts. Also, project
staff concludes that decentralization o processing and
analysis does not appear to be technicaliy nor’logistically
feasible. The HHS as it was implemented and was contrally
executed , proved to be eipensive whe” . transportation and
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personnel reguiremnants were a limitation.

Supervisaory {feedback (SF): This activity was carried out one
rourd every quarter in all 24 times. The activity was
related to the management of personnel rather than to the
programmatic decision-making. It was intemded as an
instrumant for assessaent af staff performance, knowledge
and skill changes over time to identify <hortcomings, and
training naeeds. It was also used as an swvaluation mechanism
for awarcding monetary incentives. The activity indicated
that it is feasible to link incentives to perfarmance
evaluation although it is difficult to aveid on the long run
biasis in parformance svaluation. It was also a wean to 7
standardize evaluation criteria. Yot thore is a need to
revise these formats to assure that superwvisory criteria
allow for objective monitoring of perforasnce of staff and
that the procedures assure ease of use ang safegaurd against
subjectivity.

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

Pork Sampling (W3): Was adopted to assess staf+ productivity
and time allocation to functicons. It was based on
instantanenus obsarvations of randamly selected statd
memberz. Thic tool led to modification ef staftf job
descrinticng mainly in reduction of adminiztrative work load
of some staff mambers and the development Df supervisory
guidelines. The project staff found this instrument to be &
veluable tool and would appear to be feasible within the
Egyptian GOE-MOK system. However, WS showld be combined
with other studies addressing other variables that may
affect productivity and time allocation e.g. patient flow,
fratient load, etc.

Family foldery MCH/FF Records: ITnitiation of project
activities in cach district was based on willaege mapping and
szctorication. It involwved household censas and enuneration
linked to the creation of a family foldeor for each
household. This was to be lkept at the paripheral facility.
Data was collected by nurses and zanitarizans and was updated
in the couws2 of routine home visits., Thaose family folders
can provides a community profile if they are regularly
updated. e

A set of individual MCH follow-up forms wore designed and
collected into booklets to be used both om home visits and
visits to the facility. Most elements froo. the MOH folder
were incorporated (in aid 19835) 'into a revised national MCH
record {format,

evaluation team feels that institutionalized MCH forms as

wall as forms for obtaining base-line data wowild be an
intervention enhancing data collection. It would allow
interpretation uniformity and create the ability to measure
impact., Administratively, technically, financially and
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socially the instituationalization af fures would Lenefol the
nation greatly. ’

Intervention: Fromotion lpport and conduction—of lngal,

oparational research studies: A major objective of the SRHD

project was to insititutionalize a solid HGER.capability
within the Rural Health Department. Alsa to praovida a
scientific basis for -evaluating and testing proposed
ser~vice delivery, to allow managerial suppoir-t
intervention, and to involve rural health stat+f at all
levels in applied research.

- Seven studres are repaorted in support of the research
capability and scienkific testing of interventions.

They are: Diarrheal Dissase Control Study (LDCB) ., Acute
Regspirataory Infection Study(ARIS), Neonataotrum Tetanus
Control Study, Cost Analysis Study, Commurity Cost
Sharing Study, Diarrheal Disevase Taxonomy 5Study, and ORS
Distribution Study. Results of the DDC Study were
instrumental in the develcpmant of the Mational Control
of Diarrheel Disease Froject. Results of ARI were
instrumental in the inclusion af an ARI compaonent in the
upcoming Child Survival project. Neonatorum Tetanus
study proved that mass immunization of WRA is
technically and administratively feasible. The cost
Analysis study high lighted the need of including cosc
effectiveness indicators, in the evaluation process.

- There appears to have been little involvement_ of field staff
in HER/FHC evcept for data collection o%"Eemtrnlly idontifizd
and designed projects. Their involvementcould increase
their job satisfaction. .

- There is alco little evidence that recsults of research
carried out were disseminated to field staff. Hence, results
agbtained were not utilized by field staff.

page 17 /7b



ANNEX F

The Fourth Natiaonal Canference
on
Basic Health Services for Rural Commumities

Caira (Bpril 12-14, 19863}

RECOMMENDATIONS

Firgt: In the Field of Manpowsr Davelopment

1}

3)

4)

9)

- &)

Ta appeal to the Higher Council of Universities, the Ministry
of Higher Education, and the Feople’'s Assemlzly Health and
Education Comnittee, to determine the number :of students to
be admitted to the faculties of Medicine, Fhiarmacy, and
Dentistry according to the actual needs of hsalth services,
in the light of the Ministry of Health estimates.

To request the Higher Council of Universities to keep the
community madicine couwrse as an integral subvject of other
course curriculees, and to resume the system of teaching
community medicine from the first year in the Faculty of
Medicine, as had been followad in the past.

The Conference recommends that the Department of Manpower
Development of the Ministry of Health determines the numbers
to be accepted into the various seclions of bthe technical
institutes dccording to the actual needs required taking into
consideration the geagraphical locations of such institules.

To establish & pre—service training program for dentiste and
technical institute graduates, preparad by tize relevant
technical departments at the Ministry, in collaboration with
the Manpawer Developmant Department. This program should be
implemented by the Governorate Health Dircctarates.

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

Organization of the training sections at hea? th dircectorates
to include a wnit for preparing the technical assistants
(hursing schools, assistant sanitarians % lab. assistants)
and a training unit which develops annual in-service training
plans for FHC personnel, in collaboration with the various
technical secticns at the directorate, making use of the
available training resources.

Suppart and development of the libraries existting in the
rural health facilities with recent scientific materials,
threugh the assistance of national, interneacional and foreign
organizations. )
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gecond: In the field of effective management of the basic health

1)

2)

4)

welfare in_the rwal areas

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

a) Establishment of a special employment cadre for these
paosts, as was the case in the past.

b) GBiving the full~time doctors a minimum af 100% allowance.
This will not entail substantial financi.al burdens, as
the number of posts, despite their importance, is smallj
and the required appropriation can be carvered by surplus
funds from the first chapter of the budget.

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

To call +for amending the Local Government Act with the
purpase of giving prime authority to manageers of service
sectors at the levels of the governorate, District and the
village local government. Until such an amendnent deoes
materialize, the Council of Governors has to issue directions
to lacal government authorities at the different levels, to
enact regulations delegating some of their authority to the
managers of the service secltors and their units.

The Conference noctes the significance of the communily’s
participation through the local council haat th commitlees,
and the importance of the role of the Board of Direclors of
the rrural health facilities in developing, iaplementing and
nonitoring the annual plan of each unit. The Conference
recommends that health directorates and district hoealth
offices have to ensure that every health unit develops its
own annual plan, with the collabaration of its Board of
Directors. The District Health Office is accountable for
collecting the plans @f the affiliated vnits, which make wup -
the plan of the District Health Office itself. ‘

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

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

2) To reinfarce the local drug factories operated by the health
directorates, and the establishment of additional ocnes tao
caver the requirements of the governcrates, with the aim of
cptimizing use of resources allaocated for drugs; and ta
encouwrage hospital pharmacies to prepare their cwn ointments,
mixtures, reagents and cther preparatiaons.

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

4) To enhance and encourage {field studies in the governecrates to
solve health prablems, in collabaoration with the regionel
universities and the various research institutes.

3) Replication of the outreach program adopted by some projects
of the Ministry of Heallh to reach the community and families
at hamz, through planned periodical haome-visits with special
emphasis aon high rislk population groups.

6)  The gavernarate haslth directorates should hesp ceonstant
contact with the executive and conmunity authorities,
especially with the community, feligious and social lasdars
to strengthan & improve health service delivery. They
have also to participate with the directorates of education
in applying & staged plan assigning a doctor to every school,
to offer health services to the pupils. fach school has to
prepare a location {Tor the heslth services.

7)  To accept the MOH plan for upgrading ruwral health centers
into rural hospitals to improve medical care, with continued
stirress on praventive programs.

B) To perpotuate the implenentation of training programs for
Dayas (TBAsz) to work as extensions of the health team,
particularly in satellite villages and hamlets, under the
supervision of physicians and nuirsing stadf.

?) To request the Ministry of Housing and Fublic utilities to

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

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

Fourth: In the field aof financing the increasing burdenc of the
basic rural hezlth services:

In light of the increasing cmst of health care beyond government
revenues, the contribution of the masses who can afford to cover
part of the health expenditures is necessary, while kecping
preventive and emergency services_free. In this context, the
Conference recommends:

1) Support of the Unit Treasury through:

a. Increasing the outpatient fee to 25 piastres.
b. Ectablishing an economical treatment system in rural
health units.

2) Requesting the governors to allocate a share of the profits
of the agricultural cogperatives assigned to the cocial
services and of the gouvernorate service funds to Lhe heaith
services budget.

3 Inititation of arrangements to proomulgate an act establishing
a fund far the development of the rwal health services, at
the level of cach governorate, to be financed by the
following sources:

a. A share of the profite of the agricultural cooperative
assigned for social services.

b. A share of the governorate service fund.

c. A 25 piastre annual levy aon the health services provided
to each pupil.

d. A noainal levy for the issuance of birth certificates,
health certificates, medical reports and other
certificates unless they are reo  red by official
dapartments.

e. Contributions and donaltiong by charitable societies and
individual 5.

4)  The Ministry of Health has to start studying the mast
appropriate option to cover the rural connunities with a
health ‘nswrance schens, compatible with the nature of the
rural community, and to put into effect the principle of
social solidarity.
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Fifth: General Recommendations

1)

3)

Issuance of a decree by the Ministries of Health and of Local

Gavernment establishing a permanent central council far rural

health development, to be formed by represantatives of the
Minigtries of Health and of l.ocal Gevernment, the Village
Devel opment Department and all exescutive and caommunity
organirations concerned with rw-al health developmant, for
the puwrpaose of co-aordinating % intc rating the efforts of
these arganizations to ensure the gptimal use and geographic
coverage af the available resources.

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

Farmulation of a task force to follow up the implemantation
of this Conference’'s recommendations.
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