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-"PREFf\CE

The Egypt Urban Health Delivery System Project represents a unique

effort to brin~ to the Egyptian people a complete syste~ of primary health
-.

. care. including "!ater~ila1and child health services. The evaluation process

reported here gave us another opport~nity to witness the achievements of

the .project's chief executive officer. WOe came to understand more fully

the great challenges she faces in her efforts to provide a service program

that is both effiLient and humane. We therefore preface our report on

the eva1uati~n findings with an expression of our admiration and .~ppreciation

'/
! # for the work of Dr. Nabahat Fouad. Executive Prc,ject Director and career

officer in the Egypt P'inistry of Health. She has directed the work at all
,r-..

stages of the Urban Health Delivery System Project with the highest·

personal commitment and dedication to meeting the goals of the project

and the needs of her people.

1984 Project Internal Evaluation Team

K. Carney. Ph.D.
R. Emrey. Team leader
W. A. Hassouna. ~.D .• Ph.D .

Cairo. Arab Republic of Egypt

21 February 1984

BEST AV;~/:"'A[]LECOpy
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UHDSP 1984' ItITERNAl EVALUATION

1 •. Introduction

The Evaluation Team presents here the final r~port from the 1984 internal

evaluation of the Urban Health Delivery System Project (~HDSP).

_~~'UHCSP was designed to i~prove the health status of low income

residents of urban areas of Egypt by improving access to a range of primary

health services. The short-run focus is on maternal and child health
. .

services in £pecific areas of Cairo where there is an estimated target
.'-;

! # population (women in child-bearing years and children below the age of

six years) of 625,000. The 'cnger run goal is to improve the health of
r-..

all low income urban residents of Egypt by means of improved access to

primary care. In terms of the Egyptian health delivery system, the project

focuses attention on Maternal and Child Health (~CH) Centers and on General
•

Urban Health Centers (GUHCs). In particular, the project will renovate

18 MCH Centers and one GUHC; in addition, eight GUHCs and CSPH will be built.

To achieve the long-run projec~ goals and objectives it will be necessary

for the proj~ct to influence the delivery of all urban health facilities,

nut simply the 28 facilities directly involved. Thus, it is necessary to

win support within 'Egypt for the concept.of primary care.

The original goal and object, stated in the earliest project papers,

refer to: improvements in urban health status, increased access to primary

car~, and the importance of replication of the project activi~ies on a

country-wide scale. From these original statemen~s, five (5) more specific

..

objectives have been dcr~ved. These are: .V(
---.-.-------
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A. To improve the quality of primary health services in urban

MCH Centers and GUHCs., .

..

B. -To upgrade the physical facilities in existing MCH Centers

and construct eight GUHCs and the Center for Social and

Preventive Medicine (CSPM)

C. T6 imrrove facility management; a concern for cost containment

,-

D.

E.

is understood to be a part of this goal.

To develop a close relationship between the facility and the

community.

To develop support for the MCH and primary care approach in the

Egyptian system.

••
! '

.--
The structure of goals and objectives is shown in Exhibit -1. The

activities of the project cab also be considered in terms of this structure
..--.of objectives. , Most project activity to the present time is related .to

improvenent of the qual ity of primary health services and to the physical

renovation of existing MCH Centers'and one GUHC. Additional work relates

to an improved management capacity. In the future, work will be related
, .

to all five objectives.

[valuation Scope. The team conducted observations and interviews for

this evaluation during the period 28 January to 20 February 1984. The

report contains responses to specific issues presented by the UHDSP
, ,

Evaluation Steering Committee and recommendations for action by the

project. The Evaluation Team wishes to express its appreciation to all

pr~ject participants who contributed to our work by interviews, observations

at facilities, and providing project documents. Special thanks are given
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Original Project Goals
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Derived Objectives

To improve" the
quality of primary
health services in
urban MCH Centers
and GUHC's

•

To upgrade the
phys ica1 fadl i­
ties in existing
MCH Centers and
construct GUHC's
and CSPI1

To improve facili­
ty management
(including a conc­
ern for cost

)
1

To develop a close
relationship bet~

ween the facility
and the community

To develop support
for t~e MCH{primary
care model in the
Egyptian system

EXHIBIT 1. "Project Goals aryd Objectives
•
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to Dr. Nabahat Fouad, Executive Project Director, for h€r continuous
•

. support and encouragement to the Team.

The Evaluation Team began work by studying the Steering Committee

docu~ents prepared for the 1984 Internal Evaluation. The Committee

documents divided work of the project into. six (6) areas as follows:

A.~ Organization and Man~gement
,

B. Tra ining

c. Information, Education, and Communication (IEC)
'~ -

D.. Evaluation and Statistics

E. Center for Social and Preventive Medicine (CSP~)

F. Construction, Renovations, and Equipping..

A total of 31 issues was received from the Steering Com~ittee

concerning these six areas. The Steering Committee specified that each

"area" is to be evaluated in its totality. This request came from the

fact that many project units contributed to each area of work .. For

\

•
example, parts of the training area are being done by the Human Resources

Unit, the Organization and Management Unit, and· several others.

Evaluation Phase 2 work gave the Evaluation Team a good picture of the

work inside the project. We tried to get several people's ideas about

each issue. This approach gave us the benefit of many new perspectives and
•

~dded to our understanding of the progres~ and special challenges of the

project.
.

The methods used in Phase 2 of the evaluation were as follows:

A. Observe project activities in each of the six areas to give

the Evaluation Team a clear picture of current project operations.



!

B. . Determ'iRe the present status of project work in the six areas

by using the Project Poonitoring Charts_prepared by the project

units and by interviewing staff members .
•
C. Present the Eva1uation Team response to Project Issues for the

six areas of the project.

D. ~ Discuss with the Eva1uation Steering Committee the resu1ts and

rep.prts· of Phas~ 2 studi es.

~va;uation Phase 3 was concentrated on the comparison of project goa1s

- to the objectives and activities of the project as a who1e. These reviews

were inter.dcd to help clarify the appropr1ateness and feasibility of

i ntervi ews were conducted in Phase 3 with project staff rr.embers and ...tith! '

various poss'ble ways to conduct remaining project work. Additicnal
"/

people in other parts of the ~inistry of Health (MO~). The Evaluation
. . . r-...

Steering Com~ittee provided five foundation issues for the Team to consider.

These issues were examined carefully by the Team, and responses are given

•. by tne Team in Chapter 8.

Purpose. The Internal Evaluation was organized to measure project

progress and (if po~sible) to identify new options .for use by project

participants to follow. Special attention.was given by the Team to

strateg ies in the pre-sent and proposed future work cf the pr-oje>.ct. The

Team concentrated also on the present sun-objectives and proposed products

of the project to ensure their consistency with project goal~.

\

Next Steps. The Team realized th~t many project actiyities will need

ftttention in the next year and before project completion in Jinuarj 1986.

T~e recommendations in Chapter 9 were prepared to assist in planning and cb
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project implementation steps. The project participants should keep two

types of plans in front of them. The first plan gives overall goals,-

. objectives s indicators, and products. This plan can show accomplishments

and remaining work. The plan can help to identify major areas needing

attention. The ~econd plan is a detailed project implementation plan

to give ~ clear picture of work in the coming year for each unit. Chapter 8

contains a di~cussion of this ~lanning process.

~rganization of the Report. The report contains 9 chapters and some

annexes. The first chapters (Chapters 2 to 7) give the Team findings from

the review of project areas. Conclusions are given in Chapter 8, and

recommendatihris are given in Chapter 9.

•
•

\
\,

el"l
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. 2. Organization and Management

planning and i~plementation of service and support systems for primary

care. ·The director of this unit, Dr. Farouk Gaafar, provided much

useful information to the Evaluation Team ana prepared the basic concept

paper which Ol~ganized the Team's studies in this area. The service and

!
. .~ -

Introduction.
••

The Organization and Management Area covers the

-.
support syst~~s required the Proj~ct to integrate three major comonent:

1. Improvement of available physical resources,

2~ ~1anpo\'...er development, and
.

3. Modification of the existing orgainzational framework.

Only the 1atte~ two ar~ considered in this section. Improvement of

physical resources is considered separately in chapter 7.
\ . .

This discussion in this ~hapter is organized according to the seven
r·..

issues presented to the evaluation team for the Internal Evaluation.

The issues presented to the Evalaution Team are focused to a great extent

on the 1983 service improvement module interventions--ORT, growth chart, etc.

The scope of activities in the organization and management unit was

broad, as is demonstrated in the unit Tracking Chart Summaries.

.,

The '. work' over the life of the project can be seen to have

passed through several, different areas of emphasis, including: Programming

and ;>lanning, facilities development, and interventions. The tearrr found
•that m~ch progress was made during the past year in pianning and implement-

~tion for the Organiz~tion and Hanagement area. The Team encourage the

Project ~nd the unit to continue its careful .planning in its new interven­

tions. -
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2.100 the currently-implemented and p1anned-for-imp1ementation Inter­
centions constitute an appropriate '~Cocktal111 to address the major problems?

Response. The package of interventions can be considered in two

parts: implemented ones and non-implemented ones. The 'imp1emented~gro.up

.
included, listed in order to priority, the following:

1. ~Oral Rehydration Therapy (ORT)

Growth chart

Drug distribution and utilization.
*Oonations packaging

Hedical Records

2.

3.
...,-
4.

5.

6. Health E~ucation .....
7. Bacterial Sterilization

This portion of the intervention package has been implemented in
.--..

(our renovated NCH Centers: Mesaken Hehlan, Misr E1 Kadima, El-Maadi -

and Al Kaala. The unit Tracking Sheets prepared by the Organization and

Management unit describe the implementation of six of these (all except

Health Education which is reported in chapter 4 of this report).

*Note: Aminor change that the evaluation team would propose with
respect to the discussion of interventions and the definition of
su~-objectives corresponding to interventions pertains to the i~terven­

tions related to food donations. It is felt by the team that the approp­
riate intervention for MCH Centers is the provision 'of nutrition education.
It so happens that at the present time the appropriate nutrition related

. activity relates to food donations. Hqwever, if the donations were to
ceaSE tomorrow, the MCH Center continues to have the responsibility to

. educat~ clients about nutrition. The only change called for is relatively
small, but we feel significant, namely that the name of the intervention
be changed.
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The non-implemented interventions are proposed by the Project to include:

j ~. •• l. Organi zati ona1 structur.e •. .' -\c•
o. . "

~

2. Economic treatment

3. Com~unity outreach
•

4. Co~unity participation

5. Fami1y'p1anning

-.
Documentation is still being prepared for these interventi0ns, and the

Team encourages the Project staff to devote an amount of attention to planning

these interventions that -is equal to or"greater than the amount devoted to

the implewented interventioRs.

The team p~ints out that all of the 1933 i~plen~nted interventions require, .

. first the completion of ~lCH Center renovation and the acquisition C'f·ne\'l.,
I ,.

equipment. The proposed, rion-implemented interventions do notdep~~d on the

availability of newly renovated. Centers. However, furth~r implementation of
r·c

old interventions will contin~e to depend on having renovated facilities and

ne\'1 equipment.

..
An important consideration for the Project a~ this time 1"s ho.,., to begin

studies of the intervention package from the point of vie'd of cost and cost­

effectiveness. The ~omplex package that comprised in each case an intervention

now"~11 need monitoring of cost to to with the previous studies of effectiveness

and utilization. This is particu~ar1y'noteworthyin the case of the drug inter­

vention. In the long run the ability to'ma{ntain a stock of drugs in 11CH Centers

would probably depend on the ability of the centers to maintain.a tight control

on utilization and cost of drugs. It is also, on another level, very impor­

tant to begin consideration of the cost of the introduction of interventions .

. .
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A very impressive array of talent has been brought together to •.
introduce successfully the first round of interventions. It will be

impossible for the limited number of Project staff members to put in
.

the same amounts of time introducing these interventions into additional

! ,

MCH Centers as was used in the first four centers.

The appropriateness of the intervention package may be considered using

several creteria:

'~ -Method of selection

2. Complementarity with other concurrent programs

3. Potential for successful introduction in the initial sites

4. Completeness of the interventions as related to the tota.J
:r

set of project goals

With r~gard to the method of selection of the pac~ge, it would seem

important to ·involve a broad range of persons at both the community and

various governmental levels. The unit tracking sheet notes that two

committees were formed to select and rank interventions. Thus, it appears

that the selection process was a particularly desjrable one. This process,

however, needs better documentation for use in disseminating project experience•

. It may be possible for the new interventions to broaden the range of persons,

pa~ticipat{ng in th~ selection and planning process.

•The complementarity, or relationship, of interventions to programs
. .

is important to consider, for example, both the ORT and the food donation

interventions are complementary to other programs. There are'positive

externalities for the MCH Centers in implementing these program, Mothers

uttracted to a well-functioning food distribution program come to the MCH

center where they become involved in the educational program, the well baby

program and/or other MCH activ;~ies.
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Since th~ success o~ implementing the first seven interventions
.

appears to be high, the package would have to be ranked high in terms .

of the third criterion. It should be noted that implementation of each

intervention involved a complex mix of activities. These are detailed

on the Unit Tracking Sheets so that it is not neessary to'repeat them here

beyond pr~senting an example that is typical of the various interventions.

In the case of ORT.the interventions involved the establishment of a room

for the purpose, the development of a rec~rd keeping sy?te~ and a super­

v;~orY~1Checklist, and the training of personnel. Similarly complex

combinations of. activities were required for each of the successfully

implemented interventions.

~

On these first three grounds--method of selection, complemen:tarity~

and potentia1 for success--the package of implemented i nterventi ons !'/oul d

have to be l'anked high. Probably the most important issue was to have
,

defined a set of interventions and to have successfuly introduced them.

This the project seems to have done. "After initi~l success, it should be

possible to build on the initial enthusiasm as well' as on the newly trained

personnel (at several levels) and broaden the intervention base. This can, , "

of course, happen either by introducing a new intervention or by broadenJng

and existing one.

The team examined' the complet.eness of.the" package of implernehted
. .

interventions and compared them to .project goals. The project staff

should continue to expand and refine the package as recommended in

chapter 9.

..
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With regard to future activities of the UHDSP staff, it ;s irnperat~ve

to continue developing the new interventions, and to implement them as soon

. as possible. Definitions of the new interventions need to be matched

against the broader project goals to see that the innovations are

meeting the broad as well as the narro~rer inter~entioh related goals.

I~ is likely thut implementing the future interventions will prove to

be at least as difficult, if not more so, than implementing the first

round interventions. The next round, if it is to be as successful as

the~ir~t round, will require a great deal of work.

In sum~ary, the package prepared by the Project has been shown to

be very satJsfying up to now. The plans for additional in~erventions

! r must receive the same careful attention that was given to the ~;evious

interventions:

•
•
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.
2.2 The UHD5P's e*xperience tt:> date, concerning implementa·tion of its
pilot interventions t has been that, no matter how cooperative and
capable Health Center and zone personnel have been, considerable amounts
of start-up time and energy still need to be invested by the 0 & r·1 unit
personnel in order to put these new activities on their feet. Given
this requirement and the further general constraints of distance, time
and "nanpower t how can the MU staff be utilized to maximum effect? How
can the Health Center and Zone personnel be involved more effectively
to this burden from the UHDSP?

.
Response. Although the UHDSP has spent a great deal of time in

introducing the new interventions, it also appears to have accumulated

a cOD$iderab1e amount of reuseable capital in the form'of manuals,-
checklists and forms. The Unit Tracking Sheets from the Organization

and .~nagement Unit suggest the following manuals: drug distribution

and packag.'ij1g and bacterial steril ization. Checkl ists have been

developed for drug distribution and packaging, ORT {' bacterial tteril i-

zation, and donations packaging .

. .. ::

With the successful experience of introducing interventions into

new1y renovated r·iCH Centers, the UHDSP staff should attempt to tur.n

as much of the job of startup of the additional centers as possible

over to others. If this has not already been done, the UHDSP staff

should carry out an internal assessment of the experience to date:

what has worked particularly ~~11? What,pers~ns~particu1arlyat theliCHC

and zone levels--are. interested and'c6mpetent1 ~fuat are the trouble spots

~.t~at will. require close monitoring? •
•

The rationale for turning the already defined tasks over to others

are many. The more people who are involved (within manageable limits)

the more supporters of the ~lOH ph i 1osophy who will be developed.

\c,
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Teaching reipforces the le?rning that has already occured. Teaching

develops new skills and new confidence. If some MCH personnel become

both competent and visible in the proc'ess, they may \olell find themselves

. i~ new jobs, thus helping to develop the career pattern in Primary Care

the pr.oject hopes to a·chieve.· ' .

.
It will be necessary for the HDSP staff to monitor the situation

and be ready to supplement the process with their own presence or that

of some. well known or highly respected outsider. The project staff is_.
needed to get on with the creative tasks that remain while being

nonetheless, available for "trouble shooting." The five remaining

interventioQs, even if no additional new ones are specified, will require

the full attention of the UHDSP staff.

"'·cOne way of expressing this position is that the project has

produced a healthy baby, nurtured it well during its earliest days,

and now must let the baby take its first steps alone unencumbered by

an over anxious parent.

- .
•
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2.3 Base~o~ the available evidence to date, have the health service
. impr6vement interventions, thus far imp' emented by the URDSP, "resu~ fed
• in measureab1e, positive change in the way health care is delivered,.

received and sought?

•
Response: There have been definite improvement in the "way health

care is delivered, received, and sought." . Most impressiVe to the team

was the~increase in utilization of services. While utilization reflects

the way health care is sought, it also reflects the patJents' attitudes

toward care and the 'rlay it is delivered .
.~ .

While all utilization measures appear to have risen, the team

finds severol measures to be especially convincing. These are
~

antenatal and \olell-baby visits. There are problems associated :.~,'ith

using increases in in-facility deliveries as an objective, but the

current i~crease in these deliveries would seem to suggest a new

attitude on the part of patients.

. .

,
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2.4 Are the specific objectives of the health service ~mprovement
jnterventions planned and implemented to date sufficiently well-defined
and appropriate? If not, how might they be made more so?

\

•

• Response. The specific objectives of the health servic improvement

interventions set forth in the unit tracking.sheets·from the Orgainzation
• r .

and Management Unit indicate a great deal of work and effort. Some of

the staied objectives are complete and some will require furth~r

definition to ensure that they give proper indication of effectiveness

~ .
The service improvement objectives typically should begin with a

general, overarching object;ve~ This objective should be broad and is

not necessarily quantifiable. An indicator is prepared to specify the
~

~

extent to which an objective is being achieved. For example: .,

Objective:
,--..

To increase the utilization of family planning services by

women in the accessible service area.

lndicator:

The change in the number of person-months of coverage by

contraceptive devices for a specified time period

before and after an intervention.

Accompanying sub-objectives are designed to be more specifir. and

measureable so that work toward the general objective can be evaluated .
•

A good set of sub-objectives shoul d Ufi 11 the space" occupi ed by the ,.

general objective so that some major facet of the objective 15 not

neglected. It is desirable that the progress on the sub-objectives

be rneasureable. However some cautions are in order:
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1.. Def'initions must be precise
-,

2. Time periods especially the ~ase period must be carefully

specified,
•

3. When 2 periods are compared, case must be taken to ensure

s~milarly of the 2.

4~ Use of a nLimber in a sub-objective does not of itself ensure

measurability because one or more concepts. involved are not

presently either measureable or known .

).'

.,
•

"
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2.5 Has the capability to identify problems and plan implement •
.. solutions at Health Centers, Zone and Governorate levels improved

significa11y since the Project's inception? If ;not, how might this
be better effected?

Response. It is difficult on the basis of information presented.

to us to identify just how much progress has been made in abilities to

identify problems and plan and implement, solutions at the levels of the

HCH Center, Zone, and Governorate. 1n this pyramidal structure it our

imprg?sjon th~t the greatest improvement has been made at the base of_.
the pyramid, i.e. at the MCH Center level with decreasing change as one

moves u;> the pyramid.

It woutd seem that considerable impact could be made at the~Center
".

level with regard to the~e issues, and various. discussions indicate

UHDSP thirking and action along this line. The appr~~sh seems to be

a bl~-pronged one involving the development of ·management skills in

Center personnel and the giving of responsibility so far as possible

to Center managers.

Generally, the two-pronged approach is to be encouraged. In

addition, documentation of actions. in this area needs to be made. When

more renovated centers have been opened and the initial interventions

implemented, consideration should be given to ~stab1ishing horizontal..
communication, that is, communication between nurse supervisors, etc.

In considering higher levels of the pyramid, the major suggestion

is to keep the door open for cooperati~n betweenUHDSP staff and

gove~ent personnel. There appears to have been more success at

involVing gov~rnment personnel on short term than long term projects.
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,~ • •. ~Efforts to involve government personnel should continue with invitations

going out for appropriate arenas of cooperation. Efforts should continue

to be made to involve a wide range of other people in the project and to

. s:ek approval for changes in pol icy \'Ihich can make the prim~ry_carc
.

delivery system more effective. The Team suggests that, where appropriate,

formal "\'Iorking agreements be prepared setting out l'elationships and

duties of zone offices within the project activities.

,..r.:- -

! ,

."

..

..
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2.6 . Has the UHDSP's capacity Jor planning and implementing health
service improvement activities grown over the past 3 years to the
degree expected, given its starting point and existing constraints?
If not, how has it fallen short and what should~e done additionally
or differently to improve performance to these areas?

\
1
)

\,

! •

Response. The UHDSP began its life facing many difficult constraints

pertaining to resources and staff. Starting without the full complement

of staff was par~icularly difficult. Only within the last three years

has there been a fully staffed operation in place. Given the assumption.
tha~H other activities depended on the availability of renovated

facilities and new equipment, it has been only recently that the project

has been in a position to'demonstrate their capacity for planning and
, .

implementinB health service improvement. They have so demonstra~ed arid
.,r

now the conditions are present in which further advances can be made.

There is a need to expand existing activities to include new interven-
r-c

tions and new emphases such as cost containment and to extend project

involvement by inc1 uding new personnel within the project staff, the' .

zones, on the governorate.

. .

•
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?7 Based upon anticipated revenues to the Health Center and Zone,
follovling the introducti on of the .Ileconomic treatment", to \·/hat uses ~

in order of priority) does the evaluation team vierr this projected
income should be put?

Response. The criterion for setting us~s of fund is that, as

they come ip, the fees should be used in so far as possible under

the predetermined constraints., to increp.se the managerial capacity at
r,

the local level. In terms of the focus of this question, b/O additional

points about uses of inco~e fro~ economic treatment are important .
.,.,..,- .

First, the use of any income from economic treatment is fairly well

prescribed under government regulations. Secondly, the funds should

be allocated at the local level •...
)0. •

The Team advices that ~areful monitoring "of Economic Treatment,

be arranged to identify any problems and to discoverr.~arly any un­

expected deviations from the project plans. It is recognized that the

UHDSP staff has devoted considerable importance to this intervention.

The Team is cORcerned that Economic Treatment will introduce a

host of new problems pertaining to access to MeR services on the part of

the target population, the urban poor. The reason for tfle concern 1.5

that a number of empirical studies from elsewbere indicate that increasing

the price of health services, results in "a decrease in utilization,
~

especially by the poor. This is in accord \'tith economic theory v/f1icn..

indicates that in the absence of any· other changes, an increase in price

~11 result in a decrease in the quantity consumed.

cl

ill \.
t

..
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A number of outcomes asa result of the introduction of economic

~:catment are possible and it is no~ possible now to perdict these
-outcomes exactly. If the morning free'services are perceived as

less desirable than the ·afternoon paid services~ morning utilization

may decline and. for the very poor~ not be accompanied by an increase

, "
\
\

'\

\

\
in afternoon u~ilization.

. .. .' .

In other \-/ords. the f>!CH Center may as a resul t

: .

.
of economic treatment not serve its target population as it should.

Another outcome might be that uti1izaticin would increase at the MCH but

tha!..J:he increase \'louid ~epresent a 'nC\'1 populatio.n (able to affor6 the fees

and perceving the aftern~on clinic,as representing an acceptable level

of health care.) These people may not be new recipients of care;

they may sirjlly have switched providers.

Staff assigned to·the rcono~ic Treatment clinics ~ust be carefully
r-<

selected to ensure that quality of service is maintained~ rights of .

the poor get proper attention. and work is ~one with attitudes of good

service in both programs. It has b2~n difficult in programs developed

elsewhere to maintain two tracks of service without also creating the. .
ill effects of a t\'IO-tiersystews \-lith the two tiers either reflecting

different quality or being perceived as providing different quality of

service. .'

..
, .

. .
The impact of economi treatment i~troduced at the present time

or in the near future \-Ioul d be difficult to measure wi th any degree of

reliability. First, demand for services at the ne\'lly renovated NCH

Centers, is changing daily. It appears, in the economist's terms. ,that

demand is shifting out as the public becomes aware of the new,. higher

quality level 'of health services being prov'iped at the r·1CH Center. At

some point, that is iri1possible to predict at the present time,' demand



\-lill.be impossible to determine \'/hether the outcome is the result of

until the introduction of economic treatment would be extremely short

Second, the time period since the opening of the renovated centers

.continuing shifts in the demand curve or from the economic treatment.

. .

If economic treatment is introduced immediately, tt

o.

will stabilize.

,------ .
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e~n in~the absence of a concern about shifting demand. Third, possible

changes in other health services facilities in the area, will make it

different to measure access the impact of economic treatment and the- ._.
effect~ of the other facilities.

I •

Finally, results of a,test made at an MCH Center will be valid only
~ .

if the population of that Center representative of the ItCH target

population.

•
•



Introduction. Training and Research are th~ two main activities

inclu~ed under the Human Resources Unit. During the past three years an

impressive amount of in-country and out-of-co~ntry train~ng has been

planned, implemented. monitored and evaluated by the project. The

provided aocuments and discussions with Dr. Insaf Ghabria1 director of

Human Resources Unit and other project units and staff members enabled

the team to identify the main components of th~ project's basic strategy
~ .

in training: .'

3.. Tra ining

r-·
I,

.j

?

I

I
I
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I
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<. . .. I

..

A. To fill the training gap rather than'duplicate training

activities perfonned by the NOH at both central, governorate
~

! ,. and zone levels.
.. • ,.I

B. To expand the coverage of training activities to include

all types (professionals, paraprofessiona1s."-aClxiliaries, etc.)

of health and health related workers within the project area,

at all levels (Project. Governorate, Zone and Units)

C. To extend training activities to include community leaders

whose role is essential in increasing service effectiveness

thro~gh community motivation and participation.

D. To develop relevant training activities Dased on the

identification of trai~ing needs jor overall improvement

of service delivery as well as t~ achieve specific pr~determin-
•

ed objectives for various service activities e.g new in~erven-

tions.
. .

E. To identify ~raini~a needs, to use a variety of appropriate training

approaches. and methods i and to conduct', moni-tor; and eva1ua te

various training activities.

/i
.1 , \

V



.,

•.,

UHDSP Internal Evaluation
··Fi na1 Report

21 February 1984
Page 3-2

F. To identify and develop potential trainers at the various

levels of the project (Project, Governorate, Zone, and unit

level) and bring additional trainers from various academic,

and develppment insititutes to complement the training capabil­

ities ~ithin the system.

G. -:. To util ize the out-of-country tra ining opportunities to

complement the in-country training activities in a variety.

of ways,e.g.,enrich the experience of project personnel by

acquiring additional knowledge and skills as well as observa-

tion of service activities in similar or different cultural

through discussions with various staff members enabl~Q<the team to

crystalize the following 4 objectives for project training during.the

last three years. The ultimate objectives are to:

1. Institutionalize within the project area a need-oriented,

1
j

. ,

settin9·s.
~. .

Objectives. Information provided to the team and obtained

comprehen~ive,appropriate and dynamic training system

capable of identifying training needs, planning, implementing,

monitoring and evaluating training programs necessary to

improve the effectiveness and efficiency of project personnel.

2. Identify and develop training potential from withi~ the
•

project and complement these training capabilities from

universities, development institutions etc.

3. Introduce competency-based training

4. Expand on-the-job training to be performed at the MCH Centers
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During the hst three years the project staff accumulated a \'/ealth of
I i·

experience in c~ntinuing ed~cation and trainingpf urban MC~ personnel

and a great amount of educational material and inforQation on training

activities that is kept in files.

B"oth the accumulated experience and material fom the main ingredients

of a cu.Jturally relevant formula for upgrading of health and he'alth t'e1ated

snanpO\'/er capabilities in urban f.1CH Centers of Egypt. There nO\'/ exist

230 HCH urban Centers and 89 urban GUHCs •
.-r.r -

The Team suggests that during the next hlo years intensive efforts

should be directed to capitalize on this investment in hlo \';ays:

A. Co~vert the avail~ble material and information into:

1. Training manuals for various types of health and health related

personnel.

2. Guidelines for monitoring and evaluation of trainees.

3. Compendium of training material in specific areas.
'.

'B. Develop a two-year plan to institutionalize at the national ..level

the experience gained in the project.

The Team suggests that the institutionalization at the national
. .

level 'should be developed as part of Research and Development (R &D)

function for urban health. This R&D function could be responsible. .
•

for providing technical advice phd guidance in the area of continuing

education and training of MCH human resources •

. C. Develop necessary plans to increase governorate and zone-level

training capabilities in Egypt, perhaps by using the project area for

field training.

'1°. .') ,
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3.1 What is the Evaluation Team's assessment of the development of the
UHDSP's training capabilities over-the past 3 years, in spite of existing
constraints?

Response. The training unit should be commended on the increase in

training capabi~it~es achieved over the past three years which developed

internaJ training capabilities at all project levels and enriched the ex­

perience of ~rainers drawn fron outside·the project (especiaJly academic

institutions) who in turn will be able to draw on such experience in their

academlc teachings. Visiting Nasaken Hehlan and Hasr E1 kadima Centers

clearly demonstrated the great success of the on-the-job training in improving

performance as well. as developing training capabilities. The project used an

approach otprovlding intensive initial inputs of project personnel to pro-
."

vide training, monitoring, and evaluation in ~ICH facilities. -'[his approach.
on the surface appears to be both expensive and to reflect a lack of

confidence by project personnel in the established ~ystems. The Team

accepts the approach, however, as essential and justified within the

Egyptian culture •. The fncreased capabilities and experience of zone and

governorate personnel should permit a transfer of the previous intensive

input by the project during the next year.

The team would like to raise two main questions for future considera-

tion by the project:

•
1. How much is the on-the-job training is geared to or conditioned

by the new structural setting?

") (\I . ~

./
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2. As this training useful when trained personnel. are transferred

to another, perhaps unrenovated, facility?
:fI

-As the effectiveness of training dependent upon having a trained

team?

As it pass i b1e, in the face of hi gh' ·turnover to rnai nta ina trained

staff at the renovated project?

~ -

)"

•

."

..
•

•
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3.2 Is the present co~bination of training approaches--i.e classroom
teaching at continuing education center and on-job training--the mo~t

effective method to employ to achieve the desired results in the given
context and within existing constraints? If not, what is a better,
suggested approach? -

Response. The Human Resources Unit used a variety of training

approaches and nlethods in conducting various training activities.

Before suggesting other appma'ches one would like the unit to evaluate
.

the already used approaches and develop some guidelines which could

help in selecting from among already used approaches and modify or
. - ..-.,

add to them.

The evaluation should focus on:
...

1. The ability of, the approach to provide op?ortunities f9r

the trainee to participate in design, implementation and

evaluation of the training activity. .--<

\
~\

1

\,

2. The ability of the approach to provide for modification to

respond to trainees needs during implementation.

3. The ability of. the approach to provide for interaction

between academics and practitioners in designing a balanced

training activity.

4. The ability of the approach to provide necessary mechanisms

for a successful interdiscplfuary .training activity.

5~ The ability of the approach to upgrade the team training

existing skills or provide them with new skills and to encourage

attitudinal and behavioral changes in the participants

rather than ..rate accumulation ·of facts
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6;. The abi 1ity of the approach to enable the tra i nee to-. . ... ~

identify problems or raise the right question and then

search for appropriate solution rather than giving him

already made prescriptions.

The ~esults of such a study can contribute greatly to program

- design and im?lementation.

•
w·
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3.3 Have the training needs associated with the health service
improvement interventions been adequately defined? If not, how
might they do more precisely determined?

3.4 Rave the training programs related to the health service
improvement interventions fulfilled the specific training needs?
,If not, how are they deficient and how might they be better tailored
to the needs?

-.

Response.- The team proposed that an adequate definition of training

needs should include:
....,,-
1. Lack of necessary knowledge, skills and/or attitudes to

effectively and efficiently perform the assigned duties

and undertake reponsibilities.
So·· ...

Need to acqui~e more confidence to adopt and practi~e

innovative ideas and improve self image.

3. Need·to motivate personnel and prepare them for promotions

to higher level job.

4. Need to increase horizontal communication and interaction

between project personnel and develop team spirit and a

sense of belonging.

5. Need to assimilate supervisors into the training approaches to

reinforce the relationship between training and supervision.

6. Need to relate training to real-life situations and to use

as training materials actual forms and pro~edures from· the
•

work place e.g new formats for the several interventions.

It is very clear that the director of the training unit is fully

awar~ of the importance of developing need-oriented training programs

using workshops, interviews and observations to identify the training needs.

The need for improving management and supervision skills was met by a /J L\. '? \.
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number of trai~~ng activities of both theoretical and practical nature
• •

·~with ·more emphasf$ on the theoretical component especially for top and

-middle management personnel. The on-the-job training for service

"intervention emphasized learning by doing rather than abstractions and

used the renovated facilities for training.

In order to respond fully to this issue, the unit should undertake

an evaluative study through interviews of trained service personnel

well as observation of their performance. The study may include a

1im~d ·number of interviews with asel ected sample of cl ients •

..

,

"
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3.5 Has there 'been a significant increase in· the training capabi·1ities at th'~\
levels of the Health Centers, the zone$ and the governorates over the past 3 '\.
years? Ho\'l mi ght these capabilities be further ef~ective1y increased?.\

. i
:Response. Training capabilities are defined by the team as including:

• . Ability to communicate ideas in a simple comprehendab1e way

• ~ Ability to use appropriate audio-visual materials to re"inforce ideas

• Abi)ity to motivate trainees to participate positively in discussions

• Ability to assess changes in kn\?\·t1edge, skins, and attitudes of

~ • trainees

• Ability to set goals and develop training programs accordingly

• Ability to encourage creative thinking and problem solving

•The increase in trainibg capabilities at the above mentioned-levels is
,;

quite evident. The main issue is how to maintain and develop these capabilities

and replace those ...tho leave the project area. Nonetary....aQd non-monetary

incentives seems to be crucial including educational incentives. r·10netary in-

centives available during the life of· the project partially meet the need but

may be difficult to sustain after the project ends. A more stable mechanism

should be devised to assure continuity of this type of incentive. For example

the fund generated by economic treatment clinics may yield some continuing

incentive payments. A1 so sue of out-of-country trai.ning is recommended as a form

of the non-monetary incentive. A much more·difficu1t long-range fssue

i nvo1ves the effects o"f overtrai ni ng of r·1CH. servi ce and the poss-i bll i.ty
,

that such training could perhaps encourage brain drain to other

countries.



3.6 Has the follow-up of the various training activiti~s been adequately
ex.E:cutcd? 'If., not) hO\'J might this be be-eter effected within the b·dn constraints
of time and manpower?

·Response.

ticn about:

The team views that follow-up of trainees provides informa-

! •

1. ":. Suitable placement of trainees

2. AbiJity to use knowledge and skills gained during training in

present job

~. . Need for refresher courses

4. r1odification of training course cont~nts, approaches, and

methods to meet needs of similar trainees

5. Oevelop;'ent o~ appropriate continuing education progra~s,
Hethods for follo\·/-uP of train-es can take a variety of forms.

The project training unit uses on-the-job observutions ...and intervie\·[ .../1th
. .

personnel who have co~pleted the MCH on~the-job training.program. Al~

training activ~ties include a pre and post evaluation component which should

provide the basis for follO\'l-up of training impact .

.
The fol1o\"/-uP function needs to be more systemized and institutionalized

at the zone and governorate level,mainly through supervisors at both levels.

Follo\'l-up reports should generate necessary information for modi.fying training

activities and/or developing refresher courses. Regular communication with

trainees through short questionnaires or regular short meetings ·boosts: thei.r
•

morale and helps improve future training activities •

. ..•.

..
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'3.7 'Have the yarious options and benefits of out-of-country training been
adequately defined and documented by the UHDSP to date? If not, hOI" can
they be improved upon?

3.8 To what extent have the out-ofcountry trainees benefited the Project?
How can these benefits be improved?

. Response. Information provided clearly shows that the project has chosen

the option of using short-term training and observation tours of 4 to 12 weeks

rather than long-term out-of-country training. This option provides.
opportunities for a large number of project personnel to acquire knowledge

than ~[hen.a policy favoring long-term'training is fo1lm·led. Observation of

activities in ane\'l setting that is similar to those found in Egypt motivates

individuals 'to meet the challenges they fac~ in undertaking comparable

activities at~home (we can do what the others are doing). Some of thosg who.
/.,

~ went en such tours should be used a~ resource persons in workshops or seminars.

It would be useful to send teams to other countries with successful MCH/
"·c

Family Planning, or Nutrition Projects to learn specific skills, for example,

management of outreach activities, lEG methods, c~mmunity organization and

,participation, or clinical skills. The team suggests that short-term out­

of-country-training be used to develop joint trainjng courses including

. on-the-job training. For example, the 8 directors of the ne\'l GUHC's could

be preferably sent to a major urban primary care facility, such as the

South Dade country Polyclinic in Florida for 2-3 month period.

The objective of such a visit \'lould be for the 8 directors,. to develop

actual training packages. They would gain'also access to material training

proces~es such as:

r
I ''Iv

7
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1. Methodology/approach to Health Team creation/training

2. Training (0 - 3) in clinic administration encouragement in

'-larki ng mil i eu.

3•. Training vis a vis quality control (chart revie\"/s, etc.)

4. ~Tra;ning vis a vis development of treatn~nt protocols.

..
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3.·9 Hm( can the English language proficiency requirement constraint,
which affects the choice of o~t-of-country training and candidates, be
more effectively addressed by the UHDSP ~nd USAIDL

Response. The Team suggests that the project use resources avail­

able in Egypt. for. intensive English instruction. The programs offered at

American University in Cairo and through the American and British government

cultural agenc~es can be used under cqntract to the project. In instances

needing special attention, ~pecial tu~ors can be engaged as consultants to

the proje~t. These arrangements for tutoring should be organized ~(ith

a clear objective for level of competence required by the candidate with­

in specified time p'eriods.'
~.

•
•

'","-",it !,.;



meet speda1 needs \'/hen resources are hOt available in Egypt.

favors in-country;training be continued. the exception to this.is training to

3.10 Taking into consideration the .invo1ved costs and the budget allocation,
what are the Evaluation Team'~ recommendations concerning the relative emphasis
which should be placed on in-versus out.... of...country_ training in order to derive
.the maximum benefit to the Project in the time remaining?

The Evaluation team proposes that the present policy whichReponse.
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The relatively high emphasis wh;~h the project initially put on in­

count:t- training can be justified not on1y On a cost basis but also on a

cultural basis. This is true especia1ly in areas where understanding of

social and cultural values and normS plays a crucial role in improving the

effectiveness 'of health services •.'

! #

.I"
':r

·In addition the use of ArabiC 'ensures a wider coverage of project

personnel at all' levels as the institutiQnalization of the process moves
"'·c

fon-/ard. Even in case of physicians with some 'familiarity \'/ith English, it

is easier to implement such courses \,{lth Arabic speaking trainers with

Egyptian experience than with American tralners using £ng1ish with Arabic speak-'

ing trainees, the training is not delayed until the trainer acquired proficiency

in English.

Assessment of benefits.to the project ~eeas to be more documented through

a small evaluative study of:

A. Performance ..
•

B. Ability to transfer skillS to t~li~aBues or Junior staff
. .
C. Adaptation of acquired sk,11s to iotai conditions

D. Development and imp1ementatlo'n at' ·'nnov·a·tive ideas

E. Ability to work cooperative-\y w,th other personnel in a team
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4. Information, Education, and Communication •

Introduction. The role of information, education t and communication (IEC)

activities in diffusion of innovations is crucial since it is the main vehicle

through which the new ideas and concepts are presented to Target Population.

The IEC ~rocesses should lead to acceptance, utilization and realization of

specific desii'ed outcomes or impacts' due to appropriate.and adequate utilization.

The team vie\'ts the \-thole UHDSP as an innovation in delivery of maternal and
. ..-r"" •

child htlalth (ItCH) services in urban areas. The project aims to provide

accessible .and cor.JI1unity oriented good quality r·1CH service \'lithin and beyond

the NCH Centers through an outreach horr.e visiting program and corrrnunity

! ,.

).

participation.

Diffu~ion of UHDSP concepts will require the direotion of IEC activities

toward three main groups: health providers t including overnment health

personnel, potential MCH users t and the community at large. The sustained

success of the project depends on the achievement of behavioral changes in

the three groups in which IEC plays a crucial role. This broad role cannot

be played exclusively by the Project IEC unit, but all project personnel

should actively participate and support in IEC activities.

The Team views the main role of the IEC Unit to be as fol~\~s:
•

Identification of lEe needs t and the planning t programing, monitoring and

evaluation of activities.
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.
Program Strategy. The team feels that the program has adopted the

following strategy:

, .
~
.'{

From their examination of the documents provided and discussions with

lEe unit perso~nel and other project staff members, the team feels that the
. ~ ....

main objectives of IEC activities during the last three years were as follows:

A. To define the health education role and respon~ibilities of

various MOH personnel within the project area (governorate,

zones and MCHC·s) and develop planning, implementation monitoring

and evaluation capabilities within the project area;

"B. To delineate the health education component of various service

activities at MCHC's as have been done for new service interventions;

c. To upgrade the quality of health education provided by· various, .

health and health related personnel achieved through meetings,

workshops, and on-the-job training;

D. To identify opportunities in various' settings which could be used

for health education, e.g., the study of IIdown tirr.e ll in r·1CH centers;l(J
i



G. ~To disseminate relevant and adequate information about the

.'

meeti ngs (ll~ientati on courses, \'lOrkshops t mass medi a etc.

pl~ject to NOH personnel and·the pUblic at large using various

settings and approaches and media, e.g., formal and informal

and participat10n in the various project activities, e.a., community

To try a variety of mechanisms to enhance community involvement

org~nization activities;

To cap'itali,ze on existing health education material.s rather

than develop messages specifically for the projeLt;

E.

.~
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During the last three years of the project life the main activities
~

of the lEe unit can be categorized as follows:
I •

1. Tr~ining in health education for various typ~~<of health and health

related pers~nnel at all levels of the project;

2. Community organization activities using a variety of approaches

to gain support for health education, e.g. health education

cor.rnittee;

3. Service research studies to identify needs, problems, and

ofPortunies for health education.

•
. .

,
t", '._'
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. 4.1. Has the essential information concerning the UHDSP been eflectively\
disseminated to date among NOH personnel and the public a~-large? If not t 1
how can this be better achieved?

Response. Since the start of the UHDSP the project has made consider-

. ~

able efforts to disseminate the essential information ab6ut .its work among

MOH pers~nnel and the public at large t especially community leaders.

Oi sseminat ion. \'laS accompli shed throughfcirma1 and i nfonna1 meetings, ori enta­

.tion courses, workshopst and lately fhrough mass media. The Team f~els

that-,tl s important to develop standard; zed information about the project

to use at various levels.

Such standardized or locked-in information ensures an accurate pre-
...

sentation of information to the target audience. This inforrnat~on could

be presented in pamphlets, small booklets, sound and slide sets, short

movies, etc. This material could be used by itself or"as an integral part

pf training activities. The target audiences could include:

MOH officials, health providers, clients, community leaders, and the general

public.

•

' .. , j
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4.2. Have the ability and capacity to plan and implement healD~h
·education activities at the levels of the health centers and zones been
"increased a5 a resul t of the UHDSP' shea1th education prograrrrne? If not,
\'/hy not, and hO\'I can thi s be proved?

·Response. Information provided to the Team through documents and

discussions with the project personnel suggests that staff members in centers

and zone offices have an increased ability and capacity to plan and implement

health education programs. Planning. efforts by members of the Project IEC

Unit should be co~ended along.with their involvement in the on-the-job train­

ing at the Center level. The prepar~tion of the Unit Tracking Charts for"
.

healL~ services i~terventions reflect this capability.

The vi~~t to gasaken Heh/an r·lCHC has clearly sho\'ln us the great effot-ts
,.

of the lEe Unit personnel under the leadership of Dr. 1. Hissak.pfld t·lrs.Ekbal

Hanna. A major achieverr.€nt of the project is the development of supervisory

checklists fo~ monitoring the health education.compon~nt of various health

activities. Their efforts provided a more clearly defined agenda for health

education in the Project. An additional achievement was the delegation of

supervisory activities to governorate and zone levels.

I~plementation of health education at the health center. level has .

greatly benefited from on-the-job training as the Team observed in flasaken

Helwan. To avoid monotony from excess repetition the team recommends the

develo;Jr.ient of wider varietyQf health edu~ation messages than presently
•

'available to be used throughout the year •• Innovative ideas in health educa­

tion.should be encouraged especially those \'lhichinvolve the community,

such as: Knm'Jledge competition or quiz contests among clients of f1CHC,

drawings and posters by school children, slide presentation reflecting facts

about the neighborhood or local community, The aim is to achieve a greaterl I

l \ II
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.. _-~

'\
\
\

! •

degree of client participation in contrast to externally prepared, "canned"

messages on tape, slides and magnetic b?ards. For example, mothers could

be invited to explain to others how they train their children in good health

practices and to demonstrate how they prepare nutritionally-rich foods in

their own homes.·

~.

•,

.
!. \

"-j .
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4.3. Is the h'ealth education cOr.lponent of the health service improvement
interventions meeting its OW~ oQjectives? If not, why, and how can this be
accomplished? .

.Response. The Team feels that it is too early to form a conclusion

as to the effectiveness of the· health education componen~s of the health

service improvement interventions.
-.

The criteria" to assess effectiveness of health education are as follO\'Js:

A. _Change from rejection or indifference to acceptance and continued
~

utilization of a specific service intervention;

B. Health deterioration avoided due to appropriate utilization of

services;

c.

,.
r

Diffusion of health education concepts and information by f1CHC

clients.

D. Change in behavior of clients, that is, improved home environment,

preparation of nutritions foods, appropriate breast-feeding

practices, adoption of family planning, regular attendance for \'iel1­

baby services, etc.

·E. Change in .behavior of providers, that is are they doing health

education as planned?

, • •
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4.4. Are there ,other health-related activities, not currently performed,
which might better contribute to the same objectives? Are there otr.er
-appropriate health education technologies and techniquest, not currently
utilized, which should be developed experimented J~ith and employed?

Response. The blo main health-related activities planned for future

impleme"ntation are cOli1l1unity organization and home visiting. These activities

are higttly interrelated since the first tries to bring the community to

support the Center's activities and the second tries to bring the center's

activities to the home. Effective health education through home visitlng
. .-r- •

programs eventually changes unfelt needs into actual, though ineffective

demand. If this demand is not met by the l1CH centers "and potential clients

are rejectec.or improverly treated, the result may lead to frustration.
~.. " .

Community organization becomes crucial in order to provide to support to the
#

center to ensure that these demands are properly met. The team suggests car2­

ful and si~ultaneous planning of both activities in o~d~r to avoid unnecessary

frustrations.

The project uses a variety of health education technologies and

techniques ~/hich should be carefully evaluat~d. The team suggests the

. following creteria for ~valuation of presently used technolgoies:

-E." Acceptability and use by health providers at all points in the

delivery process, e.g., well-baby examination, sick baby examination,

filling prescriptions, monitoring child development, antenatal care,

social worker counseling, distributing fOud donat~ons, etc.



..
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4.5 Are the current methods used for monitoring the health education
component of the interventions appropriate and sufficient, given the
existing constraints of time and manpower?
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The present methods used for monitoring the healthResponse.

education· component of the interventions are appropriate· but require

more time- to test validity of information "gathered. ~'onitoring of

activities co~ld become a very complicated and frustrati~g activity

if generated information is not preceived as useful by the provider,
.,,- -

manager or planner of the monitored activity. The team suggests that

more efforts be di rectecr to determining -\'/ha t monitorlng data .are.

.useful to the.varipus· levels of health providers. Monitoring efforts...
~eed to be more syste~atic-£nd better planned.

! ..

•

•

•
•

. ..
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4.6. Are the'UHDSP's current plans "for community organization and parti- ~.
. cjpation appropriate and sufficient? ~f not, wha_t are suggested.improvements?,.

Response, Documents provided and discussions with project personnel 1
. !

and some community leaders in our visit to Helwan reflects the appropriate­

ness of the plans for community organization. Nevertheless, the team feels

that th~objectives of community organization need to be clearly defined from

the project's· points of view than they are at present. Community participa­

tion Jncludes the concept of both passive'and active involvement. As an
,.r:" •

example of passive involvement, may seek community support for ideas we

decide to offer clients. As an example of active involvement we may listen to,

respond to, qnd flJl fi 1 corranuni ty needs.

The Team recommends that consideration be 'given to the intersectora1

approach as a means for developing community organiza~iQn. This could be

achi eved by identi fyi ng and \'lorki n9 with appropri ate resources in other

sectors, such as social welfare, education, industry, etc. Local councils

provide a suitable mechanism for developing this approach. The development

of health education Eommittees at the community level also is a useful idea~

but linking health education activities to existing organizations, such as

the Productive Families, may be even more effective.

• ,

" .
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4~7 Have the mass media been used effectively to date to inform, educate
and comnunicate the UHDSP's messages?· If not, how can this be improved?

Response. It is difficult for the Team to assess effectiveness at the

prescnt time since the emphasis of the project on mass media is quite

recent. While mass media approaches provide wide coverage at reasonable

cost an~help create wide public support for the project. However, such

approaches may raise public expectations beyond existing ~eans or resources.

The Team feels that mass media should be·used carefully to advocate the
~ .

basic concepts of the project rather than to sell ~r even oversell the

project per se.

~

It is difficult to target r.E.SS ~edia to specific catchmen~. areas'.

Thus its use runs the risk of reaching large segments of the population

without access to the project services. In doing so"expectations will be

raised and perhaps the public will be conf~sed~ Micro media, such as

.posters, billbcards, handbills and pamphlets, targeted to catchment areas
'"

should be considered.

"
• •
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Introduction. The Team found that the project has several different

users of evaluation findings. These users of evaluation can be looked

at as a pyramid. At the bottom are individual functioning units; somewhat

higher up is.an )dministrative unit coordinating the work of a number

of units; and at the top is a decision ~aker managing not only units of

the type descr"ibed but other types a,s 'r/ell. In each case, managers or

decision makers use evaluations. In the MeH program of Cairo, the same
"...,...,.. .

type of pyramid of users is found ..

5. Evaluation and Statistics

!
.~-

,/ .

·f
t•I,

j
.r

/
/

-I

I
I

(

>. .. • I .,.

Examples of jnformation wanted from evaluations at the three levels,
)" ...... ,

are as foll 01'/5: '/

Cl Unit level: Are my subordinates carrying out the work assigned

to them in the proper manner?

this year over la~t year?

Is my budgetrperfonmance improving

• Middle level: Is unit 1 perforning better t~an unit 2? 110'.'1 are

all the units under my authority doing this year in comarison

with 1ast yea r?

• Top level: Are Type A units more cost-effective than Type B units?

Is there more improvement over time with respect to some factor

irrType A units than in Type Bunits?

The UHDSP functions in a pyramid that'is considerably more complex

than the simple example. And the invalvement in evaluation is correspond-

inglY,complex.

The team found that activities in evaluation include at least the

follO\·ling:
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1. Assisting the MCH Center managers--physician, nurse,

'pharmacist, for example--to develop useful managerial evalua-

tion skills.

~. ,
;~~-

Iii,"

,
1

! ,

2. Sensitizing personnel in various levels of government to the

;mportance of evaluation activities for decision makers by

~ involving them in the process. Transferring appropriate eval­

uation responsibility to zone and governorate supervision.

4. Preparation of evaluations directed ~o the needs of personnel

at the top of the pyramid, that is, the MO~~nd USAID.

It is very important that the project continue to give a high

priority to doing high quality evaluation; it is hoped that the-problems

faced in the past will not discourage fu~ure action pertaining to

evaluation and statistics. The evaluation activity is sufficiently

important to warrant the continued attention of the entire staff•

. .
•

(" L"
~ -"")
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5.1 The pres~nt division of responsibilities calls for:
~ .

. G the .Evaluation and Statistics unit to _meas'ure the impact of the
individual interventions of health service delivery;

G the Organization and Hanagement Unit (the coordinating unit for
the interventions developed to date) to monitor the technical
execution of the interventions; and .

• the other individual UHDSP units (e.g. Training) lEe .. ) to
monitor thei r speci fic contri butions to the intervent'ions.

Is this a reasnable and valid distribution of responsibiln:ies? If not)
how mi~)t this be modified?

Response. The Evaluation and Statistics Unit) headed by Dr. Soad

Wahb<l, is responsible for a variety of statistical activities' and. .,

evaluation activities focused around the collection of utilization

data from the newly renovated centers a~d various approaches to,

The.!'hortage, .

of ~taff, the difficulties in getting field data collected, and many

other problems have made many obstacles for the unit in conducting its
r-~

work. In spite of all these problems, the Team found that the service

utilization dat~ prepared by the unit was very well done.

The Team proposes that the evaluation and statistics measurement

activities i~ ~h~ project be grouped into the following categories:

• Impact A. Utilization of servi~es

B. Behavioral changes in clients and health

, practices •

• Nonitoring

t

C. Health status changes in population

D. Costs of health delivery

E. Operational steps in implementing interventions.

F. Observations of health worker techniques.

The Team proposes that the Evaluation and Statistics Unit concentrate its

resources and activities on Utilization of Statistics (A) and that the 66
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proposed contractor in evaluation research concentrate on behavioral

changes (B), health status (C), and costs (D)

\
\

\

.. \..
--"~ ,.

! •

• The Team proposed that all project units share in the responsibility

for monitoring activities (E and F).

,..-..,

•

\.•...... '..
i
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5.2 Have the indicators of health service improvement, associated
with each intervention, been/specifically enough del~neated? If not,
what are suggested alternatives?

• Response. The role of indicators in planning is to enable an

~ssessruent of movement toward project goals and/or objectives affected

by the project.' Typically a general objective is accompanied by a

series of sub-objective~ and indicators, which are tied closely to the

sub-objectives. If the sub-objectives are appropriate,. then indicators

may,..he evaluated by several criteria. They should reflect movement,

or lack thereof, to\'lard project goals. They should be in a quantified

form so that comparison within the project over time or across project;

are possib1e. \!hen used' fQr evaluation, they 'should induce appr9priate
.,

!. behavior. They should reflect moyement caused by project policies rather

than external factors, if at all possible.
.

They must, of course, be

clearly delineated and appropriate data must be available. It is also

desirable that they be easy to construct and readily understandable •.

The sub-objectives for health service utilization and health service

improv~ent and their implicit indicators reflect many of these criteria.

However, they should at this point be reassessed and clarifications made.

A number of questions have been raised by the indicators employed

or in discussion with UHDSP staff. The following points are directed

to these questions:

A. Accuracy of da ta .
~. . .

•

O· obviously all data are not of the qtJality desired by a

fesea~chet-or an evaluator. Nevertheless, it is sometimes

." necessary to u~e flawed data •
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Ii

Often the use of flawed data induces data collectors

understated--it still, may be possible to use them

to discern movement toward a goal.

to improve the quality of data.

I Concerns about data flaws should be indicated--perhaps

in afootnote--when such data are used. See also

•

Section 5.6.

B. Basel ine
',..r.:- •

When changes over time are examined, the choice of the

base period may \-/ell influence the outcome. For project

evaluation, fpur (4) base periods come to mind:
...

• Prior to the beginning of renovation

This may be the most desirable basing point although,

stnce it is several years ago:~changes in other factors

such as catchment area population may be reflected

tn subsequent data.

I Immediately prior to opening of the renovated center.

If utilization declined during the renovation p'rocess,

the use of this period may overstate the change.

I The early period after the renovated project opened.

Use of this base period'p'robably results in an

understatement qf tne change. When the researcher or

evaluation must chooie between an indic~tor th~t is

known to overstate the result and one that is known

to understate the results, a conservative approach

ts to choose the one that understates the results.

• The later period after services are stabilized in the center. ()
S'O
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In addition to the types of baseTine data discussed in

, J
..

Source of baseline datac.

. ;r-.'... -----, ;_.

'·1(·- '

..p

;)
. [
'f

B." often there ,ere externa1 data measuring the same factor.

, . o External data are ~seful in showing how the project

relates to another or to a larger community.

o - For purposes of examining impact, in most cases

it is preferable to use earlier internal data

rather than external 'data.

o. Consistency

It is essential to adopt'£uidelines and apply them

~ consistently

• • o When this is done, the direction, if not the

absolute measure, of changes over ti~e are appropri-,..<
ate.

e It will be necessary to aggregate data over centers

so that like measures must be used.,

E. Absolute and relative indicators

Many measures, e.g. utilization, may be set forth in either

an absolute form or as a proportion. Both are necessary
, .

,for p~rposes of €valuation~ The use of a proportion

requires the specification of an appropriate de~ominator

or population. The team ~ecommends the use of the

catchment area population. Reasons for this ay'e:

o This is the appropriate area of responsibility for

the MCH Center in the minds of MOH administrators.
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• It will be possible to develop reasonable population

estimates, in the aggregate and by age, for this

•

,l:' .

area.

It will possible to note external factors for

example, the opening of other health service facilities,

environmental problems, rapid changes in population,
'.

and other factors that might affect outcomes.

".,:

'\.

"

The Team recommends that the project staff review the objectives and

accompanying indicators.

The product of the review should be restatment of:

1. Objectives
~.

.! ..
2. Sub-obje~tives

3. Associated indicators

The team felt that several measures listed by the project staff,

were particularly useful. These involved both prenatal and well-baby

. visits. Since there was little cultural support in Egypt for either

of these, it was felt that increasing utilization, for them refelected

increased confidence in and utilization of the center. (Then, too, these

visits are not influenced by periodic national camaigns as immunizations are.)

On prenatal visits it was felt that both the number of pregnant women

seen once and the average number of visits was useful. The number
•

completing the protocol; as set forth as a sub-objective, is also important,

but if relatively few women complete'it, it may not be a sensitive

- indicator.
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5.3 Given existing time and manp0\'/er cons.traints, are the evaluation
criteria enumerated in the current revi~ed "Implementation Plan", •

. appropriate and applicable? If not, how should they be amended?

Response. [valuation criteria enumerated in the current revised

lmplementatiori Plan are divided into two categories: operational and impact.

The question of appropriateness and applicability depend, of course, on

the use to which these resulti are put. The team has presumed that the

purpose of these particular evaluation measures is to assist the UHDSP

staff detennine \'/hether the interventions are working out as intended.
~

If not; then the measures indicated in the Imrlementation Plan would

provide the basis for r~design of the interventions over the next three

to six rnont~s.

One example of the proposed approaches is·the following:

• -Operation--review medical record files of p.a.st week of all­

children treated in Sick-Baby Clinic. Of children seen for

diarrhea, determine percentage treated with ORT.

o Impact--review medi cal 're~ords of chil dren treated for

diarrhea with ORT over past 2-\'/eek period t<:> detennine percen­

·tage of cases not responding to ORT which requil"ed referral

for further measures.

~any other examples could be cited. -.

•

-.
For the most part the team felt that the operational measures

served the assumed purpose of determining the success of the interventions
.

in affecting MCH practices. It was not felt that the impact measures

were equally successful.



5.4 Is it a requisite for the UHDSP to Uinstitutional ize U an improved
evaluating capacity within the MOH as part of this Project? If so, at
which levels (i.e. Health Center, Zone, Governorate) and within which
offices at the designated levels? How might this institutionalization
be best achived?
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Response. The project paper (October, 1978) says' that one of the

main elements of the project is the "de~eloping within the MOH of the
.' J _.' .; • .:.".

capability to perform on a continuing basis, assessments of the health

sector designed to provide the data and information required to plan,

imp~e~t, and, evaluate pelivery of health servic~s which are more

relevant to the needs of consumers".
,.

Thus, there would app'ear to be a clear mandate to Ilintitutionalize

! # an improved evaluation capacity within the MOH."

One target of the goal to improve evaluation ca?3City is surely

the MCH Center staff. It was observed in Question 5-1 that evaluation

served the purposes of decision makers at all levels. Thus, the

management capacity of the Center director can be increased via the process

of assisting him to develop some basic evaluation tools e.g. techniques

for.monitoring medical record keeping, drug records, etc •

. Intistutionalization of the evaluation capacity at levels other
.

than that of the MCH. Center staff has beep difficult. Nev~rtheless, it

seems essential that the UHDSP staff routinely attempt to sensitize personnel

at the various government levels to the usefulness of evaluation for their

level of decision making. When various functions are turned over to the

zone~supervisors need to be able to carry out their 0\'10 evaluations .

. lol/
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In one sense the very existence of the UHDSP reflects the fact
", - .• . -.,0 ".

. of prior overall evaluation of primary and preve_ntive care in the

MCH setting~ The conclusion from many previous evaluations has been

tha~ this type of care is efficacious and cost effective. And the project)

during its lifetime) continues the process and in the "Egyptian

environ~ent presumably reinforces previous findings .

! #

..

. ,

. .

,.,

•
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5.5 Given ex'sting time and manpower constraints, what is the minimum
effective coverage which will still meet the evaluation demands of the
Project?--i.e. in how many centers do we need to evaluate impact of the
Interventions on health service in order to anSVler the big issues of
national replicability on the basis of cost/effectiveness, etc., which
the UHDSP must address by its conclusion?

Response. At the present time there is not the capacity to carry

out co~t effectiveness studies of the UHDSP centers since such studies
'!.-

require the comparison of two approached in which either costs or benefits

are similar.

. .

The need for cost related studies will bring about pressure to carry

out studies on a limited number of 'renovated and functioning NCH centers.
~

Nevertheless, the larger the number of centers included, the more

confidence can be placed in such studies. If a small number of centers

are used as a basis for such studies the more important becomes the issues

of the character of the center and the population it serves. That is,

to what extent is the center (or .centers) representative of the whole set

of UHDSP centers? One way of addressing the question of representativeness

of a center is by means of information on the catchment area it serves.

There is further discussion of this in Question 5.6.

..
•

·r
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5.6 Does the acknO\'/1 edge inaccuracy of the present method by v/hi ch
health data are collected and recorded within the existing MOH structure
require that 'the UHDSP· devigeand" implement an enti're~ modjfied systerTJ..
for statistical collectidn, ev~n at those leve1~ in vll1ichvfe have not

'been, thus far, iIT'mediately involved (e.g. Health Bureaus)? If so,
how can this be achieved within our constraints? If not, how can we
dra~ meaningful conclusions from the presently available data, whose
accuracy is suspect?

Response. There are considerable difficulties in using much existing

data for eva]uation purposes. For example, although it appears to be

almost self-evident that the most important single measure of the overall

effeClfveness of 1-1CH programs ;s the infant mortality rate, it is also

the case that there are two types of problems associated with the use of

such data. The first issue relates to the reliability of the data.

It is "lell l:.ilOwn that the Egyptian infant mortality data understate the, ~

true infant death rate. Secondly, the infant mortality rate, y,hich is

a proportion that is relatively small, requires a la~~~ sample ifch~nges

are to be detemined to ~e·statisticallY signifi,cant r,ather than a random

happening. Thus, it is difficult to determine whether or not a change

in the infant mortality i~ an'area as small as the catchment area of

an MCHC reflects a ~eal, ~or statistically significant, charge.

Nevertheless, the team proposes that the catchment areas ,of MCH

centers should be defined and described as accurately as possible.

Description inc1ud~s the pop~lation (total and by age), the su~pect
, ,

mortality rates, socia-economic characteristics, other major ~alth

•

..

care providers, etc. It is probably inappropriate for the UHDSP to

"devise and ir.rplement'a data collection scheme. On the other hand,

it probably is the role of the UHDSP to "sell" the notion that the

catchment area is the proper base to use in understading and assessing
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to assess individual health facility adequacy. Information on the

catchment area could be used when considering how representative a

particular NCH Center is,the question of demand, or other issues.

Zone supervisorswill need,in addition, to examine overall data on

the basis of their entire zone.

The implication of this is that data even when suspect are not

thro~ Dut; they are used cautiously with explicit reservations; the.-

need for improved data is stressed. Data internal to the MCH may be

\
\
\. \

-\
.\

.-'.\..
~t._ .

.~

~ ,
.-:- ~,

,

used to shed light on registration data. At the same time, conclusions

are drawn from such data only with great caution.

•
•
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6. Center for Soc;:ial and Preventive't1edicine

Introducation. The multidisciplinary Center for Social and
.

Preventive ~led;cine (CSPt·,) is given a very high postion and great. .~

responsibility by many people intervie\'/ed by the Team •. Many people
.

are see..ing the CSP~" as the final, most significant institutionalization

of the great. \-/ork done by the Urban Hea:lth Devivery Systems Project(UHDSP).

The CSPH is intended to carry-forward the development of new ideas, new

understanding, new techniques, and new capabilities for solving ambulatory

care problems in the health sector of Egypt.

~.

This great responsibil ity for the CSPr1 is considered by the-, /

Eva1uation Team to be a very difficult one for any single center or

group to fulfill. There are very few models or examRles anydhere ir.
, ... oIIIJ!:

the world to guide the developers of the CSPM. The Team believes that
t

even without the many difficulties experienced in the construction and·

in preparation of the pl~nned'servicest the whole CSPM effort would

undoubtedly have exp.erienced many obstacles.

The joint-working arrangements between the University of Cairo

Faculty of Medicine and the Egypt Ministry of Health (MOH) are

essential to the success of the endeavor. The similarties and.

differences between the Faculty and the P.OH as participants in the

development of the CSP~1 are very important to be considered., Many

signjficant aspects of the approaches and organization of the two

groups (Faculty.and NOH) will affect the development of the CSPM,

for example:
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Staff.Operations--MOH operates under civil services requirements

,

,

Health Sector Deve10pme~t--MOH sets standards of servce

and regulates the operation of all pr~viders; the Faculty

(and the Ministry of Education) set standards of education

for health professionals.

.
and rewards are based on administrative and clinical service;

-.\

~\
-.-\

~-\

"'\

\.'.'.,
1

Faculty operates v/ithin the Ministry of Education system

with rewards based on scholarly service.

- ._., Facilities and Services--MOH operates services geared to all

members of the public who require service, providing these

services mostly free or gr~at1y subsidized; Faculty provide~
. .

s~rvice as an·instrument for the educational process and
'/ .

to permit the expansion of medical knowledge through research.

The activities of the CSPM, starting in 1978, have involved atten­

tion to both hardware and software. Hardware includes the building

programs, designs, equip~ent specifications, construction, and commission-

ing. Software incl~des the teaching curricula, research protocols and

agenda, and community service programs. The CSPM progress thus far is

the result of hundreds or even thousands of hours of effort by many

people in developing hardware and software. These participants have

often also had many other responsibilities to attend tv outsiqe the

scope of the CSP~l. The additional assistance of outside consultants

has been very limited in the softwar~ development due in pa~t to the

feeling by the Facu1 ty that the endeavor was best conducted with

contributions by the eventual Faculty participants in the CSPM.

The responses on the following page are presented for review by

Evaluation Steering Committee to its single CSPM issue.

the
r
/.

1 .
-, i ........

")
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6.1 Has the CSPM achieved reasonable progress to date in fulfilling
-the timtable .of activities resulting from its special .€xternal •

. ..evaluation. performed in earJy 19SJ? If not,..,..,hat are the main defi~ien­
cies and how.might they best be remedied, given.existing constraints?

Response. The external. evaluation of early 1983 produced a

_teport containing findings from evaluation studies and a total of 14

recommendations (found on pages 12-13 of the CSPM evaluation team report).

These reco~~~ndations are basically of two types: action items with

suggested co~pletion dates and proposals-as to-style or-philosophy of

approac·h for \'lark on the CSPH. The fpllo\·ting resp~nse contain the

preliminat"y findings of the Internal Evaluation Team concerning progress

of these it~ms (action items are grouped together first, followed by
..

recommendations as to style or pl.ilosophy of approach):

Acti on ite:i1s

1. All parties concerned should make every effort to assure
that the CSPM construction is completed and ready for opening
by January 1986.

Response. The Team found that much effor.t is being given by

al~parties concerned with construction to keep on schedule. The

complex nature of the construction will require that every effort

.continue -to be given in keeping the schedule up to date. Estimated
. .

construction time is 24 months once construction starts. •
•

.'..
f r~-
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2. Fin~l equipment list should be completed by December 31, 1983,
so that bidding and selection of equipment can be finalized by
October 1984 •

. Response. The equipment lists are behind schedule and the remedy

selected by the project staff was to engage services of a new equipment

consultant who will begin work in February. There also will be need

fprappointment .of an equipment procurement or, under .. eertain circumstan-. "

ces, through use of the U.S. general' services administration supply

service" for the purpose of arranging off-shore purchases of medical

intruments and equipment. These steps are going to be difficult to

complete by October 1984.

3. The individuals who are responsible for the CSPM curriculum
in Pediatrics, f.1aternity Care and Family Planning, Public Health and
Nursing and the Director of the Third Education Projet;:.t (~ledical

Education Center) should continue the planning process 'with emphasis on
integration. A final report should be completed by October 1983.

Response. The faculty has continued in curriculum development

efforts under the coordination of the Medical Education Center. The

..
. \
.' "

faculty reported to the Team that it is about six (6) months behind

schedule in its efforts to complete the integrated.curriculum.

Many obstacles have come in front of the faculty, including unfortunately

the loss by theft of'an entire section of the proposed curricu\um

from the automobile of a participating faculty member.

I,·'

'"'. 'I. I

\ i

\
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4. A task force should be appointed to continue the planning
. of .the curricu..1um for cont1nuin~ edur.'ltion.fl.nd~ ig-servjce tr;lC3.ining

programs with an emphasis on integration. It hqs been suggested that
the the Task Force should be comprised of respresentatives from the MOH
and from CU/CSP~·1. The ~10Hshou1d be representated by the Director of
the. DepartI::ent fo,' Human Resources and Tra ining, the Director of the
Departinent for Primary Health Care, and the Director of the Department
for HanpO\·:er and Research. The CU shaul d be represented by those facu1 ty
members responsible for Pediatrics, Maternity and Family Planning,
Public Health and flursing, plus the Director of the Third Education
Project. P'!2dica1 Education Center). Since the UHDSP has had considerable
experience in this area, they should also have a representative on the
task force •.

~Response. The Team learned that the work on development of

curricula and service education is proceeding somewhat slowly. The

task force proposed by 'the 1983 ~valuation has not been apponted up

-

• •

.... .
to the present. ..

5. Prior to the construction of the CSPM building, on-the-job
training should increase in r':CHC' s which have been up'graded and
readiness determined by a joint CU/I·1OH eva1uatiofl team. The training
will be initially for postgracuates working on their mater's degree
and NOH professional in-service training. The date to begin this is
October 1933.

Response. The development of the proposed training for postgraduates

was belayed by the problems in completing of the MCH renovations.

After the university teaching year started in October 1983, the

possibility of begining such a program was de~~yed until October 1984 .
. -

The faculty were unable to begin any of the elements in the proposed•
program up to now. No joint CU/MOH evaluation team was convened as

yet.

..
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Recommendations for Philosophy and Style of Approach

. 6. The CSPM·s focus on social and prevent~ve aspects of health
services requires integration in planning and implementation and utiliza­
tion of the multidisciplinary health team. This component should
accelerate its planning efforts. In monitoring the planning progress~

the Executive Council should make sure that the service program meets
the need not only of the CSPM catchment area but also the needs of
other MCHC's and GUHC's.

Response. The CSPM Executive Council is still formulating the

program of service so the team was unable to determine the extent to

whicfl""this recommendation was included. in their work.

7. Consideration should be given to designating one,or more of
the MCHC·s (~hen ~pgrading is complete) which could be utilized tp
facilitate CU's participating .in the provision of services while MOH .
continues to be responsible for administration.

,.-...
Response. The team was told that no additional action has been

taken in arranging for CU participation on MCH Center programs up to

.now due to delays in completion of renovations.

8. In the developing relationship between the MOH and Cairo
University~ the personnel policies of each must be respected. The follo\'ling
considerations should be explored:

(1) Special recognition for MOH/f·1CH health professionals who attain
a high level of performance by standards specified by the
Executive Council of the CSPM.

(2) The establishment of a teaching role for MOH/MC~ clinical staff
members who, in addition to demonstrating clinical cOffipetence~

also demonstrate a background of knowledge and teaching ability
to qualify as field instructors 'in MOH centers. .

(3) Recognition of CU faculty members for demonstrated competence
and commitment in MCH. . .

(4) Credit for MOH professional staff members for continuing education.

•

Response. The Team learned that various discussions were held during

the past several months concerning this recommended mutual recognition J"11
'.I

program. In general, the Faculty has expressed a willingness to arrange
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• .such iJ syst~m for, qual ification by J:OH staff members but up to now
•• ~ :,a j" .. •

. individuals have been so recognized or qualified by the CU.

~. 9. ~ With five years of experience in developing education and
implementing continuing and on-the-job training for ~10H health profess­
ionals. it seems essential to further develop the collaborative planning
and working relationship between the CSPM personnel and the UHDSP as a
means of upgrading the NOH programs via the CSPM.-.

Response. There remains an interest by the Faculty in continued

partici'Pation in NOH programs, but no new initiatives by the Faculty

were started sinc~ the time of the 1983 evaluation that further develop

this collaborative planning and working relationship with the ~tOH•

, .
..

':r
10. UHDSP and HOH should cont.inue their support of the planning

process via the CSPM office, and especially the recent addition of
professional personnel to assist CU faculty and to provide motivation
as deemed appropri ate. .-~<

Response. The CSPM office has continued to exercise leadership

in the expansion of arrangements for the CSPM program. The professional

staff of the CSPrt has clearly provided motivat.ion, assistance, and support

in many of the continuing areas of UHDSP cooperation with the Faculty.

The UHDSP suuport 'of these resources for the CSPM and the proposed

.additional equipment consultations which are scheduled for the coming

weeks are important to the continued growth of the CSPM program •
•

/\ /

..
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11- Building on past consultations and experience-in the UH~SP and
experience in Cairo University, there should be a concentrated effort
given to developing in the CSPM a record system~hich not only supports
patient care but data collection for research.

Response. The Team learned of a new research agenda which was

outl ined by the Facul ty for the CSPM during the past few months (the

CSP~t is" arranging for the Team to receive a copy of the age"nda). The

record systems and other technologies required for proper research data

collection and analysis.are apparently contained in that document .
..;-.- -

The Tepm learned also that the Faculty proposed to develop a computing

capability in some arransement.with resources within the CU capus to

support the data handling required for research •
•

12. Consideration should be given to developing collaborative
research with scientists from other countries with similar interests.

Response. The Team learned that the Faculty desire to establish a

series of working relationships with other teaching and research instit­

utions. The Team encourage such linkages of this type as are deemed

appropriate by the Faculty. The linkages could provide additional support

to the CSPM participants in developing a philosophy and approach to

community-based education and research through exchanges of scientists

-and research findings.

•

"\,,1.

\
\.

,
~
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. 13. Serious considerations should be given to continuing the
U.S. relationships not only during this formative period, but also
after the CSPM building is completed. We also recommend that the CSPM
ExecutiVe Council develop a position paper on t~ese potentialities.

Response. The Team learned that the Fa~ulty desire additional U.S.

linkages with other institutions. During the past year, however, no

additional linkages were developed.

14. It is proposed that the CSPM Executive Council continue to
funct50n after the end of the project in order to maintain adminstrative
confinuity and, assure th~t the special focus and philosophy of the CSPM
continue..

Respon~e. The Team believes that the CSPMExccutive Council
.~

fully expects and plans to continue its operational activities following

the completion of the UHDSP Project.

•
•
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7: Construction, Renovations'; and Equipping

·Introduction. The program of constructions renovations, equipping,

and maintenance in the UHDSP is very complex. A very large number of unexpected

obs.tacles \'!ere fourid during the life of the Project in trying to' complete this
.

work. This area'has caused more delays and more extra problems for the project
-.

staff than all of the other areas combined.

The Evaluation Team discovered nearly t\o/enty (20) separate groups out-·

side-,{he
P

immediate staff of the Project that implement or \·,il1 in the future·

implement parts of this work. These groups are sUMmarized as follows:

l.

2..
3.

4.

5.

6.

7.

8.

9.

10.

11.

12.

13•.

14.

15.

16.

Consultant to the Executive Director for MCH renovations....
Architect-Engineer (A&E) for the nCH renovations

Construction contr9ctors' (for each zone) for f1CH renovations

Architect-Engineer (A&E) for the GUHC constFuction

Construction contractor(s) for the GUHC construction (future)

Architect-Engineer (A&E) for the CSPM construction

Construction contractor(s) for the CSP~ construction

Planning Comnittees for Program and Equi pment in f1CHC

Planning Cor.rnittees for Program and EquipMent in GUHC

Planning Committees for Program and Equipment in CSPf·1

Equipment specification consultants for ~lCH

Equipment specification consultants for GUHC •

Equipment specification consultants for CSPf·1

Overseas equipment procurement agent for r·1CH

Overseas equipment procurement agent for GUHC

Overseas equipment procurement agent for CSPt·1
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17. Equipment rebuilding contractors for MCH

18. Health sector assessment con~truction specialists

19. Medical equipment maintenance center specialists

The exact nature of eac~ group's responsib~lities is not yet clear to the

Team. I-t is clear that many Project Staff members in addition to the HOH

equipment and- maintenance director have participated frequently in the co­

ordination and removal of obstacles facing these groups.'-- ..-'

"j..
., .~

. " ,,
\

~- !

.,
.. \

\.....•.......

]

Facility Development Stages. r·1any steps are required in the work of

completing each facility. These steps are complex and involve the participa­

tion of a nunber of people from many agencies. It is helpful to group these
~., .

steps into stages. Th2 stages make clear the progress of the project •.

The team's review identified-four (4) major stages for the facility develop-

ment process as foll 0\'/5:

•

•

Program

Design

Preparation of Architect and ~~gineer (A&E) request

for proposals, advertisement and selection of A &E;

• negotiation of contract with A &E, identification

of service program requirements; preparation of work-

flow, equipment, and functional space requirements;

inspection of site features; if applicable in renova­

tions, assessement of structural capabil~ties and
. ,

faults in existing facility; preparation of program

documents; preparation of project tracking system.

Development of design conc~pts layout of facility

spaces; preparation of preliminary structural, mechani­

cal, electrical, and other designs; preparation of



UHDSP Internal Evaluation
F'j na1 Report .
21 Februat"y 1984
Page 7-3

....
Construct

final drawings; preparation of construction (or

renovation) bid documents and bid procedures; develop­

ment and furniture specifications and procurement

documents.

Advertisement of bidding to construction contractors;

receivin~ and rati~~ of bids; selection of contractor(s);

negoti ation of' contract(s); startup of construction;

supervision of construction; completion of constructioD;

inspections of building; procurement of equipment

. and furniture; connect electricity, water, and sewage;

~. turnover of building to owner; assign departments
'/

• , and functions to spaces.

.,-.(

Commission Develop final commissioning schedule; deliver install,

and setup eqauipment and furniture; provide training

materials for equipment useage; finalize staffing list- .

ings and confirm/availability of all staff required;

assign staff to spaces; give on-job-training to staff

in work procedures; deliver consumable supplies;

initiate test services in each department; conduct

training of service persQnnel; prepare preventive..
maintenance schedu,es; retest ~ll equipment and organize

spare parts an~ maintenance instructions for equipment;

monitor and supervise all staff members and ensure

zone office participation.

'."i,.'
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.
stages in this work. The progranrning stage vias or!]anized and implemented

Project staff and consultants were most heavilyby Dr. Farouk Gaafar •
.

involved in the Programming and the Commissioning stages. The Commissioning

stage \'/aS conducted already at several maternal and child Health Centers

using a ~etailed plan and schedule. The fonnula of steps that must be

fo 11 OI'Ied for 11CH Cornmi ss i oni n9 can nO\'1 be. \'lri tten in deta i 1s and made ava i 1­

able to participating staff assigned to accomplish commissioning work. The

resedrch- and experimentation needed to prepare the formula for a commission­

ing packages was a significa~t achie~ement of the project. Future MCH

Conmissionin~ should not require additional research and can involve groups

from the immediate project staff., ,
The present status of work in MCH centers, GUHCs, the CSPM, and the

maintenance centers is shown in Exhibit 3. The progr2~s made so far is

very significant. The remaining work stages will be complex, as shown above,

so will continue to require attention of staff.

. .
Of particular concern is the remodelling of the I1CH centers.

The f1CH centers are at the heart of the service improvement activities of the

project staff. The centers which are still under remodelling can not

~eceive the attention ;n service system changes that the staff desires to

install. The longer these centers are delayed ~he longer the ~taff must

wait in installing the new service improvement interventions.

The MCH centers that are still in the hands of the construction contractors

are at a final stage of work. The work is relatively small in amount for most

of the units. This small amount of work is further divided among many different

types of workers in the construction trades. These remaining

trades include the following:
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Exhibit 3

Facility Development Status

Stages of Development

Unit Program Design Construct Commission
-.

Com- Com- Com-Com- Re- Re- Re- Re
plete main plete m,l1n plete main plete main

NCH Centers* 22 0 22 0 6 12 4 14-_.
GUHC Remodel 1 0 1 0 1 0 0 1.

New 8 0 8 0 0 8 0 8

CSPH ] 0 1 0 0 1 0 1•• .'
• Haintenance

.,
Centers 1 0 3 0 0 3 0 3

,...<
* Note: 4 HCH Centers removal from work due to extreme problems.

BEST A\//lIi...l':ilL£ COpy·
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D Carpenters

• Painters

• Electricians

0 Plumbers

• Steel workers

• ": Aluminium workers

• Ceramic tile workers

• Concrete/cement workers
~

• Wall panel applicators

• Floor sur-face epoxy applicators

• Laborers
~

\
\
\
~\

\

The work in all but two of the centers involves.small finishing jobs in

all these trades and perhaps a few more. One of the centers (Tera Bulaquia)

requires additional construction work which will take a longer time.

The exact completion dates for renovations are contracted to be at the end

of February 1984 for all th'e remaining 15 centers. The possibility exists

the unavailability of one or more of the above trades could delay .the·

completion. All trades of workers must be finished cefore the building

can be given over to the MOH.

•
The GUHC and the CSPM are planned to be through construction equipping,

•
and commissioning by the January 1986 completion of the project .. Schedules

call for GUHCS to be built in 18 months and the CSPM to be built in 24 months

..

from the date started~ The Team could not find data that suggested any earlier

completion dates for these units .

...
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Equipping. 'The work of equipptng the HCH centers must build on the

original construction programs for utilization of· spaces in each.center.

Also! the equipping must consider the exact arrangement of·bui1dings as they

\'lere actually buil t.. The Team \'/as told that the differences between the

original pro3ram.and the as-built configuration are great in many cases.

At this ~inle the project staff has no access to plans and drawings of the

exa'ct as-built arrangement of the fKHcenters nearing completion. The

equipping of r,tcH centers \'las originally planned to give highest priority to
-~ .

rebuilding of all serviceable equipment in each center. Several surveys
.

were taken by project staff members to identify such serviceable items
,

needing painting, ,etc. In fact, much rebuilding of equipment has occurred
~.

already under contract5 \'/ith various agencies. The amount of equipment to

be pur"chased either in Egypt.or overseas 5ti11 \'/i11 be quite lal"ge •

.--<
The project staff uses the servlces of thef'iOH director general for

supply and outside consultant specialists to prepare needed documents for

procurement of these commodities. The equipment lists and specifications are

still being prepared.for' all remaining facilities. These lists are required

for procurement. Equi pment procurement requi res many months of process i ng.

This processing will likely bring the equipment to the rICH centers several

months after each unit is completed. Plans now are for existing furniture

and instruments to be placed in the centers to permit initial nperations •
•The delay until full equipment is present so that the full commissioning

process used by the project in the fi rs t three centers r.lay be several months.
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. .

•. .
.7.1 HO\'I can the remalnlng r~CHC renovations be best handled at this time,
given all the existing constraints? Would the appointment of a contracts
manager t for example, as has been done for the CSPM and the GUHC's, be a
feasible step at this juncture?

Response. The consultant on ~1CH construction, Engineer Hani, has been

assigned many responsibilities as Construction Coordinator related to the MCH

renovati~ns. The Project now has Construction Coordinator in all facility

categories: NCH, GUHC, CSPM. The full d~ties of the Construction Coordinator

should probably include both field observation of the works and written-- -.....
presentations to the project staff members as to areas of progress. The need

to coordinate remodelling with equipment and with commissioning (including

staff training and interv~ntions) means that all staff members in the project
~ .

need to know what are the l~test schedules and protlems in the onfinished OCHs.

Corrunissionii19 stage for NCH Centers \'/il1 require careful attention. The

Construction Coordinator can also be of great h~lp in this area •

•
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.
7.2 Equipping the newly-renovated MCHC's has proven to be a laborious
and lengthy task. Can the Evaluation' Team suggest a more effective approach
than the one presently employed, based on available resources, in order to
facilitate this process?

Response. An integrated approach to commissioning of facilities

includes: locations, identification of equipment schedulin9 the proper delivery,

installation and set-up of equipment, and the establishment of a system of

user instruction and systematic maintenance is required for the ttCH1s.

The T~a~ believes that the Commissioning research and experience in the
.- '

first riCH Cente'rs can be 'documented and made useable by a corrrnissioning Team.

The equipID2nt-re1ated steps in commissio~ing are nO\'I divided among several

project staft members. The needs for this equipment work will increase

in the future and the project staff Qembers will be obliged to feduce further

attention to their main areas of work to help in solving these equipment

problems. The equipment local procurement alone is goTng to take greater

amounts of tiw~ in the future.

The Team favors the proposal by Dr. Simon and Gafaar that an engineer

specialist be engaged to oversee this work on at least a half-time basis.

The responsibilities as outlined in their 21 January 1984 are considered by

the Team to cover the most important areas of attention. The idea of ex­

pandi ng the duti es du.ri n9 the comi n9 year to i ncl ude also t;le GUHCs and CSPH
•

equipping and commissioning processes is p natural and appropriate continua­

tion of the duties started on the MCHCs.
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'7.3 What is t~e view of the Evaluation Team regarding the need to
Uinstitutionalize ll within the NOH the capacity to develop "procurement­
ready documents II., speci fi cally for off-shore equi pment purchases in the
U.S.? If this need exists, how can it best be fulfilled?

. Response. The Evaluation Team has examined thoroughly the various

proJect agreements and contracts made available to us concerning this issue.

Furthermore, we examined the reports of. previous project evaluatio~s in this
..

regard. We are not able to find any requirement or suggestion that such a

process of institutionalization in off-shore procurement.was intended to

occur. Jhe constantly changing rules of procurement in the tW6 govern-
~

ments--Egypt ana the U.s.A-- \'/ould make it very difficult for the project to

'. accomplish much more than a basic famili~rization process with r·1OH staff

members. In'fact; the efforts of Dr. Ramses Mina to encourage observation
~

and even participation in the recent equipment document preparatlon efforts

has included the follOl'ling agencies: flOH supply staff, r·lOH maintenance
,...

service staff, Ideal staff members (government equipment supply system),

and University of Cairo supply staff members. Further, Dr. Ramses and

Mr. Neal now have prepared what is apparently the most complete catalog

reference library on U.S. medical equipment in the city under the work of

the project. This degree of institutionalization was seen by the Team as.

more than sufficient for purposes of the project's responsibilities for

leaving an installed-capacity at end of project time.

•

i

I
(
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8. Conclusions

Response. In ~he Project Paper, dated October 1978, the goal and pur­

pose of the Project are stated as fo11 O\'/s:

health status of the Egyptian people. Forty-four percent live in urban

"--ar~as, the majority are in the 10\'1 income segment.

The project contributes to the overall goal of improvingGoa1:
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. 8.1 Are the UHDSP's original scope and objecti~es still valid and viable
in light of our past 3 years' experience. If not, what are more valid,
viable, and quantifiable objectives which reflect health service impro-

. vements and take into account the given constraints? .

. .

furpose: The purpose of this project is to assist the Government of

Egypt to m&ke the ~xisting urban health care delivery system more access-
. ~ .

ible and effective so that it better supports efforts at'nealth improvement

·in the project area and could form the basis for Cairo-wide and other

urban area replication.

The evaluation team feels that these statements are still valid and

that they reflect the basic focus of the project. Since these statements are

some\'lhat general in nature, they are difficult to use in their original form

for the rurposes of defining and assessing the work of the oroject.

Before considering how these original statements might be made more specific

it is useful to consider the general nature of goal setting and the use of

inrlicators.

•

Background

. Typically, large or overall objectives are determined at an early

stage by persons other than project managers. Often, as in this case, it is
r
J~r

ap~ropriate to specify iiiore con.:..rete objectives and to break the avera11 tasks '!",

into more manageable or more understandable components. A set of sub-objectives
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•
should be such that if all sub-objectives were met, the over-all objectives

would also be met. Whenever possible, a sub-objective is accompanied by an

indicator. Several criteria for indicators and/or sub-objectives may be obser-

ved. The indicator, preferably quantifiable, should be sensitive to the

implemented changes and not be readily manipulated. Since an indicator is
-.

likely to be used as an evaluation tool, it is important that its use in

this capacity not stimulate perverse effe~ts. For example, a sub-objective

to r~duce referrals to secondary care may influence the staff to avoid re­

ferrals'even when such referrals would be appropriate. If at all possible,

though in practice this is often difficult to achieve, the indicator should

reflect only~the specific poli~y changes and not other extraneous factors.

. • Of course, it is desirable that data for the indicator be easy fo obtain and.

that the indicator be readily understood. But the most important element of
~...

a good indicator is that it reflects movement toward the goal in question.

When it comes to specifying a sub-objective, it is essential to be

precise. How is the measure defined? What is the baseline measure? What

time period is involved? The time period is particularly important when an

objective specifieS rates of change. Is the specified growth rate over ·a

month) a year, or what period? The inclusion of a number in a statement of

an objective doe~ not necessarily imply measureability. For example, the

objective "To increase the awareness of women in the childbearing years of..
family planning methods" has no meaning \..flthout a definition of awareness and

a means to measure it. Another issue relevant for gro~/th rates is whether or not t~
to be '

appropri~terate is expect~d / constant over a long period. For example,

is a specified growth rate in facility utilization the same during the first

year after opening as it is during the second or later years?
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Specification of the Original Goals

The team believes that the original project purpose and objective,

discussed above, are comprised of three essential elements or motifs. These

are: (1) improving the health status of urban residents, (2) increasing

access to health services, and (3) developing a replicable approach. From

these elements, five more specific objectives were derived. Not only was
. .

it felt that if all five of these were met, that the project goal and objective

wou1d-be- met, b!Jt it ViaS .a1so felt that the project staff had implicitly been

addressing all five of these. They are:

A. To improve the 'qual'ity of primary health services in urban NCH
~

Centers and General Urban Health Centers (GUHCs)

B. To upgrade the phys i ca1 faci 1i ti es in exi sti ng r·tCH Centers, to

construct new GUHCs, and to construct the CSPM .

c. •To improve facility management, including the development of a

concern for cost containment.

D. To develop a closer relationship between the facility and the

corrmunity.

E. To develop support for the MCH/primary care approach in the Egypt­

. ian health care system.

The Steering Committee paper proposes utilization as an ~veral1 objective •
•The evaluation team sees certain measures of utilization as an indicator

reflecting the overall project objective comprised of the Gomponents of status,

access, and rep1icabi1ity •

•
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Overall Indicator

The logical indicator of overall success of the project would be

. some measure of life expectancy or mortality, \'/ithinfant mortality the

most·likely candidate. That is, if the project succeeds in. improving health

status. this improved status would manifest itself in the infant mortality

rate. There are~ however, difficulties associated with the use of this rate

as an indicator. The major difficulty is that statistical evaluation of

changes in rates such as the infant mortality rate must be based on large

populations. Any gi ven HCH Center can not. be expected to affect infant

deaths outside of its own catchment area, which has too small a population to

allow for statistical testing over a short period of time. Hhen mal.lY HCH

Centers have~been renovated and the interventions implemented, the population.,
base \-lill be considerably letrger than nO\'I and it should be possible at that

time to em;>loy the infant mortality rate as an indicator. '

At the present time the best overall indicator of project effective-

ness appears to be that of facility utilization. There are, however, several

problems with the use of utilization as an indicator. Utilization is, of

cOurse. a better indi£ator of access than of health status since the relation­

ship between utilization and health status is tenuous. There is some concern

that l1CH Centers \'Ii11 reach their capacity and be unable to increase utiliza­

tion. In addition, this measure is subject to manipulation and/or mis­

re~orting. On the other hand, utilization data are readily obtainable and
. .

easi1yunderstood; using this measure probably results in incentives for

appropriate behavior at the facility level •

. The team believes that the appropriate utilization measures as indica­

tors of movement toward the overall goal are those relating to prenatal and

well baby care. These were selected because it was felt that these visits

were not closely tied in with Egyptian cultural patterns, i.e. that the tb~



I

.-

UHDSP Internal Evaluation
Final Report
21 February 1984
Page 8-5

,
faci 1i ty staff had to \'Jork to attract- people to the Center for these ser-

vices. It was also felt that there were few, if any, non project stimuli

(such as national campaigns) affecting these visits. Other utilization

measures, such as those pertaining to family planning utilization, might

well serve as indicators of achievement of sub-objectives, but they are
.

less useful as indicators of overall progress than the ones suggested above.

The proposed utilization measures of prenatal ?nd ~/e11 baby visits
- J

need-to be set forth both in terms of the absolute number of such visits and

as a proportion of the relevant population in the catchment area. It would

be useful to knml "/hat percent of \'Ipmen seen complete a particular protocol;

hm'lever, if 'that protocol i~ defined too rigOl~ous1y, very fe\'J \'JOmen \'Ii11 have
-/. .

complf:ted it. (In this case, the indicator would not be sensitive to change

in actions at the Center.)

In the case of prenatal and well baby care it is felt that both the

number of first visits and the number of subsequent visits during tne time

period defined would be important. The number of first visits indicates the

total number of women or babies seen during the period. The number of

additional visits provides information from which to calculate the average

number of visits for each type of client.

Sub-Objectives
•

One of the characteristics of sub-objectives for the UHDSP is

that there are sub-objectives to be defined for several operational levels. The

project staff needs to consider sub-objectives for itself, for individual riCH

facilities, for the Zone, the Governorate, and the Ministry of Health.
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In other \-Iords" it can be sai d that, a sub-objecti ve for the project is to

convince these other actors to adopt and use sub-objectives appropriate to

. achieving project goals. The attached foldout diagram (Exhibit 2) sets forth

and i'llustrates some appropriate objectives at the various levels. It might
. .

be noted that the. Objective C, to develop support for t·1CH and primary care,

discusse~ above, addresses this issue.

When we turn to sub-objectives under Objecti~e A, related to the

improvement of primary health services, it is clear that the project staff- ..
believes that the on-the-job training improved the quality of care.

Sub-objectives might \'Iell, then, pertain to the number of persons trained,

the number of centers' in which on-the-job training programs were held, etc.
. ,

~ . -
At the present time the project goa' is to document and disseminate the

training package: The goal at the Zone level is to train personnel in a

large number of centers and to maintain a high level of-~trained personnel

in centers \',here the staff has received on-the-job training. The facility

goal is to maintain (or obtain) a well trained staff. Examples

of indicators for these could be set forth as follows:

A. Zone Indicator

1. The number and proportion of MCH personnel in the zone who

have received on-the-job training.

2. The number and proportion of MCH Centers in which the entire.
staff received on-the-job tYaining.

3. 'For the centers in ~·,hich on-the-job training has been

·ca.rriecf':"out, the proportion of ·the staff at any given time

..who.,have, actually been trained.
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1. Existence of a training package available for distribution.

c. Project Indicator

•

carried out, the proportion of the staff who completed the

training.

MCH Center Indicator.
Af;

1. In an MCH center in which on-the-job training has been

B.I

2. The number and proportion of MCH centers. reno~ated or

unrenovated. that have made us of the package.

For other sub-objectives, a similar set of indicators can be set

forth. It 'is important that the· project sta'ff focus on appropriate goals

for the present time. rather than sub-objectives that belong appr~priately

! # at another level.

Using the Objectives Chart

The UHDSP is a highly complex project with many diverse elements. The

evaluation attempted to help re-order and structure these elements to

facilitate project management. The Team suggests that the Project Objectives

Chart (Exhibit 2) can serve this purpose. The Chart can provide a basic

framework yor the remaining life of the project. Starting with the original

goal (Hadaf) and ,objectives (Cliarad),of the project at the top of the Chart~

'the Chart shows levels dcwn through sub-objectives, targets (Khoreid) at

the zone (Manteka) and facility level. to specific project produ~ts (Entag

Pol Mahshrua h) and imp1 ementati on activiti es (An Ansheta E1Tatbeekeha).

Indicators (Moasherat) should be developed for each target.
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The Chart provides the ptoject staff with a logical" and systematic

framework for use in: (l) future evaluations, (2) monitoring work on a

regular basis, and (3) reporting on project activities to the Ministry

of Health and USAID.

As a framework for evaluation, the Chart provides targets with

indicators for measuring performance toward meeting the"targets. These

targets support the higher sub-objectives, objectives~ and goal of the

project.

_As a framework "for monitoring work, the Chart can serve to organize

all work to be done in each of the five objective areas through the use

of an Implementation Plan. The Implementation Plan already is an established

practice of the UHDSP staff. Project activities can then be followed-up
-or

. • through simple reporting and monitoring systems. The Team strongly

recommends that the UHDSP weekly staff meetings be reinstated for this
~.'!

purpose. Data on the indicators can be maintained and discussed at these

meet~n9S so that the staff can monitor its own progress. The monitoring

can be done through the use of the indicators without waiting for periodic

evaluations.

As a bas i s for report i n9, the sugges ted frame\'lOr k is a good way to

"organize the monthly and quarterly reports required by the rnnistry and by

the USAID contracts.

In the developm~nt of the Implementation Plan, it will be necessary to
•

assign specific activities in each of th~ five areas to the UHDSP staff

units_ It is expected that each unit will have a role to play in all or most

of the five areas. Structur~ng the work ~ithin th~ five areas will ensure

integration and collaboration. Consulting services to the project can also

be integrated into the Implementation Plan under each of the five

(for example, the pending contract for evaluation studies).

areas I
~)
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8.2 What is the status of ~he r~commeQdations ma~ by ECTOR and USAID
(UHDSPExternal Evaluation) and are:these still valid? If not~ how should
they be modified?

Response. Both the ECTOR study group and UHDSP External Evaluation

Team have submitted a set of recommendations on various aspects and activities

of the UfWSP' "'/hi ch rei nforce and complement each other. The two sets of re-

commendations emphasize the need for more efforts in:

A. Community involvement
;

~B: Outreach (home visiting) activities

C. Management.and supervision

D. Hoti vati on and i ncenti yes for health .pr-ovi ders

, .
~'

The ECTOR study put additional emphasis on: ."

1. The need for research to describe the .follO\·ling issues:

A. Providers' socio-demographic characterisfics and treatment

seeking behavior to assist in developing priorities services

interventi ons in vari ous nCH Centers.

B. Drug prescription and utilization patterns.

c. Factors affecting referral patterns.

,D. Need-oriented innovative health' education

program and activities.

E. Providers'characteristics ,,,hich affect utilization

2. Development of methods to upgrade self-care

3. Development of capabilitie~ in health services res~arch especially

at the clinic level utilizing the health services research guide-

lines developed by ECTOR.

4. Development of trairing manuals for various personnel groups and

categories.
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·UHDSP External Evaluation Team additional recommendations focused on:
•

"

A. Center for Social and Preventive Medicine (CSPt1)

B. Utilization of additional technical assistance through Westinghouse

Health Systems

C. . Extending training to other MCH cen~ers and without waiting for

~ renovations

D. Involvement of zone staff members in training on service

interventions
- ­_.
E. Utilization of out-of-country to maximize its returns to the

project

~

The team views the recommendations of ECTOR and the USAID External

Evaluation as reflecting the original goal and purpose of the project and

as still valid. While the tea~ praises the considera~re progress achieved

in implementing some of them, more efforts should be directed to addressing

the non-implemented recommendations ;n those documents.

•
•

c(\
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8.3 Is the present range of UUDS~ acti~ities meeting~the project~s
. objectives and addressing the priority problem areas? If not, how

should their nature and mix be modified?

Response. The present range of" project activities meets many, but

not all, of the project objectives. However, the team perceives that

project activities have been heavily focused on technical or structural·

and performance aspects of the project objectives. Additional attention

needs now to be devoted to social, economic, and cultural activities'

rerated to the community and program support objectives as well.

".,

•
•

n0:t v
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8.4 What should be the UHDSP's geographic and technical scope of •
. involvement relative to its initial concept in ,order to m€et its
mandate frrnu the MOH and USAID, but accounting for the real problems

- and constraints learned from the past 3 years' practical experience?

. ~

Response. The Evaluation Team believes that th~ initial concept

of the UHDSP, as expressed in the Project Paper and Project Agreement

of 197e"'and discussed above in- Issue 8.1, remains today as the relevant

and guiding concept for the project. _The project concept contains elements

both of pilot study and of service demonstration. The Evaluation Team
- - ­...,.-

believes that most of the. attention of the project has been placed

correctly on demonstration. The emphasis of a pilot study approach

would be appropriate only if the work were mainly experimental, such as
~

by using ideas that ...,ere not tested in the international arena '<>f health

services development.

Instead, the UHDSP has aimed properly to demons~r~te that it is

possible to combine services of proven efficacy for use in the Egyptian urban

tiealth services system. The Team concludes that demonstration of the

packages of hardware and software within the project area of Cairo can

and should he the guiding fo~us for the remaining work. In practice, this

focus will mean the foll owing products and procedures are impl emented:

A. In the' already opened health centers, the following interventions

are to be implemented:

1. Organizational structure

2. Community outreach

3. Community participation

4. Economic treatment

5. Family pla!1ning

,
•



includes manuals, checklists, etc.

These neh' interventions need to be "packaged,'" much as the earlier:. ,
ones were so that they can be introduced into~additiona1 MCH

centers by persons from outside the project. The package

I
I

f

-;
UHDSP Internal Evaluation
Fi na 1 Report
21 February 1984
Page 8-13

..

( B. The remaining r~CH centers currently being renovated will be

co~p1eted and commissioned as soon as possible:.
1. Completion of Construction Stage

;- 2. Comp1etiori of Commissioning Stage

If the five new-interventions' are not ready when these centers

are commis~ioned, a second round will be required. However,

a~ 'soon' as possible, the five new interventions become ,part of

the commissioning process.

c. The process for the newly built GUHCs includes all four steps

for facility development (programming, design, construction,

and commi ss ioni ng). ' The fi rst two steps are comp1 eted and the

two remaining steps are being started.

D. For the remaining urban MCH centers and GUH centers in Egypt,

the project has a two-fold responsibility in the opinion of

the Team: •
1. To express the value of the primary care approach by

I

describing the benefi~ of it, for example, co~t-effectiveness.

2. To make available the information and insight gained from

the UHDSP. This would include manuals describing the

necessary steps in renovating a center as well as training

manuals.



While the tasks remaining for the UHDSP staff are formidable, the

Evaluation Team believes that they can be completed. Supplementary

personnel will be required in some cases, as suggested ln Chapter 9,

Recommendations. Most important, the Team believes that the above
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\
\
\
\

\,
I. \

J

Tasks A, B, and C cannot be completed by the project unit staff members

alone. The Team emphasizes its recommendation that· nearly all steps remaining in

construction and commissioning be placed. in the hands of governorate

or zone personnel.· :These governorate and zone personnel, with initial

training_from the UHDSP and with a fixed scope of work for each person_.,
. .

agreed to with the governorate and zone Undersecretary and directors-general,

then do the work specified in the UHDSP documentation. The Team believes

that this artangement with governorate and zone personnel is appropriate, ..,
! ~ and is consistent with the original concept of the project design .

•



. f,
. I

I

I
I

I

I
(

1
I
I

! UHDSP Intel4 na1 Eva1uati on
Fi na1 Report
21 February 1984
Page 8-15

8.5. Given the UHDSP·s starting point~ its major tasks and its resources~

what is the overall assessment of our'progress to date?

Response. The UHDSP was planned and implemented to solve many

difflcult problems in urban health services. Numerous problems faced by

the project had never before been solved or even fully understood elsewhere.

The major tasks and resources of the project were kept in balance for most

pooject activJties during most of the project life. This very difficult

balancing of needed resources with project, tasks requ1red predictino obstacles

and de~eloping new approaches~ often with little~ if any~ valid information

for guidance.

The Team summarizes its conclusions by saying that we found many

• •

,.
jewels among the collection "'of project efforts. These jewels include

r

capabilities and dedication found in project st~ff members, idea$ and

processes imbedded in project products, and the spiri~.•Qf pioneer in the

experiements and strategies prepared to find new and better ways to meet

health needs of the Egyptian people.

•

, . t j
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9. Recommendations

Basic Strategy. The team recommends that the remaining period in

the project's life should be used for consolidation of project achievements

during the pas.t th.ree years .. The basic strategy suggested by the team

for the remaining period of the project is as follows:
I
t

. .

1.

2.

Capitalize on experience gained and accumulated in the past

three years; document and disseminate this e0perience.

Intensify efforts to implement and/or complete the already

planned project activities, for example, the remaining renova-.
~.

tions, the construction of GUHCs, the home visiting program,

and others.

3. Develop a few supportive or: complementary ~._<

activities that can build on the accumulated project exper.ience and

information rather than require completely new experience

or generation of large amounts of new information.

Structure for Recommendations. The team recommends that the project

continue to use the five objectives implicit in all prior work for the

remaining period of the project. In summary form, these objectives have

been asfo11 ows : •..
A. To improve the quality of primary health services in-urban MCH

Centers and Gen~ral Urban Health Centers (GUHCs).

B. To upgrade the physical facilities in existing MCH Centers, to

construct new GUHCs, dnd to construct the CSPM.

, I .
'. i' )
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c. To improve facility management, including the development of

a concern for cost containment.

D. To develop a closer relationshfp between the facility and the

community.

E. To develop support for the MCH-Primary Care approach in the

Egyptian Health Care System.
-.

The work that the project staff has already done represents a large

step toward the defining of subobjectives for the first mentioned
.-~ .

objective(A). The other objectives can be transiated into subobjectives

to accompany those for Objective A.

\
~

'-,1

. .
,

Summary of Reco~endations. The main recommendations by th~team

are summarized in this section. The proposed steps and explanations for

using these recommendations are given in the next sectto~.

A. Quality of Care

A.l Develop the Service Improvement Modu]es of the Commissioning

Package, based on previous project research; organize the

cOITVnissi6ning process for HCHCs with outside implementation

group.

A.2 Complete preparation of materials related to previously
•

implemented interventions, document, and disseminate the

formula. Assign the training process- in the formula

to zone staff and MOH staff.
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A.3 Prepare to implement new interventions in services: Community

outreach, family planning, others. Document and disseminate the

training materials.

A.4 Develop culturally-related, innovative health education approaches;

design, develop, and produce . lEC . materials and messages.

Documen~ and disseminate the health education materials.

A.5 'Oevelop and implement a health service research program in the

CSPM to acquire information, orient and train junior staff, and

.develop relevant case studies for teaching purposes.

A.6 Develop and implement the integrated curriculum for the CSPM

(curricula to include University and MOH training and instruction);

during development test portions of it on a small scale in Masr
.'"

El Kadima ~~CHC using junior staff members under gUidan~l' of the

senior'staff members of CSPM.

B. Physical Facilities

B.1 Develop the Physical Facility Modules of the Commissioning Package,

based on previous project research; organize commissioning process
.

for MCHCs with outside implementation group.

B.2 Complete re~ovations, construction, and commissioning stages

for all facilities; document and disseminate the experience.

B.3 Continue development of facility maintenance procedures and
•

materials; document and disseminqte these materials.

c. Hanagement

C.1 Prepare and implement interventions in management: Organizational

structure of MCHCs, economic treatment in MCHCs, other; document

and disseminate the experience.
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C.2 Develop a capacity in each faci11ty commisssioned to do
•

its own problem-solving by providing training and

supervision for facility staff members in how to use'

appropriate techniques .

.
D. Community Participation

:-"'\
..,

.\

\
\

\

\

-:.
0.1 Conduct a small workshop on IICommunity Participation in

Urban Areas," with wide involvement of experts in the

. - ._..

! •

field, to focus on appropriate community participation

activities for the project~

0.2 Prepare and implement interventior.(s) in community participa-

tion; document and disseminate the materials.
~

.,

E. Program Support

E.1 Plan and conduct a National Conference on<Urban Health

Delivery Systems to present main issues, problems, and the

experience of the project; develop a concensus from the

conference on needs for future plans in Egypt. (Consider

also a later International Conference to include other

countries in the region.)

E.2 Develop a small newsletter that contains news of the project

~nd of primary c3re-related innovative ideas. The newsletter
•

should be distributed to,MC~ Center staff members, zone
•

Offices, Governorate Offices, other MOH personnel, University

perso~nel such as CSPM and primary care-related faculty members.

E.3 Prepare and implement additional strategies for developing

support for primary care and MCH throu'gh use of: radio,

television, contacts with health professional bodies, and

other appropriate activities.
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A.1 Develop the Service Improvement Modules of the Commissioning
Package, based on previous project research; organize the commiss-
ioning process for' ~1CHs with outside implementation group. •

Response. The Service Improvement Modules for renovated centers

have been studied and tested in several clinical settings. These Modules

can now be prepared in formats that contain the results from project

experience gained in those first imple~entations. The formats can

contain accurate 'pictures of the purpose '. resources, procedures for

implementation, and methods of monitoring required to put the interven-- .
tions' into action.

The packaging of these modules should be done with the packaging

of the physical facility elements in the Commissioning Package (see

!. Recommendation B.l). The project staff with some outside assi;tance in

preparing th~ documentation can make these packages available from data

now being produced.

The Commissioning Package (inciuding both parts: service improvement

and physical facility) can be provided to outside groups for implemen­

tation in the remaining centers. One possible·arrangement for doing

this step would be to appoint a UHDSP staff member or consultant as

co~missioning team member for service improvements (to include training,

service procedures and supervision). This person could join with the

. Project cOrTt'1lissioning person for Physical Facilities. Togther; this
•

2-person team on commissioning would coordinate the commissioning

process for the remaining MCH Centers. Most of the actual on-job and

facility work would be done by a small team appointed from the zone office,

with written agreement from the zone directors-general and the Governorate

Undersecretary. The agreement on commissioning would :>pecify exactly
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what steps are to be followed in conrnissioning and \'/hich individuals

are to be provided by the participating agency to conduct the commiss­

ioning. A short training session by the project staff on commissioning

for zone and governorate participants assigned to participate in the

remaining project.centers will help to ensure a complete understanding of

the work to' be ~one.

Th"e tir.ling of the corrmissioning should be coordinated \-/ith the needs

for remedying construction problems left after the original, basic

renovations. A fixed period of time within the commissioning process- ..- ..

is assigned for introducing the staffs to the centers, on-the-job training,

and su~ervision. An additional period of time should be reserved for

unexpected special problems in each center. These problems can be taken... . .
by the t\·/o-person UHDSP commi ss i ani n9 team (perhaps a phys i ci aR \'li th

exper~ence in ~ommissioning~andan engineer).

•

;

\
i
\
\
\

1
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A.2 Complete preparation of materials related to previously implemented
interventions~ 'document, and diss~minat~ the formula. Assign the training
process in the formula to zone staff and MOH staff .

."

. Response. The programs for pre-service training and continuing

education of primary care v/orkers are the mai~ resources for institution-'

ali zing . the interventions in services for the project. These programs

are now' conducted by the MOH and by the Governorates and Zones. The
.

purpose of this recommendation is to provide a means for providing the

nevI service formulas to the established systems for personnel development
~-~ ... .

in the MCH and GUHC programs. The project staff members have achieved

a clear understanding of the proper ingredients for such orientation

and education. The completed documentation can be handed
~.

over to the established training system to permit the staff· to~devote time to

new areas of the work.

The documentation, dissemination, and implementation of these

training and development mate~ia1s should focus first on the established

systems .for orientation and training in the project area zones.

The materials should" be prepared where possible for use in training personnel

in unrenovated centers. The work of the actual training can then

be given over gradually to the established training centers for MCH

and GUHC workers. UHDSP monitoring will be needed from time to time for

solution of special problems. •

The timing of these steps should be arranged to complete the

documentation as soon as possible. The steps should include careful

considet'ation of the form and content of the existing objectives, courses,

teaching resources, facilities, and capacities of the established

trai ni ng system... "



•

UHDSP Internal Evaluation
Final Report
Page 9-8
21 February 1984

A.3 Prepare to implement new interventions in services: Community
outreach, family planning, others. Document and disseminate the
training materials.

Response. There is a vast Egyptian experience in community outreach

and family planning which should be reviewed before f~ll development of

these interventions (Second Population Project, Menofia Project, PO?, etc.).

The team recowmends that the UHDSP should try to benefit fro~ successful

as \'/ell as urrsuccessful experiences in Egypt in addition to other experiences

in culturally close countries visited by some project staff members .
..r.- - .

Proper ~raining of outreach home visitors is crucial. Their training should

include skills in behavioral modification and corrrilunication; these t\'10

skill areas ~sua1ly are missed or treated very lightly in such programs.
),

A variety of local and international training modules is availa91e. These

should be explored.

Another crucial issue in the management of outr.each programs is

supervision and incentives, which require special attention. The type and

nature of supervision and the type and quality of data required should be

very clearly defined.

Last but not least is the monitoring and evaluation of the impact

of outreach programs.

•

\
\
1
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. A.4 Develop culturally-related, innovative health educ~tion approaches;
d~sign, develop, and produce lEe materials and messages. Document and
disseminate the health education materials.

Response. The crucial role of health education and lEG messages

and materials have been emphasized before in this report. The range of

lEG material.can be very \'Jidely defined to include all information,

knowledg-;e, and ideas that the project \'JQuld like to communicate to:

A. Personnel directly or indirectly involved in various project

~ - activities at various levels (e.g., HOH, project level,

governorate, zones, and units)

B. Users and potential users of MCH services

c. ~e public at large. ,
D.

",
Health professionals and other groups that can influence the

effectivness of the project

To irnlJlement effectively the above recornnendation in the ."emaining pedod .

of the project's life and to allow for evaluation of its impact, the team

suggests that the project should adopt a strategy of intensive production

of a \'/ide variety of culturally oriented, relevant multipurpose IEC mate'rials.

This will require:

1. : Ernplo~ment (by contract for 18 months) of lEC production manager

~th experience in various media, including: newspaflers, radio,

television, video, printing, s1ides, etc.

2. Contract for the production of various lEC materials to local firms.

3. Acquire the services of a short-term IEC consultant with experience

in marketing, developing, testing, and evaluating of lEC materials.
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Terms of reference for the IEC production manager should include:

1. Assist in the development of a plan for production of lEt

material for the remaining period of the project life.

2. Assist in the development of RFTP for production for IEC

materials by local firms.

3. ~~nitor the production of lEe materials by contracted firms.

4~ Monitor the use and ~istribution of the material produced, e.g.,

t6the centers, MOH, general public, health professionals, etc.

5. Assist in the testing of IEC materials before final production
.~ .

and the evaluation of their impact.

"

1

\,

•

, .
Terms of ref~rence of the IEC short-term consultant should include:,. .

11. Develop an overall strategy and plan for developr.Jent-.-and production

of lEe material.

2. Develop an RFTP for production of lEC mate~la1s by local firms.

3. Develop procedures for testing and evaluation of completed.lEC

material.

Criteria for evaluation of IEC materials may include:

1. Increase in public awareness, changes in attitudes and health

related behavior.

2. Improvements in quality of and changes in pattern of utilization

-.___ by potenti a1 users of project I s servi ces.

3. Changes in knowledge, attitudes, and performance of health service

providers 'in the project area.

4. Dissemination or diffusion of the UHDSP concepts, principles, and

,,<v
\ '.

'.
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(

.J

methods to other urban areas in o~ outside Egypt.

5. Gaining professional and public support to the concepts,

principles and approaches used by the UHDSP •

•
•
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. A.5 Develop and implement a health service research pr.ogram in the
CSPf1 to acquire 'information, prient and train junior staff, and develop
relevant case studies for teaching purposes. •

Response. The development of the health services research program

for the CSP:·1 requires technical support in the follo\'/ing way,:

, .
\

\.

1
.. 1

1.

- ._.

Short-term consultant "lith an Egyptian counterpart in development

and management of health services research studies for a total

period of 3 person-months spread over the next 9 months in

3 to 4 visits. Suggested terms of reference should include:

! ,.

A. Develop a~d conduct orientation workshop on health services

research, including development of preliminary research prop0sals.

B. Assist staff members to develop health services research

proposals.

c. Assist in the development of a structure for organization

and management of health services research.

2. Additional technical assistance using national experts in areas

requiring specialized attention. This technical assistance should

be used to stuQy and reco~nd to the project the most effective

approach for meeting the data processing and analysis requirements

of the CSPf~.

the Team recommends that this activity should start as soon as a request

is received from' the CSPf1.

•
•

(
~ ~

t '. t
... l. - ~
""'\ -.\ ~

...., >
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A.6 Develop arid implement the integrated curriculum for the CSPM
(curricula to include University and MOH trainingcand instruction);
during development, test portions of the curriculum on a small scale in
Masr El Kadima MCHC using junior staff members under guidance of the
senior staff members of CSPM.

Response. The development of an integrated curriculum is one

of the most ~ifficult tasks in education, since it requires fundamental
..

changes~in orientation from unidisciplinary to interdisciplinary approach.

The contributions of each discipline should be geared to the intended

outcome of the educational process rather than to the objectives of each

discipline by itself.
.

Thus an intensive interaction betvreen repr'esentatives .

of various participating disciplines is a prere;quisite to the delineation

of the contributi~n of each discipline to the development of the integrated
~.

curriculum. This should be follo\'Jed by the rather mechanical process of,, ~

developing an appropriate ba)anced mix between v~rious disci~lines which

shoul d be tested -on sma11 sca1e before fi na1 approva 1.,....~~ .

The most effective teaching methods for integrated curriculua are

still subject to debate. Available options·for teaching include many possible'

combinations of instructional systems and staffing. Apparently; teaching

by a small integrated team (e.g., 3 persons) is a highly effective approach.

In this setting, participating students may experience the benefits of

working in teams and gain from the "interaction an understanding of various

points of view. In order to expedite the development of the integr~ted

c~rriculum, the team strongly recommends acquiring. the service. of a
. .

short-term (3 month) consultant with experience in development, testing,

and evaluation of integrated curricula. The-consultant should work closely

with ·Dr. Battawi and other faculty members involved in the development of

the integrated curriculum. I
I

f ~)

\>
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In addition, the team reconmends that the curricu11Jm should be

tested on a small scale before intr.oducing it widely. The .involvement

of junior staff members in testing the curriculum should be a very
",

re\'/arding experience.

The team also recornnends that the time beb/een nO\'1 and the completion

of the integ~ated curriculum be used to start a number of training courses

in f1asr El Kadima l,jCHC, using various combinations of "the already-produced

material by the various disciplines. This is a sort of experimental,

trial and error approach which could provide for useful feedback while

deveTopi~g the integrated curricula •

•• ",

•
•

.;,. .,

\
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B.i Develop the Physical Facility Modules of the Commissioning Package,
based on previ ous project research.; organi ze comi ss i oning process for
MCHCs with outside implementation group.

i

j

_ Response. The Physical Facility Modules of the Commissioning Package

are now ready to be written and distributed for use in the remaining MCHCs

as they are ·completed. The main elements for this step and the overall

purpose is the same as discussed above in recommendation A.1.

The Physical Facility Modules can be organized for use by the zone- ._..

and governorate commissioning groups under dir~ction of the project

commissioning team engineer member. The physical facility modules

.',... ,

cover the steps in completion of the facility after the following key
~.

construction elements are available:

As-built dra\'tings 'of the center,
~ ...

Room assignments for every service agreed on by project and

zone officials and written oDto a drawing of the center, and

C. Connections for e1ectricty, water and sewage (if available)

A.

B.

are made.

'These three areas ha\te-'in the past'been a great obstacle to direct and

efficient commissioning and \1;11 require also a systematic approach.
-rhe cQ.'1i11issioning process timing must operate as a coordinated

process with an integration of the people and buildings at each step,

as explained in Recommendation A.1. •
1

\'
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B.2 Complete renovations, construction, and commissioning 'stages for
for all facilities; document and d)sseminate the experienc~.

Response. The large and complex facility construction and
.

i~provement activity ,in the UHDSP has in the past required large

amounts of project staff members' time to solve problems and make
.

plans. ~There is little time left to complete all the stages in the

project facilities. All scheduling and construction program coordin-'

ation must continue to get a high priority in work of the project.

The'~oposed arrangments for coordination and tracking of the construc-

tion and commissioning will be very important to achieving successful

completion of facilities. The equipping process is becoming an obstacle
~ . '

to timely completion of the work. Long delays in completion of equipment.,
lists are now making unfortunate delays in getting the MCH facilities

",

\
\

completed. The present arrangement for use of consultants and staff
,..-"#!.

members together in completing the procurement process may not succeed in

solving all problems in getting equipment as needed.

The'possibi1ity of purchasing more equipment and furniture locally

was raised with the team during the evaluation. The budget for local

purchases was planned originally for only small amounts of such local

purchases on the assu~ption that most present MCH center equipment

could be refurbished and reused. The present heavy emphasis on demonstra-
•

ting a semi-permanent role for the free-standing MCHC in the Egyptian

hea1~h services system suggests to the Team that the budget and procurement

proc~dures should be reexamined., :?erhaps, the HCHCs should be provided with

a larger portion of lieu equipment than \'las previously planned.
r
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B~3 Continue development of facility maintenance procedures and materials;·
document and disseminate these materials.

Response. The facility maintenance activity requires continued

attention to ensure that the faci1ity-related- service improvements can

continue to.function in a proper·way. The project has plans for compl-

eting 3-maintenance centers in GUHC sites for service to primary care

facilities. -The ~oftware and staff member~ required for these facilities

are essential to the success of these elements. The appointment of- ~ .
staff members is planned for these centers in the next few months and

this step is very important. The actual training and development of

these people shou.1d begin immediately after appointment.
)"

The documents needed t~ properly train and facilitate the work of

the maintenance teams are needed in the next few mon~. This document-

ation should be prepared with a primary care facility focus. The

required equipping and supplying of the. maintenance centers also \·til1 need

careful planning in the next few months.

•
•
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C.l Prepare and implement interventions in management: Organizational
structure of HCHCs, economic treatment in HCHCs, others; document and

. di ssemi na te the experi ence. •

Response: The purposes of the management interventions are two-fold:

1. To develop management skills in MCH personnel, and

2. To increase the flexibility and autonomy for management personnel

in local facilities.

These two probably need to move along simultaneously. The training of t·1CH

staff in management may be almost-a precondition of the zone allowing an
- -increase in management options for the centers. On the other hand, increasing

management ski 11s 'IIi 11 turn out to be frustrating for personnel v/no have

little opportunity to exercise their skills.
~ ,

If it were agreed that the management options would be in~reased in

the case of a center whose staff -had receiv~d training, this would probably

increase the demand for training. Two possible management options that

might be given to MCH centers are:

1. Permitting the physician director to i ntervievi prospective staff

members, and

2. Permitting the physician director t~ have some contingency

fund of money that he/she controlled.

Interventions of two types have been proposed and some preparation

has already occurred. These two are:

A. Organizational structure of MCH.centers, and •

B. Economic treatment.

An emphasis that belongs in both of these interventions that-has to the

present time received inadequate attention is that concerned with cost

contain~~nt. New attention will be devoted to cost issues as a result of

the work defined in the proposed contract for project evaluation research,

and a new sensitivity to the cost issue is expected to result.
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, It is essential that cost concerns be included in both of the new

management interventions mentioned here. In addition, the question

of sensitizing the pharmacist to cost ~lso needs exploration.

The work that, has begun, on these interventions must move forward

in the immediate future. As the interventions are developed they should

be implemented and tested in one or more of the first three centers.

(The date of" implementation of economic treatment may, of course, depend

on factors external to the project~ Once tested, the interventions should- ­.-'

be documented and distributed.

The responsi,bil'ity for this activity should remain in the hands
~.

"

of the 0 & M unit.

•

(\ \."\ \ \
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C.2 Develop a capacity in each facility commissioned to do its own
problem-solving by providing training and supervision for facility
staff w~bers in how to use appropriate techniques?

Response. One of the major challenges to the UHDSP is not only

how to institution?lize concepts, approaches, methods and techniques

at the unit.lev:l, but also how to develop the mechanism necessary to

guarantee continuation without high dependence on central levels.

This can only be achieved by developing problems solving capacity vlithin

each"facility. This requires equipping facility personnel with the

ability and skills to identify problems, contributing factors and

suggest and apply appropriate solutions. The type of training should be

pract.ical,_ involving learning by doing," and:should be done at...
! ,

the unit level.

- -~.----"

.,

•
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0.1 Conduct a small \'lorkshop on IICommunity Parti cipation in Urban Areas, II
.with !'ride involvement of experts in the field, to focus on appropriate

. 'community participation activities for the project.

Response. The concept of com~unity participation includes a wide

range of ideas and activities. The operationalization of the concept

vis a vis the UHDSP and the determination of goals and objectives and

selection of appropriate activities requires involvement of educators,

. .

practitioners, and com~unity representatives. This could be achieved

effective19 through a workshop that enables these groups to interact and

reac~co~census.on an appropriate strategy for the development of

activities by UHDSP to enhance community participation. The team

recorrrnends that this \'lOrkshop be held during April, or Hay 1984 at the

'"latest~ The Team urges that the planned format for the workshop. be kept simple.
~

The disciplines involved should include social workers, ~ocia1

anthropologists, and ~ass co~munication specialists. ,lrytensive experience

in community organization is essential. Practitioners should be dralm

from the r·tinistry of Social Affairs, family planning, and other

voluntary organizations.

The objectives and issues of the workshop should be well-defined and .

clearly communicated to the workshop participants one month before the

workshop. Careful attention should be given in advance to' the design of

sessions and the approach to be used in involving participants in the

workshop. The output of the workshop should be an outline for~he

~

recommended strategies for UHDSP in community participation.

The team recornn~nds acquiring the services of a nationc1 consultant

(3-month) ~ith experience in community organization and development and

the management of workshops.
• j' ~\

\', ~
\ '.l
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The terms of reference for the community organization and development

consultant should include:

1. Identification of successful experiences in community

participation in urban areas and identification of the names

of individuals responsible for these successful experiences.

2. Development of a working papers for the workshop.

3.-· Desi gn of corrrnunity parti cipation workshop, i ncludi ng issues

for discussion, resource peopl~ to be used~methods of

presentation and structure of sessions .
. ..~ ...

! ,.

4.
{

Develop:nent of
o

the final report of the \'/orkshop.

•

. .
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0.2 Prepare and implement intervention(s) in community participation;
document and disseminate the materials~ \

Response. The outcome of the workshop on community participation,

i.e.; a strategy and recommended activities, should be used as the

basis for the implementation of this recommendation.

Asmall number of interventions should be formulated, compared for

cost-effectiveness, tested, thr.n implemented. Involvement of community

leaders is a must during all stages of development of the interventions.

The team recommends that in implementing the design interventions the project.

use successful existing organizations, public or voluntary, rather

than establishing ne~'1 ones.

~.

•
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E.l Plan and conduct a National Conference on Urban Health Delivery
Systems to present main issues t problems t and the experience of the
project; develop a concensus from the conference on needs for future
plans in Egypt. (Consider also a later International Conference to
include other countries in the region.)

Response. The benefits of a National Conference on Urban Health

Delivery Systems are obvious. Urban health services face increasing

complexities and· difficulties. The UHDSP has developed and implemented

innovative approaches in MCH" services whic~ can be of great importance in

formulating an overall strategy of health services in urban areas. The

proposed- national conference vlould be an excellent way to disseminate to

a wider audience the accumulated, practical experience of UHDSP. This

knowledge is needed to build appropriate strategies and policies for ur~an

health. ~.

This conference would bring together policymakers, planners, health
. .

providers, health professionals, and community representatives.

The Team recommends to the project that it acq~ire the services of

a national consultant for 6 months. The consultant would be responsible

to make all necessary plans, preparations, assist in the implementation,

and develop the final report and recommendations of this conference.

Suggested date is October 1984. Overall policy for the conference should

be developed by a small committee of project staff members with the

Executive Project Director.

This conference could be followed by a regional ccnfel4 encewith
•

international participation, around November 1985. Material prepared by

the project fo~ the first t National Conference, cculd also be used iri

presentations by project participants in the upcoming International

Hospital Federation meetings in Nairobi in October 1984.
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£.2 Develop a small ne\'!slette~ th~t contains ne\'/s of the project and
of prili'.ary care-related wnovatlVe ldeas. The ne\'/sletter should be
d~stributed to MCH center staff members, zone offices, governorate offices,
other J·:DH personnel, University personnel such as CSPH and pdmary care
-related faculty.

Response. The purpose of the proposed Qewsletter .is to provide a

vehicle for distributing information about the UHDSP that will contribute

to the development of an affirmative image around the concept of primary
.

care. The language should be Arabic with a small amount in English.

Brief, "ne\'/syli items are recommended. Articles about HCH center staff.r- I

members are highly appropriate. For example, a brief item on Dr.

Mohtaz's award from the Medical Syndicat~ would be excellent. If a

center physician gets sent somewhere for training, this would be good to
~

note. Or, if one moves out of an r·1CH center to a "better ll job,':rthe

newsletter could wish him/her well and in so doing suggest to others that

there is indeed 1ife after r·1CH servi ce. The arri va1 -or a dozen ne','l '

autoclaves ready for installation could be mentioned. Brief articles on

prestigious' people involved in training are important. Brief notes on

research are good. Even a note on an article in high status journal on

some ne\'l insight into primary care \'Iould be good. The image is' that

MCH/prir.ary care is alive and well as are the staff participants.

11inimum resources are necessary. The image ;'s a 2 to 3 page, perhaps

mimeographed, letter. The schedule could be informal. One person \'Iould
•

be designated to handle it, but all would be encouraged to suggest new items .•

No photographs, no glossy paper, no heavy editing responsibility as \....ith a

research journal are appropriate or needed.

Publication' should begin as soon as possible. There is plenty of

news right no\'l. Start assembling the distribution list immediately.
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E.3 Prepare and implement additional strategies for developing support
for primary care and f-1CH through use of: radio, televi?;on, c;ontac.:s ...lith

. ,h~a1th professional bodies, and other appropriate activities.

. Response. The overall purpose is to develop support for primary

care and HCH and cast a nevI image in the minds of:

1. The general public,

2: lka lth care providers,

3. Health educators of various sorts, and

4.. The NOH.
~

There is a number of messages that need to be conveyed. These are:

A.The quality of the care is good.

B. The primary care giver is genuinely concerned with the patient• •

...

I ~

C.

D.

E.

(i.e., not just with her disease)

If you need more sophisticated care, you will get it.
,--.

Preventive care "pays off" for the patient and for the HOH.

The MCH center is an important asset to and participant in a

cOrmlUni ty •

F. MCH is a good place to work.

G. Leaders in the field of medicine believe in the importance of..

primary care.

H. And more.

This> in contrast to the newsletter, is a large job. A creative
•

'person is needed for this, someone with e~perience in the field. A wide

variety of media is important: radio, television, newspapers, journals,

occasional brochures, posters, etc.

These strategies can be assigned with the lEe program resources

de~cribed in recommendation A.4. Present project staff can begin assembling

lists of professional organizations, names of media persons who have shown
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some ;nterest in health, and distribution lists of various sorts.

..

•

•
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ANNEX.A

LIST OF PEOPLE COTITACTED

.~

~.~

1-'
n,
()

o
~, .
""(

UHOSP Internal Evaluation Steering
Dr. N9bahat Fouad, Chairperson
Dr. Farouk Gaafar
Dr. Insaf Ghobrial
Dr. Soad ~!a hba
Dr. Ibrahim ~!issak

Mr. Dawoud Hawash
Prof."Dr. Ahmed Kotb
Prof. Dr. Laila Kamel
Prof. Dr. Far/zi Gadalla
Dr. Stephen Simon
I~r. Albert Neill
Dr. Fathy Sheiba
Dr. ~oham~d El Motaz
Dr. Saneeia Sayed
Dr. Etedal Garas
Dr. Aida Rofail
Dr. William Oldham
r.r. John Wil es

UHDSP Project Staff P.embers

·USAID, Cairo
Dr. William Oldham
P.r. John Hiles
Mr. Lennie Kangus

CSPM Staff
Prof. Dr. Mamdouh Gabr
Prof. Dr. Mamdouh t~anowi

Prof. Dr. Ahmed Kotb
Prof. Dr. Hussain Kamel
Dr. Ashraf Ismail

Hi nistry of Hea 1th
Dr. Sharawi
Dr. Nabil
r~sr E1 Kadima MCH Center Staff
r.esakken Helwan MCH Center Staff
Helwan Awal MCH Center
£1 Fagella MCH Center Staff
Bulac P.CH Center
South Medical Zone
Helwan Medical Zone

Committee




