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Preface

The 2002 Egypt Service Provision Assessment Survey (ESPA) was designed to collect information on the
provision of reproductive health and child health services in Egypt in order to complement the informa-
tion abtained through the 2000 Egypt Demographic and Health Survey.

The ESPA collected information on the preparedness of health facilities in Egypt to provide high-quality
care to clients seeking services for family planning, maternal health, child health, and sexually transmitted
infections. A representative sample of 650 clinics of all types of facilities, in both government and non-
governmental organization facilities, was assessed.

The survey included, in addition to the resources of the facilities, interviews with service providers, ob-
servations of consultations between the providers and clients, and interviews with clients after they were
served.

The information included in the report isimportant to identify areas of intervention that will help improve
the quality of family planning, maternal health, and child health services provided to clients.

The Ministry of Health and Population will ensure that implementation of activities in the proposed areas
of intervention is followed through.

| am deeply indebted and grateful to all of the ESPA field and office staff members for their dedicated
efforts to make these highly important data available in such atimely fashion.

Finally, | would like to take this opportunity to thank the U.S. Agency for International Development for
its financial support for the 2002 ESPA.

Professor Dr. Awad Tag El-Din
Minister of Health and Population
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Key Findings and Recommendations

The 2002 Egypt Service Provision Assessment (ESPA) was conducted in a representative sample of 650
health facilities throughout Egypt. The survey covered general, district, and integrated hospitals (referred
to in the report as “general service hospitals’), fever hospitals, maternal and child health centers and
urban health units (MCH/urban HUs), rural health units (rura HUs), mobile units, health offices, and
nongovernmental organization (NGO) facilities. The ESPA used interviews with health service providers
and clients, as well as observations of provider-client consultations, to obtain information on the capacity
of facilities to provide quality services and the existence of functioning systems to support quality
services. The areas addressed were the overall facility infrastructure and resources; specific child health,
family planning, and maternal health services; and services for specific infectious illnesses—sexually
transmitted infections (STIs) including HIV/AIDS, and tuberculosis. The objective was to assess the
strengths and weaknesses of the infrastructure and systems supporting these services, as well as to assess
the adherence to standards in the delivery of curative care for children, family planning, antenatal care
(ANC), and consultations for STls.

The ESPA was undertaken jointly by the Egyptian Ministry of Health and Population (MOHP) and El-
Zanaty Associates, with technical assistance provided through ORC Macro under the MEASURE DHS+
project. TheU.S. Agency for International Development provided financial support for the survey.

Facility Infrastructure and Infection Control
Eighty-nine percent of facilities have regular electricity or a generator with fuel.

Y ear-round, onsite water was available at 86 percent of facilities, with ailmost all (96 percent) indicating
that their water was normally supplied through a piped system. Large facilities have multiple locations for
providing client consultations and examinations, and small facilities often have only one location. ltems
for infection control were assessed for each service delivery areaincluded in the ESPA. Although water
was present in each service areain most facilities (62 percent), soap for hand-washing was rarely present
in each assessed service delivery areain afacility (15 percent).

When assessing procedures used in the principal location in a facility where equipment to be reused is
sterilized or high-level disinfected for reuse, 78 percent of facilities (96 percent of general service
hospitals, but only 33 percent of fever hospitals) had functioning equipment for either high-level
disinfection (HLD) or sterilization of reusable equipment. Only 45 percent (75 percent of general service
hospitals) had the equipment, staff present who knew the correct processing time and temperature (when
relevant), and equipment with an automatic timing device. Equipment may be processed in different
locations within the same facility, depending on the size and organization of a facility. The area where
equipment for specific services is processed was assessed (whether it was the main facility processing
area or another location) for family planning, delivery, and STI services. The equipment and knowledge
for processing family planning and delivery equipment were somewhat better, with 78 percent of family
planning equipment processed in an area with functioning equipment and staff who knew the correct
processing time and temperature. This was true for 77 percent of delivery service equipment. Sixty
percent of delivery equipment was processed in areas with sterilization equipment and staff with
knowledge of the processing time and temperature for sterilization. An additional 17 percent used HLD
procedures. HLD does not kill the tetanus spore.
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Service Availability

The MOHP does not expect al facilities to offer al basic health services. For example, district and
general hospitals do not routinely offer child immunization services, but integrated hospitals do; mobile
units rarely offer immunization, but they offer family planning, ANC, and curative care; and health
offices primarily offer child immunization and family planning. Health offices are often located adjacent
to hospitals, so services may be conveniently accessed, even if they are not in the same building or under
the same manager. In total, 35 percent of facilities offer some level of each of the assessed basic child,
maternal, and reproductive health services. As expected, MCH/urban HUs and rural HUs are more likely
to offer the package of assessed services (39 percent and 51 percent, respectively). NGO facilities rarely
offer child immunization or growth-monitoring services.

Essentially al facilities had at least one physician assigned.

Sixty-three percent of general service hospitals (69 percent of fever hospitals) and few other facilities had
all items available that were assessed for supporting high-quality, 24-hour emergency services (overnight
or inpatient beds; at least two secondary-level qualified staff; 24-hour onsite or on-call staffing, with a
duty schedule present; access to 24-hour emergency communication; a client latrine; and an onsite water
source). All elements, plus a year-round onsite water supply and a 24-hour regular supply of electricity
(or agenerator), were available at 53 percent of general service hospitals (66 percent of fever hospitals).

Facility Management

Fifty-one percent of facilities reported that they had management meetings at least every six months, with
half reporting monthly or more frequent meetings. Only 13 percent, however, had any documentation of
the meetings. General service hospitals (34 percent), fever hospitals (31 percent), and MCH/urban HUs
(22 percent) were more likely to have documentation (such as minutes from meetings) available.

Fifteen percent of all facilities (21 percent of general service hospitals and 18 percent of rural HUs) had
documentation of functioning quality assurance activities for any service area.

Structured in-service training on topics related to the services provided had not been consistently
experienced by interviewed providers. At least haf of the interviewed health service providers from a
facility had received in-service training related to their work during the past 12 months in 28 percent of
facilities, with 30 percent of all providers having received in-service training. An additional 43 percent
had received related in-service training within the past five years. Providers of family planning and
antenatal services were more likely than others to have received related in-service training during the past
fiveyears.

Supervision was particularly strong across al government facilities and services, but less so for NGO
facilities. Ninety-six percent of facilities had experienced a supervisory visit from officials external to the
facility (70 percent of NGO facilities) during the past six months.

At least half of the interviewed health service providers within a facility had been individually supervised
during the past six months at 94 percent of the facilities. These were 90 percent of all interviewed health
service providers. Supervision patterns were similar for providers of the various services assessed, with
most reporting being personally supervised at least once per month.

Management of Vaccines, Contraceptives, and M edicine Supplies

Seventy-six percent of facilities that stored vaccines had all of the components for maintaining and
monitoring the cold chain. The temperature was not within the accepted range (0° to 8°C) for 17 percent
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of facilities. Health offices had the strongest systems (94 percent) and integrated hospitals the weakest
(71 percent) for monitoring and maintaining the cold chain. NGO facilities had no systematic means for
monitoring the cold chain.

Storage conditions for contraceptives were adequate at 86 percent of facilities, but storage conditions for
medicines were adequate for only 68 percent of facilities. Medicine storage areas for 22 percent of
facilities had evidence of rodents or pests, and 21 percent did not have the medicines off the ground and
protected from water.

Among the selected medicines or contraceptives checked, expired items were rarely found (4 percent of
facilities).

Up-to-date inventories (or daily registers that easily reconciled the stock with the inventory) were present
in 69 percent of the facilities storing vaccines, 79 percent of facilities with contraceptive methods, and 72
percent of facilities with medicines.

Service-Specific Findings

Use of individual client cards, important for providing a record of findings and treatments and for
continuity of care, varies by service and type of facility. Anindividual card or other means for supporting
continuity of care for sick children was available in 40 percent of facilities offering sick child services.
Individual records for family planning clients were more widely available (87 percent), with NGO
facilities the least likely to have them (63 percent), although use during consultation (the provider referred
to information on the card or wrote on the card) was observed for less than half of the clients. Individual
records for ANC were widely available in MCH/urban HUs and rural HUs (83 percent and 81 percent,
respectively) but were available in less than half of the general service hospitals and in less than one in
four NGO facilities. Use of ANC client cards during observations was similar to the findings for
availability of the cards. Client cards were used for only one in three observations for clients assessed for
STls.

Most services are provided under conditions where the clients have visual and auditory privacy. Thiswas
available in 78 percent of the STI client counseling areas (and 82 percent of the client examination areas)
and 76 percent of family planning client counseling areas (and 81 percent of the client examination areas).
These are two services where privacy is critical to ensure client confidentiality and to encourage sharing
of necessary information.

Any guidelines or protocols that can be used as references by providers for the delivery of specific
services—and/or management of health issues related to that service—are not available in the service
delivery area for most facilities and for most services assessed. Family planning services were the most
likely to have service guidelines or protocols (46 percent), followed by sick child services (24 percent).
Only 12 percent of facilities had protocols or guidelines for ANC in the service area, 9 percent had
protocols for delivery, and 19 percent had guidelines or protocols for STI diagnosis and treatment in the
service area.

Visual aids for client education were available in most family planning service areas (93 percent) and in
many STI service areas (41 percent), but they were available in only one of four sick child or ANC
service areas. Overall, visual aids were rarely used (3 percent of observed sick child consultations, 9
percent of observed family planning consultations, 2 percent of ANC clients, and less than 1 percent of
STI clients).

Neither basic oral medicines nor prereferral medicines or medicines to manage common complications
for clients receiving the services assessed are widely available in the facilities.
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Essential advice related to prevention of complications and early identification and help-seeking for
problems was rarely provided during the observed sick child or ANC consultations. Side effects of
family planning methods are also not consistently explained.

Child Health Services

All basic child health services (curative care, growth monitoring, and immunization) are available at 81
percent of rural HUs and 65 percent of MCH/urban HUs. Although 88 percent of facilities provide
consultation services for sick children, fewer provide preventive services such as growth monitoring (60
percent) and immunization (71 percent). Immunization and growth monitoring are most often offered one
or two days per week, whereas sick child services are offered at least five days per week in 92 percent of
facilities offering any child health services.

Sixty-five percent of facilities that stored child vaccines had al basic vaccines (BCG, polio, DPT, and
measles) and 61 percent had all basic vaccines as well as hepatitis and measles, mumps, and rubella
(MMR) vaccines. All types of vaccines were missing in equal proportion, with each type of vaccine
missing in at least 10 percent of facilities.

Disposable syringes are universally used for immunization.

Although immunization services are not integrated to allow sick children who are not fully immunized to
be immunized at the time they are seeking curative care, it is important to note that the national
immunization coverage is very high (92 percent), so this may not be a program priority.

Seventy-two percent of facilities offering immunization had records showing they monitor community
coverage levels. Thiswastrue for 91 percent of health offices and 37 percent of MCH/urban HUs.

The MOHP standards specify that most seriously ill children (specifically including those requiring
intravenous rehydration) be referred to hospitals. This necessitates that serioudly ill children be referred
(and the caretaker follow up on the referra) for quality care. Only dlightly more than half of genera
service hospitals and fever hospitals had medicines for all prereferral treatments in accordance with
guidelines recommended by the Integrated Management of Childhood IlIness (IMCI) programs.

Assessments of sick children rarely adhere to IMCI guidelines, with a notable lack of a thorough history
and physical examination. In spite of this, the assessment, reported diagnosis, and prescribed treatments
for observed sick children indicated that providers reasonably fit their evaluations to the illness and their
perception of its severity.

Provision of essential information to the caretaker about continuing to provide (or providing more) food
and fluid to sick children was noted during fewer than one in five observed consultations. Information on
symptoms for which the child should immediately be brought to a facility was provided during 10 percent
of observed consultations for sick children.

While 42 percent of the observed ill children were weighed, only 20 percent were weighed and the weight
plotted againgt a standard. Assessment of immunization status was not a common component of the
evaluation.

Forty-nine percent of children diagnosed with a nonsevere respiratory illness (primarily cough or cold)
received or were prescribed antibiotics, and 58 percent of all observed children received an antibiotic. The
appropriateness of current use of antibiotics should be assessed and standards for use developed. The
proportion of injectable antibiotics compared with oral antibiotics did not appear excessively high (11
percent of injectables).
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Family Planning Services

The interauterine device (IUD), injectable progesterone, combined ora pill, and male condoms are the
four most commonly offered contraceptive methods (all four offered at 84 percent of facilities that offer
modern temporary methods of family planning). Almost all (90 percent) of the facilities offering these
methods had all four methods available on the day of the survey.

Among the visua aids available, 87 percent of facilities had trays with samples of methods, 79 percent
had teaching aids about specific types of family planning, and 84 percent had information pamphlets for
clients to take home. Visual aids related to STIs were available in the family planning service areain 17
percent of the facilities, and information pamphlets on STls that clients can take home were available in
32 percent of facilities,

All items for infection control were available in the client examination areain 20 percent of facilities. All
items were most commonly found in MCH/urban HUs (31 percent) and least commonly found in mobile
units (9 percent). Latex examination gloves and hand-washing soap are the items most commonly lacking
(in half of al family planning service areas).

Diagnosis of and treatment for sexually transmitted infections are provided by family planning service
providers in 82 percent of facilities offering family planning. All infrastructure and equipment assessed
for conducting a pelvic examination under quality conditions were available in 71 percent of facilities,
with an examination light being the item most often lacking.

Among facilities offering a method with estrogen, 11 percent (primarily rural HUs) had no blood pressure
apparatus.

Although 87 percent of facilities had individual client cards available for family planning clients, cards
were reviewed by the provider either prior to or during the family planning consultation for only 46
percent of observed family planning clients. Providers wrote information on the cards either during or
after the consultations for 65 percent of observed family planning clients.

A followup visit was mentioned for 74 percent of observed family planning consultations.

Thirty-seven percent of first-visit consultation clients were assessed for symptoms of STls, and 40 percent
were asked about chronic illness.

Among all first-visit clients, 66 percent had their blood pressure measured. Among clients receiving a
method including estrogen, 71 percent had their blood pressure measured.

Breast examinations were conducted on 4 percent of the observed family planning clients, although 13
percent indicated that they had been taught self breast examination either during this visit or a previous
visit.

Fourteen percent of women who received either contraceptive pills or injections were observed being
given information on how to use the method, side effects, and what to do for problems, as well as
information on a followup visit. Among these same women, the proportion was higher when they were
asked if they had received these four items of information (43 percent). The women may have been
reporting on knowledge or information received previously, rather than information from this specific
visit.
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M ater nal Health Services

ANC is offered by 88 percent of eligible facilities, with about half (57 percent) offering the service five
days per week.

Tetanus toxoid (TT) immunization services are not always available at the same time as ANC. Although
56 percent of facilities indicated they offer TT immunization whenever ANC is offered, on the day of the
survey, 71 percent of facilities were offering ANC, but only 33 percent were offering both ANC and TT
immuni zation.

All equipment and medicines for basic ANC assessment (blood pressure apparatus, fetoscope, iron
tablets, folic acid tablets, and TT vaccine) were all available at only 22 percent of facilities. Folic acid,
TT vaccine, and afetoscope were each missing from about half of the facilities.

Medicines for management of common complications of ANC or for postpartum infections were not
routinely available. Methyldopa (for hypertension) was available in only 10 percent of general service
hospitals.

Diagnosis of and treatment for sexually transmitted infections are provided by ANC service providersin
87 percent of facilities offering ANC. Testing for syphilisor for HIV/AIDS is not a routine component of
ANC in Egypt. Population rates for these illnesses are low.

Twenty-five percent of facilities had a functioning ultrasound machine with a trained health service
provider to useit. Blood typing and testing for Rh factor capacity were described as routine components
of ANC in 44 percent of facilities, and 25 percent had the capacity to provide these services; however,
only 22 percent had the capacity on the day of the survey and said that testing the blood was a routine
component for ANC. Testing urine for glucose and testing urine for protein were described as routine
components of ANC in 83 percent and 82 percent of facilities, respectively, with the capacity to conduct
the tests available in 45 percent and 69 percent of facilities, respectively, on the day of the survey. Glu-
cose testing and protein testing were both routine for ANC and available in 41 percent and 64 percent of
facilities, respectively.

Among first-visit ANC clients whose consultation was observed, only 29 percent were asked about any
medicines they were taking. Forty-two percent were given or prescribed TT immunization, 60 percent
had their urine tested (or atest was prescribed), and 47 percent were given (or prescribed) iron tablets.

Among all observed clients, the assessment of current health status was not routinely complete. Seven
percent were asked about vaginal bleeding, and 3 percent were counseled on vaginal bleeding being arisk
sign: Forty-six percent of women at least five months pregnant were asked about fetal movement, and 75
percent of women at least eight months pregnant had the fetal position assessed (either through palpation
or ultrasound); 92 percent had their blood pressure measured.

About one in four first-visit and followup-visit ANC clients received education about nutritional needs
during pregnancy. Less than 10 percent of observed first-visit or followup-visit clients were advised on
specific risk symptoms for which they should seek help. During the exit interview, one in five of the
interviewed clients reported that they had been told about risk factors either during this or a prior visit.
Advise on exclusive breastfeeding is not commonly provided. It was observed being provided during 1
percent of ANC consultations and reported by 10 percent of interviewed clients to have been discussed
during this or aprior visit.

Partographs are not commonly used (available in 6 percent of facilities offering delivery services). All
assessed basic supplies (a cord-cutting item, cord clamp, any suction apparatus, antibiotic eye ointment
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for newborn, and skin disinfectant for perineum) were all only available in 21 percent of facilities (44
percent of MCH/urban HUs and 31 percent of general service hospitals).

Although, in Egypt, management of complications during pregnancy or labor and delivery is not routinely
expected to be provided below the hospital level, facility-supported emergency transportation for referrals
is available at only 13 percent of facilities, and caesarean sections are offered at only about half of the
genera service hospitals.

Emergency medicines for severe preeclampsia or eclampsia, as well as injectable antibiotics for sepsis,
were available in only half of the general service hospitals providing delivery services, with four in ten
having both. Equipment to support insufficient labor (forceps or vacuum extractor) is available in only
half of the general service hospitals, and blood transfusion services are available in 60 percent.

Sexually Transmitted Infectionsand HIV/AIDS

STl services are offered at 62 percent of facilities; however, services are available through family
planning and ANC services even when facilities do not offer STI services as a walk-in service. STI
services are provided by ANC and family planning providers in about two of three facilities that reported
they provide no routine services for STls.

Medicines for treating gonorrhea are available at less than one in five facilities offering STI services.
Medicines to treat other STls were more widely available, with 63 percent having metronidazole for
trichomoniasis and about half having a medicine for chlamydia and for syphilis. AlImost al facilities (87
percent) had condoms available, with 58 percent having condomsin the ST service delivery area.

All assessed infrastructure for high-quality pelvic examinations was available in 74 percent of the service
areas where ST clients are normally examined. All items for infection control were available in only 23
percent of these areas, with hand-washing soap the item most often missing (about half of the
examination areas). Capacity to provide laboratory confirmation of specific STls is lacking, with 16
percent of general service hospitals having testing capacity for syphilis and 9 percent (29 percent of fever
hospitals) having testing capacity for gonorrhea. Microscopic examination using wet-mount testing was
available in 30 percent of general service hospitals and 35 percent of fever hospitals.

HIV/AIDS diagnostic and care and support services are newly developed. Voluntary counseling and
testing (VCT) and anti-retroviral treatment (ART) services are not yet available. HIV-testing capacity
existsin 23 percent of general service hospitals and fever hospitals that offer STI services.
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Chapter 1 Survey Methodology

1.1 Overview

The Egypt Service Provision Assessment (ESPA) is a survey designed to extract information about the
general performance of facilities that offer maternal, child, and reproductive health services, as well as
services for specific infections diseases (sexually transmitted infections (STIs), HIV/AIDs, and
tuberculosis). Through a representative sample of nongovernmental and public facilities, information was
collected to provide a picture of the strengths and weaknesses of the service delivery environment for
each assessed service. The information that the ESPA elicited on health services and health service
providers may help policymakers and program administrators develop effective strategies for improving
the utilization and coverage of services and for prioritizing resources in ways that will ensure better health
outcomes.

The ESPA provides regional- and national-level representative information for both government and
specific nongovernment facilities. Findings can supplement household-based health information from the
Egypt Demographic and Health Survey (EDHS) conducted in 2000, which provides information on the
health status and utilization of services by the overall population.

1.2 Institutional Framework and Obijectives of the ESPA

The ESPA was undertaken jointly by the Ministry of Health and Population (MOHP) and El-Zanaty
Associates, with technical assistance from ORC Macro under the MEASURE DHS+ Project. The study
was funded by the U.S. Agency for International Development (USAID).

The primary objectives of ESPA are the following:

» To describe the preparedness of government and nongovernment health facilities in Egypt to
provide quality child, maternal, and reproductive health services

» To describe the preparedness of government and nongovernment health facilities in Egypt to
provide quality services for specific infectious diseases (STIs, HIV/AIDS, and tuberculosis)

» To identify gaps in the support services, resources, or the processes used in providing client
services that may impact the ability of facilities to provide quality services

» To describe the processes used in providing child, maternal, and reproductive health services
and the extent to which accepted standards for quality service provision are followed

» To provide comparisons on findings between regions in Egypt and, at a national level,
between different types of facilities, as well as those operated by different authorities (i.e.,
governmental or nongovernment); and

» To describe the extent to which clients understand what they must do to follow up on the
service received so that the best health outcome is achieved.
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1.3 ESPA Content and Methods for Data Collection
1.3.1 Content of the ESPA

The ESPA focused on basic-level health services that have been developed to achieve improvements in
people’s health status, particularly that of women and children. Four high-priority health services, all
interrelated to various degrees, were assessed: 1) child health, 2) family planning, 3) maternal health, and
4) specific infectious diseases (STIs, HIV/AIDS, and tuberculosis).

For each assessed service, the presence and functioning of components considered essential for the
provision and maintenance of quality health services were assessed. The components are those commonly
promoted in programs supported by organizations such as USAID, the World Health Organization
(WHO), the United Nations Children’s Fund (UNICEF), and other donors. The ESPA also assessed the
presence of more sophisticated components, such as higher level diagnostic and treatment modalities and
support systems for the health services, which are most often introduced after basic-level services have
been put into place.

The child health component was designed to assess the availability of preventive (immunization and
growth monitoring) and outpatient care for the sick child, with a focus on the process followed in
providing services to the sick child. Guidelines for Integrated Management of Childhood Illnesses
(IMCI) set the standard against which service provision is measured.

The family planning component assessed all family planning services that are available, with a focus on
the process followed in counseling and providing contraceptive methods to the family planning client.

The maternal health component assessed all maternal health services available, including inpatient
delivery and caesarean section, with a focus on the process used in counseling and screening during visits
for antenatal care (ANC).

The infectious disease component for sexually transmitted infections assessed the availability of services
for diagnosing and treating STIs, with a focus on the process used in assessing and counseling the STI
client. Although HIV/AIDS services are newly introduced into Egypt, the ESPA included them to
provide baseline information. The infectious diseases module also addressed the general availability of
tuberculosis diagnostic and treatment programs.

1.3.2 Methods for Data Collection
Four types of data collection tools were used.

The first was a Facility Resources Questionnaire of resources and support services, which was designed
to obtain information on the facility’s preparedness to provide each of the priority services. The
guestionnaire was used to collect information on the availability of specific items (such as their location
and functional status), components of support systems (such as logistics, maintenance, and management),
and facility infrastructure, including the environment in which the services are delivered. The resources
assessed were those necessary to provide a level of service that meets generally accepted standards. The
support services are those that are commonly acknowledged as essential management tools for
maintaining health services.

The second was a Provider Interview. Providers of health services were interviewed for information on
their qualifications (training, experience, continued in-service training), the supervision they had received,
and their perceptions of the service delivery environment.
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The third was an Observation Protocol tailored to the service being provided. Observations of
consultations for sick children, antenatal care, family planning, STIs, and injection procedures were
conducted to assess the extent to which service providers adhered to standards, based on generally
accepted practices for good-quality service delivery. Both the process used in conducting specific
procedures and examinations and the content of information exchanged between the provider and the
client (history, symptoms, and advice) were components of the observation.

The fourth was an Exit Interview with the client who was observed receiving a service. The exit
interview assessed the client’s understanding of the consultation or examination, as well as his or her
recollection of the instructions that he or she received about treatment or preventive behavior. The ability
to recall key messages increases the likelihood that clients will be able to successfully follow treatment or
perform the preventive behaviors that optimize health outcomes. The client’s perception of the service
delivery environment was also elicited.

The data collection instruments were developed to respond to the following basic questions:

(1) To what extent are the surveyed facilities prepared to provide the high-priority services?
(Availability of resources)

For each of the high-priority services, the Facility Resources Questionnaire and provider interviews
gathered information on whether the facility has the capacity to provide the service at an acceptable
standard of quality.

Capacity is measured by the presence of essential equipment and supplies in a location reasonable for
providing a service. The items that are assessed for quality of services include training and supervision of
staff; availability of service delivery protocols and of materials for client education; availability and
utilization of health information records; the service delivery environment; and facility systems for
maintaining equipment, supplies, infection control, and quality assurance.

(2) To what extent does the service delivery process follow generally accepted standards?
(Care process)

The ESPA assesses whether the process followed in service delivery meets the standards for acceptable
content and quality. This assessment was made by observing consultations between clients and providers.
The core services that were observed are consultations for sick children, for STls, for family planning,
and for antenatal care services. The observation focused on the information shared between the client and
provider and the process the provider followed when assessing the client, conducting procedures, and
providing treatments.

With the exit interview, the ESPA also collected information to obtain the client’s perspective on
information shared and received. This information provides further data on the quality of the client-
provider interaction.

(3) To what extent do support systems for maintaining or improving the services exist, and how
well are they functioning? (Support services)

The Facility Resources Questionnaire collected information on whether there are specific support services
for a health system, as well as evidence that they are functioning. The systems that were assessed were
those related to general management, quality assurance, logistics for medicines, equipment maintenance,
infection control, and various systems for monitoring activities (such as following service coverage rates
and referrals).
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The ESPA also collected data on the basic infrastructure of each facility, which may contribute to a better
standard of services or increase clients’ utilization. Data items obtained to assess this component included
the presence of electricity and water, as well as the availability of amenities and service (types and days
of services and staffing levels).

(4) What are the issues that the clients and service providers consider relevant to their satisfaction
with the environment in which services are delivered?

Client and provider interviews were used to collect information on issues related to clients’ and providers’
satisfaction.

1.4  Sample

A representative sample of facilities; a sample of health service providers at each facility; a sample of sick
child, family planning, antenatal, and STI clients; and a sample of children receiving injections were
selected.

1.41 Sample of Facilities

The sample was selected to provide national- and regional-level representation of the health facilities
offering maternal, child, and reproductive health services. These included a variety of types of hospitals,
health centers, and health units managed by the government (public) or by nongovernmental
organizations (NGOs). Private pharmacies and private clinics were not included in the sample. Facilities
in the Frontier Governorates were also not included in the survey.

Among public sector facilities, the sample covered hospitals, maternal and child health and urban health
units (MCH/urban HUSs), rural health units (rural HUs), mobile units, and health offices. General/district
and integrated hospitals were selected to represent general service hospitals. In addition, fever hospitals
were also sampled. Although they do not provide the range of services covered by the ESPA, fever
hospitals provide health services for sick children and some services for infectious diseases that were of
interest to the ESPA and policymakers. Health sector reform facilities, primarily rural HUs, were
specifically oversampled (all facilities where reform activities have been introduced were included) to
provide data for the program. NGO facilities included facilities operated by the Egyptian Family
Planning Association (EFPA), Clinical Service Improvement (CSI) facilities, and other (often religious
affiliated) NGO facilities.

The total sample size was determined on the basis of funding and logistic considerations, as well as the
minimum sample size required to allow the levels of analysis desired. Using a list of facilities supplied
by the MOHP, all facilities of interest were listed by facility type and region—stratifying by
governorate—and then systematically selected. The assigned number of facilities to be selected for each
region was determined to ensure adequate regional representation of facilities. The sampling universe thus
established contained 650 health facilities. During data collection, four facilities were discovered to be of
different classifications from that indicated on the sample frame. During data analysis, two facilities
originally classified as health offices were reclassified to urban HUs, and two facilities originally
classified as rural HUs were reclassified as integrated hospitals.

As described above, to ensure that the sample included an appropriate number of facilities to permit
analysis according to the type of facility and region, certain types of facilities were oversampled. As a
result, the distribution of the sample of health facilities selected for the ESPA was not directly
proportional to the distribution of the total universe of facilities by type and region. Data were weighted
during analysis to account for the differentials caused by oversampling. Table 1.1 provides information
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on the weighted percent distribution of facilities included in the sample, as well as the weighted and
unweighted number of facilities. Table 1.2 provides this information for the facilities offering each
assessed service.

Table 1.1 Distribution of facilities by type of facility and region
Percent distribution of facilities (weighted) and weighted and unweighted number
of facilities, by type of facility and region, Egypt SPA 2002
Percent
distribution of -
Background facilities Number of facilities
characteristics (weighted) Weighted Unweighted
Type of facility
GS hospital 10 64 107
Fever hospital 2 13 33
MCH/urban health unit 10 65 105
Rural health unit 57 367 191
Mobile unit 6 38 56
Health office 5 32 52
NGO facility 11 71 106
Region
Urban Governorates 10 65 105
Lower Egypt 48 315 296
Upper Egypt 42 270 249
Total 100 650 650

Table 1.2 Percentage of facilities providing specific services

Percentage of facilities providing specific services (weighted) and weighted and unweighted
number of facilities providing services, by service provided, Egypt SPA 2002

Percentage of

facilities L

providing Nlrjg;]/?dei;] of faqlltles

services p g services
Service provided (weighted) Weighted Unweighted
Immunization 71 465 365
Consultation for sick children 88 570 528
Family planning 96 624 596
Antenatal care 86 559 497
Delivery 34 221 216
Services for sexually transmitted infections® 62 405 404
Services for HIV/AIDS® 3 22 28
Total 100 650 650

! The facility indicated that it offered at least one service related to STIs or HIV/AIDS. This may
include only laboratory examinations, only preventive measures, or client care.

Appendix Table A-1.1 provides additional details on the distribution of the sample by type of facility and
geographic location. Appendix Table A-1.2 provides additional details on the weighted and unweighted
numbers of facilities in the sample, by type of facility before grouping for analysis.

1.4.2 Sample of Health Service Providers

The sample of health service providers was selected from providers who were present in the facility on
the day of the survey and who provided services that were assessed by the ESPA. In facilities with fewer
than eight health providers, all of the providers present on the day of the visit to the unit were
interviewed. In those facilities where there were more than eight providers, all providers whose work was
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observed were interviewed, and a random selection of the providers not included in the observation
component were interviewed to compile a minimum of eight provider interviews. The selection was
carried out to ensure that, if available, at least one provider from each service was interviewed, even if no
observations were conducted for that service. A maximum of three providers for any given service were
interviewed. A provider was defined as a physician or a nurse who actually provided client services of
some type (counseling, health education, or consultation services). Thus, for example, a nurse who only
completed registers and who never provided any type of professional client services was not included in a
group identified as eligible for the ESPA interviewer. In total, 66 percent of the eligible doctors, half of
eligible nurses, and half of other or auxiliary staff were interviewed.

To ensure that the relevant providers were interviewed in each facility, providers were selected without
consideration of their representativeness of the qualification and number of staff who were assigned to the
facility. Thus, the results of the ESPA provider interviewers are potentially biased because the staff who
were present the day of the survey may not be representative of the staff who normally provide the
services of interest in the facility. Therefore, data were weighted during analysis to account for the
differentials caused by oversampling or undersampling of a particular qualification of provider in a
facility type and region.

Table 1.3 provides information on the weighted proportion of the providers as a percentage of the total
number of providers by the type of facility, region, and provider qualification; the weighted number of
interviewed providers utilized during analysis; and the unweighted number of interviewed providers.
Appendix Table A-1.3 provides information on the weighted and unweighted number of interviewed
providers by type of provider and type of facility.

Table 1.3 Distribution of interviewed providers
Percent distribution of interviewed providers (weighted) and weighted and unweighted
number of interviewed providers, by type of facility, region, and qualification of
provider, Egypt SPA 2002
Percent
distribution of
interviewed . ) .
Background providers Number of interviewed providers
characteristic (weighted) Weighted Unweighted
Type of facility
GS hospital 21 585 655
Fever hospital 2 a7 110
MCH/Urban health unit 16 427 608
Rural health unit 49 1,344 762
Mobile unit 2 62 129
Health office 5 140 224
NGO facility 5 132 248
Region
Urban Governorates 9 233 467
Lower Egypt 54 1,481 1,236
Upper Egypt 37 1,022 1,033
Qualification of provider
Doctor, specialist 14 375 634
Doctor, generalist 15 423 532
Nurse with midwifery 3 72 89
Nurse 58 1,600 1,261
Midwife 1 30 23
Nurse assistant 4 107 121
Raida Refia 1 25 37
Other 4 104 39
Total 100 2,736 2,736
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1.4.3 Sample for Observations

The sample of observations was opportunistic, meaning that clients were selected for observation as they
arrived because there was no way to know how many eligible clients would attend the facility the day of
the survey. Where numerous clients were eligible for observation, the rule was to observe a maximum of
five clients for each provider of the service, with a maximum of 15 observations in any given facility for
each service. In practice, in some facilities, fewer clients than were eligible were observed. This occurred
primarily where multiple services were seeing clients at the same time in different locations in a facility.
Any family planning or ANC client who was also assessed for symptoms of STI was observed both for
elements related to STI services and elements related to either family planning or ANC, whichever one
was relevant. An attempt was made to interview the caretaker for all observed sick children before
leaving the facility and to interview all family planning, ANC, and STI clients before leaving the facility.

In addition to the above, observers were instructed to complete an observation checklist for five

injections1 (either therapeutic or vaccine) in all facilities where curative care for children was being
provided. They were to attempt to observe therapeutic injections for children, but if clients receiving
injections were not readily available, injections for vaccinations as well as injections for adults were
accepted.

With regard to child health consultations, when there were several eligible children waiting for service, an
effort was made to ensure that children who were suffering from some illness (rather than injury or skin
or eye infections) were selected for observation. With that, there was a mixture of new and followup ANC
and family planning clients observed. The ratio that observers aimed for was “two new for every one
followup case.” The day’s caseload and logistics of organizing observations did not always allow this
objective to be met.

At the end of the day, data collectors collected data on the total number of eligible clients who attended
the facility that day. This allows calculation of the proportion of all consultations during the day that they
were observed. In total, among all eligible clients who received services the day of the survey, 37 percent
of the sick children were observed, 62 percent of the family planning clients were observed, 50 percent of
the ANC clients were observed, and 82 percent of the STI clients were observed (Appendix Table A-1.4).
Information on injections that were observed was not collected. Details on characteristics of the observed
clients are presented in the relevant chapters.

The observations were weighted using facility weights to adjust for overrepresentation of facilities (and,
subsequently, observations) in the sample. The results of the ESPA are potentially biased because the
clients who were present the day of the survey may not be representative of the clients who normally
receive the services of interest in the facility.

Table 1.4 provides information on the weighted proportion of the observations of service consultations for
each service, as a percentage of the total number of observations by facility type, the weighted number of
observations utilized during analysis, and the actual number of observations. Table 1.5 shows similar
information for injections.

Descriptive information on facilities included in the ESPA is presented in Appendix Tables A-1.5 through
A-1.7. The data include the size of catchment populations (Appendix Table A-1.5), median numbers of
staff assigned to facilities by provider and facility type (Appendix Table A-1.6), and the median number
of years of basic and technical training received by interviewed providers by type of provider (Appendix
Table A-1.7).

' Injections for contraceptive purposes were assessed with the family planning services.
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Table 1.4 Distribution of observed consultations

Percent distribution of observed consultations (weighted) and weighted and unweighted number of
observed consultations for curative care for sick children, family planning, antenatal care, and
sexually transmitted infections, by type of facility, Egypt SPA 2002

Percent
distribution of
observed .
Background consultations Number of observed consultations
characteristics (weighted) Weighted Unweighted
Outpatient care for sick children
GS hospital 18 365 595
Fever hospital* 4 71 177
MCH/urban health unit 15 307 489
Rural health unit 58 1,173 606
Mobile unit 1 18 27
Health office 1 12 20
NGO facility 3 66 99
Total 100 2,012 2,013
Family planning
GS hospital 19 314 428
Fever hospital* NA NA NA
MCH/urban health unit 19 323 432
Rural health unit 36 608 269
Mobile unit 11 188 231
Health office 5 85 118
NGO facility 10 169 210
Total 100 1,688 1,688
Antenatal care
GS hospital 14 136 223
Fever hospital NA NA NA
MCH/urban health unit 20 191 300
Rural health unit 53 517 260
Mobile unit 5 47 67
Health office 0 3 5
NGO facility 8 83 122
Total 100 977 977
Sexually transmitted infections
GS hospital 20 90 115
Fever hospital 0 0 0
MCH/urban health unit 19 85 106
Rural health unit 27 120 51
Mobile unit 13 56 63
Health office 3 15 19
NGO facility 18 78 90
Total 100 444 444

NA = Not applicable

! Fever hospitals do not provide family planning or ANC services and, while providing STI services,

no clients were identified the day of the survey.




Table 1.5 Distribution of observed therapeutic (or vaccine) injections
Percent distribution of observed injections (weighted), and weighted and unweighted
number of observed injections, by type of facility, Egypt SPA 2002
Percent
distribution
of observed
injections Number of observed injections
Type of facility (weighted) Weighted Unweighted
GS hospital 13 115 194
Fever hospital 1 6 16
MCH/urban health unit 16 138 228
Rural health unit 59 511 270
Mobile unit 1 5 7
Health office 8 66 111
NGO faciity 3 26 41
Total 100 867 867

1.5  Study Implementation
1.5.1 Data Collection Instruments

Data were collected using structured printed instruments. These instruments were based on generic
questionnaires developed in the MEASURE DHS+ project and were adapted after consulting with
technical specialists from the MOHP, USAID, and NGOs knowledgeable about the health services and
service program priorities covered by the ESPA.

Operational definitions were developed for the health system components that were measured. These
were revised for the ESPA after discussions in Egypt and after the pretest. A training manual was
developed and distributed to all data collectors to support standardized data collection.

Researchers from El-Zanaty Associates and the physician technical advisors recruited for the project
trained nine physicians to pretest the survey instruments. The instruments were pretested in eight
facilities.

1.5.2 Training and Supervision of Data Collectors

Data collectors were primarily recruited from physicians, nurses, and demographers experienced in
survey implementation and interviewing. Training included practical experience completing all
questionnaires in health facilities of different types, as well as role-play for the observation and exit
interviews.

1.5.3 Methods for Data Collection

A total of 16 teams of three people each participated in the data collection. Each team was composed of at
least two females and at least two physicians.

Each team received a list of facilities to be visited. Data collection took one day in most facilities, with
two days being allotted to hospitals, if required. In addition, if one of the observed services was not being
offered the day of the survey, the teams returned on a day when the service was offered. If the service
was offered, the clients for that day were observed. If the service was offered but no clients came (as
occurred occasionally for consultations of sick children and, more often, STI clients), teams did not revisit
the facility.
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The team leader was instructed to ensure that the informant for each component of the facility survey was
the most knowledgeable person for the particular health service or system component being addressed.
Where relevant, the data collector indicated whether a specific item being assessed was observed,
reported available but not observed, or not available, or whether it was uncertain if the item was available.
Equipment, supplies, and resources for specific services were required to be in the relevant service
delivery area or in an immediately adjacent room to be accepted as available. Informed consent was
taken from the facility director and all respondents for the Facility Resources Questionnaire, from
observed and interviewed providers, and from clients for observations and exit interviews.

Data collection teams were supervised throughout the field activities, and reinterviews were implemented
for selected sections of the questionnaires for quality control.

1.5.4 Process for Data Management and Report Writing
Data management and analysis were carried out according to the following steps:

» Management of questionnaires. Completed and verified questionnaires were collected by
supervisors and sent to the El-Zanaty Associates office for editing. Two physician supervisors
reviewed all “other” responses and recoded responses into categories relevant for data
analysis.

» Data entry. Data entry was conducted by El-Zanaty Associates staff. CSPro software
developed by ORC Macro and the U.S. Census Bureau was used for data entry. Double entry
of all questionnaires was carried out to catch errors. This operation took place from
September through November 2002.

» Data analysis. The design of the tabulation plan and the preparation of the programs for the
production of statistical tables were carried out from October through December 2002. Data
analysis and clarification of questionable results were carried out during January through
March 2003. During the data analysis, revisions were made to the analysis plan on the basis
of feedback from the MOHP and the ESPA technical advisors to ensure that the analysis is
appropriate for the Egyptian health system.

» Development of final report. The final report was written with input from ORC Macro
technical staff, EI-Zanaty Associates, and MOHP officials responsible for the programs
included in the survey.

After the draft report was finalized, a workshop was held with the technical staff of the MOHP to present
findings and make any corrections, changes, or additional explanations that were required before final
publication. This took place during June 2003.

155 Data Analysis
The following conventions were observed during the analysis of the ESPA data:

e Assessing the availability of items. Unless specifically indicated, the ESPA considered
observed items as available.

» Observations. In looking at the observation data, it should be noted that many facilities
provide routine services for clients separately from the actual consultation (taking blood
pressures and temperatures). There is often a period between these events and the point at
which the primary provider assesses the client. Although ESPA observers were instructed to
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follow a client through the entire system, this was not always possible logistically. Thus,
when services were being provided outside the observed consultation on the day of the
survey, the observed client was assumed to have received these services. Where this type of
system applies, multiple providers contribute the services received by each client. The
provider who ultimately diagnosed and prescribed was defined as the primary provider.

Observation data were collected on the basis of whether a practice occurred or a piece of
information was shared (process). No attempt was made to verify whether the practice was
correct or if the information shared was correct or complete.

Provider information. Not infrequently, providers indicated that they “personally provided” a
service that the facility did not offer. It may be that providers indicated services they provided
outside the facility. For the ESPA, only providers from facilities that offered the service in
question were included in the analysis.

Development of aggregate variables. Aggregating the data into subsets makes it possible to
analyze many pieces of information and to see how they relate to the overall capacity to
provide services. It also enables monitoring changes in capacity to provide services and
changes in adherence to standards, since there may be improvements in some items but not in
others. There are not yet generally accepted aggregates of the health information collected in
the ESPA. The aggregate variables presented in this report, however, are an initial phase in
the process of defining useful health information aggregates. They will be refined as users
provide feedback on the aggregate variables found useful (or not useful) to policymakers and
program implementers.
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Chapter 2 Overview of the Health System in Egypt

The Egyptian health care system faces multiple challenges in improving and ensuring the health and well-
being of the Egyptian people. The system faces not only the burden of combating illnesses associated
with poverty and lack of education, but it must also respond to emerging diseases and illnesses associated
with modern, urban lifestyle. Emerging access to global communications and commerce is raising the
expectations of the population for more and better care and for advanced health care technology.

A high birth rate combined with a longer life expectancy is increasing the population pressure on the
Egyptian health system. By the year 2020 it is estimated that the population of Egypt will have grown to
about 92 million people.

This chapter provides a brief overview of the health system in Egypt as it relates to health facilities and
outpatient services. The chapter provides a context in which to view the findings of the Egypt Service
Provision Assessment (ESPA) survey.

Information is presented with respect to
» General organization of the health system
» The package of health services provided at different facility levels
» Issuesrelated to the health system and quality of care.

21  General Organization of the Health System

Egypt has a highly pluralistic health care system, with many different public and private providers and
financing agents. Health services in Egypt are currently managed, financed, and provided by agenciesin
all three sectors of the economy—government, parastatal, and private.

The government sector represents activities of ministries that receive funding from the Ministry of
Finance (MOF). As in many lower- and middle-income countries, the government health services in
Egypt are organized as an integrated delivery system in which the financing and provider functions are
included under the same organizational structure. This means that government providers receiving
budgetary support from the government general revenues (MOF) are also subject to the administrative
rules and regulations that govern all civil service organizations. For example, staff are subject to the Civil
Service Employment Law, and remuneration is based on the civil service salary scale determined by the
Central Agency for Organization and Administration (CAOA).

Government providers are permitted to generate their own income through various means, including
charging user fees in specia units or departments known as economic departments. Income from these
nonbudgetary sourcesis classified as “ self-funding.”

The parastatal sector is composed of quasi-governmental organizations in which government ministries
have a controlling share of decisionmaking, including the Health Insurance Organization (HIO), the
Curative Care Organization (CCO), and the Teaching Hospitals and Institutes Organization (THO).
Although the distinction between the government sector and the parastatal or quasi-governmental sector is
usually made when describing the Egyptian health sector, both sectors are run by the state. From an
operational and a financial perspective, the parastatal sector is governed by its own set of rules and
regulations, has separate budgets, and exercises more autonomy in daily operations. However, from a
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political perspective, the Ministry of Health and Population (MOHP) has a controlling share of decision-
making in parastatal organizations.

The private sector includes for-profit and nonprofit organizations and covers everything from traditional
midwives, private pharmacies, private doctors, and private hospitals of all sizes. Also in this sector are a
large number of nongovernmental organizations (NGOs) providing services, including religiously
affiliated clinics and other charitable organizations, all of which are registered with the Ministry of Social
Affairs (MOSA).

2.2 Organization of the Ministry of Health and Population

The organizational structure of the MOHP consists of two functional structures: the administrative
structure and the service delivery structure.

2.2.1 Administrative Structure

The administrative organization of the MOHP comprises the central headquarters and the governorate-
level health directorates. The main functions of the central headquarters include planning, supervision,
and program management. The population portfolio, which was previously an independent Ministry, was
merged into the Ministry of Health in 1995.

All functions of the centra headquarters are divided into five broad sector divisions: 1) centra
administration for the minister’s office, 2) curative health services, 3) population and family planning, 4)
basic and preventive health services, and 5) administration and finance.

There are 13 headquarter undersecretaries in charge of various functions reporting to the minister. The
responsibilities of these undersecretaries include preventive care, laboratories, primary health care,
endemic diseases, curative care, research and development, pharmaceuticals, dentistry, family planning,
and nursing. On average, about 30 to 35 functional areas and specialized units, headed by the general
directors and directors, are grouped under each sector area headed by an undersecretary.

The sector-level model is replicated at each governorate level. The governorate-level health directorates
report to the MOHP on technical matters, but they report to the governorate administration headed by the
governor on administrative and day-to-day activities. Each governorate health directorate is headed by an
undersecretary or a genera director who reports to the minister, who in turn supervises the health district
directors.

Reporting to the governorate health directorates are 230 health districts. Each district has a director, who
is sometimes the district hospital director.

2.2.2 Service Delivery Structure

The MOHP is currently the major provider of primary, preventive, and curative care in Egypt, with
around 5,000 health facilities and more than 80,000 beds spread nationwide. There are no formal referral
systems in the MOHP delivery system. The MOHP service ddlivery units are organized along a number
of different dimensions. These include geographic (rural and urban), structural (health units, health
centers, and hospitals), functional (maternal child health centers), or programmeatic (immunization, and
diarrhoeal disease control).

Specifically, with respect to inpatient services, the MOHP is the largest institutional provider of inpatient
health care services in Egypt. It has about 1,048 inpatient facilities, accounting for more than 80,000
beds. Hospital services are provided through the following types of facilities.
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Integrated hospitals are small, 20- to 60-bed hospitals providing primary health care and specialized
medical services in the rural areas. Integrated hospitals contain well-equipped surgical theatres, X-ray
equipment, and laboratories and are responsible for serving a catchment population of between 10,000
and 25,000 people.

District hospitals are 100- to 200-bed hospitals that provide more specialized medical services and are
available in every district. District hospitals are responsible for serving a catchment population of
between 50,000 to 100,000 people in the urban district area.

General hospitals contain more then 200 beds and contain all medical specialties. General hospitals are
availablein every capital of agovernorate.

Integrated, district, and general hospitals were included in the ESPA and were categorized as genera
service hospitals for this report.

Specialty hospitals are located in urban areas and include specialties such as eye, psychiatric, chest (34),
fever (88), heart ophthalmology (31), tumors, and gynecology and obstetrics. Specialty hospitals are
available in al governorates. Fever hospitals were the only type of specialty hospital included in the
ESPA.

The private sector has 2,024 inpatient facilities, with a total of about 22,647 beds. This accounts for
approximately 16 percent of the total inpatient bed capacity in Egypt.

23  MOHP Public Health Programs

The MOHP has attempted to target many health priorities in Egypt through vertical programs that rely
heavily on donor assistance. These programs include the following

2.3.1 Population, Reproductive Health, and Family Planning Program

As early as 1953, a “National Committee for Population Matters” was established to review population
issues. This committee developed three successive population policies: the first was enacted in 1973; the
second was enacted in 1980, which saw the creation of the National Population Council in 1985; and the
third was enacted in 1986. In 1991, the National Population Council developed specific objectives for
population activities through the introduction of a population strategy. Throughout these years, the
population program has continued to develop with varying degree of success and with the support of
various donors, principaly the U.S. Agency for Internationa Development (USAID) and the United
Nations Population Fund (UNFPA).

Donor assistance has mainly concentrated on providing supplies and technical support. Donors have
provided more than 50 percent of the funding for public-sector population program activities and almost
70 percent of the funding for these activities in the private sector.

2.3.2 Controal of Diarrhoeal Diseases and Acute Respiratory I nfections Programs

The Control of Diarrhoeal Diseases (CDD) and Acute Respiratory Infections (ARI) programs were
components of projects supported by USAID. The CDD program is older by afew years and has its own
department in the MOHP. It has benefited from having been a priority since the 1980s. It was only in the
late eighties that the ARI program gained impetus with the development of World Health Organization
(WHO) programs focusing on ARI.
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Both the CDD and ARI programs have adopted WHO case definitions and case management protocols. In
principle, standardized treatments are available in health facilities, and a high proportion of the staff has
been trained.

The CDD program has been effective in reducing infant mortality caused by diarrhoeal diseases; they are
now in second place as a cause of infant deaths.

2.3.3 Expanded Program on | mmunization

The Expanded Program on Immunization (EPI) is probably the most accessible, available, and utilized of
al public health programs in Egypt. According to health officials, many parents do not request health
services for themselves or their children, but they do have their children vaccinated. The program has
been quite effective in reducing the incidence of some vaccine-preventable diseases, such as diphtheria
and poliomyelitis.

2.34 Maternal Health

The government of Egypt has demonstrated continued political commitment to improving maternal and
child health. In 1994, as host nation of the International Conference on Population and Development, the
government of Egypt endorsed a comprehensive approach to women's health with a focus on reducing
maternal mortality. Reducing maternal mortality was also a key goa of the National Five-Year Plan
(1998-2002) of the MOHP.

The national program to reduce maternal mortality is overseen and implemented by the Directorate of
Maternal and Child Health Care (MCH) under the Division/Sector of Primary Health Care of MOHP. The
MOHP used the conclusions and recommendations of the 1992-1993 National Maternal Mortality Study
(NMMS) to design and implement interventions (Materna Care Program Development and
Implementation Process) during the past decade. Particular attention has been paid to improving the
quality of delivery care as well as to encouraging appropriate care-seeking behavior. All public health
facilities provide maternal and child health services.

At the national level, the MCH directorate has defined a package of MCH services, which includes basic
and comprehensive essential obstetric care for normal delivery and management of obstetric
complications. Clinical protocols and service standards for essentia obstetric care (EOC) and
competency-based training curricula and materials have been developed and officialy approved for
national use. Quality of care has also been addressed through a series of administrative decrees covering
issues such as the presence of senior obstetricians during deliveries, midwife training and licensing,
improvement in blood services, and use of facility-generated revenues for local service improvement.
More than 170 maternity centers have been upgraded in the underserved urban and rural areas to provide
safe and clean normal delivery services and to be able to refer pregnant women with complications.
Seventy-five rural and postnatal care (PNC) units have also been upgraded to offer normal delivery care
and to improve linkages with referral centers.

24  Health Sector Reform Strategy

The government of Egypt has articulated as its long-term goal the achievement of universal coverage of
basic health services for all of its citizens. It has aso stated the importance of targeting the most
vulnerable population groups as its priority.

Major components of the strategy include
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» Expanding the social health insurance coverage from 47 percent (in 2003) of the population to
universal coverage based on the “family” as the basic unit. An affordable and cost-effective
package of basic health services based on the priority health needs of the population will be
provided.

» Reorganizing services so that they are provided through a holistic family health approach.
Provision of the basic package will be based on competition and choice among the different
public and private service providers, under a single Public and Health Insurance Fund (PHIF)
using incentive-based and other provider payment mechanisms. The MOHP service provision
management will be decentralized to the district level (the district management approach), in the
transition period until the MOHP phases out its service delivery function.

» Strengthening management systems and developing a regulatory framework and institutional
relationships to ensure quality of care and to support the reform of the health sector.

» Developing the domestic pharmaceutical industry and reducing government involvement in the
production of pharmaceuticals while strengthening its role as a financier.

The health sector reform strategies are assisted through the Health Sector Reform Program (HSRP).
25  Other Government and Public Sector Agencies

Many other ministries operate their own health facilities that cater to their employees. The most important
is the Ministry of Interior, which operates health facilities for police and the prison population; the
Transport Ministry, which operates at least two hospitals for railway employees;, the Ministry of
Agriculture; the Ministry of Religious Affairs; and the Defense Ministry, which is responsible for health
facilities run by the Armed Forces.

Egypt has 14 medical schools (Faculties of Medicine), affiliated with the maor universities and 36
university hospitals. University hospitals are regarded as secondary and tertiary care facilities and tend to
be much more advanced in terms of technology and medical expertise in comparison with MOHP
facilities. Cairo University, with a new modern hospital, is considered the largest and most sophisticated
hospital in this group. These university hospitals are operated under the authority of Ministry of Higher
Education.

2.6 Par astatal Sector

The parastatal organizations are governmental establishments operated through the MOHP or other
ministries. They include the Teaching Hospitals and Institutes Organization (THO), the Health Insurance
Organization (HI0), and the Curative Care Organization (CCO).

2.6.1 General Organization of Teaching Hospitals and Institutes

THO includes nine institutes and nine hospitals distributed over Egypt. The nine THO hospitals are
distributed as follows: four hospitals in Cairo, two hospitals in Upper Egypt governorates, and three
hospitalsin Lower Egypt governorates.

2.6.2 Health Insurance Organization

The Egyptian Health Insurance Organization was created in 1964. It is a parastatal government-owned
entity under the Minister of Health and Population. There are four broad classes of HIO beneficiaries. all
employees working in the government sector, some public and private sector employees, pensioners, and
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widows. In February 1993, the Student Health Insurance Program (SHIP) was introduced to cover 15
million students and school age children, thus increasing the total beneficiary population from 5 million
in 1992 to 20 million in 1995 (Rannan-Eliya et a., 1997). The 1997 Ministerial Decree 380 extended
coverage to newborns (under one) and, by 2002, had increased the eligible beneficiary population to more
than 30 million.

The HIO revenues come from four primary sources. The Socia Insurance Organization (SIO) and the
Pensioners Insurance Organization (PIO) receive contributions as a proportion of employees saaries,
SHIP receives contributions through a fixed amount from school registration fees and from government
subsidy. HIO aso receives some revenues in the form of copayments, primarily from government
employees.

Asaprovider of health care, the HIO manages 39 hospitals, general practitioner clinics inside and outside
factories, as well asthe following:

* 7,141 school hedth clinics

e 1,040 specidist clinics or polyclinics

« 51 owned and 49 contracted pharmacies
2.6.3 TheCurative Care Organizations

The Curative Care Organization (CCO) is a nonprofit system established in 1964 under the ultimate
authority of the MOHP. CCOs operate 11 hospitals, which together account for about 1.5 percent of
Egypt’s total hospital beds. Each CCO is run independently on a nonprofit basis, with surplus revenue
being invested into service improvement. In general, the 11 hospitals are high-quality “middle- and top-
of-the-market” ingtitutions, providing afull range of quality curative care services and programs. In 2002,
the CCOs operated facilities with 2,127 beds.

2.7  Private and Nongover nmental Sector

Private-sector provision of services includes everything from traditional healers and midwives, private
pharmacies, private doctors, and private hospitals of all sizes. Also in this sector are a large number of
NGOs providing services, including religiously affiliated clinics and other charitable organizations, all of
which are registered with the Ministry of Social Affairs.

2.7.1 PrivatePractices

Physicians represent the most powerful professional group in the health sector. Doctors are permitted to
work simultaneously for the government and in the private sector. Those who are employed by the
government but run a private practice because of their low salaries account for a large portion of private
providers. Many other physicians, however, cannot afford to open their own private clinics and work in
more than one nongovernmental religious or private facility in addition to their government jobs.

The Egyptian National Health Care Provider Survey (Nandakumar et al., 1999) showed that 89 percent of
the physicians with private clinics had multiple jobs. Seventy-three percent of the physicians had two jobs
(i.e., they had another job outside their private clinic), 14 percent had three jobs, and 2 percent had four
jobs.

The MOHP employs 53 percent of physicians with multiple jobs, followed by universities with 14
percent, and HIO with 11 percent. The remaining physicians include well-established and qualified senior
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physicians who are usually faculty members in the major medical schools or shareholders in modem
private hospitals. These physicians have the technology, the resources, and the visibility required to run
very successful and profitable private practices.

2.7.2 Private Facilities

After the declaration of an open economic policy in 1974, the private headth sector began to grow.
Between 1975 and 1990, the total number of private beds rose significantly (Kemprecos and Oldham,
1992). Private care facilities in Egypt range from hospitals that are large, modern, and sophisticated to
smaller hospitals, day care centers, and polyclinics.

2.7.3 Private Voluntary Organizations

In the private sector, there are also many private voluntary organizations (PVOs) providing care through
polyclinics and small hospitals that are usualy affiliated with charitable or religious organizations.
Among the various PV Os, the mosque clinics, operated by Muslim social agencies, are perceived to be
popular and successful providers of ambulatory health care in Egypt and have become the stereotype for
nonprofit organizations.

The PVO headlth sector is financially self-supporting through user fees. Small PVO clinics, however, are
generally losing financially on current operations and are vulnerable to service disruption and failure.

2.7.4 Nongovernmental Organizations

Nongovernmental organizations (NGOs) provide many developmental, socia, and health care services,
including reproductive health and family planning service delivery. Reproductive health and family
planning services are delivered through the Egyptian Family Planning Association (EFPA), the Clinical
Services Improvement (CSI) project, and other NGOs that are able to provide health services (e.g.,
mosgue health units, church health units, other NGO clinics). The CSl clinics are funded by USAID as a
special program.

According to the 2000 Egypt Demographic and Health Survey, the public sector is providing 49 percent
of family planning services in Egypt, and the private sector is providing 44 percent. PVOSNGOs were
found to be providing 7 percent of family planning services.

The MOHP seconds physicians and sometimes nurses to NGOs (if requested) to work either part-time or
full-time; however, the MOHP has no authority to force these staff to work with the NGOs.

There is a system of supervision and monitoring based on a regular followup for the NGO clinics.
Supervision is conducted at two levels: supervision from local directors at clinics and supervision from
the central staff. The administrative supervision for EFPA is conducted by the staff working in the branch
of the EFPA at the governorate level, and the medical supervision is conducted by the health directorates
at the governorate level.
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Chapter 3 Facility-Level Infrastructure, Resour ces, and Systems

Although it is feasible to offer outpatient health services under a variety of conditions, there are certain
infrastructure and health system components that are believed to encourage and support a consistent level
of quality and appropriate utilization of health services.

The first part of this chapter provides information on the presence of infrastructure and resources for
supporting quality and appropriate utilization of services. These include availability of the following:

e A range of preventive and curative maternal, child, and reproductive health services, and at
least one staff member qualified to provide curative services

o Facility infrastructure supportive of client utilization and quality services
o Facility infrastructure supportive of quality, 24-hour emergency services.

Next, the chapter considers management components for supporting quality services and appropriate
utilization of services. Theseinclude the following:

e Systemsfor addressing management issues

o Staff development activities through supervision and in-service training
e  Community input to the facility

e Funding mechanisms to decrease financial barriers to utilization.

The chapter concludes by considering two additional critical systems for supporting quality of servicesin
facilities:

e Logistics systems to support quality and availability of medicines, vaccines, and contracep-
tive methods

e Systems and practices for infection control.

3.1 BasclInfrastructure and Resources Supportive of Utilization of Services
3.1.1 Availability of a Range of Servicesand Qualified Staff

The availability of a range of maternal, child, and reproductive health services and the frequency with
which the services are offered are key elements influencing client utilization. Clients are more likely to
seek services at a facility if they are certain the needed service will be available; indeed, they may be
more likely to use a facility that provides a full range of services meeting most of their (and their
family’s) health needs. In addition, there should be qualified staff to provide the services, including at
least one provider qualified to provide curative care who can be aresource to other, less qualified staff. In
Egypt, the physician isthe only provider classified as qualified to provide curative health services.

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS 21



22

The following were defined by the Egypt Service Provision Assessment (ESPA) as the range of services,
minimum availability, and minimum qualifications of staffing desirable at a facility to encourage
utilization of facility services:

Table 3.1

A range of services offered a minimum number of days per week

- Outpatient care for sick children (SC) at least 5 days per week

- Services for sexualy transmitted infections (STIs) at least one day per week

- Preventive services (child immunization [Expanded Program on Immunization], routine
growth monitoring, and antenatal care [ANC]) at least one day per week and

- Temporary method of family planning at |east one day per week.

Availability of facility-based normal-delivery services and
At least one physician assigned to the facility.

provides aggregate information, and Figure 3.1 provides details on services and staff

availability. Additional background information describing availability of specific services by type of

facility and region are provided in Appendix Tables A-3.1 and A-3.2.

Table 3.1 Availability of services and gualified staff to meet basic client needs

Percentage of facilities that provide basic maternal, child, and reproductive health services at appropriate frequencies,
offer delivery care, and have available staff with appropriate qualifications to serve basic client needs, by type of facility
and region, Egypt SPA 2002

Percentage of facilities with:

All basic All services provided
maternal, child, All basic services at at minimum defined
and reproductive  defined minimum  frequencies, facility-

All basic health services frequencies and based 24-hour
maternal, child, provided at facility-based 24-  delivery services, and  Number of

Background and reproductive defined minimum hour delivery at least one facilities
characteristics health services  frequencies® services physician® (weighted)
Type of facility

GS hospital* 23 23 13 13 64

Fever hospital 0 0 0 0 13

MCH/urban HU 39 39 21 21 65

Rural HU 51 43 15 15 367

Mobile unit 0 0 0 0 38

Health office 0 0 0 0 32

NGO facility 1 1 0 0 71
Region

Urban Governorates 13 13 12 12 65

Lower Egypt 37 30 9 9 315

Upper Egypt 39 35 16 16 270
Total 35 31 12 12 650

! The range of services offered: The range of services assessed were curative care for children and for sexually trans-
mitted infections, temporary methods of family planning, antenatal care, immunization, and child growth monitoring.

2 The defined range of all services available, with each offered at a defined minimum frequency: curative care for children
offered at least five days per week, STI services at least one day per week, and preventive or elective services (any
temporary methods of family planning, antenatal care, immunization, and growth monitoring) at least one day per week.
%1n Egypt, only physicians were defined as qualified providers for curative care.

4 General service (GS) hospitals include general hospitals (referral sites for district hospitals), district hospitals, and
integrated hospitals (supervised by district hospitals).

! Among the 62 percent of facilities offering STI services, amost al (89 percent) reported STI treatment was
available through adult curative outpatient services at least five days per week.
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Figure 3.1 Availability of services and staff
to meet basic client needs (N=650)
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There were notable differences in the types of services provided by different types of facilities. Under the
Egyptian health system, facilities are often meant to provide only a select group of services. For example,
fever hospitals specialize in curative care and do not provide routine preventive services. Health offices
primarily provide immunization and family planning services, delivery services are most frequently
available in general service hospitals. Among the general service hospitals, immunization services are
provided in integrated hospitals but not in general or district hospitals.

The facilities where the full range of services is expected to be offered are the integrated hospitals, rural
health units (rural HUs), and maternal and child health/urban health units (M CH/urban HUSs). Thus, when
the data are presented for “percentage of facilities having all services,” it should not be assumed that
facilities without certain services are not working to standard. This does mean, however, that clients may
have to seek out several different facilities to meet all of the basic health needs of their family.

Thirty-five percent of facilities offered the full range of basic services (curative care for children, STI
services, and preventive and elective services [child immunization, growth monitoring, antenatal care, and
family planning]) with almost all of these (31 percent) providing the services with the defined minimum
frequency (Table 3.1). Rural HUs and MCH/urban HUs were more likely to offer the full range of basic
service with the defined minimum frequencies (43 percent and 39 percent, respectively) than were general
service hospitals (23 percent). When types of general service hospitals were reviewed separately, it was
found that 42 percent of integrated hospitals provided the package, compared with less than 3 percent of
other general and district hospitals (data not shown).

The Urban Governorates were the least likely to have facilities that provided the range of servicesin one
facility with the minimum defined frequency (only 13 percent of facilities) compared with governoratesin
Lower Egypt (30 percent) and Upper Egypt (35 percent). One reason for this is the way in which health
services are organized. MCH centers and genera service hospitals are frequently located adjacent to
health offices. In these cases, health offices most commonly provide the child immunization services for
both facilities, rather than duplicate the resource necessary for this service.
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Only 12 percent of al facilities were found to offer all of the basic services at the minimum frequency,
plus 24-hour delivery services, with a larger proportion of MCH/urban HUs offering the full package (21
percent) (Table 3.1). All facilities had at least one physician assigned, with the rare exception of a small
percentage (2 percent each) of the health offices and nongovernmental organization (NGO) facilities
(Appendix Table A-3.1).

Among the different services that were assessed, FP, outpatient care for sick children, and ANC were the
most widely available (96 percent, 88 percent, and 86 percent of all facilities, respectively) (Figure 3.1).
The least widely available of the basic services were services for STIs (62 percent), child immunizations
(71 percent), and routine growth monitoring (60 percent) (Figure 3.1). Egypt is considered to have
relatively low rates of STIs, and therefore, STIs are not considered a priority health problem. While a
facility may say it does not offer STI services, this does not mean that if a client who comes for another
issue has STI symptoms, he or she will not be treated. It was observed during the survey that facilities
claiming not to offer STI services did assess and treat ANC and FP clients who had symptoms of STls
(Appendix Table A-7.1). Among the assessed services, fever hospitals essentially offered only outpatient
care for the sick child (97 percent) and servicesfor STls (53 percent) (Appendix Table A-3.1).

General service hospitals (general/district, or integrated hospitals) were the facilities where 24-hour
delivery services were most often available (73 percent, compared with 48 percent of MCH/urban HUs
and 34 percent of rural HUs) (Figure 3.1).

Key Findings

A full package of maternal, child, and reproductive health services is available at a minimum frequency
in 31 percent of all health facilities. This package is most commonly found in MCH/urban HUs and
rural HUs (39 and 43 percent, respectively).

A full package of maternal, child, and reproductive health services, available at a minimum frequency,
and 24-hour facility-based delivery services are found in 12 percent of al facilities, including 21
percent of MCH/urban HUSs, 15 percent of rural HUs, and 13 percent of general service hospitals.

Virtualy all facilities have at least one assigned physician.

3.1.2 Facility Infrastructure Supportive of Client Utilization and Quality Services

Although quality health services can be provided in the most minimal service delivery setting, there are
basic client comfort amenities and infrastructure components that contribute to client and staff
satisfaction, as well as to the quality and level of services possible. These items may contribute to clients
willingness to use a facility and staff’s willingness to work at the facility, and they may facilitate the
staff’ s capacity to follow standards for quality services.

The availability of the following key amenities and infrastructure components was assessed:

e A functioning client latrine, a waiting area that protects clients from sun and rain, and a basic
level of cleanliness’ (basic client comfort amenities)

e An on-site (either inside or within 500 meters of the facility) water source, available year-
round (regular water supply)

? The standard for “clean” was that there was no obvious waste or dirt on the floor or furnishi ngs.
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o Electricity available 24 hours a day, with minimal or no disruption, during the period client
services are normally provided, or afunctioning generator with fuel (regular electric supply).

Table 3.2 provides summary information on these items by facility type and region. Appendix Tables A-
3.3 and A-3.4 provide details on the availability of items by type of facility and region.

Sixty-two percent of facilities had al basic client comfort amenities (Table 3.2). Approximately 20
percent of facilities did not have at least one of the client comfort item assessed (a functioning client
latrine, a protected waiting area, or a clean environment) (Appendix Table A-3.3). An additional 4 percent
of facilities reported that they had a functioning client latrine, but it was not observed (data not shown).
NGO facilities and MCH/urban HUs were the most likely to have al amenities (88 and 80 percent,
respectively). Mabile units were not equipped with amenities and rarely had client latrines (23 percent)
or protected waiting areas (13 percent). While they may not have client amenities, the mobile units do
ensure that services reach locations where there is no fixed site facility.

Table 3.2 Service and facility infrastructure to support quality 24-hour emergency services

Percentage of facilities with client amenities, on-site water, on-site and year-round water, regular supply of electricity or generator
with fuel, and both regular water and regular electricity, by type of facility and region, Egypt SPA 2002

Percentage of facilities with:

Regular All basic client
Regular electric Regular amenities,
All basic On-site water supply/backup electricand  regular electric Number of

Background client water supply generator water supply and water facilities
characteristics amenities® source’>  available® available* available® supply (weighted)
Type of facility

GS hospital 69 98 90 92 83 55 64

Fever hospital 60 100 94 100 94 53 13

MCH/urban HU 80 99 86 93 81 66 65

Rural HU 59 95 87 85 75 44 367

Mobile unit 5 70 52 84 48 4 38

Health office 54 98 92 100 92 52 32

NGO facility 88 100 91 95 87 76 71
Region

Urban Governorates 78 99 7 96 75 61 65

Lower Egypt 65 93 85 83 73 51 315

Upper Egypt 55 96 89 94 83 44 270
Total 62 95 86 89 77 49 650

1 Functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness

2 Water supplied in facility by tap or available within 500 meters of facility, may not be available year-round

% Year-round water supplied in facility by tap or available within 500 meters of facility

4 Twenty-four-hour regular electricity or a backup generator with fuel

® Twenty-four hour regular electricity or a backup generator with fuel and year-round water supplied in facility by tap or available
within 500 meters of facility

A regular supply of water is obviously crucial in the delivery of quality services. When asked about their
most commonly available source of water at the time of the survey, amost al facilities (96 percent)
reported that they had piped water (data not shown). Mobile units use the local water source from their
mobile site on the day of service and were least likely to have piped water (72 percent), with 25 percent
reporting that they had no routine water source. Two percent of rural HUs also indicated that they had no
routine water source. Facilities without routine water sources were found primarily in Lower and Upper
Egypt (3 and 2 percent, respectively). There is not a large variation in availability of on-site water by
season (data not shown).
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A regular supply of electricity contributes to the capacity of afacility to utilize equipment that contributes
to quality of care and provides a reliable source of lighting when patient care is provided at night.
Although quality care is possible without electricity, ensuring consistently available adequate lighting for
patient care and fuel for a vaccine refrigerator and for sterilizing or disinfecting equipment for reuse is
difficult without electricity. Eighty-six percent of facilities had a regular supply of water, and 89 percent
had a regular supply of electricity or a backup generator with fuel. Seventy-seven percent of al facilities
(83 percent of general service hospitals) had both a regular supply of electricity (or backup generator) and
water (Appendix Table A-3.3).

Among al facilities, only 49 percent had all client amenities and a regular supply of water and electricity.
Availability of all of these basic elements to support services and utilization ranged from 76 percent of the
NGO facilities to only 4 percent of the mobile units. Only 55 percent of general service hospitals and 53
percent of fever hospitals had all of these items. The items most commonly lacking varied by type of
facility (Appendix Table A-3.3). All client amenities and regular water and electricity were more often
found in facilities in Urban Governorates (61 percent) than those in Lower or Upper Egypt (51 percent
and 44 percent, respectively) (Table 3.2).

3.1.3 Infrastructure and Resourcesto Support Quality 24-Hour Emergency Services

It is not expected that all levels of health facilities will provide 24-hour emergency services, but becaue
24-hour care is essential for managing serious illness and potentially decreasing mortality, it is important
to know about the availability of emergency services. For the ESPA, 24-hour emergency services refers
to a facility offering emergency on-site treatment, with the capacity to monitor a serioudy ill client
overnight, until it is possible to refer the client to an inpatient setting if necessary. Mobile units and
health offices are not eligible to provide 24-hour services and are excluded from this analysis.

Although emergency services (such as first aid for injuries) can be provided under minimal conditions,
the ESPA defined components believed to contribute to a service delivery environment that supports
routine availahility of 24-hour emergency services and a reasonable quality of service if a serioudly ill
client must remain overnight. The components assessed were as follows:

e Functioning client latrines

e An on-site source of water, a a minimum within 500 meters of the facility (seasonal
shortages were defined as acceptable)

e A minimum of two qualified providers for curative care (physicians) assigned to thefacility3

o Twenty-four hour duty staff (either on-site or on call)4

e Twenty-four hour access to emergency communication (on-site, or within five minutes
distance)

e Inpatient or overnight beds for caring for clients, at minimum, until they are stable enough to
be transferred to a higher-level facility if needed.

° At least two physicians are necessary to provide 24-hour coverage for the facility.

* The ESPA defined duty staff as available if there was documentation of a duty schedule or other documentation of
24-hour official responsibility of staff to be available and within close proximity in case an emergency arises.
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Table 3.3 provides aggregate information for all of the items defined as supporting 24-hour emergency
services by type of facility and region. Figure 3.2 presents information on the availability of individual
items for the facilities where 24-hour services might commonly be expected. Appendix Tables A-3.3 and
A-3.4 provide details on the assessed items by type of facility and region.

Table 3.3 Service and facility infrastructure to support quality 24-hour emergency services

Percentage of facilities with basic components to support quality 24-hour emergency
services, and basic components to support quality 24-hour emergency services plus regular
water and electricity, by type of facility and region, Egypt SPA 2002

Percentage of facilities with:

Basic components to

Basic components to support 24-hour
support quality 24-  emergency services Number of

Background hour emergency  and regular water and facilities
characteristics services! electricity? (weighted)
Type of facility®

GS hospital 63 53 64

Fever hospital 69 66 13

MCH/urban HU 13 10 65

Rural HU 2 2 367

NGO facility 10 8 71
Region

Urban Governorates 23 18 50

Lower Egypt 11 9 286

Upper Egypt 12 11 244
Total 12 11 580

1 At least two qualified physicians assigned to facility, duty schedule was observed indi-
cating staff are on site or on call 24 hours a day, availability of overnight beds, a patient
latrine, 24-hour emergency communication, and an on-site water source at least sometime
during year.

2 Availability of all basic components to support quality 24-hour emergency services, as well
as a year-round on-site water source and a regular source of electricity or backup generator
3 Mobile units (weighted N=38) and health offices (weighted N=32) are not eligible for 24-
hour services, and so are excluded from the analysis.

Sixty-three percent of genera service hospitals, 69 percent of the fever hospitals, and amost no
MCH/urban HUs, rural HUs or NGO facilities (13 percent, 2 percent, and 10 percent, respectively) had all
of the defined infrastructure components (client latrines, any on-site water source, at least two assigned
physicians, 24-hour duty staff with schedule, 24-hour emergency communication, and overnight beds) to
support quality 24-hour emergency services (Table 3.3).

A nonseasona on-site source of water and a regular supply of electricity (24-hour electricity with
minimum interruption, or a generator with fuel available) were not considered essential but were
preferable for providing 24-hour emergency services. Slightly lower percentages (10 percent of all
facilities, 53 percent of general service hospitals, and 66 percent of fever hospitals) had a regular water
and electric supply in addition to all components to support quality 24-hour emergency services (Table
3.3).

Availability of a written duty schedule for 24 hours was the major weakness for the general service and
fever hospitals. The ESPA defined 24-hour duty staff availability as the facility having some form of
observed duty schedule or roster that indicated that staff was officialy on duty or on call. Eighty percent
of general service hospitals, and 91 percent of fever hospitals had such a schedule (Appendix Table A-3.3
and Figure 3.2). An additiona 27 percent of facilities (14 percent of general service hospitals, 9 percent
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Figure 3.2 Availability of items to support quality
24-hour emergency services (N=650)
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of fever hospitals, 10 percent of MCH/urban HUs, and 41 percent of rura HUS) reported that they had 24-
hour duty coverage but could not show a schedule indicating that staff had an official obligation to remain
available for duty. Among rural HUs, where only one physician is commonly assigned but availability of
24-hour emergency services is reported, the physician may live on the premises and may make
arrangements with district officials for another physician to be assigned only if there is a plan to be away
for an extended period. Without a duty schedule, however, it is uncertain whether arrangements are
routinely made for emergency staff availability if the physician is out of the areafor a day or an evening.

More than 90 percent of the general service hospitals, fever hospitals, and MCH/urban HUs had at |east
two physicians assigned (Figure 3.2 and Appendix Table A-3.3). A review of the availability of
overnight beds, however, shows that essentialy only the general service and fever hospitals are equipped
to provide overnight emergency care (Appendix Table A-3.3). Almost al facilities had 24-hour
emergency communication, including 99 percent of general service hospitals, 97 percent of fever
hospitals, 91 percent of MCH/urban HUs, and 83 percent of rural HUs.

There were notable regional differencesin the availability of staff and furnishings, with facilitiesin Urban
Governorates consistently having greater availability of resources for supporting 24-hour emergency
services (23 percent), compared with facilities located in Lower or Upper Egypt (11 percent and 12
percent, respectively) (Table 3.3 and Appendix Table A-3.4). This may reflect a lower proportion of
hospitals among the nonurban governorate facilities rather than a difference in quality among facilities. It
does, however, indicate |ess access by the population to 24-hour emergency services.
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Key Findings

Infrastructure support (client comfort amenities, water, and electricity) are regularly available for
almost half of al facilities (49 percent), including 55 percent of general service hospitals, 66 percent of
MCH/urban HUs, and 76 percent of NGO facilities.

Almost all facilities have an on-site water source (95 percent), with 86 percent indicating the water is
available year-round.

Almost all facilities (89 percent) have aregular supply of electricity, and more than 30 percent of the
General Service and fever hospitals have a backup generator as well.

Hospitals are the primary site where 24-hour emergency service infrastructure support is available,
with 63 percent of general service hospitals and 69 percent of fever hospitals having all assessed
components.

Nationally, alarger proportion of facilities located in Urban Governorates (23 percent) have all of the
components to support 24-hour emergency services than facilities located in Lower or Upper Egypt
(11 percent and 12 percent, respectively).

3.2 Management Systemsto Support and Maintain Quality and Appropriate Utilization
of Health Services

Basic management and administrative systems are required to ensure that health services can be
consistently provided as planned with an acceptable level of quality.

3.21 Management, Quality Assurance, and Referral Systems

The components assessed for supporting consistent provision of services at an acceptable level of quality
were as follows:

e Functioning management committees

¢ Routine quality assurance (QA) activities

o Referra systems.
Information on the availability of functioning systems for each of the assessed components is shown in
Table 3.4. Further information on the components is shown in Figures 3.3 through 3.6, and Appendix
Tables A-3.5 and A-3.6.
For awell-functioning health facility, a systematic and routine method for addressing management issues
is essential. The ESPA looked for some evidence of functioning management committee meetings—
defined as mestings that address facility-level management issues—that are held at least every six months

and where there is some official record of proceedings in the form of written notes or records from
meetings.
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Table 3.4 Management, quality assurance, and referral systems
Percentage of facilities with documentation of a functioning management committee that meets
at least every six months, percentage with documentation of QA activities for any service, and
percentage with an observed, printed referral form, by type of facility and region, Egypt SPA
2002
Percentage of facilities with:
Management
committee meetings
at least every
6 months and Facility reports
observed QA activities Number of
Background documentation ofa  documentation  Referral form facilities
characteristics recent meeting observed observed® (weighted)
Type of facility
GS hospital 34 21 55 64
Fever hospital 31 10 56 13
MCH/urban HU 22 9 50 65
Rural HU 9 18 28 367
Mobile unit 3 5 0 38
Health office 3 11 15 32
NGO facility 17 7 8 71
Region
Urban Governorates 35 11 39 65
Lower Egypt 14 22 37 315
Upper Egypt 7 9 18 270
Total 13 15 29 650
LI the facility was the referral site, it was classified as having a referral form observed.

Figure 3.3 Facilities reporting routine management
committee meetings (N=650)
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When asked about the frequency of management committee meetings, 51 percent of facilities reported
having a committee that met at least every six months (Figure 3.3), with half of the facilities reporting that
they met monthly or more often (Appendix Table A-3.5). A record of meetings, where decisions are
documented and followup on issues that are discussed can be monitored, is considered an indicator of a
functioning committee. Only 13 percent of facilities both met at least every six months and had any
minutes or other documentation of meetings available for observation (Figure 3.3 and Table 3.4). An
additional 6 percent of facilities reported that meetings were held at least every six months and records
were maintained, but they could not show any records of recent meetings on the day of the survey (data
not shown). General service hospitals, fever hospitals, and MCH/urban HUs were most likely to have
documentation of meetings.

Quality assurance (QA) refers to a system for monitoring quality of care, identifying problems, and
instituting changes that resolve the problems. QA activities may be a part of basic supervisory systems,
but they go beyond supervision. There are various valid approaches for implementing QA. At a
minimum, QA requires that there be standards against which services (and systems) are compared to
identify quality issues.

Although 23 percent of facilities indicated that they carried out QA activities, only 15 percent of facilities
had any documentation of the QA tools that were used (Figure 3.4). QA with documentation was most
often found in general service hospitals and rural HUs. Documentation of QA activities was also more
frequently found in facilitiesin Lower Egypt (Table 3.4).

Among the facilities reporting QA activities, 82 percent reported that the QA system was facility-wide,
and 18 percent indicated that it was implemented for specific services only (data not shown). When asked
about their QA activities, 66 percent of facilities indicated that they used some type of supervisory
checklists for assessing health system components, 60 percent reported using some type of supervisory
checklists for observing service provision, and 61 percent indicated that they conducted some type of
mortality review (Figure 3.5). Many facilities did not have documentation available for the QA tool they
reported using.

Figure 3.4 Facilities reporting quality assurance activities (N=650)
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Figure 3.5 Reported quality assurance activities (N=152)
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Only 29 percent reported using and had available a supervisory checklist for the health system
components, 28 percent used and had available an observation checklist, and 42 percent used and had
available a document related to mortality review. Eighty percent of facilities reporting they implemented
QA activities reported they conducted some type of medical record audits, with 50 percent reporting they
conducted audits having documentation available. Finally, 44 percent of facilities reported that they
implemented the Quality Improvement Program (QIP), a system program in Egypt. Twenty-four percent
of facilitiesindicated that they used QIP and had documentation available.

Among the facilities with QA activities, the people reported as responsible for the QA included those
based inside as well as outside the facility (Figure 3.6). Externally based management teams (74 percent),
management committees (51 percent), or groups specific for QA (40 percent) were the most commonly
reported implementers for QA activities. Thirty-seven percent of the facilities indicated that supervisors
from the facility were responsible for QA, 27 percent indicated that an internal management committee
was responsible, and 20 percent indicated that the facility had a special QA group.

Clients who are referred to other facilities without any formal documentation risk being refused services
or having services delayed if the referral facility must assess them as totally new clients. Thus, systematic
means to support clients needing services from a higher-level facility in receiving these services is an
important aspect of quality of care. If clients are confident that, if needed, they will be assisted in gaining
access to higher-level facilities, they may be less likely to bypass lower-level facilities for their heath
needs. The ESPA collected information on whether any official, printed form, which a minimum
documents the reason for referral and any treatment already provided, is used for referrals. Twenty-nine
percent of facilities either had an observed referral form or were the referral facility (Table 3.4). These
included about half of the general service and fever hospitals and MCH/urban HUs. Referral facilities or
referral forms were more often found in facilities in Urban Governorates (39 percent) and Lower Egypt
(37 percent) than in Upper Egypt (18 percent). An additional 4 percent of facilities indicated that they
used a printed referral form but were unable to show the form on the day of the survey (data not shown).
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Figure 3.6 Person(s) or group(s) responsible for implementation
and/or review of QA activities, by whether they are based internal or
external to the facility (N=152)
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3.2.2 Supportive Management for Providers

The ESPA collects information to assess the extent to which facilities have supervisory and staff
development activities important for supporting quality care. Supportive management activities that were
assessed include the following:

e Supervision by external staff
o Personal supervision of service delivery providers
e Structured in-service training related to the services of health service providers.

Summary information on supportive management practices at the facility level is provided in Table 3.5,
with further details in Appendix Table A-3.7. Details on supervision and in-service training from the

perspective of the health service provider are provided in Appendix Table A-38°

Supervision from external managers provides an opportunity to ensure that system-wide standards and
protocols are followed at the facility level and to promote an “organizational culture” wherein it is
expected that these standards and protocols will be implemented. It also provides an opportunity to
expose staff to a wider scope of ideas and relevant experiences. A facility reporting at least one visit by
external supervisors during the past six months was defined as having routine external supervision.
Overdl, 96 percent of facilities reported that they had received a supervisory visit from authorities
external to the facility during the past six months (Table 3.5). Among facilities having received external
supervision, 97 percent said that during the supervisory visit official registers or records were checked, 85
percent said that they had discussed problems, and more than 70 percent said that policy issues and/or

® Information on in-service topics and staff supervision related to a particular service is presented in the report
section for each specific service assessed.
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technical matters had been discussed. Forty percent said a staff meeting was held, and 77 percent

indicated that the supervisor had written in the supervision book (data not shown).6 Eighty-one percent
of the facilities said that an external supervisor had observed services being provided, an important means
of supporting quality of care.

In addition to general supervision of facility activities, the work of individual staff must be assessed so
that each person’ s strengths and weaknesses can be identified and appropriate support can be provided. If
a least half of the interviewed health service providers in a facility had been personally supervised at
least once during the past six months, the facility was defined as providing routine staff supervision. At
least half of the interviewed health service providers had been personally supervised during the past six
months in 94 percent of facilities (Table 3.5). Facility-level practices related to supervision of individual
health service providers varied by type of facility and by geographic region. None of the interviewed
health service providers reported being personally supervised in 3 percent of facilities (29 percent of
NGO facilities) (Appendix Table A-3.7), although all of the interviewed health service providers reported
having been personally supervised during the past six months in 66 percent of facilities. Facility-level
supervision was weaker for facilities in the Urban Governorates than for those in Lower and Upper Egypt.
This may be due to a different mix of facilities: Urban areas have a higher proportion of hospitals and,
subsequently, a larger number of staff requiring supervision, and urban areas have a higher proportion of
NGO facilitiess. Among al interviewed health service providers, 90 percent had been personaly
supervised during the past six months, with providers from NGO facilities least likely to be supervised
(56 percent) (Appendix Table A-3.8).

To maintain levels of knowledge and technical competence achieved during basic training, it is essential
that health service providers be provided continuous exposure to current and new information. This not
only refreshes knowledge but also serves to update practices as new policies and protocols are introduced.
Thisis most often achieved through in-service training. It is recognized that health service providers may
receive new information and individual instruction related to their work during routine supervisory visits.
The ESPA, however, assessed specifically whether the health service provider had received any formal
in-service training on topics related to the service offered.

Similar to the findings for supervision, there were differences in routine practices for in-service training
by type of facility and geographic region. None of the interviewed health service providersin 27 percent
of facilities had received in-service training during the past 12 months (Appendix Table A-3.7), with 61
percent of the fever hospitals and almost half (49 percent) of the NGO facilities having no interviewed
health service providers report in-service training during the past 12 months. All of the interviewed
providers had received in-service training during the past 12 months in only 7 percent of facilities.
Facilities in Upper Egypt were more likely to have all staff report having received in-service training (12
percent) than those in the Urban Governorates (5 percent) and Lower Egypt (3 percent). Among all
interviewed health service providers, 30 percent had received in-service training related to their service
during the past 12 months (Appendix Table A-3.8), and an additional 43 percent reported that their most
recent in-service training was within the past 13 to 59 months.

If at least half of the interviewed health service providers at a facility had received any in-service training
relevant to their service during the past 12 months, the facility was defined as having routine staff
development activities. Unlike the almost universal experience of supervision, at least half of the
interviewed providers had received in-service training related to their service during the past 12 monthsin
only 28 percent of facilities, with fever hospitals having the lowest level of routine in-service training (4
percent) (Table 3.5).

°A facility could provide multiple responses.
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Table 3.5 Supportive management practices at the facility level

Percentage of facilities that had an external supervisory visit during the past 6 months; percentage where at least half of
the interviewed health service providers received in-service training related to maternal, child, or reproductive health
services during the past 12 months; percentage where at least half of the interviewed providers were personally
supervised during the past 6 months; percentage where at least half of the interviewed providers were both supervised in
the past 6 months and received related in-service training during the past 12 months; and percentage of facilities that had
external supervision to the facility during the past 6 months and at least half of the interviewed providers were both
supervised during the past 6 months and received in-service training during the past 12 months, by type of facility and
region, Egypt SPA 2002

Percentage of facilities where at least
half of the interviewed service providers:

Were both Number of
Percentage of personally facilities with at
facilities with  Received in- Were supervised past Percentage of  least one
external service personally 6 months and  facilities with  eligible health
supervisory  training during  supervised received in- all supportive service
Background visit during the past during past service training  management provider®
characteristics past 6 months 12 months® 6 months past 12 months practices? (weighted)
Type of facility
GS hospital 98 13 92 9 9 64
Fever hospital 97 4 91 4 4 13
MCH/urban HU 100 23 99 20 20 65
Rural HU 100 33 99 32 32 367
Mobile unit 96 25 100 25 23 38
Health office 100 17 96 17 17 31
NGO facility 70 28 58 17 16 70
Region
Urban Governorates 91 29 89 26 25 65
Lower Egypt 98 18 95 17 17 314
Upper Egypt 95 38 93 34 34 270
Total 96 28 94 25 25 649
! This refers to structured in-service sessions and does not include individual instruction received during routine super-
vision.

2 Facility received external supervision within the past 6 months; at least half of all interviewed health service providers
both received in-service training relevant to the services they provided during the past 12 months and were personally
supervised during the past 6 months.

3 Interviewed providers who did not personally provide one of the services assessed by the ESPA (i.e., administrators who
might have been interviewed) are excluded.

Inall, 25 percent of al facilities had all elements defined as routine supportive management practices (the
facility had received external supervision during the past 6 months, and at least half of the interviewed
providers had been both individually supervised during the past 6 months and had received in-service
training related to their service during the past 12 months). Findings of al elements of routine supportive
management varied from 32 percent of rural HUs to 4 percent of fever hospitals (Table 3.5).

3.2.3 Management Practices Supporting Community I nvolvement

It is generally accepted that encouraging community input into aspects of facility functions increases the
accountability of the facility to the community it serves and its understanding of the needs of the
community, with the expected result being increased appropriate utilization of the facility and subsequent

improved health within the population. Two of the most common mechanisms promoted under health
sector development programs include the following:

o Community representation at facility meetings

e Mechanismsto dlicit client feedback regarding the facility and services.
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Community involvement through participation in meetings or activities is routine in about 4 of 10
facilities (Table 3.6). Surprisingly, general service hospitals and fever hospitals report this practice more
often (63 percent and 53 percent, respectively) than MCH/urban HUs (49 percent) or rura HUs (41
percent). It was expected that the MCH/urban HUs and rura HUs would be more likely to have
implemented activities to promote community participation since they provide outpatient and preventive
services more often and thus may have closer day-to-day contact with the community. Facilitiesin Upper
Egypt reported community participation less often (31 percent) than those in Lower Egypt and the Urban
Governorates (both 44 percent).

Table 3.6 Management practices supporting community feedback and access to facility
Percentage of facilities that have routine community participation in management meetings, percentage having a
system of acquiring client opinion and feedback, and percentage with either mechanism for obtaining community
input, by type of facility and region, Egypt SPA 2002
Percentage of facilities:
Where community Where client opinion That have any
participation in some s elicited and a mechanism for Number of
Background management system for review is  obtaining community facilities
characteristics meetings is routine implemented* input for services® (weighted)
Type of facility
GS hospital 63 3 64 64
Fever hospital 53 3 53 13
MCH/urban HU 49 2 50 65
Rural HU 41 4 41 367
Mobile unit 4 0 4 38
Health office 20 0 20 32
NGO facility 16 4 18 71
Region
Urban Governorates 44 3 44 65
Lower Egypt 44 4 44 315
Upper Egypt 31 2 32 270
Total 39 3 39 650
! Some mechanism for eliciting client opinion is reported, and there is documentation indicating that client opinions
are reviewed.
2 Either community representation at management meetings or a system for eliciting client opinion is in place.

Systems to elicit client opinion, where there is any documentation that the responses from clients are
reviewed, are rare. Although 28 percent of facilities reported that they had systems to dlicit client
feedback (data not shown), only 3 percent of facilities both reported eliciting client opinion and had any
documentation to indicate that the client responses were reviewed (Table 3.6). Among the facilities
reporting a system for eliciting client opinion, 23 percent used suggestion boxes, 11 percent used client
survey forms, and 79 percent conducted client interviews (data not shown). It was uncertain if the client
interviews were structured or were based on informal conversation. Only 5 percent of the facilities
reporting they elicited client feedback could mention any changes they had made during the past three
months, based on client opinion.

3.24 Funding Mechanisms That Decrease Financial Barriersto Utilization of Health Services

User fees may have a positive effect on utilization of health facilities (augmenting funds to improve
services) or a negative effect (deterring poor clients from using services). User fees with exemption
schemes for vulnerable people often help to augment inadequate facility budgets and, when used to
supplement provider salaries, may decrease under-the-table payments that may be expected when health
service providers are not paid adequately. However, providing exemptions or discounts for poor clients
can result in budget shortages if there is no system for reimbursing these exempted or discounted costs.
Other methods that encourage appropriate utilization by poor clients but that also reimburse facilities for
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client services include insurance plans, credit plans (delayed payment for services received today), and
charity or equity funds that reimburse the costs of particular subsets of clients to increase their access to
care through decreasing their out-of-pocket payments at the time of service utilization.

The ESPA obtained information on various aspects of funding of health services at the facility level
including the following:

e Practicesrelated to user fees
e Other reimbursement mechanisms.

Facility practices regarding user fees and discounting fees are summarized in Table 3.7. Details on types
of fee systems utilized are given in Appendix Table A-3.9; items for which user fees are charged in the
economic and free sections of facilities are shown in Appendix Table A-3.10; and reported sources of
reimbursement for clients with discounted or exempted user fees are available in Appendix Table

A-3.11

Table 3.7 Funding mechanisms utilized in the facilities

Percentage of facilities with a routine user fee for curative care for adults, for curative care for
children, and with both a routine user fee as well as some external source of reimbursement for
clients in lieu of direct charges, by type of facility and region, Egypt SPA 2002

Percentage of Percentage of facilities that have
facilities with any ~ both user fees and some external
routine user fee for  source of reimbursement of costs  Number of
Background curative care for: for clients, in lieu of out-of-pocket facilities

characteristic Adults Children payments by clients’ (weighted)
Type of facility
GS hospital 98 91 59 64
Fever hospital 94 94 50 13
MCH/urban HU 95 92 36 65
Rural HU 99 94 57 367
Mobile unit 44 65 3 38
Health office 44 75 10 32
NGO facility 95 97 18 71
Region
Urban Governorates 85 95 19 65
Lower Egypt 94 91 51 315
Upper Egypt 92 95 45 270
Total 92 93 45 650

This may be from insurance systems, reimbursement from external charities, or other sources of
funds (e.g, charities, NGOs) for poor clients.

There are severa user fee systems commonly implemented in public and NGO facilities that use a two-
tiered approach. One common practice is to provide services either at different times of the day or in
different areas of the facility, with one section (or time of day) considered “free” and one section (or time
of day) considered “economic.” Clients attending the economic section may pay more out-of-pocket
costs (often based on the service provided), but there may be better client amenities, including shorter
waiting times. Clients who receive services through the economic section must pay for medicines and
tests, while clients who receive free services often pay a small registration fee but no other out-of-pocket

" Additional information is presented on clients’ out-of-pocket payment for services received and clients’ participa
tion in any health insurance program that might decrease or defer out-of-pocket expenses at the time of service in the
report section for each specific service assessed.
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costs for services, medicines, or laboratory tests (if they are available at the facility). Access to the “free”
section services depends on the economic status of the client.

User fees for adult curative services are implemented amost universaly (92 percent of facilities), with the
exception of health offices and mobile units, where only 44 percent of either type of facility has user fees
for adult curative care and around 70 percent have user fees for curative child care (Table 3.7).

Forty-five percent of facilities reported that they had user fees but also received reimbursements for client
fees, in lieu of out-of-pocket payments by clients. Systems for reimbursement for client fees were
reported more often from facilities in Upper and Lower Egypt (45 percent and 51 percent, respectively)
than from facilities in Urban Governorates (Table 3.7), with the most frequently cited source being Health
Insurance Organization/Student Health Insurance Program (Appendix Table A-3.11).

In Egypt, health insurance may be provided through an employer, or it may be purchased independently.
Those people belonging to health insurance plans have specific facilities where they receive services.
Any services they receive through the general public sector are not covered by the insurance plan, thus
thisis not a source of reimbursement for public sector facilities.

Among facilities reporting that they had user fees, 49 percent used a two-tiered system, discounts or
exemptions, or a mixture of these systems, for decreasing out-of-pocket costs for poor clients (Appendix
Table A-3.9). Hospitals were most likely to have the economic and free system (62 percent of general
service hospitals and 80 percent of fever hospitals) followed by MCH/urban HUs (56 percent) and rural
HUs (45 percent). Facilities in Lower Egypt were least likely to implement the two-tiered system (36
percent compared with more than 50 percent for facilitiesin Urban Governorates and Upper Egypt).

Among the facilities having user fees, 22 percent reported that they practiced systems different from the
two-tiered system, to allow discounts or exemptions for clients. Only 3 percent, however, had any record
showing that exemptions had been provided during the prior seven days (Appendix Table A-3.9). When
asked who authorized exemptions, almost al facilities (82 percent) indicated that it was the person in
charge of the facility, and that 27 percent indicated there was a social worker who also authorized
exemptions (data not shown).

Public posting of user fees helps to reinforce to the public and to the staff the officially sanctioned fee
structure. Among facilities having user fees, few (22 percent) had a schedule for al fees posted where
clients could see them, although an additional 9 percent had some, although not all of their fees, posted
(Appendix Table A-3.9).
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Key Findings

More than half of facilities (51 percent) hold routine management meetings; however, only 13 percent
both hold routine meetings and have documentation of recent meetings.

QA activities have been introduced into 23 percent of facilities, with general service hospitals and ru-
ral HUs having the highest percentage of facilities (21 percent and 18 percent, respectively) with
documentation of tools used for QA activities available.

Supervision is strong; more than half of al interviewed service providersin 94 percent of facilities
indicated that they had been personally supervised during the prior six months. A notable weakness
was seen in NGO facilities, where the percent having routine supervision was only 59 percent. In addi-
tion, almost all facilities (96 percent) received supervision from authorities external to the facility dur-
ing the prior six months.

Formal in-service training related to the service of the provider isless routinely provided, with at |east
half of al interviewed providersin 28 percent of facilities having received related in-service training
during the prior 12 months. Fever hospitals showed the lowest level of in-service provision, with rou-
tine in-service training noted at only 4 percent.

Systems for eliciting community input for facility activities are not widespread. While 39 percent of
facilities have routine community participation on some management committee, only 3 percent indi-
cated that they have any formal means for seeking client feedback.

Client user fees are universal, and ailmost half (49 percent) of facilities that have user fees also report a
system to decrease client out-of-pocket costs. Facilities with user fees report using a two-tiered sys-
tem (44 percent) where clients can select either to pay more for convenience (“economic section”) or
can receive services for minor fees but possibly |ess convenience (“free section”). Discounts or ex-
emptions for fees are reported by 22 percent of facilities with user fees.

Forty-five percent of all facilities participate in some system whereby they receive external reim-
bursement for deferred client charges.

3.25 Maintenance and Repair of Equipment

To provide quality services, a facility must have the means for ensuring that facility equipment and
infrastructure are maintained in functioning condition. Some machinery should routinely receive
preventive maintenance. Some equipment may require minor repairs or replacement, and buildings and
infrastructure require routine maintenance and periodic repair. The ESPA collected information on the
existence of systems for maintenance and repair of the following:

e Major equipment

e Minor equipment

e Buildings and infrastructure.
Summary information on systems for maintenance and repair or replacement for large and small
equipment is provided in Table 3.8. Detailed information on the systems used and people responsible for

maintaining equipment in facilitiesis provided in Appendix Tables A-3.12 and A-3.13; details on systems
for building maintenance are provided in Appendix Table A-3.14.
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An assessment of the actual presence and functioning condition of essential equipment for individual
service areas is in the report section for each specific service assessed. This information provides an
indication of the effectiveness of the maintenance and repair systems.

Thirty-two percent of facilities reported that they have preventive maintenance programs for major
eguipment, such as generators or sterilizers (Table 3.8). These were most commonly reported in general
service hospitals (60 percent) and mobile units (64 percent). Among facilities with preventive
maintenance programs, three in four used external technicians for the preventive maintenance activities,
17 percent reported having on-site staff (including 40 percent of general service hospitals), and 6 percent
reported having both on-site staff and using external technicians for preventive maintenance (Appendix
Table A-3.12). Almost al facilities (91 percent) reported a system for maintenance and repair of small
equipment (such as stethoscopes or sphygmomanometers), with most (74 percent) indicating that the
equipment is sent elsewhere (often to the health directorate office) and 10 percent that they had fundsin
the facility for repair or replacement of the small equipment (Appendix Table A-3.12).

Table 3.8 Facility systems for maintenance and repair of equipment and infrastructure
Percentage of facilities that have a preventive maintenance program for major equipment, percentage that
have a system for repairing or replacing small equipment, and percentage that have a system for
maintenance and repair of the building or infrastructure, by type of facility and region, Egypt SPA 2002
Percentage of facilities with:
Preventive ) )
maintenance System for repair ~ System for mainte- Number of
Background program for major ~ OF replacement of  nance and repair of facilities
characteristics equipment small equipment?  building or structure (weighted)
Type of facility
GS hospital 60 96 77 64
Fever hospital 30 88 71 14
MCH/urban HU 23 94 71 65
Rural HU 28 89 59 367
Mobile unit 64 98 68 38
Health office 16 86 63 32
NGO facility 23 90 74 71
Region
Urban Governorates 21 92 78 65
Lower Egypt 36 95 67 315
Upper Egypt 29 86 58 270
Total 32 91 64 650
! This refers to equipment such as a generator or sterilizer.
2This refers to equipment such as stethoscopes or sphygmomanometers.

Forty-six percent of all facilities reported that they had no source of funding for equipment maintenance
and repair (Appendix Table A-3.13). Fourteen percent of facilities reported that their source of funding
for equipment maintenance was a budget line item, 45 percent reported funds from the service
improvement box,8 and 5 percent reported having funds both from a budget line item and the service
improvement box. Among the facilities with one of these sources of funding for equipment repairs, two-
thirds reported that the funds available were sufficient (Appendix Table A-3.13).

Sixty-four percent of facilities indicated that they had a system for building maintenance and repair
(Table 3.8), with 73 percent reporting that individuals in charge of the facility could authorize repairs, 5
percent reporting that individuals in charge of service units within the facility could authorize repairs, and
28 percent reporting that other people (primarily higher level authorities external to the facility) were

® Service improvement box funds are from user fees.
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responsible for authorizing repairs. Several facilities reported that more than one individua was
responsible for authorizing repairs. Ten percent of facilities with a system for building maintenance
reported that they had on-site staff, 82 percent reported using external staff, and 7 percent reported using
both on-site staff and hiring external staff for building maintenance (Appendix Table A-3.14). The source
of funding for building repairs would be the same as that for small equipment and supplies.

Key Findings

Thirty-two percent of facilities have preventive maintenance programs for major equipment. Over 60
percent of both general service hospitals and mobile units reported preventive maintenance programs for
major equipment.

Among facilities with sources of funding for repair and maintenance of small equipment (54 percent),
two-thirds reported that the funds available were sufficient to meet their needs.

3.3 Logistics Systemsfor Vaccines, Contraceptives, and Medicines (Phar maceutical
Commodities)

To ensure that necessary pharmaceutical commodities are available for daily use, the commodities must
be stored under conditions that protect them from damage, monitoring systems must minimize wastage
resulting from commodity expiration, and systems must exist to monitor stockage and to ensure timely
ordering and resupply of the needed amount of commaodities. Specific components that were assessed to
determine if logistic systems were sufficient for maintaining the quality and quantity of pharmaceutical
commodities include the following:

e Storage conditions

e Stock monitoring systems

- Storage of commodities by expiration date’
- Absence of expired commodities
- Up-to-date inventory records

e Ordering practices for commodities
o Reliability of supply of ordered commaodities.

All items were assessed to ensure the presence of a valid expiration date on at least one unit. The full
stock for only selected vaccines, contraceptive methods, and medicines was assessed for validity of
expiration date, for storage by expiration date, and for concordance with the inventory. If any of the
checked items were found to be out of compliance, the stock monitoring system for that commodity was
marked as not functioning.

® Often the utilization and supply patterns for vaccines and medications result in all the current supplies having the
same expiration date. In that case, it cannot be ascertained if the facility monitors and disburses according to
expiration date. For the purposes of the ESPA, if the supply was seen but there was no variation in date for the
supplies assessed, the facility was assumed to appropriately store and monitor by expiration date.
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When assessing the presence of an up-to-date inventory, it was noted that facilities often do not update
their inventory daily but rather maintain a daily register of distributed items. They then tally the
distributed items and update the inventory later, often monthly. Information on the inventory system used
for each commodity type is presented in Figure 3.7. If the official inventory record was not up to date, but
there was a register where the current inventory could be quickly calculated (and this tallied with the
actual commodity stock), the facility was defined as having an up-to-date inventory. Over two-thirds of
facilities used daily distribution registers for vaccines, contraceptives, and medicines and only
periodically updated inventory records.

Figure 3.7 Inventory system used for stored commodities:
vaccines (N=395), contraceptives (N=622), medicines (N=650)
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Information on storage conditions and stock monitoring for vaccines is presented in Table 3.9, and
information for contraceptive methods and medicines is shown in Table 3.10. Details for each element
assessed for monitoring the cold chain for vaccine storage are shown in Figure 3.8, and details for the
vaccine stock monitoring systems are shown in Figure 3.9. Similar information on storage conditions and
stock monitoring systems for contraceptive methods and medicines is provided in Figures 3.10 and 3.11.
Further details on storage conditions are provided in Appendix Tables A-3.15 and A-3.16, and details on
commodity ordering systems are given in Figures 3.12 and 3.13, as well as in Appendix Tables A-3.17
through A-3.21.
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Table 3.9 Storage conditions and stock monitoring systems for vaccines

Among facilities that routinely store vaccines, percentage with adequate storage temperature
and stock monitoring systems in place, by type of facility and region, Egypt SPA 2002

Percentage of facilities with:

Adequate system for ~ Adequate system Number of facilities

Background monitoring storage for monitoring with vaccines
characteristic temperature® stock® (weighted)
Type of facility

GS hospital 71 30 27

MCH/urban HU 83 61 53

Rural HU 76 31 273

Health office 94 52 29

NGO facility 0 77 6
Region

Urban Governorates 94 71 35

Lower Egypt 76 41 178

Upper Egypt 74 26 173
Total 76 37 395

* Functioning thermometer in refrigerator, temperature chart up to date, and refrigerator
temperature 0° to 8°C at time of survey
2 No expired items present, items stored by expiration date, and up-to-date inventory available

331 Storage and Stock Monitoring Systemsfor Vaccines

Vaccines must be stored at an appropriate temperature to maintain potency. WHO and UNICEF policy is
to monitor the temperature of arefrigerator (or cold box) at a minimum of twice daily and to record the
temperature on a graph as proof of monitoring (WHO, 1998). For evidence of adequate storage
conditions, facilities were assessed for (1) presence of afunctioning thermometer in the refrigerator, (2) a
temperature of 0° to 8°C" at the time of the survey, and (3) a completed temperature graph (completed
twice aday) for the prior 30 days.

Among facilities that store vacci nes,ll 76 percent had al components for adequate monitoring of the
storage temperature (Table 3.9). NGO facilities had the weakest systems, with none of the six reporting
that they stored vaccines having any of the items for monitoring the storage temperature (Appendix Table
A-3.15). Details for each element for monitoring the storage temperature are shown in Figure 3.8.
Almost all facilities (96 percent) ensured that the vaccine refrigerator was protected from sunlight
(Appendix Table A-3.15).

" Thisis the UNICEF recommendation for vaccine storage at the health center level.
' No fever hospitals or mobile units store vaccines.
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Figure 3.8 Elements for monitoring vaccine storage conditions
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Vaccine stock monitoring systems were assessed using the tetanus toxoid (TT); diphtheria, pertussis, and
tetanus (DPT); measles; hepatitis B; hepatitissDPT (Hep-DPT); and measles, mumps, and rubella (MMR)
vaccines. Expired vaccines were observed in 3 percent of facilities (Figure 3.9) with no expired stock
noted in general service hospitals or NGO facilities. The practices of storing vaccines by expiration date
and maintaining an up-to-date inventory were not systematically utilized across facilities, with 52 percent
of facilities storing by expiration date and 69 percent having an up-to-date inventory.

Figure 3.9 Elements for monitoring vaccine stock (N=395)
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Overall, 37 percent of facilities that stored vaccines had all conditions for quality monitoring of vaccine
stock. The MCH/urban HUs, and health offices were more consistent in maintaining the vaccine
management systems (Table 3.9). Three-quarters of the NGO facilities storing vaccines aso had all
elements for quality monitoring of vaccine stock, athough they did not monitor the storage temperature
for safe vaccine storage conditions. Stock monitoring systems were weakest in Upper Egypt and strongest
for facilitiesin Urban Governorates (Appendix Table A-3.15).

3.3.2 Storage and Stock Monitoring Systemsfor Contraceptive Methods and M edicines”

To prevent chemical deterioration and contamination, facilities must store medications and contraceptives
away from sunlight, under dry conditions, and with protection from contamination by pests or rodents.

In general, storage conditions for contraceptives were inadequate in 14 percent of facilities (Figure 3.10)
and for medicines in 32 percent of facilities (Table 3.10 and Figure 3.11). The most common weakness
was in protecting commodities from pests and rodents (Appendix Table A-3.16). Twelve percent of the
facilities with observed contraceptives and 22 percent of the facilities with observed medicines had
evidence of pests or rodents in the storage area. Twenty-one percent of the facilities also did not ensure
that medicines were off the floor and protected from water. It is not unusual to find contraceptives stored
separately from medicines. Among the facilities with observed contraceptive methods, 83 percent had
different storage sites for contraceptive supplies and medicines. Those contraceptives stored separately
were stored under somewhat better conditions than those stored with medicines, with only 9 percent
having evidence of pests or rodents (compared with 34 percent of those stored with medicines) and only 2
percent not protected from the ground or water (compared with 22 percent of those stored with medicines)
(data not shown).

Contraceptive methods for which stock maintenance practices were assessed were the combined oral pill,
the injectable (three monthly), and the condom. Medicines assessed for stock maintenance practices were
antibiotics and Ringers Lactate intravenous solution. Four percent of facilities had expired contraceptive
methods (Figure 3.10), and 4 percent had expired medicines (Figure 3.11). More than half (55 percent) of
the facilities stored their medicines by expiration date, with less than half (42 percent) storing
contraceptive methods by expiration date. Up-to-date inventories were maintained for contraceptive
methods in 79 percent of facilities and for medicinesin 72 percent of facilities.

Overall, 36 percent and 41 percent of facilities had evidence of quality stock monitoring systems for
contraceptive methods and for medicines, respectively (Table 3.10). Facilities were consistently weak in
Upper Egypt and strong in the Urban Governorates for all items assessed.

1z Twenty percent of facilities either stored no medicines or access to the storage area was not possible on the day of
the survey. This situation was found primarily at mobile units, health offices, and NGO facilities. In addition, there
was no access to the medicine storage area at 1 percent of general service hospitals, 2 percent of MCH/urban HUSs,
and 4 percent of rural HUs.
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Table 3.10 Storage conditions and stock monitoring systems for contraceptives and medicines
Among facilities storing medicines and clinical methods of contraception, percentage in which good storage conditions were observed and stock monitoring
systems were in place, by type of facility and region, Egypt SPA 2002
Contraceptive methods Medicines
Percentage Percentage
with all with all Number of Percentage
assessed Number of assessed facilities with with all Percentage with Number of
items for facilities items for  observed stored assessed items  Number of all assessed facilities with
system for storing system for contraceptive  for system for facilities items for system observed stored
Background storing contraceptive  monitoring methods® storing storing for monitoring medicines*
characteristic methods® methods stock? (weighed) medicines’ medicines stock? (weighted)
Type of facility
GS hospital 86 63 34 62 66 63 37 61
Fever hospital® NA NA NA NA 65 13 35 13
MCH/urban HU 91 64 53 64 74 65 46 62
Rural HU 83 357 34 355 66 352 42 334
Mobile unit 96 38 34 38 92 17 11 6
Health office 93 27 50 27 90 6 50 2
NGO facility 86 63 34 58 100 5 72 5
Region
Urban Governorates 91 62 50 61 88 41 65 36
Lower Egypt 89 300 42 299 76 261 49 240
Upper Egypt 81 251 26 244 56 218 29 206
Total 86 612 36 604 68 519 41 482
! ltems are stored in dry location, off the ground, and protected from water, sun, pests and rodents.
2 No expired items present, items stored by expiration date and up-to-date inventory available.
3 Fever hospitals do not provide family planning services so they were excluded from analysis. Data were missing for 17 facilities providing clinical methods
of family planning.
4 Access was not available for 129 facilities (20 percent), and 39 facilities had no storage of medicines.
NA = Not applicable

Figure 3.10 Elements for storing and monitoring stock for
contraceptives (N=604)
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Figure 3.11 Elements for storing and monitoring stock for
medicines (N=482)
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3.3.3 Ordering Systemsand Timely Receipt of Commodities

To maintain an adequate supply of medical commodities and to prevent wastage due to excess stock,
facilities must place orders in sufficient time to alow delivery before experiencing a stock outage. For
ensuring this, orders are frequently adjusted, depending on prior utilization, current stock, and anticipated
utilization. Common systems for determining how much of a commodity to order and when to order
range from the most basic (a fixed amount of specific commaoditiesis supplied at a given time interval) to
ideal (individual facilities order or purchase the amounts required when needed, based on utilization
patterns, and receive their full order). The type of ordering system and the responsiveness of the health
system to the facility needs frequently depend on management capacity, available sources of medicines,
funding, and logistic considerations.

Most facilities indicated that they placed their own order for vaccines (93 percent) and contraceptive
methods (94 percent), with most of these (85 percent or more) reporting that they reliably received the
vaccines or contraceptives as ordered (Figure 3.12 and Appendix Table A-3.17). Ninety-five percent of
facilities indicated that they had received their most recent supply of vaccines, and 89 percent received
their most recent supply of contraceptives within the prior four weeks (Appendix Table A-3.17). Only 2
percent of facilities indicated that they had not received a supply of vaccines or contraceptives within the
past 12 weeks (data not shown). NGO facilities were less likely to have received arecent supply of either
vaccines or contraceptive methods, with 55 percent reporting they had received their most recent order of
vaccines during the past four weeks and 72 percent indicating this for contraceptive methods. Almost all
facilities that placed their own vaccine or contraceptive method order reported that they place an order at
least once a month (Appendix Tables A-3.19 and A-3.20). Among facilities reporting that external
authorities order their commodities, the reports on reliability of the order were similar, with 83 percent
indicating that their vaccine supplies were reliable and 82 percent indicating that their contraceptive
supplies were reliable (Appendix Table A-3.18).
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Figure 3.12 Who places commodity orders for facilities
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The ordering and supply systems for medicines were less flexible and were reported as lessreliable. Only
70 percent of facilities indicated that they placed their own order for medicines (Figure 3.12), and only 4
in 10 facilities reported that they almost always received their expected order (Appendix Table A-3.17).
The reported reliability of the supply of medicines was similar for the facilities where the order for
medicines was placed by authorities external to the facility, with 35 percent reporting that their order was
reliably received (Appendix Table A-3.18).

Eighteen percent of facilities indicated that they place their order for medicines less often than once a
month (Table A-3.20), and 76 percent of facilities indicated that they had received a supply of medicines
during the past 4 weeks (Table A-3.17), with 3 percent indicating that they had not received an order
during the past 12 weeks (data not shown).

Ensuring the variety and amounts of medicines that are supplied to different levels of facilities is a more
complex endeavor than ensuring the supply of vaccines or contraceptive methods, since the variety in
type and need for the latter commaodities is more limited. Stored medicines were observed in only small
percentages of mobile units, health offices, and NGO facilities. A lack of availability of essential
medicines was noted in all service areas assessed. Availability of essential medicines is discussed in the
report section for each specific service assessed.

Among facilities placing their own commodity order for vaccines, 88 percent reported using activity
levels and anticipated utilization to determine how much to order. Utilization was aso the basis for the
order for 87 percent of facilities that place their own order for medicines (Figure 3.13 and Appendix
Tables A-3.19 and A-3.20). The practice for ordering contraceptive methods, however, was different,
with 50 percent of facilities reporting that they order to maintain afixed stock amount and only 48 percent
reporting that they base the amount ordered on utilization (Figure 3.13 and Appendix Table A-3.20).
Among facilities where authorities external to the facility determine the commaodity order, the proportions
that base their order on activity are similar to those found when facilities order their own stock for each
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commodity. A higher proportion of facilities where the order was placed by external authorities ordered a
fixed amount for each commodity, as compared with those facilities that placed their own order
(Appendix Tables A-3.19 through A-3.21).

Figure 3.13 Method for determining amount of vaccine, contraceptive
methods, and medicines to order, for facilities reporting that
they place their own order
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Key Findings

Problems in monitoring and maintaining a safe temperature for storing vaccines were noted with all
types of facilities. NGO facilities that stored vaccines were notable, however, in their lack of
functioning thermometers in vaccine refrigerators.

Management of stock for all commaodities was notably weak, with storage by expiration date and
maintenance of an up-to-date inventory lacking for more than half of the facilities for al three
commodity categories.

Most facilities (over 90 percent) have flexible ordering systems for vaccines and contraceptives and
perceive the systems as reliable.

The systems for ordering and the reliability of receiving the amount ordered were less flexible for
medicines than for other commodities, with only 70 percent of facilities placing their own orders and
only 40 percent of these reporting that they consistently received their full order.

34  Systemsfor Infection Control

“Universal precautions’ is a term applied to infection control measures used to prevent cross-infection
from blood and body fluids. The infection control measures should be utilized by all health workers who
may come into contact with blood or other body fluids, under the assumption that anyone may have an
infectious condition that can be transmitted through these means unless measures are in place (CDC,
1987; JPIEGO, 2003).
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The components of general infection control and universal precautions assessed by the ESPA were as
follows:

o Facility-level capacity to adhere to standards for quality sterilization or high-level
disinfection (HLD) of equipment for reuse

e Storage practices that maintain appropriate levels of cleanliness of equipment

e Infection-control items in relevant service delivery areas. These included 1) soap and water
for hand washing; 2) chlorine-based decontaminating solution for immediate immersion of
contaminated equipment that will be reused; 3) puncture-proof, covered containers (sharps
containers) for disposing of needles, blades, or other sharp items to prevent accidenta injury
and possible subsequent infection with HIV or hepatitis; and 4) clean latex gloves

e Safedisposal of contaminated (biohazardous) materials

e Conditions and practices for safe injections.
Summary information on capacity for processing equipment is presented in Table 3.11, and aggregate
information on capacity for processing equipment and infection control measures available in service
delivery areasis presented in Table 3.12. Details on elements assessed for capacity to process egquipment

and items for infection control are presented in Figures 3.14 through 3.17. Further details are presented in
Appendix Tables A-3.22 through A-3.25.
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Table 3.11 Capacity for quality processing of equipment for sterilization or high-level disinfection

Percentage of facilities that have functioning equipment (equipment and power source, if required), knowledge of minimum processing
time and temperature, and an automatic timing device for at least one sterilization or high-level disinfection process; percentage with an
automatic timing device; percentage with time-steam-temperature-sensitive (TST) tape; and percentage with written guidelines or
protocols for processing equipment, by type of facility and region, Egypt SPA 2002

Percentage of facilities with:

Capacity for proper sterilization/HLD process®

Equipment, Written
knowledge of guidelines or
Equipment process time, protocols for
and Functioning and sterilization Number of
Background knowledge of automatic automatic or HLD facilities
characteristics Equipment  process time timing device timer TST tape present (weighted)
Type of facility
GS hospital 96 81 75 75 8 17 64
Fever hospital 33 20 10 10 0 0 13
MCH/urban HU 87 71 a4 44 2 36 65
Rural HU 76 56 a4 44 1 24 367
Mobile unit 93 79 55 55 0 11 38
Health office 50 34 21 21 0 33 32
NGO facility 78 44 44 43 12 15 71
Region
Urban Governorates 90 72 41 41 6 44 65
Lower Egypt 72 56 46 46 3 22 315
Upper Egypt 82 57 a7 46 2 18 270
Total 78 58 46 45 3 23 650

! Processing area has functioning equipment and power source for method and reports the correct processing time (or the equipment
automatically sets the time) and processing temperature (if applicable) for at least one method. Definitions for capacity for each method
assessed were functioning equipment and processing conditions of the following:

- Dry heat sterilization: Temperature 160° t0169°C and processed for at least 120 minutes or temperature at least 170°C and processed

for at least 60 minutes

- Autoclave: process wrapped items at least 30 minutes, unwrapped items at least 20 minutes

- Boiling or steaming: process at least 20 minutes

- Chemical disinfection: chlorine base or glutaraldehyde solution and soak for at least 20 minutes.
2 This refers to a passive timer that can be set to indicate when a set time has passed. This may be a part of the sterilization or HLD
equipment.

34.1 Capacity for Adherenceto Standardsfor Quality Sterilization or High-L evel Disinfection
Processes

For syringes and most examination equipment, either sterilization or HLD procedures are sufficient to
prevent the spread of infection. For killing the spores that cause illnesses such as tetanus, however, either
the dry sterilization or autoclave system (or, less frequently used, chemical sterilizationlg) is required.
These systems are necessary for processing gloves or surgical equipment that will be reused, including
blades and scissors used to cut an umbilical cord.

To properly process equipment, the used equipment should first be decontaminated (soaked in a 0.5
percent chlorine solution for at least 10 minutes) and then brush-scrubbed with soap and water. The
equipment must then be processed at the proper temperature for the proper time, and it must be stored
under sterile or HLD conditions (dry, stored in sterile wrapping or a sterile or HLD box that closes with a
clasp). The date of sterilization should be indicated because sterility cannot be ensured after one week
unlesstheitemis also sealed in plastic.

* Formal dehyde or glutaraldehyde (Cydex).
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Table 3.12 Infection control and hazardous waste control

Percentage of facilities that store sterile or HLD processed items under adequate conditions, percentage that have all items for
infection control in service delivery areas assessed by the ESPA, percentage with an adequate disposal system for hazardous
waste and no unprotected waste was noted, by type of facility and region, Egypt SPA 2002

Percentage with

sterile storage Percentage with all
conditions and  Weighted number of items for infection Percentage with Number of
Background processing dates on facilities with stored  control in service adequate waste facilities
characteristics sterilized items® processed items delivery areas® disposal system® (weighted)
Type of facility
GS hospital 23 60 1 32 64
Fever hospital 38 3 0 21 13
MCH/urban HU 15 57 4 31 65
Rural HU 6 313 3 30 367
Mobile unit 0 36 9 25 38
Health office 5 25 11 32 32
NGO facility 14 61 13 29 71
Region
Urban Governorates 20 63 22 45 65
Lower Egypt 12 256 3 25 315
Upper Egypt 5 236 3 32 270
Total 10 555 5 30 650

! ltems are wrapped and sealed with TST (time-steam-temperature-sensitive) tape, or items are in sterile or HLD-processed
container that clasps shut, and processing time is written.

2S0ap and water in all areas, sharps box in all areas (except consultation for sick child), disinfecting solution and latex gloves in
family planning, antenatal care, delivery, and STI service delivery areas

% Final disposal of contaminated waste is to incinerate, bury, or remove off site, and waste is not visible or is kept under
protected conditions on day of survey.

The elements assessed for supporting consistent quality sterilization or HLD processing were 1)
functioning equipment, 2) a power source for heat, 3) an automatic timer that indicates when the required

amount of time has elapsed, and 4) a staff member who knows the proper processing time™* (and
temperature, if relevant). The availability of other means for evaluating the quality of the procedure (such
as temperature indicator tape) and written guidelines or procedures were also assessed. Often, facilities
process equipment differently depending on the size of the facility and the functional status of the
equipment. Thus, the ESPA assessed the highest-level capacity for afacility, rather than its stated “most
common method.” Also, depending on the size of a facility, equipment may be processed with different
methods or in more than one site in the facility. Information presented in this chapter refers to the
primary site in the facility where equipment is processed. Information on the processing of equipment
used in the family planning, STI, and delivery service areas is discussed in sections of the report where
these services are assessed.

Three in four facilities had functioning equipment for sterilizing (either a dry heat sterilizer or an
autoclave) (Figure 3.14); an additional 5 percent had equipment for either steaming or boiling or had an
appropriate chemical for chemically disinfecting equipment. Ninety-four percent of general service
hospitals, but only 33 percent of fever hospitals, had functioning equipment for sterilizing equipment.

14 Equipment that automatically sets the temperature or time was acceptable even if the staff could not tell how long
the processing took or the temperature for processing. The ESPA also accepted reports of processing times (and
other procedures) given after looking in amanual for facilities where interviewed providers checked a manual.
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Figure 3.14 Highest level of sterilization or HLD for which there is
functioning equipment in each type of facility (N=650)

100

o

8

2 60

B

[}

- 94 93

[} 40 84

g @ 70 70 73

5

& 2 . 40
0

GS Fever MCH/ Rural  Mobile Health NGO Total
hospital hospital urban HU unit office  facility
HU

CODry heat/autoclave ESteam/boil or chemical

Egypt SPA 2002

An automatic timer (one that can be set to indicate when the correct processing time has passed—
including automatic timers on machinery) was only available in 46 percent of facilities (Table 3.11).

Although almost all facilities (78 percent) had the equipment or chemicals for sterilization or HLD
processing of equipment only 58 percent had the equipment and knew the appropriate processing time
(and temperature, for dry heat sterilization) for the method. Even fewer (45 percent) had the equipment,
knowledge of processing time, and an automatic timer (Figure 3.15 and Table 3.11). Availability of
equipment with knowledge of correct processing time and temperature and an automatic timer varied
from 75 percent of general service hospitals to 10 percent of fever hospitals. An additional 2 percent of
general service hospitals had equipment for HLD processing.

Three percent of facilities had time-steam-temperature-sensitive (TST) tape that is used to seal wrapped
equipment and that indicates equipment has been autoclaved at the correct temperature for a sufficient
amount of time. Thiswas found primarily in general service hospitals (8 percent) and NGO facilities (12
percent). Twenty-three percent of facilities had a written guideline for processing equipment in the area
where the equipment was processed (Table 3.11). An additional 2 percent of facilities reported that they
had protocols, but they were unable to show them (data not shown). The availability of guidelines varied
by region with 44 percent of facilities in Urban Governorates having written guidelines, compared with
22 percent of those in Lower Egypt and 18 percent in Upper Egypt.
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Figure 3.15 Capacity to sterilize or HLD process equipment
(any process) (N=650)
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Findings that staff lack knowledge of appropriate processing times and/or that there are no automatic
timing devices do not necessarily mean that facilities do not follow proper procedures. It is possible that
the staff who process equipment were not available for interview the day of the survey or that careful staff
may use a watch to time processing in place of an automatic timing device. However, for assurance that
procedures will be systematically followed, it is important that there are both a means for ensuring that
proper procedures are known by at least one staff on duty (e.g., written procedures that are easily
accessed) and a method for ensuring that no mistake is made with the processing time (atimer that can be
set to indicate when the necessary time has elapsed).

Among the various methods for processing equipment, dry heat sterilization was the one for which
functioning equipment, knowledge of correct processing temperature and time, and an automatic timer
were most often found (29 percent of facilities); an additional 42 percent of facilities had the equipment
and knowledge of processing time but lacked the timer (Figure 3.16).

The next most commonly found capacity was for autoclave processing, with 9 percent of facilities having
afunctioning autoclave with staff who could report the correct processing time, temperature, and pressure
for correct utilization and an additional 14 percent of facilities with staff who had knowledge of correct
processing time. Although knowledge of temperature and pressure utilized for autoclaves was assessed
and was included in the analysis when determining the capacity to carry out autoclave procedures,
responses for pressure and temperature should be interpreted cautiously. The respondent in more than
half of facilities having autoclaves reported that they did not know the pressure and/or the temperature
required and did not have an automatic machine (Appendix Table A-3.22). Among the other half of
facilities, many responses were so far beyond the normal temperatures or pressures that it was likely that
either the question was not understood or the respondents were guessing. Among those with an answer
that appeared relevant to the question, 41 percent of facilities indicated a reasonably correct temperature
and 15 percent indicated a reasonably correct pressure for autoclaving materials. Followup to determine
whether the correct temperatures and pressures for autoclaving are known and being used isindicated.
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Few facilities had the equipment and power source for heating water to boil or steam (12 percent).
Among these, however, essentially all (10 percent) knew the correct processing time. Chemica
processing is rarely used: only 1 percent of facilities indicated that they used it, athough 25 percent did
have a chlorine-based chemical for decontaminating equipment and 2 percent knew the time and had an
automatic timer (Figure 3.16).

Figure 3.16 Facilities with indicated elements for processing
equipment using indicated method (facility may have

more than one method) (N=650)
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3.4.2 Appropriate Storage Conditionsfor Processed Items

The storage conditions that must be observed to maintain sterility or HLD status are 1) storing itemsin a
dry location; 2) either wrapping them in sterile, dry, cloth, or placing them in a sterile or HLD processed
box that can clasp shut; and 3) writing the date of processing on the item, because the sterile/HLD status
cannot be ensured after one week unless the item is also sealed in plastic. Other common storage
procedures that may be accepted in some settings (such as keeping unwrapped items in an autoclave or
keeping them on atray covered with a clean cloth) do not ensure the sterile or HLD status.

Among the 85 percent of facilities where there were any sterile or HLD items present (Appendix Table A-
3.23), 1 in 4 were storing the items under conditions that were adequate for maintaining HLD or higher
level of cleanliness, but only 1 of 10 had any written date of when the equipment was processed (Table
3.12). General service hospitals, fever hospitals, MCH/urban HUs, and NGO facilities were more likely to
store and date processed items under conditions to maintain sterility/HLD status. Documenting processing
date, while important for maintaining quality, may have less practical importance in small facilities where
items are routinely processed and used either the same day or within afew days. An additional 67 percent
of facilities stored items under clean conditions (Appendix Table A-3.23). Storage conditions considered
“clean” were processed items stored 1) on atray under atowel, 2) unwrapped in a sterilizer or autoclave;
3) in adisinfecting solution; or 4) wrapped but not sealed.
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3.4.3 Infection Control and Hazardous Waste Control in Service Delivery Area

Nosocomial infections (infections that are contracted from the health facility) are always possible and
complicate caregiving for any health system. Control measures and constant vigilance are needed to
prevent infections. Items that were assessed for infection control were the following:

e Soap and water for hand washing
e  Sharps box

e Disinfecting solution (in areas where reusable equipment might be contaminated by blood or
body fluids)

e Clean, latex gloves.

So that providers can wash their hands before and after seeing each client, soap and water must be in the
immediate vicinity of the area where patients are being seen. Knowing that a facility has water does not
provide any indication as to whether it isin alocation convenient to service providers. For example, it is
unlikely that providers will go to a water pump or tap outside of the building between seeing each client.
Because of the frequency with which even inside piped water systems malfunction because of
maintenance problems, the presence of soap and water in each service area must be ensured. In addition,
where relevant, service delivery areas must have a sharps box (to decrease injury and inadvertent
exposure to hepatitis or HIV if staff are stuck or cut); mixed, chlorine-based disinfecting solution (for
immersing reusable contaminated equipment such as speculums and minor surgical equipment); and clean
latex gloves.

All relevant infection control items were available in all assessed service delivery areas in only 5 percent
of all facilities (Table 3.12). Lack of soap for hand washing was the item most often missing (Figure
3.17). Mobile units, NGO facilities, and facilities in Urban Governorates were more likely to have soap
(48 percent, 51 percent, and 35 percent, respectively) in all service areas (Appendix Table A-3.24). It
should be noted that the examination gloves required, by definition, were latex (either clean or sterile).
Thin, nonlatex examination gloves were almost universally available in al service areas where pelvic
examinations were conducted. However, these gloves frequently tear during procedures, according to
physicians, and they were not accepted by the ESPA for infection control. Information specific to each
service delivery siteis presented in subsequent chapters.

FACILITY-LEVEL INFRASTRUCTURE, RESOURCES, AND SYSTEMS



Figure 3.17 Availability of specific infection control items
in all assessed and relevant service delivery areas in
a facility (N=650)
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344 Adequate Disposal of Hazardous Waste

Contaminated waste includes items (e.g., bandages, used cotton balls, needles, syringes) that may be
contaminated by blood or other biological waste and may be infectious if touched. The most effective
means for disposal is incineration and subsequent burial of the remains. Burying items in deep pitsis also
an effective means of disposal. The most important issue is verifying that there is a process for disposal
that eliminates the possibility of contamination through contact. If the waste is visible and not protected
from animals or people, either before or after being removed, burned, or buried, chances are increased
that people can inadvertently come in contact with it and risk subsequent infection.

The systems most commonly found during the ESPA that are considered adequate disposal measures
were collection and disposal of waste by an external party (41 percent), burning in an incinerator (25
percent), and burning and burying (7 percent) (Figure 3.18 and Appendix Table A-3.25). Data collectors
were asked to determine the system utilized by the facility and then to go to the location where waste was
stored until disposal or to the disposal site to assess if there was nonprocessed waste that was not
protected. Despite more than two-thirds of facilities having an adequate final waste disposal system (data
not shown), only 30 percent of the facilities both reported an adequate system and had no unprotected
contaminated waste present on the day of the survey (Table 3.12). Effective disposal conditions were
found in similar proportions for all types of facilities. They were found more often in facilities in Urban
Governorates (45 percent) than in those in Upper Egypt (32 percent) or Lower Egypt (25 percent).
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Figure 3.18 Waste disposal methods for hazardous materials (N=650)
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Key Findings

Six percent of general service hospitals did not have functioning equipment for sterilization;
18 percent of al facilities had no functioning equipment for either high-level disinfection (HLD) or
sterilization.

Support for consistent adherence to quality sterilization or HLD procedures (equipment, an automatic
timer, knowledge or a written reference for the time required for processing) were lacking in more
than half of facilities (and in 25 percent of general service hospitals).

Among the facilities with stored, sterile, or HL D-processed items, most (90 percent) ensured that the
items were kept clean. Only 23 percent, however, stored the items under conditions appropriate for
maintaining sterile or HLD status, and only 10 percent wrote the date of processing on items that were
stored adequately.

Capacity to adhere to infection control measures at all relevant service delivery areas was weak, with
hand-washing soap the item most consistently missing. Only 5 percent of all facilities had all items for
infection control in all assessed service delivery areas.

Although three in four facilities used appropriate systems for disposal of contaminated waste, only 30
percent also ensured that nondisposed of contaminated waste was kept in a protected environment.

3.5 Conditionsand Practicesfor Safe|njections

The ESPA assessed infection control measures in facilities offering curative care for sick children, in
service areas where injections are provided, and observed the procedures used when administering
injections. Observers were asked to observe at |east five injections being provided in the facility, with the
priority for therapeutic rather than vaccination injections and for children rather than adults. Injections for
family planning are assessed in the section of the report where family planning services are assessed.
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Table 3.13 provides information on observed injection practices by type of injection and client. Appendix
Tables A-3.26 and A-3.27 provide details on service locations and availability of items for infection
control for injections. Appendix Table A-3.28 provides details on observed injection practices by type of
facility.

In total, 867 injections were observed from 290 different facilities out of the 570 facilities offering
curative care for sick children. Among the facilities in which there were no observed injections, the
principal reason was that no eligible clients for observation were present at the facility on the day of the
survey. Among the observed clients, 51 percent were younger than five years of age, and 65 percent
received immunizations (data not shown).

Table 3.13 Observed injection practices

Among facilities providing therapeutic or immunization injections where injection procedures were observed,
percentage where a new needle and syringe was used, percentage where the provider was observed opening a
new syringe/needle packet, percentage where the facility supplied the needle and syringe, and percentage where a
sharps box was used after the injection, by age category of client and type of injection, Egypt SPA 2002

Percentage of observations

Provider

observed opening Facility Provider Number of

New syringe new provided new  disposed of observed

Client age/type of and syringe/needle needle and used needle in injections

injection needle used packet syringe sharps box (weighted)
Client <5 years 98 91 89 80 440
Therapeutic injection 95 94 41 45 84
Vaccination 98 90 100 88 357
Client 5+ years 99 99 83 66 427
Therapeutic injection 98 98 68 53 218
Vaccination 100 100 99 78 209
Total 98 95 86 73 867

Forty-seven percent of facilities provided immunizations and therapeutic injections for children in the
same location, 33 percent had a different injection room for therapeutic injections, and 20 percent
indicated that they either did not provide therapeutic injections or did not have a specific location for
therapeutic injections (Appendix Table A-3.26). Facilities that did not provide therapeutic injections
were most commonly the mobile units (77 percent) and NGO facilities (47 percent). When there were two
separate locations for immunizations and for therapeutic injections, the separate injection room was more
likely to have soap (23 percent, compared with 17 percent) and less likely to have a sharps box (55
percent, compared with 84 percent) than were service areas that provide both immunizations and
therapeutic injections (Appendix Table A-3.27).

Although almost all (98 percent) injections were with new needle and syringes, only 86 percent of the
injections used syringes provided by the facility. The disparity was greatest for fever hospitals (100
percent used new needles and syringes, but only 57 percent of the needles and syringes were provided by
the facility and NGO facilities (100 percent used new needles and syringes, but only 47 percent were
provided by the facility) (Table 3.13 and Appendix Table A-3.28). The provider was actually observed
opening the new needle and syringe packet for 95 percent of observed injections. Disposal of used
needles in sharps boxes was not universal. Health offices were the most likely to use the sharps boxes (92
percent of observations), and NGO facilities were least likely (26 percent of observations). Sharps boxes
were found more often in the room where immunizations were given (84 percent) than in the room where
therapeutic injections were provided (55 percent) (Appendix Table A-3.27), and providers of child
immunizations were twice as likely to dispose of the needle in a sharps box (88 percent) than were
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providers of therapeutic injections (45 percent) (Table 3.13). Findings on the use of the sharps box were
similar for injections received by clients over five years of age.

Key Findings

Use of new syringes and needles for injections is universal (98 percent).

Although almost all (98 percent) injections were with new needles and syringes, only 86 percent of the
injections used syringes provided by the facility. The disparity was greatest for fever hospitals (100
percent used new needles and syringes, but only 57 percent of the needles and syringes were provided
by the facility) and NGO facilities (100 percent used new needles and syringes, but only 47 percent
were provided by the facility).

Facility-provided syringes and needles are universal for immunizations.

Sharps boxes are more widely used by providers of immunizations (about 80 percent of observed
immunization injections) than by providers of therapeutic injections (about half of observed therapeutic
injections). Thisreflects the availability of sharps boxesin the injection areas.

Hand-washing soap is lacking in almost all injection areas.
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Chapter 4 Child Health Services

4.1  Background
4.1.1 ESPA Approach to Collection of Child Health Information

According to the World Health Organization (WHO), many sick children who are brought to the attention
of health providers do not receive adequate assessment and treatment (WHO, 1999b). It is not uncommon
for a provider to treat the symptom that is most evident, without conducting a full assessment of the
health status of the child. One result of this practice is that often the underlying cause of an illness or
other existing health problems is overlooked. For this reason, WHO and other agencies developed the
strategy of integrated management of childhood illnesses (IMCI). The strategy promotes using every visit
to a health care provider as an opportunity not only to conduct a full assessment of the child’s current
health and possible underlying problems, but also to provide preventive interventions such as
immunization and growth monitoring (for early detection of faltering growth) to prevent or minimize
progression to illness.

The ESPA uses the IMCI guidelines as the basis for assessing child health services and uses the national
Expanded Program on Immunizations (EPI) policy as the basis for assessing childhood immunization
services. The Egypt Ministry of Health and Population has adopted the IMCI program. It is, however, in
an expansion phase with only 28 percent of primary health care facilities included under IMCI at the time
of the survey.

This chapter uses information obtained in the ESPA to address the following four central questions:
o What is the availability of outpatient services relevant to child health?

e To what extent do facilities offering immunization services for children have the capacity to
support quality vaccination services?

e To what extent do the health facilities providing outpatient care for sick children have the
capacity to support quality services in adherence to IMCI guidelines?

e To what extent is there evidence that health service providers involved in providing
outpatient care for sick children are adhering to standards for quality service provision?

4.1.2 Health Situation of Children in Egypt

Vaccine coverage

The immunization program (EPI) under the Ministry of Health and Population (MOHP) is aimed at
ensuring that all children receive one dose of the vaccine against tuberculosis (BCG), five doses of the
vaccine against diphtheria-pertussis-tetanus (DPT), three doses of the vaccine against polio (OPV), and
the measles vaccine, before they are one year old. During the mid-1990s, the three-dose vaccine against
hepatitis B (HB) was added to the EPI program, and more recently, the measles-mumps-rubella (MMR)
vaccine was added.

Community coverage figures indicate that the EPI program has been very successful. According to the
Egypt Demographic and Health Survey conducted in 2000 (El-Zanaty and Way, 2001), 92 percent of
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children 12-23 months of age had been fully immunized with the 6 basic antigens (BCG, measles, OPV,
and DPT). Ninety-three percent had also been immunized against hepatitis B by 2000.

Childhood mortality and morbidity

The 2000 EDHS provides household-based child mortality data as well as information on illnesses
experienced and health service utilization during the two weeks preceding the household visit for the
survey. Key findings include the following:

The infant mortality rate was estimated at 44 deaths per 1,000 live births among children
under 12 months of age in the five years preceding the survey.

The under-five mortality rate was estimated at 54 deaths per 1,000 live births among children
under five years of age.

Sixty-six percent of children with reported acute respiratory infections (ARI) during the two
weeks prior to the survey were reported by their caretaker to have been seen by a health
professional.

Antibiotics were reported to have been given to 75 percent of children whose caretaker said
they had symptoms of cough and short, rapid breathing during the two weeks prior to the
survey.

Nineteen percent of children under five years were stunted (low height-for-age) and 3 percent
wasted (low weight-for-height).

Seven percent of children under five years were reported by their caretaker to have had
diarrhea in the two weeks preceding the survey.

Asked about feeding during the child’s diarrheal illness, 10 percent of caretakers reported
they stopping feeding the child, 13 percent reported giving much less food, and 36 percent
reported giving somewhat less food. Only 4 percent said they gave more food.

Asked about providing fluids during the child’s diarrheal illness, 10 percent of caretakers
reported giving much less, 33 percent reported giving somewhat less, and only 17 percent
said they gave more.

Almost all (98 percent) caretakers interviewed for the 2000 EDHS reported knowledge of
oral rehydration therapy (ORT).

Thirty-three percent of the children with diarrhea were reported to have received ORT and 24
percent to have received antibiotics. A significant proportion of children with diarrhea were
reported to have been treated with medicines bought directly from the pharmacy or with
home remedies.

4.2 Availability of Child Health Services

Among essential preventive and curative child health services, outpatient care for sick children, routine
childhood immunization services (EPI), and routine growth monitoring services were assessed by the
ESPA. Table 4.1 provides information on the availability of these child health services. Appendix Table
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A-4.1 provides details on the availability of these services at facilities, and Appendix Table A-4.2
provides details on the availability of these services through community outreach.

The three assessed child health services (outpatient care for sick children, routine childhood
immunizations, and growth monitoring) are offered mainly at the MCH/urban health units (HUs) and
rural HUs (65 percent and 81 percent, respectively) (Table 4.1). Almost all fever hospitals (97 percent)
offer outpatient care for sick children, but none offers EPI services, and only a few (9 percent) offer
growth monitoring services. Among the 51 percent of general service hospitals offering EPI services, all
were integrated hospitals; none of the general or district hospitals provided this service (data not shown).
Almost all (83 percent) health offices provide immunization services, but only a few (15 percent) provide
sick child services. As mentioned previously, it is common under the government health system in Egypt
for hospitals to offer curative services but not routine preventive services, but to be located adjacent to a
HU or health office that provides preventive services.

Table 4.1 Availability of child health services
Percentage of facilities offering outpatient care for sick children, growth monitoring services, child immunization
services, and all three services, either at the facility or on an outreach (village level) basis, by type of facility and
region, Egypt SPA 2002
Percentage of facilities that provide:
Number of
Background Outpatient care Growth Childhood All basic child facilities
characteristics for sick children monitoring immunization  health services (weighted)
Type of facility
GS hospital 98 44 51 34 64
Fever hospital 97 9 0 0 13
MCH/urban HU 99 76 79 65 65
Rural HU 99 81 96 81 367
Mobile unit 46 5 2 0 38
Health office 15 23 83 8 32
NGO facility 60 5 2 1 71
Region
Urban Governorates 68 40 54 31 65
Lower Egypt 90 59 73 56 315
Upper Egypt 90 65 74 62 270
Total 88 60 71 56 650

Health facilities in Urban Governorates (where there are a larger proportion of hospitals) are more
specialized, with only 31 percent providing all three child health services, while those in Lower and
Upper Egypt are more integrated, with more than 50 percent of facilities in each region providing the
three services from a single facility.

Almost all (92 percent) facilities offering sick child services said the service is available at least 5 days
per week (Appendix Table A-4.1). Routine EPI and growth monitoring services are available less
frequently. For example, 81 percent of the facilities offering EPI services reported that the services are
offered 1 or 2 days per week; only 5 percent reported offering EPI services at least 5 days per week. In
Egypt, BCG is sometimes offered as a newborn child health service, separate from EPI services. A small
number of facilities that offer EPI services (5 percent) do not offer BCG as one of the vaccines (data not
shown). Among the facilities that offer BCG, all except two facilities (less than 1 percent) offer all other
immunizations.

' Community outreach refers to any services provided outside of the facility. For immunizations, this might include
activities related to campaigns, such as the polio eradication campaign.
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While growth monitoring services are less available (60 percent of facilities) than other child health
services, where growth monitoring is offered, 33 percent of the facilities report the service is available 5
or more days per week. According to the EDHS 2000, 19 percent of children under five years were
stunted and 3 percent wasted. In view of this, increased availability of growth monitoring services might
be considered as one means for addressing this problem.

One means of increasing availability and coverage for health services is to take services to the population,
through outreach services at the village level. This is a common approach internationally for EPI services.
Egypt has a high immunization coverage rate (92 percent full immunization, 2000 EDHS) and, as such,
village outreach may not be a priority activity. Eleven percent of all facilities, primarily rural HUs (15
percent) and health offices (16 percent), report offering immunization services through village outreach
(Appendix Table A-4.2). Only 6 percent of facilities include BCG vaccine among the vaccines provided
through outreach. Sick child services and growth monitoring services through outreach are reported less
often, with 4 percent of facilities offering these services through outreach (primarily facilities in Lower
Egypt, where 5 percent reported offering sick child services and 8 percent reported offering growth
monitoring services through outreach). Whether sick child and growth monitoring services are routine
components of outreach services or whether they are provided as needed (e.g., if a sick child is brought to
an immunization session, the service provider may diagnose and treat the illness) was not clarified.

Key Findings

One in two facilities offers the three assessed child health services (outpatient care for sick children,
EPI, and growth monitoring). All three services are found most often at MCH/urban HUs (65 percent)
and rural HUs (81 percent).

Outpatient care for sick children is the most commonly offered child health service (88 percent of
facilities) and growth monitoring the least offered (60 percent). Given documented levels of
malnutrition, increasing availability of growth monitoring services might be desired.

Only 5 percent of facilities offer EPI services 5 days per week.

4.3  Capacity to Provide Quality Immunization Services

The following section addresses elements that are important for quality immunization services. They
include the following:

o Capacity to maintain the quality of vaccines

e Availability of all vaccines

e Auvailability of equipment and supplies for vaccination session

e Availability of administrative components for monitoring immunization activities.

4.3.1 Capacity to Maintain the Quality of Vaccines

Lack of electricity or other fuel to maintain the cold chain is a common reason facilities may not store
vaccines. If a facility cannot store vaccines, it must collect them from a central location and maintain their
temperature using ice packs and mobile vaccine carriers on the days of service. The logistic
considerations for maintaining the cold chain when vaccines cannot be stored frequently result in limited
availability of vaccination services. Information on vaccine storage conditions is provided in Chapter 3,
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with details on elements assessed provided in Table 3.9 and Appendix Table A-3.14. As shown in Table
3.9, 76 percent of facilities storing vaccines had all elements for monitoring and storing vaccines under
quality conditions. Only 37 percent, however, had all elements for adequately monitoring the stock.

4.3.2 Availability of Vaccines

The ESPA obtained information on the availability of child vaccines at facilities reporting child
immunization services. These results are summarized in Figures 4.1 and 4.2. Additional detail on vaccine
availability is found in Appendix Table A-4.3.

Within facilities that both offer child immunization services and store vaccines, all basic vaccines for the
six major childhood diseases were available in 65 percent of facilities (Figure 4.1). All basic vaccines
were found in 88 percent of the health offices, 80 percent of MCH/urban HUs, and 70 percent of the
general service hospitals (Appendix Table A-4.3). DPT was missing at 15 percent of facilities (DPT was
available either alone or combined with hepatitis vaccine), BCG at 25 percent of facilities, and polio at 13
percent of facilities. The combined vaccines against measles-mumps-rubella (MMR) and hepatitis B
(HB), which have recently been added as routine child vaccines, were available in 89 percent and 85
percent of facilities, respectively (hepatitis was available either alone or combined with DPT). All basic
vaccines as well as MMR and HB were available in 61 percent of facilities storing vaccines (Figure 4.2),
with all most often available at health offices (85 percent) (Appendix Table A-4.3).

Figure 4.1 Availability of vaccines among facilities offering child
vaccination services and storing vaccines (N=373)
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It is a recommended WHO policy to routinely distribute high-dose vitamin A capsules to children, to
provide protection from respiratory infections that are more common when children are vitamin-A-
depleted. This activity has been added to the EPI program components in many countries. In Egypt, the
policy is to provide the high-dose vitamin A at 9 months and at 18 months of age. Seventy-nine percent of
facilities that store vaccines also had vitamin A available on the day of the survey (Figure 4.2).
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Figure 4.2 Availability of additional child vaccines and vitamin A
among facilities offering child vaccination services and storing
vaccines (N=373)
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4.3.3 Availability of Equipment and Supplies for Vaccination Sessions

Items assessed for quality EPI services were the following:
o Individual child immunization records
e Vaccine syringes
e Cold boxes and ice packs
e Items for infection control.

A summary of the availability of components assessed for quality immunization services is provided in
Table 4.2, with Figure 4.3 and Appendix Table A-4.4 providing details on these items.

Individual child immunization records (cards or child health booklets where immunizations are recorded)
are an integral part of immunization services and should be available wherever child immunizations are
provided. Since mothers often keep their children’s health records, the ESPA checked for the availability
of blank records. Individual child immunization records were available in 95 percent of health offices
(Appendix Table A-4.4), although they were available in only 77 percent of all facilities offering child
immunizations (Figure 4.3). An additional 6 percent of facilities that were not offering EPI services the
day of the survey reported they had child EPI cards but were unable to show them (data not shown).
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Table 4.2 Health system components required for childhood immunization services

Percentage of facilities offering child immunization services at the facility that have all equipment, items for preventing infection, and records indicating
good administrative practices, by type of facility and region, Egypt SPA 2002

Percentage of facilities offering child

immunization services and storing Number of
Percentage of facilities offering child immunization with: vaccines with: facilities
All equipment,  Number of offering child
items for facilities All components for ~ immunization
infection offering child providing quality services and
All items for controls, and immunization All basic chiild immunization storing
Background All infection ~ Administrative administrative services” child services (including vaccines
characteristics eqguipment’  control>  components®  components  (weighted) vaccines®®  vaccines) present  (weighted)
Type of facility
GS hospital 55 17 85 11 33 70 15 25
MCH/urban HU 48 31 36 5 52 80 5 48
Rural HU 59 12 72 7 352 59 6 274
Health office 70 11 88 7 26 88 7 26
Region
Urban Governorates 49 60 63 20 35 91 22 33
Lower Egypt 49 11 67 6 228 54 5 174
Upper Egypt 69 10 74 6 201 71 5 166
Total 58 14 70 7 465 65 6 373

! Blank immunization cards, syringes and needles, and cold box with ice packs (or facility reports purchasing ice).

2 Soap, water (any source), and sharps container.

3 Tally sheet or register where vaccines provided are recorded and documentation of either DPT dropout rate or measles coverage.

4 All facilities offered immunizations at the facility, in addition to some facilities offering the service through village outreach activities.

5 Basic child vaccines are BCG, DPT (or Hep-DPT), polio, and measles.

5 In addition, all vaccines were found at one mobile unit and one NGO facility that provide child immunization services but do not store vaccines.

Egypt uses disposable syringes and needles universally. On the day of the survey, at least five of each

size syringe and needles for BCG (1 or 0.5 ml) and for other vaccines (2 or 3 mI)2 were available at 72
percent of the facilities offering child immunization services (Figure 4.3). An additional 10 percent of
facilities that were not offering EPI services the day of the survey indicated they had the syringes but
were unable to show them (data not shown).

During vaccination sessions, vaccines are frequently stored in portable cold boxes to maintain the
temperature of vaccines that are being used and to avoid the need for frequent opening of freezers and
refrigerators. Almost all of the facilities offering child immunization services (99 percent) had cold boxes
and ice packs for transporting vaccines and for maintaining the cold chain during vaccination sessions
(Figure 4.3).

All equipment for quality immunization services was available in 58 percent of facilities, with all items
more often available in health offices (70 percent) than in other types of facilities, and more often in
facilities in Upper Egypt (69 percent) than in Lower Egypt and Urban Governorates (49 percent, each)
(Table 4.2).

A provider must be able to wash hands between clients for infection control. While water was available
in the immunization service area in 71 percent of facilities, soap was only available in 17 percent of
facilities (Figure 4.3). Water availability was similar between types of facilities (Appendix Table A-4.4);
although there was a large difference between regions (94 percent of facilities in Urban Governorates had
water, while only 66 percent of those in Lower Egypt had water in the immunization service area the day
of the survey). Most facilities had piped water (72 percent), with 1 percent providing the water for the
immunization area in a bucket or basin (data not shown). Soap was more often available in MCH/urban
HUs (33 percent) than in other facilities, and similar to findings for water, soap was more available in

? This was defined for the ESPA as the minimum supply required for “availability of syringes and needles.”
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facilities in Urban Governorates (60 percent had soap) than those in Upper and Lower Egypt (12 and 13
percent, respectively) (Appendix Table A-4.4).

Sharps boxes for safely disposing of needles and syringe were available in 81 percent of the immunization
service delivery areas, with health offices and MCH/urban HUs (91 and 88 percent, respectively) more
likely to have sharps boxes in the immunization area than other types of facilities (83 percent of general
service hospitals and 80 percent of rural HUs) (Appendix Table A-4.4).

Figure 4.3 Availability of equipment and supplies for
immunization services (N=465)
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All items for infection control were available in only 14 percent of all the facilities providing
immunization services. These included 60 percent of facilities in Urban Governorates, but only about 10
percent of facilities located in other regions (Table 4.2).

Actual injection practices were verified in facilities offering sick child services (see section 3.5). Among
immunizations observed being provided in these facilities (N=357 children below 5 years of age), almost
all provided new needles and syringes, although among the observed injections a small proportion (2
percent) used a needle and syringe that was not observed in a sterile packet (multiple syringes may have
been removed from their packet prior to an immunization session to speed up the injection process), so
the status could not be verified (Table 3.13). It was noteworthy that used needles were disposed of in
sharps boxes for 88 percent of observed child immunizations.

4.3.4 Availability of Administrative Components for Monitoring Immunization Activities

The ESPA looked for evidence of record keeping that provides information for monitoring immunization
activities. Specific items assessed were as follows:

e Documentation for immunizations provided and

e Evidence of monitoring immunization coverage.
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Nine in ten facilities (93 percent) had an up-to-date register (or tally sheets) for documenting
immunizations provided (Figure 4.3), with little difference by type of facility (Appendix Table A-4.4).

Measures often used for monitoring immunization coverage include the DPT dropout rate (the difference
between the number of children who receive the first dose of DPT and the number among those who
completed the three doses of DPT), and vaccine coverage rates (the percentage of eligible children who
have been fully immunized with a specific vaccine or with all vaccines). Measures of immunization
coverage require an estimate of a target population. The ESPA specifically assessed whether the DPT
dropout rate or measles coverage information was available. Seventy-two percent of facilities had
documentation that they monitored either DPT dropout or measles coverage (Figure 4.3), with about 90
percent of health offices and general service hospitals having documentation (Appendix Table A-4.4).
Only 37 percent of MCH/urban HUs had any records indicating they monitor immunization coverage
information.

In total, 58 percent of facilities offering child immunization services had all of the essential equipment, 14
percent had all infection control items, and 70 percent had both administrative components (Table 4.2).
Only 7 percent of facilities (ranging from 20 percent of facilities in Urban Governorates to 6 percent in
other regions), however, had all essential equipment, infection control items, and administrative
components assessed for quality immunization services. Among the facilities storing vaccines and
offering child immunization services, 6 percent had all equipment, infection control, and administrative
components as well as all vaccines. The main weakness in all cases was the availability of soap for
washing hands (Appendix Table A-4.4).

Key Findings

Eight in ten facilities that offer child immunization services also store vaccines.

Sixty-five percent of the facilities storing vaccines had all basic vaccines for child immunizations
available the day of the survey. BCG, DPT, and polio vaccines were missing in 25 percent, 15 percent,
14 percent of facilities, respectively.

All basic vaccines for children, plus MMR and hepatitis B, were available at 61 percent of facilities
storing vaccines.

Use of disposable syringes and needles for immunization is universal in Egypt, but only 72 percent of
facilities had at least five BCG (0.5 or 1 ml) syringes and five 2 or 3 ml syringes available in the EPI
service area the day of the survey.

Nineteen percent of facilities did not have a sharps box in the immunization area.

Observation of immunization injections, in facilities providing sick child services, verified that new,
sterile needles and syringes are used universally, and that sharps boxes are used for disposing of
needles in most (88 percent of the observed immunizations) cases.

All items for infection control were available in the immunization service delivery area in only
14 percent of facilities. Soap for hand washing was the item most often lacking.

4.4  Capacity to Provide Quality Outpatient Care for Sick Children

To improve the diagnosis of illness and to minimize missed opportunities to provide preventive
interventions, IMCI standards recommend that the following be part of any consultation for a sick child:

e Assessing immunization status and providing vaccines that are due
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e Assessing nutritional status
o Assessing overall health status

e Ensuring that the child receives the first dose of any antibiotic at the facility and leaves the
facility with the necessary medications

e Ensuring that the caretaker knows how to administer the necessary medications or treatments
and knows about appropriate foods and how much the child needs both during this sickness
and when not sick.

The ESPA assessed the availability of equipment, supplies, and health system components necessary to
adhere to IMCI guidelines and to support quality outpatient care for sick children (WHO, 1999b; WHO
2002). Elements that were assessed were as follows:

o Infrastructure and resources to support quality assessment and counseling

e Equipment and supplies for adhering to IMCI guidelines for assessment of the sick child

e Essential medicines for treating sick children, in adherence to IMCI guidelines.

4.4.1 Infrastructure and Resources to support Quality Assessment and Counseling for the Sick
Child

Items for supporting quality assessment and counseling for the sick child include the following:
e Items for infection control
¢ Individual child health cards
e Treatment protocols
e Visual aids.

Figure 4.4 provides information on availability of individual items for quality of care and Appendix
Tables A-4.5 and A-4.6 provide details on these items by type of facility.

Among facilities offering sick child services, 25 percent had soap and 76 percent had water in the area
where sick child services are provided (Figure 4.4). Water was provided primarily through piped systems
(74 percent), except for mobile units, where more than half (58 percent) had water provided in a bucket
with a tap and 27 percent had used a bucket or basin without a tap on the day of the survey (data not
shown).

Use of individual child health records is important for continuity of care, providing a means for
maintaining a record of prior illnesses and treatments. Because many facilities do not keep child health
records but give them to the caretaker to maintain, the ESPA assessed whether blank cards (for use with
new clients) were available. New individual child health cards were available at 40 percent of facilities
(Figure 4.4) (with nearly half of rural HUs having cards, but only 14 percent of fever hospitals having
cards) (Appendix Table A-4.5).
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Figure 4.4 Availability of items to support quality of care for
sick children (N=570)
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One in four facilities had treatment protocols or guidelines in the delivery area for use during
consultations (Figure 4.4). These were most commonly found at rural HUs (30 percent) (Appendix Table
A-4.5). The IMCI program has been introduced in a limited number of facilities in Egypt (28 percent of
the primary health care facilities), and the IMCI chart booklet or wallchart (with guidelines for treatment)
was available in 17 percent of facilities, primarily in rural HUs (21 percent) (Appendix Table A-4.6).

Visual aids and other materials for providing health education were not frequently found. Only 26 percent
of facilities had any visual aids or other materials to support provision of health education to caretakers of
sick children receiving care. These materials were more often available in MCH/urban HUs and rural
HUs (both approximately 30 percent) (Appendix Table A-4.5). IMCI counseling cards and mother cards,
for health education, were available in 14 percent and 16 percent of facilities, respectively (Appendix
Table A-4.6).

Four percent of facilities had all items (soap and water, child health cards, treatment protocols, and visual
aids) for supporting quality of care for sick child services (Figure 4.4). Soap, treatment protocols, and
visual aids were lacking in equal proportions.

4.4.2 Equipment and Supplies for Assessing and Providing Preventive Care for the Sick Child

As mentioned previously, it is common that curative care is provided in hospitals and preventive services
in health offices or MCH/urban HUs (frequently located adjacent to hospitals). The result of this system is
that all services needed to follow IMCI guidelines are often, by design, not available in the same facility.
Where this service arrangement is found, close coordination between the managers of the two adjacent
facilities is needed for any assurance that a sick child will be able to receive all services required for
adherence to IMCI guidelines.

When assessing capacity to adhere to IMCI guidelines, the ESPA did not look at adjacent facilities to

determine service availability. The ESPA looked at facilities that provide sick child services and assessed
the availability of the equipment and supplies necessary for assessing the status of sick children and for
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providing preventive interventions for adherence to IMCI guidelines. Items assessed included the
following:

e Equipment and supplies for providing immunization

e Equipment for growth monitoring

e Equipment for assessing the severity of illness.
Figure 4.5 summarizes information on these items. Table 4.3 provides aggregate information for all
assessed items. Appendix Table A-4.5 provides details on these items, by type of facility. Appendix

Table A-4.7 provides information on the availability of sick child and EPI services on the same day in the
same facility.

Figure 4.5 Availability of equipment and supplies for assessing
health status of the sick child (N=570)
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Among the facilities offering sick child services, 7 percent had all components (basic vaccines, syringes,
cold boxes, items for infection control in the EPI service area, and child immunization cards) for quality
immunization services the day of the survey (Figure 4.5). Thus, most facilities that offer sick child
services have neither the service delivery pattern or the capacity to adhere to the IMCI guidelines for
using every contact with the facility to provide needed immunizations.

Only 9 percent of facilities, primarily MCH/urban HUs (30 percent) indicated that immunization services
are offered every day that sick child services are offered. Both immunization and sick child services were
being offered, on the day of the survey, at 19 percent of facilities (36 percent of MCH/urban HUs and 20
percent of rural HUs) (Appendix Table A-4.7).

Findings were similar for the capacity of facilities offering sick child services to adhere to the IMCI

guidelines for assessing the nutritional status of all sick children. Weighing scales are necessary for
assessing a child’s nutritional status. While 60 percent of facilities offering sick child services had a scale
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appropriate for weighing an infant (100 gram increments) and 60 percent had a scale appropriate for
measuring a child (maximum 250 gram increments), only 44 percent had scales for both infants and
children (Figure 4.5 and Appendix Table A-4.5). The availability of this equipment did not vary greatly
between types of facilities, except for mobile units, where no scales were found. Height boards (for
weight-for-height assessments) were available in 61 percent of facilities (Appendix Table A-4.5).

Evaluating fever by touch is sufficient to meet the IMCI guidelines, but a thermometer provides a more
objective assessment. Thermometers were available in most facilities (84 percent). For assessing the
severity of respiratory illness, a clock or other means for measuring one minute is necessary to count the
respiratory rate. Although a wristwatch with a second hand is sufficient, the ESPA looked for a facility
supplied device (such as a wall clock with a second hand). Slightly more than half (53 percent) of
facilities had a facility-based minute timer in the sick child service delivery area (Figure 4.5 and
Appendix Table A-4.5). In practice, almost all staff had a wristwatch with a second hand, which would
enable them to count respirations if necessary.

Other equipment assessed for evaluating illness included a wooden tongue depressor for examining the
throat of a child, and a light to see the back of the throat. While 60 percent of facilities had wooden
tongue depressors, only 31 percent had a light that could be used to see the back of the throat (Appendix
Table A-4.5).

IMCI guidelines indicate that oral rehydration therapy (ORT) should be provided on-site for children with
specified degrees of dehydration. Materials (jar/pitcher, cup, and spoon) for mixing and administering
ORT were available in half of the facilities offering sick child services. They were most commonly found
at MCH/urban HUs (62 percent) and rural HUs (56 percent) (Appendix Table A-4.5). A majority (75
percent) of the facilities offering sick child services had packets of oral rehydration salts for making ORS
solution (Appendix Table A-4.8), and 45 percent had both the administration materials and the ORS
packets (Figure 4.5).

Only 19 percent of facilities had all items for assessing the sick child (child weighing scales,

thermometer, facility minute timer) and had materials for administering ORT (Table 4.3). All items were
most often found in facilities in Urban Governorates (30 percent) and MCH/urban HUs (27 percent).
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Table 4.3 Selected essential components to support quality care for sick children

Percentage of facilities offering outpatient care for sick children (SC) that have all items for assessments and
preventive interventions, all first-line and pre-referral medicines, oxygen with a regulator, and a nebulizer, by
type of facility and region, Egypt SPA 2002

Percentage of facilities with:

: Number of
All essential n’ig;i;ﬁgﬁih facilities offering

Background equipment and Oxygen and SC services®
characteristics supplies® First line’ Prereferral®  regulator Nebulizer (weighted)
Type of facility

GS hospital 8 59 53 27 29 63

Fever hospital 0 79 51 36 24 13

MCH/urban HU 27 73 9 22 17 65

Rural HU 22 70 26 19 20 365

Mobile unit 0 11 0 0 0 17

NGO facility 8 5 3 14 14 42
Region

Urban Governorates 30 61 31 34 27 44

Lower Egypt 18 63 28 19 21 282

Upper Egypt 18 62 20 18 19 244
Total® 19 62 25 19 19 570

! Equipment: infant and child weighing scale, facility equipment for measuring one minute, supplies for on-site
administration of ORT (jar/pitcher, cup, and spoon), and a thermometer. (The items needed to provide quality
immunizations are not included because providing immunizations with sick child services is not an imple-
mented policy in Egypt.)

2 Oral rehydration salt (ORS) packet, and an oral antibiotic (amoxacillin or cotrimoxazole)

3 At least one first-line injectable antibiotic (ampicillin or penicillin), at least one second-line injectable antibiotic
(ceftriaxone or gentamycin), and intravenous solution (normal saline, Ringers lactate, or dextrose and saline
0.9%) with perfusion set.

4 Eleven percent of facilities either did not have medicine stocks or the ESPA did not gain access to the
pharmacy. For these facilities, if the medicine was not observed in another area, such as a distribution
pharmacy, it is classified as not available.

3 Includes data for five health offices providing sick child services.

4.4.3 Essential Medicines for Treating Sick Children

The ESPA assessed the availability of essential medicines for sick child services as defined in IMCI
guidelines. Summary information on the availability of medicines for sick child services is provided in
Figures 4.6 through 4.8, with Appendix Table A-4.8 providing details on these items, by type of facility.
In addition, information was collected on specific items for treating respiratory illness. Table 4.3
provides aggregate information on the items.

According to IMCI guidelines, essential medicines for treating a sick child include first-line, pre-referral,
and other important medications. First-line medicines include ORS (solution prepared from packets of
oral rehydration salts) and oral antibiotics such as amoxicillin or co-trimoxazole for respiratory infections.

Eleven percent of the facilities offering sick child services either stocked no medicines or were unable to
provide access to the pharmacy. These were primarily NGO facilities (88 percent of those offering sick
child services), nearly 40 percent of mobile clinics and health offices, as well as 4 percent of rural HUs
and 2 percent of general service hospitals (data not shown). Since sick child services were being provided
during the survey visit, if the assessed medicines were not observed—even if they were locked away
somewhere—they were classified as not available for clients.

Seventy-five percent of facilities had ORS packets, 62 percent had at least one of the oral antibiotics, and
62 percent had all of the essential first-line oral medicines for sick children (Figure 4.6), with more than
70 percent of the fever hospitals, MCH/urban HUs, and rural HUs having these items (Appendix Table A-
4.8).
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Figure 4.6 Availability of first-line medicines for treating sick
children (N=570)
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Pre-referral medicines include injectable medications for providing urgent treatment before transferring to
another facility or admission to the current facility, if necessary. IMCI guidelines define basic prereferral
medications as injectable antibiotics for serious infections (ampicillin or penicillin, and ceftriaxone or
gentamicin are recommended), and intravenous solution (either normal saline, dextrose and normal saline,
or Ringers lactate) with perfusion sets for treating severe dehydration. According to the MOHP policies
at present, however, only hospitals are authorized to provide rapid rehydration for severely dehydrated
children using intravenous solutions. Among all facilities offering curative care for sick children, one in
four had all prereferral medicines to adhere to IMCI prereferral treatment guidelines (Figure 4.7). Among
the general service and fever hospitals offering sick child services, more than half had all prereferral
medications (Table 4.3 and Appendix Table A-4.8). One in four rural HUs also had all prereferral
medicines; although this level facility is expected to refer severely dehydrated children rather than to
rehydrate them at the facility. Intravenous supplies are multipurpose, so most likely they were available at
the nonhospital-level facilities for other treatments. Availability of all prereferral medicines was more
common for facilities located in Urban Governorates and Lower Egypt (31 percent and 28 percent,
respectively) than in Upper Egypt (20 percent) (Table 4.3).

Other essential medicines are those that may be less critical for treating serious illness but are important
for treating common symptoms and illnesses of sick children. These include an antipyretic (aspirin or
paracetamol), vitamin A and iron supplements, a deworming medication (anthelmintic), and antibiotic eye
ointment. With the exception of aspirin or paracetamol, only around half of the facilities had any of each
of the other essential medicines, and only 13 percent had all of these items (Figure 4.8). There were
variations by facility type in the availability of the different medicines, with mobile units and NGO
facilities being least likely to have each of the individual items (Appendix Table A-4.8).
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Figure 4.7 Availability of prereferral medicines (injectables)
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Figure 4.8 Availability of other essential medicines (N=570)
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In addition to the items mentioned above, availability of specific items for managing respiratory illness
were assessed. Overall, 19 percent of facilities had an oxygen cylinder with oxygen and a regulator and
19 percent had a nebulizer (Table 4.3). Not unexpectedly, the availability of these items was more
common in the sick child service areas at hospitals than at other types of facilities. Oxygen was available
for outpatient care of the sick child at 27 percent of general service hospitals and at 36 percent of the fever
hospitals; nebulizers were available for outpatient care of the sick child at 29 percent of general service
hospitals and at 24 percent of fever hospitals. Oxygen was available at 34 percent of facilities located in
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the Urban Governorates (compared with 19 percent and 18 percent in Lower Egypt and Upper Egypt,
respectively) and a nebulizer was available at 27 percent of facilities in the Urban Governorates
(compared with 21 percent and 19 percent in Lower Egypt and Upper Egypt, respectively).

Key Findings

The IMCI program is in its early phase in Egypt, having been introduced in around one in four primary
health care facilities. IMCI guidelines or counseling materials were available at 17 percent of facilities.

Child immunization services are not routinely offered and supplies are not available at facilities on the
same days services for sick children are offered.

Items to support quality of care for sick children (soap and water for infection control, individual child
health cards, treatment protocols, and visual aids) were not commonly available, with soap, treatment
protocols, and visual aids each missing from three in four facilities.

Medicines are lacking at the facilities for all levels (first-line, prereferral, and additional treatments) of
services for sick children.

With regard to prereferral treatments, MOHP standards limit the scope for facilities other than hospitals
to provide prereferral intravenous rehydration. Nearly three-quarters of general service and fever
hospitals had the capacity to provide intravenous rehydration but only around half among both
categories of hospitals had all prereferral medicines.

45  Management Practices Supportive of Quality Sick Child Services

Management practices that were assessed for supporting quality curative care for sick children include the
following:

e Facility documentation and records
e Practices related to user fees
e Supervision and staff development.

Summary information on the availability of these items is presented in Table 4.4. Appendix Table A-4.9
provides sick child client utilization statistics for facilities in the ESPA. Appendix Table A-4.10 provides
information on routine charging practices for sick child services. Data collected from caretakers of sick
children provide additional information on financing systems clients belonging to that may defer or
decrease out-of-pocket costs paid for sick child services the day of the survey. Results from these
interviews are presented in Appendix Tables A-4.11 and A-4.12. Figure 4.9 provides summary
information on in-service training experiences of child health service providers. Appendix Tables A-
4.13-A-4.15 provide details on in-service training and supervision from the perspective of the child health
service provider.
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Table 4.4 Management practices supportive of quality child health services
Percentage of facilities providing outpatient care for sick children (SC) that had an up-to-date patient register for sick-child services,
percentage where there are some charges for consultation services for the sick child, percentage where at least half of the interviewed
providers of child health services received in-service training related to child health services during the past 12 months, and percentage
where at least half of the interviewed providers of child health services were personally supervised during the past 6 months, by type of
facility and region, Egypt SPA 2002
Percentage of facilities where at least Number of
Famlltl?srw!tr:(ot;]t_lpdeitlint Number of half of the :’nyerwerwe_g crh|.ld health facilities with
care for sick childre facilities Service providers. interviewed child
Percentage with Percentage offering SC  Received in-service Were personally  health service
Background observed up-to-date  with charges services training during past supervised during providers
characteristics patient register'  for SC services  (weighted) 12 months? past 6 months (weighted)
Type of facility
GS hospital 49 91 63 12 84 63
Fever hospital 46 94 13 5 90 13
MCH/urban HU 58 92 65 18 97 65
Rural HU 38 94 365 21 98 365
Mobile unit 28 65 17 15 96 17
Health office 50 75 5 18 95 23
NGO facility 7 97 42 11 48 40
Region
Urban Governorates 72 95 44 30 85 51
Lower Egypt 43 91 282 15 95 286
Upper Egypt 28 95 244 20 91 250
Total 40 93 570 18 93 587
! Register has entry within past seven days that indicates child’s age and diagnosis or symptom.
2This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.

45.1 Facility Documentation and Records

Although 47 percent of facilities were able to show a register where information on sick child clients was
recorded (data not shown), only 40 percent were able to produce an up-to-date register, where there was
an entry within the prior 7 days with documentation of the child’s age and diagnosis (Table 4.4). The
discrepancy between observed and up-to-date registers was found primarily in facilities in Upper Egypt,
where 41 percent of facilities were able to show a register (data not shown), but only 28 percent met all of
the conditions for being up-to-date.

The median monthly numbers of outpatient sick child consultations for each facility, (from monthly
statistics provided by ESPA facilities the day of the survey), ranged from 3 for NGO facilities to 336 for
general service hospitals (Appendix Table A-4.9). Facilities in Urban Governorates documented more
sick child consultations each month (median 386 per month) than those facilities in Lower and Upper
Egypt (median 83 and 68 children per month, respectively).

45,2 Practices Related to User Fees

User fees may have a positive effect on utilization of health facilities (augmenting funds to improve
services) or a negative effect (deterring poor clients from using services). Public posting of fees for
services helps ensure transparency in the fee structure. Charges for sick child consultation services were
almost universal (93 percent) (Table 4.4), with most facilities (92 percent) charging a fixed fee for the
consultation (Appendix Table A-4.10) with few other out-of-pocket charges. Only 4 percent (26 percent
of NGO facilities) indicated that they charged for medicines supplied by the facility. One in five facilities
collect a fixed fee for the child health card. One in five facilities had the fee schedule for sick child
services posted publicly (Appendix Table A-4.10).
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Approximately half (47 percent) of interviewed caretakers for observed sick children reported that the
children were covered under some program that decreased out-of-pocket costs. Almost all of these were
covered under the government student health insurance program (SHIP) (Appendix Table A-4.11). It was
notable that fewer clients attending facilities in Upper Egypt belonged to any program for deferring health
care costs than those attending facilities in Lower Egypt or Urban Governorates (32 percent compared
with 45 percent and 61 percent, respectively) (Appendix Table A-4.11).

Almost all of the caretakers reported paying the same amount (most likely a registration fee) for the
consultation (a median of 100 piasters) (Appendix Table A-4.12) and reported that charges for medicines
were not applicable (data not shown). There was no difference between the fee paid by those belonging
and not belonging to a program. This information does not capture differences that might result if some
clients receive free medicines from the facility and others must purchase medicines from outside the
facility.

4.5.3 Supervision and Staff Development

Child health service providers were interviewed from facilities offering any child health services, whether
preventive or curative. If at least half of the interviewed child health service providers at a facility had
received any structured in-service training (excluding on-the-job training that may be received during
discussions with supervisors) relevant to child health during the past 12 months, the facility was defined
as providing routine staff development activities. At least half of the interviewed providers had received
in-service training related to their service during the past 12 months in only 18 percent of facilities (Table
4.4). Routine provision of in-service training was found least often among providers at fever hospitals (5
percent), and most often among providers at rural HUs (21 percent). Facilities in Urban Governorates
were also more likely to routinely ensure in-service training for their providers (30 percent of facilities)
compared with those in Lower Egypt (15 percent) and Upper Egypt (20 percent). From the individual
provider’s perspective, among all interviewed child health service providers, 21 percent reported some
structured in-service training related to child health in the past 12 months (Appendix Table A-4.13), with
an additional 32 percent reporting in-service training related to child health services 13-59 months
preceding the survey.

During the past 12 months, in-service training related to IMCI was received by 9 percent of providers
with an additional 9 percent having received in-service training on IMCI 13-59 months preceding the
survey (Figure 4.9). Around 6 percent of providers had received in-service training during the past 12
months that was related to acute respiratory infection (ARI), diarrhea, and micronutrients, with nearly 20
percent additionally having received in-service training on the same topics 13-59 months preceding the
survey (Figure 4.9, Appendix Table A-4.14).
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Figure 4.9 In-service training received by interviewed child health
service providers, by topic and timing of most recent education
(N=1731)
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If at least half of the interviewed child health service providers at a facility had been personally
supervised during the past six months, the facility was defined as providing routine staff supervision. At
least half of the interviewed providers had been personally supervised in the past six months at 93 percent
of facilities (Table 4.4). Routine supervision was weakest in NGO facilities (48 percent) and in facilities
located in Urban Governorates (85 percent).

From the individual provider’s perspective, 90 percent of all interviewed child health providers reported
having been personally supervised in the past six months (Appendix Table A-4.13). Among interviewed
providers who had been supervised, the median number of times they remembered being supervised was
nine times during the past six months (Appendix Table A-4.15). When asked what the supervisor did,
more than 90 percent of the interviewed providers indicated that their supervisor checked records,
observed their work, and/or provided feedback. Eighty percent indicated they had received information
updates, and 82 percent indicated that the supervisor discussed problems. Eighty-five percent of the
providers reported that the supervisor wrote in the unit record (Appendix Table A-4.15).
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Key Findings

Maintenance of registers for service statistics was noted in less than half of facilities, with facilities in
Urban Governorates more likely to have an up-to-date register in the facility (72 percent), than those in
Upper Egypt (28 percent) or Lower Egypt (43 percent).

Structured in-service training related to child health topics is not routinely provided, with at least half of
the interviewed providers in only 18 percent of facilities having received any related in-service training
during the past 12 months.

In-service topics most commonly received by interviewed providers during the past five years were
related to management of ARI (24 percent), diarrhea (25 percent), and nutrition (27 percent).

Eighteen percent of providers had received in-service training related to IMCI during the past five years.

Supervision for child health services is strong across all types of government facilities, with at least half
of all interviewed child health providers having been personally supervised during the past six months in
93 percent of facilities. The median number of times staff reported being supervised during the past six
months was nine.

The activities of supervisors indicate that supportive supervision activities aimed at improving quality are
routine.

Supervision of individual providers is weak in NGO facilities, with only 48 percent of NGO facilities
routinely supervising their child health service providers.

4.6  Adherence to Guidelines for Sick-Child Service Provision
The observations of sick-child consultations conducted in the ESPA provide the basis for assessing
whether providers are adhering to standards for providing quality service. The observation checklists were

based on IMCI guidelines and collected information on whether the consultation process included the
following:

e Full assessment of the child’s illness, including a physical examination, following IMCI
guidelines

e Assessment of immunization and nutritional status

e Instruction about preventive measures and how to provide any prescribed treatment

o Adherence to practices to support continuity of care.
Observers watched the process used when sick children were seen at the facility, noting information
shared and procedures or examinations conducted. The objective was to note whether information on a
topic was shared (process information). An assessment of whether the information was correct or

whether findings were appropriately interpreted was not a component of the observation.

A total of 2,013 consultations were observed at 466 facilities. Among the 2,013 observations, 12
caretakers either refused or were not located for the exit interview.
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Table 4.5 provides summary information on the assessments and examinations observed and subsequent
treatments by the provider, by classification of diagnosis or major symptoms. Figures 4.10 through 4.14
provide information on practices observed during consultations for sick children.

Appendix Tables A-4.16 through A-4.20 provide details on observed practices and information reported
from interviewed caretakers of observed sick children.

Table 4.5 Assessments, examinations, and treatment for children, classified by diagnosis or major symptom

Percentage of observed children who were diagnosed by the provider with the indicated illness or symptom for whom the indicated assessment,
examination, and/or treatment was provided, Egypt SPA 2002

Among children with indicated diagnosis, percentage for whom
indicated assessment, examination, and/or treatment was observed

Respiratory illne

SS

Intestinal iliness

Cough or Febrile illness Severe or
other non- persistent
Pneumonia severe Fever with- diarrhea or Other
or other respiratory out other dysentery or  diarrhea Other
severe  Bronchitis illness without severe diag- any dehy-  without other ————— All
respiratory moderate another severe Severe nosisor  Strep dration with severe All other ~ observed
Item illness* or mild diagnosis fever cough throat diarrhea diagnosis  diagnoses  children
IMCI assessment
3 major symptoms 36 32 34 41 31 31 29 33 17 28
3 major danger signs 6 1 8 2 6 2 5 7 2 4
Current eating/ drinking 19 11 20 16 23 15 29 23 12 18
Advise continue feeding/
increase food or drink 14 9 13 12 8 11 18 13 3 10
Physical exam
Temperature 82 68 75 84 69 79 73 65 52 68
Respiratory rate 36 10 25 13 6 10 12 14 5 14
Dehydration 7 9 13 13 21 13 68 37 9 18
Anemia 16 4 16 12 11 10 14 15 10 11
Throat 52 53 57 63 42 81 45 42 29 51
Ear 10 6 10 17 13 13 4 9 10 10
Body muscle 5 1 4 5 0 1 4 5 2 2
Edema 9 1 12 6 3 5 13 10 6 7
Treatment
Refer/admit 6 1 1 7 3 1 9 1 4 2
Any antibiotic 79 86 49 75 48 90 44 34 34 58
Injectable antibiotic 13 17 5 23 11 22 15 5 5 11
Oral antibiotic 70 75 46 61 38 75 31 31 31 50
Oral bronchodilater 34 31 5 12 2 10 5 1 4 10
Oral medicine for
symptomatic treatment? 79 91 91 94 78 95 78 84 48 81
Oral rehydration (ORS) 3 8 8 10 36 8 72 50 1 17
Intravenous fluid 0 0 0 1 1 0 2 1 0 0
Discussed return visit 33 19 23 35 23 19 21 21 26 23
Percentage of observed
children with diagnosis® 7 19 23 4 17 8 6 19 12 100
Number of children
(weighted) 128 345 459 61 180 319 119 405 284 2,013

1 Pneumonia, bronchopneumonia, or severe bronchitis

3 Child may be classified with more than one diagnosis.

2This may be an antipyretic, cough medicine, or other general treatment for symptoms.

4.6.1 Full Assessment of IlIness

Where there are not sufficient numbers of qualified providers of curative care to provide all child health
services, lesser qualified persons can be trained to provide EPI and growth monitoring services, as well as
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initial consultation services for sick children. For curative care, however, this assumes that seriously ill
children, with illnesses beyond the training of the staff, will be appropriately identified and referred to a
better-qualified provider. When reviewing factors that influence quality of care, it is important to know
how many facilities depend on referral for the management of severe illnesses. As noted in Chapter 3
(Figure 3.1), almost all of the facilities in Egypt have a physician assigned, and on the day of the survey,
almost all (over 99 percent) of the observed sick child consultations were conducted by physicians
(Appendix Table A-4.16).

The observation checklist covered all critical IMCI components for assessing an ill child. As noted
earlier, IMCI is being expanded and now covers approximately 28 percent of primary health care
facilities. The IMCI components for assessing an ill child are not unique to IMCI, however, so they
remain a valid guideline when observing the service delivery process. In interpreting the findings, it is
recognized that, even following the IMCI guidelines, a provider will use judgment based on the child
signs and symptoms. For example, a provider seeing a child who appears to have a common cough or
cold and who is clearly alert would not be expected to ask about convulsions or whether the child is
vomiting everything or not drinking anything. Thus, findings of low percentages for some categories of
assessment do not necessarily indicate poor practices.

According to IMCI guidelines, the major danger signs a provider must assess include whether the child is
able to breastfeed or drink anything, whether the child vomits everything, whether the child has had
convulsions at home or in the facility, and whether the child is lethargic or unconscious. If there is any
doubt about the child's ability to take fluids, the provider should attempt to give the child something
orally. Assessments for all danger signs defined by IMCI guidelines were rarely carried out (4 percent of
observed consultations) (Figure 4.10). Fifteen percent of the children were assessed for whether they
drank anything, including breast milk, 38 percent for whether they vomited all food and drink, and 10
percent for whether they had convulsions.

Figure 4.10 Major danger signs assessed during observed sick
child consultations (N=2013)

Able to eat or 15
drink anything
Vomit everything 38
Convulsions 10
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Regardless of the reason for the consultation, IMCI guidelines call for each child to be evaluated for the
major symptoms of cough, respiratory difficulty, diarrhea, and fever. Information may be shared either
when the caretaker of the sick child discusses the reason for the visit (for example, diarrhea or cough), or,
if not spontaneously mentioned, whether the provider probes for symptoms.

Overall, during the course of the consultation, an assessment of the three major signs and symptoms of
respiratory problems, diarrhea, and fever were conducted for one in four (28 percent) of the sick children
(Figure 4.11). Fever was the symptom most commonly assessed (75 percent), followed by respiratory
symptoms (63 percent) and diarrhea (52 percent). Assessment of other symptoms related to common
child illnesses, such as ear and throat problems, were less often observed (15 percent and 19 percent,
respectively).

Figure 4.11 Major symptoms assessed during observed sick child
consultations (N=2013)

Cough/difficulty breathing 63

Diarrhea 52

Fever 75

Three major symptoms 28

Ear pain or discharge 15

Throat problems 19

0 20 40 60 80 100
Percentage of observed sick children

Egypt SPA 2002

After information is obtained on the various signs and symptoms of illness, the provider should conduct a
physical examination. This should include a hands-on evaluation of the child to verify the presence of
fever (by touch or by taking the temperature), to measure the state of dehydration (pinching the
abdominal skin), to check visually if the child has anemia, and to count the rate of respirations if a
respiratory problem is suspected.

The most commonly observed examination procedure was taking the child’s temperature (68 percent)
(Figure 4.12), using a thermometer (56 percent) or by touch only (12 percent) (Appendix Table A-4.16).
One in ten children was assessed for the presence of anemia (7 percent checked the palms, 9 percent
checked the conjunctiva or mucosa of mouth, and 5 percent checked both) (Appendix Table A-4.16).
Dehydration status was assessed for 18 percent of the chldren, and the respiratory rate was counted for 14
percent of the children. In total, only 2 percent of the children had all of these items assessed. Additional
physical examinations observed were whether the throat was checked using a tongue depressor (51
percent, with only 9 percent using any artificial light to observe the throat), 10 percent looked inside and
felt behind the ear, 2 percent checked for pedal edema, and 7 percent removed the child’s clothing to
check the muscular and general physical status. None of the observations included all of these elements of
physical examination (Appendix Table A-4.16).
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Figure 4.12 Elements of physical examination conducted during
observed sick child consultations (N=2013)
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There were not consistent differences in the elements of the assessment and physical examination of the
child between different types of facilities (Appendix Table A-4.16).

There is a direct relationship between nutritional status and health. It is not uncommon for a child to be
caught in a cycle of malnutrition and illness, where malnutrition makes a child more susceptible to illness
and illness contributes to malnutrition. Aggravating this cycle is the tendency for sick children to eat and
drink less and the not-uncommon practice of the child’s caretaker limiting the consumption of liquids and
food by the sick child.

Among children younger than 24 months of age, 18 percent were evaluated for breastfeeding practices
during the illness, with this more commonly conducted in health offices (although this represented only
12 children in 5 facilities) and NGO facilities, and 3 percent were specifically assessed for whether they
could drink or breastfeed at the time of the consultation (Appendix Table A-4.16).

The IMCI strategy identifies essential advice that the child’s caretaker should receive prior to departure.
This includes encouraging the caretaker to 1) provide extra fluids to the child during the illness, 2)
continue to feed the child, and 3) watch for signs and symptoms for which the child should immediately
be brought back to a health care provider.

Advice to increase the quantity of liquids was given in 19 percent of the cases; advice to give the same or
increased amount of food or breast milk was given to 15 percent of caretakers; and for 10 percent of the
cases, the provider discussed signs and symptoms for which the child should be immediately returned to
the facility (Figure 4.13). All three items of advice were provided to only 3 percent of clients (Appendix
Table A-4.16).
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Figure 4.13 Essential advice provided to caretakers of
observed sick children (N=2013)
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After concluding the consultation for the sick child, the observed providers were asked about the
diagnosis and major symptoms on which the prescribed treatment was based. This information provided a
measure for assessing whether the examination and treatment were appropriate according to IMCI
guidelines. IMCI guidelines indicate specific symptoms or diagnoses for which antibiotics should be
prescribed and when children should be admitted to the facility or referred for a higher level of care.

Although a simple observation does not provide enough information to determine the appropriateness of
diagnosis and treatment, several points should be noted. For severe respiratory illnesses such as
pneumonia, bronchopneumonia, or bronchitis, the assessment should include counting the respiratory
rate.

This specific assessment occurred for 36 percent of children diagnosed with a severe respiratory illness
(Table 4.5). In most of these cases, recourse to antibiotics is warranted, and practically all of the children
(79 percent) were given or prescribed antibiotics: 13 percent by injection, 70 percent orally, and some
children received both forms. Egypt has implemented a project focusing on physician education to
decrease unnecessary injections (Rational Choice). Some success in this campaign is evident when the
proportion of injectable antibiotics is compared with the proportion of oral antibiotics prescribed.

Children with severe respiratory illnesses should be examined by a physician and often require
hospitalization. Overall, 6 percent of children diagnosed with severe respiratory illness were referred or
admitted (Table 4.5). It is interesting to note, however, that among the 22 percent of all cases diagnosed
as severe respiratory illness that were observed in general service or fever hospitals, 18 percent were
admitted to the facilities (data not shown), and among the 75 percent of cases observed in rural HUs or
MCH/urban HUs, only 4 percent were referred (data not shown). This may mean that sick children taken
to hospitals were either more seriously ill than those who were taken to rural HUs or MCH/urban HUs, or
that severe cases at the health units were less frequently diagnosed or referred. There are many barriers to
clients receiving and/or accepting referrals or admission to facilities that may influence the provider’s
decisions to refer or not refer. One should, therefore, use this information only as an indicator of a need to
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conduct a more detailed assessment to determine the quality of care for children with severe respiratory
illness.

Among children with non-severe bronchitis, 1 percent were referred or admitted to a facility. Twenty-
nine percent of these cases were observed in general service or fever hospitals, where 4 percent were
admitted or referred, and 65 percent were observed in rural HUs and MCH/urban HUs, where none were
referred or admitted (data not shown). Prescriptions of antibiotics for the bronchitis cases were slightly
higher than the proportions seen for severe respiratory illness (86 percent, compared with 79 percent).
Among children diagnosed as having a non-severe cough, cold, or other respiratory diagnosis, 22 percent
were observed in general service or fever hospitals and 73 percent in rural HUs or MCH/urban HUs with
only 1 percent of clients (2 percent of hospital clients and 1 percent of MCH/urban HU clients) referred or
admitted (data not shown). Among the clients diagnosed with non-severe coughs and colds, 49 percent
were prescribed antibiotics (Table 4.5).

Severe respiratory (pneumonia or bronchopneumonia) or bronchitis cases for whom the provider noted
wheezing were prescribed bronchodilator medications twice as often (around 40 percent of cases) as those
without (about 20 percent of cases) (Appendix Table A-4.17). Other respiratory illnesses where wheezing
was noted also received a higher proportion of bronchodilators (15 percent) than those without (4 percent).

Among children diagnosed as having severe diarrhea or diagnosed with any dehydration linked to
diarrhea, 68 percent were physically assessed for dehydration using the skin-pinch test. Using antibiotics
inappropriately can prolong the diarrhea. Forty-four percent of the children were given antibiotics,
although only 6 percent were classified as having dysentery (data not shown). Among children diagnosed
as having severe dehydration, 72 percent received or were prescribed ORS and 2 percent received
intravenous fluids (Table 4.5). Referrals were similar for children assessed at hospitals and health centers
(data not shown).

For children with severe febrile illness, IMCI guidelines recommend the use of antipyretics followed by
referral. Among these children, 7 percent were referred or admitted (Table 4.5). Thirty-three percent
were observed at general service or fever hospitals, with 20 percent of these admitted, and 65 percent
were observed at rural HUs and MCH/urban HUs, with 3 percent referred or admitted (data not shown).
Seventy-five percent of the severe febrile illness cases received antibiotics, with 23 percent of these
receiving injectable antibiotics.

Finally, among children diagnosed with strep throat, the throat was examined in 81 percent of the cases
and antibiotics were prescribed for 90 percent (with 22 percent receiving an injectable antibiotic). This
appears to be appropriate for the diagnosis.

From this brief review it appears that the type of physical examination conducted and treatment provided,
including referrals, tended to vary appropriately according to the assessed severity and type of illness.
Assessments of symptoms, danger signs, and advice regarding eating and drinking during illness,
however, did not consistently vary by severity of illness (Table 4.5). It was interesting that the median
time from starting to completing the assessment of the sick children was five minutes (data not shown). It
would be difficult to take a full history of signs and symptoms and to physically assess a child in this
time.

IMCI guidelines recommend that the first dose of a medicine (particularly an antibiotic) should be
provided at the facility so that treatment can begin immediately. This practice also provides an
opportunity to reinforce the dosage to the caretaker and to ensure that the child is able to take the
medicine. Among children who received any prescription, 3 percent of caretakers reported that their child
received the first dose of the prescribed oral medicine at the facility and 4 percent indicated the child
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received an injection (Appendix Table A-4.18). This was supported by observers who noted medicines
being administered to 1 percent of the children. It was noted that upon departure, 31 percent of the
caretakers had all prescribed medicines with them, 22 percent had some medicines and some
prescriptions, and 47 percent had only prescriptions (with 16 percent having prescriptions for injections)
to be filled outside the facility. This supports the earlier information about the lack of essential medicines
at the facilities. More than half of the caretakers were observed being told how to give the medicines;
although, only 3 percent were asked to repeat the instructions to verify that they understood. Among the
interviewed caretakers, 72 percent indicated that they had been told how to give the medicine, with 73
percent indicating that they felt comfortable with their knowledge of how to give the medicine.

The ESPA observed therapeutic injections provided to children in facilities offering sick child services
(the observed children were not necessarily those whose consultation was observed) for infection
prevention practices (see section 3.5). Few therapeutic injections were observed (N=84 for children
under five years of age) (Table 3.13). Among these, however, new needles and syringes were observed
used for almost all (95 percent) injections. The needles were disposed of in sharps boxes, however, for
only 45 percent of these observed therapeutic injections.

Key Findings

Almost all of the observed sick children were assessed by physicians.

Comparison between the observed assessment, prescribed treatment, and final diagnosis by the
provider shows that the providers reasonably adapted their evaluation to their assessment of the type of
iliness and its severity. Complete evaluations, however, including questioning about signs and
symptoms and physical examinations for children diagnosed as having a serious illness were rarely
observed.

Antibiotic use appears high for the non-severe cases for all diagnoses. Guidelines with indications for
antibiotic use may be warranted.

Essential information on continuing to provide food and fluid and symptoms for immediate return were
provided to only 3 percent of the observed sick children.

Provision of the first dose of oral medication at the facility is not a common practice.

Most prescribed medicines (for 68 percent of the observed clients) must be purchased from outside the
facility.

Safe disposal practices for used needles after therapeutic injections is lacking.

4.6.2 Reducing Missed Opportunities for Promoting Child Health Care

According to the IMCI approach, an evaluation of a child’s growth is recommended to provide an
objective evaluation of the current nutritional status and to detect any chronic latent nutritional problems.
Growth monitoring includes comparing the child’s current weight with a standard (based on either height
or age), eliciting information on feeding patterns to determine whether the normal diet is adequate for the
child’s age, and determining whether the current feeding patterns pose any additional risk to the child’s
current health status. The provider should take advantage of the consultation with the sick child and the
caretaker to provide advice if there appears to be any nutritional problem and to offer encouragement for
continuing good practices if the evaluation shows that the growth of the child is proceeding well. IMCI
guidelines concerning feeding practices of children include exclusive breastfeeding until age six months,
followed by breastfeeding until two years of age, with the introduction of locally available foods based on
a balanced nutritional plan.
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Activities for nutritional assessment or discussion of nutritional status or feeding practices were observed
(or reported by the caretaker) for only about one in five observed children (Appendix Tables A-4.19 and
A-4.20). Forty-two percent of the sick children were weighed, but only 20 percent of these children had
their weight plotted for comparison against a standard (Figure 4.14 and Appendix Table A-4.19), and only
18 percent of caretakers reported that a health care provider discussed their child’s weight or nutritional
status (Appendix Table A-4.20). Observers noted 19 percent of providers discussing normal feeding
practices with the provider. This was observed more frequently with caretakers of children less than 24
months of age (26 percent) (Figure 4.14 and Appendix Table A-4.19). Interviewed caretakers similarly
reported (15 percent) that the provider had discussed general feeding practices (Appendix Table A-4.20).
In addition, 19 percent of the caretakers were observed being instructed to continue to provide or to
increase food and/or fluid for the child, and 18 percent of caretakers, when interviewed, indicated they
were told to continue or increase food and fluid.

Figure 4.14 Observed preventive assessments (N=2013)
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In Egypt, a child’s immunization record is frequently included in his or her health record. Only 16
percent of the interviewed caretakers had this record with them (Appendix Table A-4.20). While the
immunization status can be assessed using a history, if the card is not available, only 15 percent of
children under 24 months of age and 7 percent of children 2 years and older were observed having their
immunization status assessed by a provider (Figure 4.14). Five percent of caretakers reported their child
younger than 24 months of age received an immunization (Appendix Table A-4.20). This was primarily
noted at health offices (reported by 22 percent of the caretakers).
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Key Findings

Observations during the ESPA support the results of the facility findings that opportunities to promote
preventive health interventions each time a child is brought to a facility for a consultation are being
missed despite existing capability. These preventive practices are not routine policy throughout the
health facilities. The IMCI approach is expanding, but at present only covers one in four primary health
care facilities.

Providers are not assessing whether sick children are due immunizations and are not assessing
nutritional status using an objective method. While 42 percent of the children were weighed, the weight
was rarely compared with any standard to provide a frame of reference to determine the weight was
appropriate for the child.

Although the immunization coverage in Egypt is high, there remains a need to ensure that the children
who are not immunized are not missed when they do come to a health facility.

There is a need for more attention to nutritional assessment and interventions to improve the overall
child nutritional status. Sick children are at higher risk than most for increased or continued problems
related to nutrition.

4.6.3 Counseling on Child Health Issues and Supporting Continuity of Care

The use of visual aids during the consultation with the caretaker was almost nonexistent (3 percent)
(Table 4.6). It should be recalled that only 26 percent of facilities had any visual aids available for use for
child health services (see Figure 4.4). Other instructions related to the illness and preventive health
messages that were shared are discussed under the relevant sections of this chapter.

Supporting continuity of care

Frequently, health services are organized in such a way that measurements of temperatures, weight, and
other components of a consultation take place before the provider responsible for the consultation sees the
client, and the information is recorded on a client record. Twenty-two percent of facilities were observed
to routinely weigh children and 16 percent to plot the weight prior to the consultation (data not shown).
In addition, 23 percent measured the temperature prior to the consultation (data not shown). In only 11
percent of the observations did providers refer to the health card during the examination (Table 4.6); thus,
they might not have used information from measurements taken by others in their assessment of the child.
Only 16 percent of the providers wrote any note on a child health card at the end of the consultation
(Table 4.6), thereby leaving no written record for reference during subsequent illnesses or followup visits.
A return visit was discussed for only about 30 percent of the children diagnosed as having severe
respiratory infections or severe febrile illness and with only 21 percent of children diagnosed with a
severe diarrheal illness or dehydration (Table 4.5).
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Table 4.6 Provider practices related to health education and continuity of care
Percentage of observations where visual aids were used when providing health education to the
caretaker of observed sick children, percentage of observations where the provider referred to the
child health card, percentage of observations where the provider wrote on the child health card, by
type of facility and region, Egypt SPA 2002
Use of individual
child health card
Percentage of Percentage of Percentage of
observations where observations observations Number of
visual aids were where provider  where provider  observed sick

Background used for health referred to card wrote on card children
characteristics education during consultation after consultation (weighted)
Type of facility

GS hospital 3 5 9 365

Fever hospital 1 1 1 71

MCH/urban HU 3 19 30 307

Rural HU 3 11 15 1,173

Mobile unit 0 4 4 18

Health office 33 69 74 12

NGO facility 0 2 6 66
Region

Urban Governorates 3 23 29 196

Lower Egypt 3 14 17 998

Upper Egypt 3 4 10 819
Total 3 11 16 2,013

Key Findings

Providers rarely use visual aids during consultation with caretakers. Although visual aids for caretaker
education were present in 26 percent of facilities, only 2 percent used them.

Individual child health cards were not actively used during most consultations. This limits the ability
for the provider during this visit, or during subsequent visits, to have all relevant information for
provision of continuity of care.

Followup care is not promoted.

4.7  Caretaker Opinion from Exit Interviews

Prior to leaving the facility, observed caretakers of sick children were interviewed for their opinions on
the processes of the consultation, the quality of the providers’ services, and the principal problems
encountered on the day of the visit. The caretaker was read a list of specific issues commonly related to
client satisfaction and was asked to rate the issue as a big, small, or as no problem. The main complaint
was lack of availability of medicines (19 percent), followed by the long waiting time and an insufficient
explanation about the child’s illness (both 13 percent) (Appendix Table A-4.21). When asked why they
used this particular facility, 59 percent of caretakers stated it was nearby and 28 percent indicated that the
physician was efficient (Appendix Table A-4.22). Appendix Tables A-4.23 and A-4.24 provide
information on the personal characteristics of interviewed caretakers.
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Key Findings

Lack of availability of medicines and supplies was a primary complaint of the caretakers.

An overly long waiting time and insufficient explanation about their child’s illness were also
considered big problems.

The efficiency of the physician and the nearness of the facility were two of the main reasons for using
the facility for the child’s health services.
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Chapter 5 Family Planning Services

5.1  Background
5.1.1 ESPA Approach to Collection of Family Planning Service Information

Use of contraceptive methods to plan families may be desirable for many reasons including the following:
e Couples may wish to limit family size or delay a desired pregnancy.

e Appropriate spacing of births benefits maternal and child health. Studies have shown that
spacing births at least two to three years apart contributes significantly to decreasing infant
mortality (Govindasamy et al., 1993; Rutstein, 2000). Although there are fewer studies on the
effects of spacing births on maternal health, it is generally accepted that too frequent births
result in maternal depletion of essential minerals and vitamins.

e Preventing pregnancies that may worsen chronic or acute illnesses, including HIV/AIDS,
benefits women’s health.

Key factors contributing to the appropriate, efficient, and continuous use of contraceptive methods
(Murphy and Steele, 2000) include the following:

e The availability of a variety contraception methods to address client preferences and client-
specific suitability of method (from the point of view of society and health)

e Counseling and screening of clients for appropriateness of methods

e Client education, using visual aids to increase information retention regarding options, side
effects, and appropriate use of the method

e Auvailability of infrastructure and resources necessary for providing quality family planning
services: equipment for client examinations, guidelines and protocols, trained staff, a service
delivery setting that allows client privacy, and procedures for preventing infections

e Availability of other health services relevant for family planning clients. These include
education and services for sexually transmitted infections (STIs) and programs geared toward
groups with special needs to improve access and appropriate utilization of family planning
services.

To increase the appropriate use of family planning, contraceptive services and counseling should ideally
be available wherever maternal health, reproductive health, or child health services are provided.

This chapter uses information obtained in the ESPA to address the following central questions about the
delivery of family planning services:

o What is the availability of family planning services?

e To what extent do the facilities offering family planning services have the infrastructure,
resources, and supportive management required to support quality services?
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5.1.2 Family Planning Services in Egypt

The Ministry of Health and Population (MOHP) Reproductive Health and Family Planning (RH/FP)
clinics constitute the majority of all family planning clinics in Egypt. According to the National
Population Council (NPC) Annual Statistical Report 2000, there are 4,470 family planning clinics run by
the MOHP. The MOHP family planning clinics include rural health units (rural HUs), maternal and child
health/urban health units (MCH/urban HUs), clinics at general service hospitals (these include general,
district, and integrated hospitals), and mobile units.

Use of reproductive health services has been increasing over the years, with contraceptive use increasing
between 1980 and 2000 from 24 percent to 56 percent of married women 15-49. Most of the increase
took place in the late 1980s, with virtually no change in the overall rate of use between 1991 and 1995,
followed by another increase between 1995 and 1997 (El-Zanaty and Way, 2001). The Egypt
Demographic and Health Survey 2000 (EDHS-2000) documented 54 percent of women of reproductive
age using modern methods of contraception. The intrauterine device (IUD) is the most widely used
method, followed by the oral contraceptive pill (36 percent and 10 percent, respectively). The majority of
the pill users (82 percent) obtain their methods from a private pharmacy. Slightly more than half (54
percent) of all IUD users use public sector facilities.

The Population and Family Planning Program has been relatively effective over time. Total fertility has
decreased from 5.3 children per woman (15-49 years) in 1979-1980 to 3.5 in 2000. Success has been
uneven across the country, with fertility rates higher in rural (3.9) than in urban areas (3.1), and higher in
Upper (4.2) than in Lower Egypt (3.2) and in the Urban Governorates (2.4) (El-Zanaty and Way, 2001).

5.2  Availability of Family Planning Services

Methods of family planning differ in how they function, their effectiveness, their side effects, the ease
with which they can be administered, and, in view of these issues, their acceptability and desirability to
the users. To meet the varying needs and demands for contraception, a variety of methods should be
available at a frequency that meets common needs (Curtis and Bright, 1997).

Summary information on the availability of family planning services is provided in Table 5.1, and
information on frequency with which family planning services are offered is provided in Table 5.2.
Figure 5.1 provides details on the availability of different methods of contraception, and Appendix Tables
A-5.1 through A-5.3 provide further details on method availability by type of facility and region. Fever
hospitals are not eligible to offer family planning services and are excluded from the analysis of
availability of family planning services.
The modern methods most commonly used in Egypt (El-Zanaty and Way, 2001) are:

e Intrauterine devices

e Contraceptive pills

o Contraceptive injections

e Male condoms (female condoms are not available).
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Other, less commonly used methods include the progesterone implant, rhythm (natural family planning),
diaphragm, spermicides, and emergency contraception. Male sterilization is not available in Egypt, and
female sterilization, while offered, is primarily considered for birth control only when a woman has health
conditions that make pregnancy a serious health risk.

Table 5.1 Availability of family planning services

Percentage of all eligible facilities offering any temporary modern methods of contraception,* among facilities offering
any temporary modern method of family planning, percentage offering all four most commonly used methods, and
percentage offering counseling on the rhythm method, by type of facility and region, Egypt SPA 2002

Facilities eligible for offering Among facilities offering any
family planning services modern method of family planning
Percentage offer- Weighted Percentage offering  Percentage offering ~ Number of

Background ing any modern  number of all four of the most counseling on facilities
characteristics method of FP* facilities common methods® rhythm method (weighted)
Type of facility®

Hospital 98 64 92 86 63

MCH/urban HU 98 65 88 81 64

Rural HU 100 367 86 77 367

Mobile unit 100 38 87 80 38

Health office 2 88 32 89 71 28

NGO facility 91 71 50 57 64
Region

Urban Governorates 95 65 80 89 61

Lower Egypt 99 308 89 85 306

Upper Egypt 98 264 79 67 257
Total 98 637 84 78 624

T Any of the following: contraceptive pills (combined or progesterone only), injections (combined or progesterone only),
implants, intrauterine devices (IUDs), male condoms, spermicides, diaphragm, or emergency contraceptive. Permanent
methods (sterilization) are not included.

2 Often health offices are located in a hospital or MCH unit. In these cases, family planning services may be offered by
the hospital or MCH unit, rather than through the health office.

® The four most common methods used in Egypt are the combined oral pill, the progesterone injection, the male condom,
and the 1UD.

4 Fever hospitals are not eligible to provide family planning services, so they are excluded from analysis of availability of
family planning services.

The ESPA first looked at the availability of family planning services in all eligible services. Fever
hospitals are not eligible to provide family planning services, so they are excluded from the analysis.

A facility that offers all methods of family planning is best able to meet the needs of clients. However,
some variation in the availability of methods at facilities is expected because of differences in the
qualifications and training required for service providers and in the infrastructure required to provide the
methods safely. Commonly used methods that require minimal training to provide safely are pills,
injections, and condoms. Implants and IUDs require a higher level of skill and a more developed
infrastructure to administer safely.

Almost all facilities (98 percent) assessed by the ESPA (excluding fever hospitals) offer modern methods
of family planning. Among the facilities that offer any temporary modern method of family planning,
84 percent offer all of the four most commonly used methods (Table 5.1) and 78 percent offer counseling
on the rhythm method of contraception. Facilities in Lower Egypt offered the four most commonly used
methods more often (89 percent) than facilities in Urban Governorates (80 percent) or in Upper Egypt
(79 percent). NGO facilities offer less variety in methods, with only 50 percent offering the four most
commonly used methods. When asked, 3 percent of facilities (15 percent of the general service hospitals)
indicated that they offer female sterilization as a method of birth control (data not shown). The
percentage of facilities that provide tubal procedures may be higher than this because, in Egypt, tubal
ligation is more often provided for medical reasons other than for family planning purposes.
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The combined injectable is a new method, offered primarily by NGO facilities (Appendix Table A-5.1).
Although it is not a part of the MOHP family planning program, three government facilities (one hospital,
one MCH/urban HU and one mobile unit) reported they did offer the method, with two of these facilities
having the method available on the day of the survey (Appendix Tables A-5.1 and A-5.2).

The percentage of eligible facilities that offer specific methods of family planning and whether the
offered method was available the day of the survey are presented in Figure 5.1.

Figure 5.1 Method of contraception offered and availability of method on the
day of the survey (N=624)
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Among the 84 percent of facilities offering the four most commonly used methods, 90 percent had all four
methods available the day of the survey (Appendix Table A-5.2), with rural HUs, NGO facilities, and
facilities in Upper Egypt the most likely to be missing at least one of the methods the day of the survey
(Appendix Tables A-5.2 and A-5.3).

Implants are not widely used and are offered at only 8 percent of facilities (mostly general service
hospitals), although implants were actually available at only half of these facilities the day of the survey
(Figure 5.1). Spermicides and diaphragms are rarely offered (each at only 1 percent of facilities), and
none had the methods available the day of the survey. Emergency contraceptive pills and progesterone-
only pills are both offered at half of the facilities, with four of five facilities that offer each method having
it available the day of the survey. Thirty-one percent of facilities indicated that they had both the
emergency contraceptive pill and the progesterone-only pill (data not shown). The progesterone-only pill
can be used for emergency contraception in higher than normal doses, so it is possible that for some
facilities, the progesterone-only pill is available, when needed, for dual purpose.

The diaphragm is not widely used in Egypt and is not a part of the MOHP family planning program. It
was reported as offered by some government and NGO facilities in the Urban Governorates, although it
was not commonly available (Appendix Tables A-5.1 through A-5.3). It is possible that providers
prescribe the method for purchase outside the facility.
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In addition to providing a range of methods, it is important that family planning services be offered
regularly so that clients can depend on services being available when needed and providers being
available to answer questions and respond to concerns. Family planning services are offered five days per
week by almost all facilities (94 percent) that provide family planning services (Table 5.2).

Table 5.2 Frequency of availability of family planning services
Percentage of facilities where temporary methods of family planning (FP)* are offered 1 to 2 days per
week, 3 to 4 days per week, and 5 or more days per week, by type of facility and region, Egypt SPA
2002
Percentage of facilities where
family planning services are offered Number of facilities

Background 1-2 days 3-4 days 5 or more days  offering FP services
characteristics per week per week per week (weighted)
Type of facility

GS hospital 1 3 96 63

MCH/urban HU 1 1 98 64

Rural HU 3 2 95 367

Mobile unit 0 0 100 38

Health office 2 2 96 28

NGO facility 14 11 75 64
Region

Urban Governorates 4 6 90 61

Lower Egypt 4 3 93 306

Upper Egypt 3 2 95 257
Total 4 2 94 624
' Any of the following methods: oral contraceptives (combined or progesterone-only), injections
(combined or progesterone only), implants, intrauterine devices (IUDs), condoms (male—female
condom is not available), spermicides, diaphragm, or emergency contraceptive.

Key Findings

Modern, temporary methods of contraception are available in 98 percent of all facilities (excluding fe-
ver hospitals).

A variety of methods are available in most facilities, with 82 percent of facilities offering the four most
commonly used methods. The IUD is the most widely available method, offered by 96 percent of all
facilities.

NGO facilities offer the least variety in methods, with only 46 percent offering the four most com-
monly used methods.

The supply for the four most commonly used methods is reliable, with 90 percent of facilities offering
the four methods (combined oral contraceptives, progesterone injection, male condom, and 1UD) hav-
ing all four methods available.

The supply for less used methods is less reliable. Only half of the few (8 percent) facilities offering
implant had it available.

Family planning services are frequently offered, with 94 percent of facilities offering them at least five
days per week.
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5.3  Components Supporting Quality Family Planning Services
Components that were assessed for quality family planning services were as follows:

¢ Infrastructure and resources to support quality assessment and counseling
o Infrastructure and resources for examinations

e Provision of STI treatment with family planning

e Availability of equipment and supplies for specific methods.

Aggregated information on the availability of items for each of the above components is provided in
Table 5.3. Summary information on each specific item for counseling, pelvic examinations and control of
infection, STI services, and providing specific methods of contraception is provided in Figures 5.2
through 5.4. Details on the items assessed for each of the components for counseling and examinations
are provided in Appendix Table A-5.4, and details on the topics for which visual aids and guidelines or
protocols were available, by type of facility, are provided in Appendix Table A-5.5. Details on sterilizing
and high-level disinfecting (HLD) procedures used when processing family planning equipment for reuse
are provided in Appendix Tables A-5.6 through A-5.9. Details on items related to STI treatment by
family planning service providers are provided in Appendix Table A-5.10. Finally, details on availability
of specific equipment necessary for safely providing various contraceptive methods are provided in
Appendix Tables A-5.11 through A-5.13.

5.3.1 Infrastructure and Resources to Support Quality Assessment and Counseling of Family
Planning Clients’

Items for supporting quality assessment and counseling for family planning include the following:
o Some level of auditory or visual privacy for counseling
e Individual client health cards or records
e Written guidelines or protocols
e Visual aids or written information for client education.

Family planning is often a sensitive issue for discussion. Assuring clients that conversations between
client and provider cannot be overheard (either by using a private room or placing a visual barrier
between the client consultation area and other people) improves communication and ultimately the
likelihood that the method provided is suitable for the client. It is not uncommon to find that family
planning clients are counseled in a room where other clients are waiting, but that examination and
procedures requiring them to lie down or be exposed take place in a small adjacent room. Almost all
facilities (83 percent) (Figure 5.2) counseled family planning clients in either a private room (76 percent)
or a room where there was a visual screen that could be drawn (7 percent) (Appendix Table A-5.4). Both
of these situations were defined as providing an adequate level of privacy for counseling.

' Counseling about family planning often takes place in a location different from where procedures (e.g., pelvic
examinations, IUD insertions) are conducted, thus the conditions for counseling are assessed separately from those
for procedures.
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Individual cards or records for family planning clients are important for monitoring a client over time and
for ensuring continuity of care. Because facilities often do not store client records, but rather give them to
the clients to keep, the ESPA assessed the availability of blank cards for new family planning clients.
Individual client cards were found at 87 percent of facilities (Figure 5.2), with NGO facilities the least
likely (63 percent) to have these available (Appendix Table A-5.4).

Written guidelines or protocols for family planning that include information on screening for eligibility
for different methods had to be available in the family planning service delivery area or in an immediately
adjacent area to be considered available for use. Guidelines or protocols were available in the service
delivery area for 46 percent of facilities (Figure 5.2). Respondents from an additional 4 percent of the
facilities reported that these guidelines were available but were unable to show them or they were not in
the service delivery area (data not shown). Written guidelines or protocols were more often available at
public (half of general service hospitals, MCH/urban HUs, rural HUs, and health offices) than NGO
facilities (13 percent) (Appendix Table A-5.4).

Visual aids related to family planning were available in the service delivery area in 93 percent of facilities
(Figure 5.2) and in over 96 percent of each type of government-managed facility assessed (Appendix
Table A-5.4). NGO facilities were less likely to have visual aids (57 percent). Most facilities had both
printed materials on the different methods of family planning (79 percent) and samples of the different
methods (87 percent) to use during counseling (Appendix Table A-5.5).

Figure 5.2 Items to support quality counseling for family planning

(N=624)
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All conditions for quality counseling were available in 37 percent of all facilities, with the proportion
varying by type of facility, ranging from 48 percent for health offices to 11 percent for NGO facilities
(Table 5.3). Written protocols or guidelines for family planning were the items most often missing
(Figure 5.2).
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Key Findings

Privacy for family planning counseling services and availability of individual family planning client
cards was widespread.

Visual aids were widely available (93 percent of facilities).

Guidelines and protocols were available in less than half of the facilities (46 percent).

Table 5.3 Availability of infrastructure and resources to support quality services for temporary methods of family planning
Percentage of facilities with all items for quality counseling, percentage with functioning equipment and knowledge of minimum
processing time for either sterilizing or high-level disinfecting (HLD) equipment, percentage with all items for infection control,
percentage with all conditions for quality pelvic examinations, and percentage where treatment for sexually transmitted infections
(STls) is provided by family planning (FP) service providers, by type of facility and region, Egypt SPA 2002
Percentage of facilities with:
All items to Equipment and Number of
support All items for knowledge for Conditions for STI treatment facilities
Background quality infection sterilizing/HLD quality pelvic provided by FP offering FP
characteristics counseling® control® processing® examination® providers (weighted)
Type of facility
GS hospital 38 29 89 73 88 63
MCH/urban HU 37 31 84 68 87 64
Rural HU 41 18 79 72 80 367
Mobile unit 20 9 82 56 80 38
Health office 48 26 64 58 80 28
NGO facility 11 17 58 80 85 64
Region
Urban Governorates 31 44 7 80 94 61
Lower Egypt 45 20 82 66 78 306
Upper Egypt 29 14 73 75 84 257
Total 37 20 78 71 82 624
! visual privacy, individual client cards, written protocols or guidelines related to family planning, and visual aids related to family
planning
2 Soap, water, clean latex gloves, disinfecting solution, and sharps box
% In location where family planning equipment is processed, equipment and knowledge of minimum processing time for sterilizing or
HLD processing were available.
4 Private room (visual and auditory privacy), examination bed, examination light, and vaginal speculum

5.3.2 Infrastructure and Resources for Examinations
Frequently, a physical examination, often including a pelvic examination, is necessary to determine the
suitability of a method, to insert a method, or to evaluate problems with a method. The following items
were assessed for quality conditions for examination of family planning clients:

e Items for infection control

e Visual privacy

e Bed for examination

e Spotlight source for visualizing procedures

e Vaginal speculum.

The ESPA assessed the presence of items for the control of infections in the area where family planning
examinations (such as pelvic examinations) and provision of methods (the implant, IUD, and injection)
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most often took place. All items for infection control (hand-washing supplies, clean or sterile latex gloves,
disinfecting solution, and a sharps box) were available in one of five facilities (Table 5.3), with
approximately one in three general service hospitals and MCH/urban HUs having all items (Appendix
Table A-5.4). The items most often lacking were hand-washing soap and latex gloves (each missing in
about 50 percent of facilities) (Figure 5.3). As mentioned earlier, thin nonlatex disposable gloves were
universally available, but these were not accepted for infection control. Water was primarily supplied
through piped sources (data not shown), with 6 percent of facilities (primarily the mobile units) having
water provided in a bucket (either with or without a tap) on the day of the survey. Ten percent of
facilities had no water in the family planning service delivery area on the day of the survey (Figure 5.3).

Figure 5.3 Conditions for quality examination of family planning clients
(N=624)
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The procedures used for sterilizing or high-level disinfecting (HLD) family planning equipment were also

assessed.” Among the facilities providing family planning services, about half processed equipment in the
family planning service area; the other half processed equipment in a central location in the facility
(Appendix Table A-5.6). In small facilities (rural HUs, mobile units and health offices) the family
planning service area might also be the main equipment processing area. Overall, when assessing
conditions at the location where family planning equipment is processed, 60 percent of the facilities had
the equipment and knowledge of minimum processing time (and temperature for dry heat sterilization) for
sterilizing (either dry heat or autoclave method), 18 percent for HLD processing (boiling, steaming, or
chemical process.ing),3 and 22 percent were lacking either equipment or knowledge. Thirty-two percent
had written guidelines for sterilizing or HLD processing (Appendix Table A-5.7). Facilities that
processed family planning equipment in the family planning service area were somewhat better prepared
for quality processing, with only 11 percent lacking equipment or knowledge of appropriate processing
time and temperatures (Appendix Table A-5.8).

2 Chapter 3, section 3.4.1 and 3.4.2 provide details on the definitions for adequate sterilization or HLD procedures
and storage practices.

: Only one facility used chemical HLD procedures.
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In facilities where processed equipment was stored in the family planning area, equipment was most often
stored under conditions that maintained cleanliness (78 percent) rather than under conditions that
maintained the sterile/HLD status (10 percent) (Appendix Table A-5.9). Only 2 percent of the facilities
stored the equipment to maintain sterile/HLD status and wrote the processing date. Writing the
processing date may not be an important issue where equipment is routinely used and processed daily.

Family planning clients frequently require a pelvic examination. Seventy-one percent of facilities had all
the items defined as important for a pelvic examination, with a spotlight source (for visualizing the cervix
or procedure site) most often missing (12 percent of facilities) (Figure 5.3). Mobile units and health
offices were least likely to have all the equipment and furnishings for a pelvic examination (56 percent
and 58 percent, respectively) (Appendix Table A-5.4).

Key Findings

All assessed items for infection control were available in 20 percent of facilities. Hand-washing soap
and latex gloves were the most commonly missing items (each available in only half of the facilities).
Sharps boxes were missing from 33 percent of facilities.

Sixty percent of facilities had equipment and knowledge of processing time and temperature for steril-
izing family planning equipment, and an additional 18 percent had equipment and knowledge of proc-
essing time for boiling or steaming. Thirty-two percent had written guidelines present.

When equipment was processed in the family planning service area, the processing capacity was
slightly better, with 62 percent having knowledge and equipment for sterilizing and an additional
27 percent for HLD processing (either boiling, steaming, or chemical disinfection).

All furnishings and equipment for pelvic examinations were available in 71 percent of facilities, with

each item available in approximately 90 percent of facilities.

5.3.3 Provision of STI Treatment for Family Planning Clients

Because they are sexually active, family planning clients are at increased risk for contracting STIs.
Consequently, counseling for prevention as well as diagnosis and treatment constitute essential
components of quality family planning care. It is particularly important to diagnose and treat STIs and
other vaginal infections for women who use the 1UD, the modern method most commonly used in Egypt.
If these services are available at the same time and place as family planning services, it is more likely that
clients will have the necessary exams and will receive the appropriate treatment for an STI if needed.
Tables 5.3 and 5.4 and Figure 5.4 provide information on the provision of STI treatment for family
planning clients. Appendix Table A-5.10 provides additional detail on the availability of medicines.

Eighty-two percent of facilities offering family planning services indicated that the family planning
service providers diagnose and treat STIs for family planning clients when necessary (Table 5.3 and
Figure 5.4). Validation of the provider-reported activity in screening for STIs (and vaginal infections)
was found when it was noted that among the 444 clients observed for STI services, 158 (36 percent) were
identified during observations of family planning clients (where their consultation was observed both for
components of quality family planning and STI services) (Table 7.4). Chapter 7 discusses the findings
for the STI component of the observation of these clients.

Protocols for diagnosis and treatment of STIs were available in 15 percent of facilities (Figure 5.4), most
often in MCH/urban HUs, rural HUs, and health offices (Appendix Table A-5.4); visual aids for client
education related to STIs were available in 25 percent of facilities. The World Health Organization
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syndromic approach guidelines were available in 7 percent of facilities (11 percent of MCH/urban HUS)
(Appendix Table A-5.5).

Among facilities providing family planning services, only 5 percent had at least one WHO-recommended
medicine for treating the four STIs—chlamydia, syphilis, trichomoniasis, and gonorrhea (Appendix Table
A-5.10). Treatment for the most common STIs and vaginal infections, however, were more available,
with medicine for trichomoniasis available in 61 percent of facilities (Figure 5.4). Medicine for treating
candidiasis, a common vaginal infection, was only available in 5 percent of facilities (Figure 5.4).

Figure 5.4 Conditions to support quality STI services for family planning
clients (N=624)
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5.3.4 Availability of Equipment and Supplies for Specific Methods

Different contraceptive methods require different equipment to provide the method safely and to monitor
the client. This equipment includes blood pressure apparatus (with some standards including monitoring
weight) for clients being assessed and followed-up for estrogen-based contraceptives and specific
equipment for insertion and removal of 1UDs and implants. Methods such as the IUD and implant also
require an appropriate infrastructure to provide quality service in the delivery of family planning methods.
Figure 5.5 provides information to assess the availability of items basic to the provision of the IUD.
Appendix Tables A-5.11 through 5.13 provide additional detail on the availability of equipment and
supplies for specific methods.

Among facilities providing methods containing estrogen, 89 percent had blood pressure apparatus and 76
percent had an adult weighing scale (Appendix Table A-5.11). Among those providing injectable
contraceptives, 89 percent had sterile needles and syringes (Appendix Table A-5.11). It should be noted
that in Egypt, each progesterone injection vial is supplied with a syringe; so it is possible that 4 percent of
the facilities without sterile needles and syringes were those facilities without progesterone injection
available the day of the survey (Figure 5.1) or that syringes had been used elsewhere.
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Equipment assessed for the IUD and implant methods included not only the specific items for insertion,
but also the relevant forceps and disinfectant for cleaning prior to insertion and for removal. Among
those offering 1UDs, 39 percent had the basic equipment necessary for insertion and 13 percent had the
basic equipment plus all conditions for quality pelvic examinations, including items for infection control
(Appendix Tables A-5.11). The ESPA specifically defined latex gloves as required for infection control
for 1UD insertion. While latex gloves were frequently lacking (available in 56 percent of facilities)
(Appendix Table A-5.12), disposable gloves (a thin type that physicians explain tears easily) were
available universally (data not shown). Other than gloves, basic equipment for IUD insertion (antiseptic
for cleaning the cervix, speculum, tenacula, uterine sound) were each available in about 90 percent of
facilities offering the 1UD, and sponge holding forceps (for cleaning the cervix prior to insertion) were
available in 74 percent of facilities (Figure 5.5 and Appendix Table A-5.12). Availability of additional
equipment for removal (curved scissors, crocodile forceps) and for maintaining equipment sterility
(handling forceps) as well as the IUD method were also assessed. In total, 22 percent of the facilities
offering the IUD method had all of the basic and additional items that were assessed for quality insertion
and removal of the IUD (Figure 5.5 and Appendix Table A-5.12).

Figure 5.5 Equipment for IUD insertion and removal (N=612)
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Among facilities offering the implant method (N=50), 24 percent had the equipment and 14 percent had
both the equipment and the infrastructure for insertion and removal, including infection control items
(Appendix Table A-5.11). Sterile latex gloves were the items most often lacking (missing in 62 percent of
facilities) (Appendix Table A-5.13). Only 74 percent of these facilities had the canula and trochar for
inserting the implant; other items required were each available in less than 70 percent of facilities, with
the exception of antiseptic solution (available in 95 percent of facilities offering the implant).
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Key Findings

STI treatment is integrated with family planning services in 82 percent of facilities.

Medicines for treatment of STIs and other vaginal infections are not widely available. Treatment for
trichomoniasis is available in 61 percent of facilities; however, treatment for candidiasis is only avail-
able in 5 percent of facilities.

Blood pressure equipment is available in 89 percent of facilities offering family planning methods con-
taining estrogen.

Clean latex gloves were available in 56 percent of facilities offering lUDs. Nonlatex gloves, however,
were universally available and used. Other basic equipment was available in about 90 percent of facili-
ties, with the exception of forceps for holding gauze to clean the cervix (74 percent).

Only 38 percent of facilities offering implant methods had sterile gloves in the service delivery area.

54  Management Practices Supportive of Quality Family Planning Services

Management practices that were assessed for supporting quality family planning services include the
following:

o Facility documentation and records
e Practices related to user fees
e Supervision and staff development.

Summary information on each of these items is provided in Table 5.4. Utilization statistics provided by
ESPA facilities for family planning services are provided in Appendix Table A-5.14. Details on charging
practices for family planning services are provided in Appendix Tables A-5.15 through A-5.17. Details
on in-service and supervisory activities from the provider’s perspective are provided in Appendix Tables
A-5.18-A-5.20. Finally, information on topics for in-service training and when training was received is
provided in Figure 5.6.

5.4.1 Facility Documentation and Records

The ESPA assessed the availability of up-to-date registers with information on family planning services
provided. This is most often the source of health information system data. A register was defined as up
to date if there was an entry within the past seven days, and the entry, at minimum, reported the method
or service provided and the client’s status (first visit or followup visit). Almost all (90 percent) facilities
had an up-to-date register (Table 5.4), with the exception of NGO facilities, where only 56 percent had an
up-to-date family planning register. General service hospitals, MCH/urban HUs and mobile units reported
the highest median monthly number of family planning clients (Appendix Table A-5.14), with at least
half of the facilities seeing more than 125 family planning clients per month. Facilities in Urban
Governorates also saw more family planning clients, with over half seeing 132 clients per month, com-
pared with facilities in Lower Egypt and Upper Egypt, where the median monthly number of clients was
65 percent and 55 percent, respectively.
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Table 5.4 Management practices to support quality services for temporary methods of family planning
Percentage of facilities with up-to-date family planning (FP) registers, percentage where there are some user fees for family
planning services, percentage where at least half of the interviewed family planning service providers received in-service training
related to family planning during the past 12 months, and percentage where at least half of the interviewed family planning
providers were personally supervised during the past 6 months, by type of facility and region, Egypt SPA 2002
Percentage of facilities where at
Facilities that offer least half of the interviewed FP Number of
family planning services service providers facilities with
Percentage with Number of Received in- Were interviewed FP
observed up-to-  Percentage facilities service training personally service
Background date patient with user fees offering FP during past supervised during providers
characteristics register* for FP services (weighted) 12 months? past 6 months (weighted)
Type of facility
GS hospital 95 90 63 13 97 62
MCH/urban HU 93 91 64 22 98 63
Rural HU 94 94 367 19 99 365
Mobile unit 98 23 38 18 100 38
Health office 93 89 28 19 98 27
NGO facility 56 97 64 21 62 63
Region
Urban Governorates 87 85 61 24 89 61
Lower Egypt 92 87 306 11 97 303
Upper Egypt 89 92 257 28 95 255
Total 90 89 624 19 95 618
! Register has entry within past seven days and indicates visit status (first or followup) and service provided.
2 This refers to structured in-service sessions and does not include individual instruction received during routine supervision.

Figure 5.6 In-service training received by interviewed family planning service
providers, by topic and timing of most recent training (N=1603)
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5.4.2 Practices Related to User Fees

Health insurance is not applicable for family planning clients in public sector facilities. Most facilities (89
percent) had some type of user fees for family planning services (Table 5.4). Among facilities with user
fees, 14 percent indicated that they have a fixed fee for the consultation and examination, and most
facilities (85 percent) reported that fees vary according to method provided or whether laboratory tests or
medicines are provided (Appendix Table A-5.15). User fees for family planning services were posted
where clients could see them in 67 percent of facilities. Among observed and interviewed family
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planning clients who had paid anything out of pocket for their family planning services (74 percent of
interviewed clients), the median out-of-pocket payment was 101 piasters (Appendix Table A 5.16); it is
likely this was a registration fee. Clients who reported this amount had received a variety of services
including pelvic examinations, injections, and IUD removal. Clients who had IUD insertions reported a
median fee of 200 piasters (Appendix Table A 5.17).

5.4.3 Supervision and Staff Development

The types of contraceptive methods that are available and knowledge of the benefits and side effects of
methods change over time. In-service training for providers aims to improve the quality of counseling,
management of complications or side effects, and judgment and skills in assessing which contraceptive
methods are most suitable for clients’ needs.

If at least half of the interviewed family planning service providers at a facility had received any
structured in-service training (excluding on-the-job training that may be received during discussions with
supervisors) relevant to family planning during the past 12 months, the facility was defined as providing
routine staff development activities. During the past 12 months, at least half of the interviewed family
planning providers had received in-service training related to family planning in only 19 percent of
facilities (Table 5.4). Among all interviewed providers of family planning services, 23 percent had
received related in-service during the past 12 months, and an additional 49 percent during the past 13-59
months (Appendix Table A-5.18). Counseling for family planning and contraceptive technology topics
were the in-service training topics most often reported, with about 15 percent of the providers having
received training in either of these subjects during the past 12 months and an additional 40 percent during
the past 13-59 months (Figure 5.6, Appendix Table A-5.19). Four percent of the interviewed family
planning providers had received in-service training on syndromic management of STIs, and 7 percent had
received training on a topic related to STIs during the past 12 months, with an additional 15 percent
having received in-service training on a topic related to STIs during the past 13-59 months.

Supervision of individual staff helps promote adherence to standards and identify problems that
contribute to poor-quality services. The ESPA collected information both on the frequency of supervision
and on the activities of the supervisor. If at least half of the interviewed FP service providers in a facility
had been personally supervised in the past six months, the facility was defined as providing routine staff
supervision. Similar to findings in other services, supervision of FP providers is common, with at least
half of the interviewed FP providers having been supervised during the past six months in 95 percent of
facilities. Interviewed providers indicated they had received supervision a median of seven times during
the past 6 months, with over 90 percent of the providers reporting that their supervisor checked their
records, observed their work, and provided feedback (Appendix Table A-5.20). Eighty percent reported
that the supervisor provided updates on FP topics.
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Key Findings

Up-to-date registers were found almost universally (90 percent of facilities), except in NGO facilities,
where 56 percent of facilities had up-to-date registers.

Formal in-service training is not routinely provided, with at least half of the interviewed family plan-
ning service providers having received any related in-service training during the past 12 months in only
19 percent of facilities. The topics most frequently reported for the past five years were related to coun-
seling on family planning (69 percent) and issues related to contraceptive technology (55 percent).

Supervision of family planning service providers is widespread, with over half of the interviewed pro-
viders having been personally supervised during the past 6 months in 95 percent of facilities. At least

half of the interviewed providers each indicated they were supervised approximately seven times dur-
ing the 6 months.

5.5  Adherence to Standards for Quality Service Provision

Observations of family planning consultations included in the 2002 ESPA provide the basis for assessing
whether providers are adhering to standards for providing quality service. The observation checklist was
based on commonly accepted guidelines for screening and counseling of family planning clients and
collected information on whether the consultation process answered the following questions:

o Were essential items relevant to determining appropriateness of various methods discussed
and were essential physical examinations for screening a client for method appropriateness
conducted?

e Did the conditions and procedures followed for provision of specific methods meet the
criteria defined for quality?

Observers watched the process utilized when family planning clients were seen at the facility, noting
information shared and procedures or examinations conducted. The objective was to note whether
information on a topic was shared (process information). An assessment of whether the information was
correct or whether findings were appropriately interpreted was not a component of the observation.

A total of 1,688 clients were observed at 453 facilities. Among the 1,688 observations (593 new and
1,095 followup clients), 4 clients either refused or were not located for the exit interview.

This was the first visit for 35 percent of the women, and 1 percent had no prior pregnancy (Appendix
Table A-5.21). All clients were female. Further details on the observed client status and principal reason
for the clinic visit on the day of the survey are provided in Appendix Table A-5.22. Details on the primary
method provided, prescribed, or discussed during this visit are provided in Appendix Tables A-5.23.

55.1 Assessment of Relevant History, Examination, and Counseling

Information essential for the provider to provide quality counseling and advice regarding contraception,
depends on whether the client is a prior user or a nonuser upon arrival, and whether this is the first or a
followup visit at the particular facility. During the observation the ESPA noted the following:
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o Were relevant items for reproductive history shared? For new family planning users in
particular, factors such as age, parity, pregnancy status, breastfeeding status, and the
regularity of the menstrual cycle are relevant for providing advice on a choice of method.

e Was there any discussion that specifically addressed STls or use of condoms?

o Were basic physical assessments conducted and information relevant to the client’s general
health shared? For new family planning clients, information related to their general health,
including information on current health status and use of tobacco, any history of chronic
illnesses, and symptoms of STIs are important when offering advice on methods of
contraception. Basic physical assessment (blood pressure and weight measurement) should
be a standard component of a consultation with a new family planning client.

e Did the counseling occur under conditions of assured confidentiality and under conditions
where privacy was provided?

e Was an individual client card/record used?

o Did clients leave the counseling session with an understanding of how to use the method they
were provided and the side effects of the method?

Figure 5.7 provides summary information for observed counseling conditions, Figure 5.8 provides
summary information for the client history assessed for first-visit family planning clients, and Figures 5.9
through 5.12 provide summary information on observations during consultations and examinations for
specific methods or procedures. Details on the conditions and information shared during the consultation
for first-visit clients are provided in Appendix Tables A-5.24 through A-5.26. Information from
observations related to specific methods or examinations is provided in Appendix Tables A-5.27 through
A-5.30.

Figure 5.7 Observed conditions and content for family planning
counseling (N=1688)

Visual privacy 68
Auditory privacy 65
Assured of confidentiality 14
Asked about concerns with methods 57

Visual aids used 9

Return visit discussed 74

0 20 40 60 80
Percentage of observed family planning clients

Egypt SPA 2002
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5.5.2 Counseling and Client Assessment

Counseling was conducted under conditions of some privacy (visual privacy using either a private room
or a screen to separate the client from others) for 68 percent of the observations, and full privacy (a
private room where both visual and auditory privacy were assured) for 65 percent of the observations
(Figure 5.7). Clients were rarely explicitly assured of the confidentiality of the consultation (14 percent).
More than half of the clients, however, were explicitly asked about concerns about the methods discussed
and 74 percent were advised about a return visit. Visual aids were rarely used (9 percent) during the
consultation. No consistent differences in conditions for counseling were noted between types of
facilities (Appendix Table A-5.24).

Individual client cards are necessary to monitor a family planning client over time and to document
relevant history so that it does not need to be collected multiple times. Frequently, health services are
organized in such a way that measurements of blood pressure, weight, and other components of a
consultation take place before the provider responsible for the consultation sees the client, and the
information is recorded on a client record. Eleven percent of facilities were observed to routinely measure
blood pressure and collect routine information for family planning clients before they were seen by the
primary provider (data not shown). If an individual client card is not reviewed, this information, as well
as information from prior visits, may not be available to the provider when assessing the client. Similarly,
if the provider does not write pertinent information from this visit, important information for followup
and continuity of care may be lost. Among the observed consultations, the provider reviewed the client
card for 48 percent of clients and wrote on the card after the consultation for 65 percent of clients
(Appendix Table A-5.24).

Among first-visit family planning clients, the provider should elicit relevant personal and health history
that provides the information necessary to make an informed recommendation on contraceptive methods
and to screen clients for safety of specific methods. Client age was assessed in 75 percent of cases and
prior pregnancy history for 89 percent of cases (Figure 5.8). Current pregnancy status (either ascertained
through information sharing or through laboratory testing) and desired timing for pregnancy were the
least frequently elicited items of client history (32 percent and 19 percent, respectively). Since most
women in Egypt who begin using family planning have already had a pregnancy (99 percent of the
observations) (Appendix Table A-5.21), breastfeeding status is important when counseling on suitable
methods of contraception. Breastfeeding status was ascertained for slightly less than half of the first-visit
clients. Information on the regularity of menstrual cycle was shared for 73 percent of the first-visit family
planning clients (Figure 5.8). Regarding medical history, almost none of the observed clients (3 percent)
were asked about smoking, 37 percent were asked about symptoms of STIs, and 40 percent were asked
about chronic illnesses. Mobile units and health offices were more thorough in asking about all items
assessed for client history, and NGO facilities were the least thorough (Appendix Table A-5.25).
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Figure 5.8 Observed elements of client history for the first-visit family
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An assessment of whether the husband’s attitude toward family planning or whether factors related to the
husband might affect the risk for STIs or method choice were components of only 14 percent of the
observations for first-visit clients (Appendix Table A-5.26). Condoms were rarely discussed (1 percent).
Use of visual aids was slightly higher for first-visit clients (13 percent, compared with 9 percent for all
clients), and utilization of individual cards to record findings was about the same for first and followup-
visit clients (Appendix Tables A-5.24 and A-5.26).

Key Findings

Counseling for family planning clients is conducted under conditions that provide both visual and audi-
tory privacy in 65 percent of facilities.

Current pregnancy status was assessed (either by history or laboratory) for 32 percent of first-visit cli-
ents, and breastfeeding status was assessed for less than half of all first-visit clients.

Assessments of chronic illnesses or symptoms of STIs were not routine components of first-visit con-
sultations (about 40 percent each).

Factors related to the husband that might influence counseling on the suitability of different methods of
contraception were rarely assessed.

Visual aids were used for counseling for only 9 percent of all clients (13 percent of first-visit clients).

Individual client cards to enable individual followup were used for only 65 percent of consultations.

5.5.3

Method-Specific Assessments and Examinations

First-visit clients usually receive a more complete examination than continuing clients, since examination
findings help determine the appropriateness of a method. Among all first-visit clients, 66 percent had
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their blood pressure measured, 42 percent had their weight measured, 7 percent had their urine checked,
and 3 percent had a blood specimen taken (Appendix Table A-5.25).

Among all clients receiving methods with estrogen, where monitoring for hypertension should be a
component of care, 71 percent had their blood pressure measured and 49 percent had their weight
measured (gaining weight may be an indicator of fluid retention and hypertension) (Appendix Table
A-5.27).

The MOHP is promoting breast examinations as an early detection and prevention measure. Among all
observed and subsequently interviewed clients, 4 percent were observed receiving a breast examination
and 3 percent were observed being taught how to conduct a breast self-examination. Thirteen percent of
interviewed clients, however, reported they had been taught how to conduct a breast self-examination.
The difference may be caused by women reporting having been taught self-examination elsewhere or
during previous visits. (Appendix Table A-5.28). Providers in health offices were both observed and
reported by clients to teach breast self-examination and to conduct more breast examinations than
providers in other facilities.

In the observations of family planning consultations, particular effort was placed on determining specific
procedures, whether critical information was shared, whether the procedure followed defined steps for
quality, and whether infection control practices were followed.

Among the women who received pelvic examinations or IUD procedures, almost all (more than 80
percent) were conducted under conditions where both visual and auditory privacy were protected (Figure
5.9). Sterilized or HLD-processed instruments were almost always used (82 percent for pelvic
examinations and 96 percent for IUD insertion). Hand washing, either before or after the procedure, was
not commonly practiced (6 percent or less before the procedure and less than 20 percent after the
procedure). Latex gloves were more commonly used for pelvic examinations (67 percent) than for lUD
insertions (51 percent). As mentioned previously, use of disposable gloves was universal, but these
disposable gloves were nonlatex, thin, and easily torn, and were not defined by the ESPA as sufficient for
infection control. Immediately placing items in disinfecting solution was a common practice (71 percent
of pelvic examination equipment and 89 percent of IUD insertion equipment), however, decontaminating
the table or bed after the procedure was rare (about 10 percent).
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Figure 5.9 Key components for pelvic examination (N=400), and
IUD insertion (N=352), and IUD removal without reinsertion (N=156)
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While only five implant insertions were observed (unweighted data), the provider was noted to wash his
or her hands before starting for four of the five cases, and sterile gloves were utilized in all five implant
insertion and removal cases (data not shown).

In general, providers did not explain procedures to the clients before starting procedures (3 percent of
pelvic examinations and 7 percent of 1UD insertions) (Figures 5.10 and 5.11) or during procedures, and
among those pelvic examinations where a speculum was used (85 percent), only 2 percent of providers
explained the procedure (data not shown). For only 46 percent of the pelvic examinations was an
inspection of the cervix (using a speculum and an aimed spotlight) observed (Figure 5.10). The provider
inspected the cervix (using a speculum and an aimed spotlight) for 94 percent of women having an IUD
insertion. Bimanual examinations were conducted in about half of the examinations (57 percent for pelvic
examinations and 43 percent for IUD insertions). Among the observed IUD procedures, 86 percent
sounded the uterus prior to insertion, 89 percent used a tenaculum, and 89 percent used the no-touch
technique for handling the IUD (Figure 5.11).
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Figure 5.10 Selected pelvic examination procedures observed

(N=400)
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Bimanual exam 57
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Among clients observed receiving an injectable contraceptive (36 percent of observed clients), all (100
percent) providers were observed opening new needle and syringe packets, with 99 percent of the needles
and syringes provided by the facility. Sharps containers were observed being used for only 70 percent of
the cases (data not shown).

Figure 5.11 Selected IUD insertion procedures observed (N=352)
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Key Findings

Blood pressure was measured for 71 percent of clients receiving estrogen-containing contraceptives.
Hand washing was rarely done before conducting a procedure.
New needles and syringes were used universally when providing an injectable contraceptive.

Adherence to all quality procedures for the pelvic examination and 1UD insertion is not consistent, with
explanations to the client particularly lacking.

5.5.4 Counseling of Clients

Whether they are new contraceptive users or continuing users, certain information should be reviewed
with clients during consultations. The ESPA specifically assessed whether the provider explained how to
use the method, its possible side effects, what to do for problems, and whether the provider instructed the
client about a followup visit. There was general consistency between what was observed during the
consultation and what the client reported being told about the pill or injectable hormonal methods when
interviewed after the consultation (Figure 5.12 and Appendix Table A-5.29). The differences in the
percentages may reflect the client’s prior knowledge about the method and the provider’s explanations
during previous visits.

Figure 5.12 Information provided to hormonal method users, by client report
and by observation (N=828)
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Findings from observation and client reports about counseling on the side effects and use of the method
were less consistent for users of other contraceptive methods than for users of the hormonal pill or
injection. Among the 663 women who received an 1UD, only 31 percent were observed being instructed
to check the string and 39 percent were observed being advised about possible heavy bleeding (Appendix
Table A-5.30). Three in four 1UD users, however, reported that they knew how to check the string,
indicating that many continuing clients had previously received this information. This finding was similar
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for implant clients who were only observed being told information in one of three consultations; yet, three
in four clients knew the critical information asked.

For 13 percent of observed consultations for hormonal contraceptive (pills or injection) users the provider
was noted to provide advice on four key points for their method (how to use, possible side effects, what to
do for problems, time for followup visit), 31 percent were noted advising on three of the points,
50 percent on one or two key points (Figure 5.13), and 4 percent were noted to include no information on
any of the key points. When interviewed after the consultation, client reports were similar to those of the
observers, with 43 percent of the hormonal contraceptive users reporting that they were advised on all

four key points,4 16 percent reporting three of the key points, 36 percent one or two key points, and
5 percent reporting none of the key points were discussed.

When asked during the exit interview how often to take the pill or how often the injection should be
received, almost all pill and injection users (98 percent) knew the correct response (Appendix Table
A-5.29).

Figure 5.13 Number of key informational points discussed during
consultations, by observation and by client report for oral and
injectable hormonal contraceptive users (N=828), and by client
report for all contraceptive method users (N=1558)
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During exit interviews, reports from client on whether key information points had been discussed were
similar regardless of method of contraception, with 40 percent of all women reporting they had received
information on all four key points and 9 percent reporting that they had received no information on the
key points relevant to their method (Figure 5.13)

* In exit interviews women were asked if they were told what to do for problems. The observers were instructed to
note specifically if women were told what to do if they missed or were late with their method.
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Key Findings

Observed sharing of key information on how to use contraceptive methods, what the side effects are,
and how to manage associated problems varied by type of method. Client knowledge on these key
points was good for most methods, indicating that although counseling on use, side effects, and prob-
lem management may not have occurred on the day of the survey, it most likely occurred during prior
Visits.

5.6  Client Opinion from Exit Interviews

After the observed consultation, the client was asked to participate in an exit interview during which her
opinions on issues commonly related to client satisfaction was sought. Specifically, clients were asked if
they had a problem with their method upon their arrival at the facility and whether the provider discussed
the problem with them. The client was first asked to identify issues without prompting. Then the client
asked to comment whether specific issues were a big problem, a small problem, or not a problem at all for
them.

Few issues were considered big problems. The areas identified as problems were a long waiting time to
see the provider (8 percent) and the lack of medicines or supplies (6 percent) (Appendix Table A 5.31).

Half of the interviewed clients (50 percent) indicated that the proximity of the facility was a factor in
selecting the facility, and 24 percent said that they selected the facility because the service they needed
was available (Appendix Table A-5.32). Clients agreed that other important considerations for choosing
the facility were that they were treated well (30 percent), the efficiency of the physician (26 percent), the
good reputation of the facility (23 percent), and the presence of a female physician (20 percent).

Appendix Tables A-5.33 and A-5.34 provide information on the employment and educational
backgrounds of the observed clients.
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Chapter 6 Maternal Health Services

6.1 Background
6.1.1 ESPA Approach to Collection of Maternal Health Information

Maternal health is an issue for women, but it also has a direct bearing on the health of the newborn. About
15 percent of al pregnant women experience life-threatening complications as a result of their pregnancy
(MNH, 2001a). Many complications and subsequent poor outcomes for women and infants can be
prevented or minimized with early recognition of problems and appropriate interventions.

With an international focus on decreasing maternal morbidity and mortality, during recent years there
have been shifts in the emphasis placed on some traditional maternal health interventions. Some of the
critical thinking and subsequent changes in program emphasis are described below:

» Antenatal care (ANC): Because all pregnant women are at risk of developing complications
and because many of these complications are unpredictable, it is important to ensure that all
pregnant women have access to preventive interventions, early diagnosis and treatment for
problems, and emergency care when needed. It is now emphasized that ANC should focus on
early detection and skilled and timely interventions for factors having proven impacts on
maternal and infant outcome (MNH, 2001a).

» Delivery care: Because every pregnancy may have complications, the emphasis is to
promote use of skilled and trained delivery care providers and to ensure that all women have
access to life-saving emergency interventions at the time of labor and delivery. In many
countries, deliveries occur at home attended by traditional birth attendants (TBAS). Pre-
vioudly, there were extensive efforts and funds expended toward upgrading the skills of
TBAS, but safe motherhood program initiatives have concluded that, in aimost all cases, “the
level of skill among ‘skilled birth attendants’ is lower than is ‘safe’ for safe motherhood. In-
service training cannot improve the skill level of trained providers to the level of competency
desired in dl skills” (MNH, 2001b). With this conclusion has come a shift in the definition of
qualified delivery providers to “persons with midwifery skills who have been trained to
proficiency in the skills necessary to manage normal deliveries and diagnose and manage or
refer complicated cases’ (MotherCare Policy Brief #3) (Koblinsky, 2000).

* Postnatal care (PNC): Thereisincreasing emphasis placed on ensuring that women receive
PNC within a few days of birth for early diagnosis of postpartum complications. PNC also
provides an opportunity to counsel the new mother on family planning and on caring for
herself and her newborn, as well as to assess the newborn for any problems.

* Newborn care More attention has also been given recently to newborn care, with the
increased awareness of common practices that are detrimental to newborn health and a focus
on those good practices that should be promoted.

Internationally accepted guidelines define the maternal health services necessary for safe delivery and
improved maternal and newborn outcomes as follows (MatherCare Policy Brief #1) (Koblinsky, 1999):

e Basic essential obstetric care (BEOC): BEOC includes preventive services as well as
medical interventions and procedures that can be provided by well-trained primary care
physicians and nonphysician providers. This includes ANC, with preventive interventions,
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early detection and treatment of common problems of pregnancy, and the ability to manage
simple problems of pregnancy and to provide first aid for complications of pregnancy and
labor to minimize the need for emergency interventions.

» Emergency obstetric care (EmOC): EmOC specifically covers life-saving interventions of
blood transfusion and surgery.

Together basic essential and emergency obstetric care form the basis of what is considered comprehensive
essential obstetric care (CEOC). CEOC has been adopted by the MOHP and forms the strategy of
programs to improve maternal health.

Maternal and newborn health services represent a wide range of interventions, depending on whether the
mother and newborn are healthy or experiencing problems. The ESPA drew on the findings and
recommendations of Safe Motherhood initiatives such as the Maternal and Neonatal Health Project
(MNH) and MotherCare, promoted by the World Health Organization (WHO) and other international
organizations to determine which aspects of maternal health to assess.

This chapter uses information obtained in the ESPA to address six central questions regarding maternal
health services:

*  What isthe availability of ANC?
» Towhat extent do facilities have the capacity to support quality ANC services?

» To what extent is there evidence that health service providers adhere to standards for
provision of quality ANC services?

«  Towhat extent is PNC' available where ANC is offered, and do facilities have the capacity
to support quality PNC services?

*  What isthe availability of delivery services, and to what extent do facilities have the capacity
to support quality delivery services?

*  What are the common newborn care practices in facilities providing delivery services?
6.1.2 Maternal Health and the Utilization of Servicesin Egypt

The Ministry of Health and Population (MOHP) has identified maternal health as a priority health issue
and has developed a strategy based on CEOC to reduce maternal morbidity and mortality. The U.S.
Agency for International Development (USAID) is assisting the MOHP, through the Healthy
Mother/Healthy Child (HM/HC) program, to implement the strategy.

The national maternal mortality study carried out in 2000 (MOHP, 2001) came to the following
conclusions:

» Lack of ANC contributed to 19 percent of maternal deaths, and the poor quality of ANC
contributed to 15 percent of maternal deaths.

' For the ESPA, any report of offering routine outpatient postnatal examination and services was accepted as PNC.
Details on the content of PNC were not collected. Capacity was assessed by whether the facility could identify and
manage postpartum infections and whether the newborn weight could be measured.
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» Twenty-six percent of maternal deaths in Egypt occurred during delivery or the first 24 hours
after delivery.

e Thirty-four percent of direct causes of maternal deaths in Egypt were due to postpartum
hemorrhage. In total, 26 percent of deaths occurred postpartum.

» Cardiac diseases were the leading indirect cause of maternal deaths (13 percent), and the most
common cardiac problem was rheumatic fever.

* Most (62 percent) maternal deaths occurred in health facilities, 29 percent occurred at home,
and 9 percent occurred during transportation, with 93 percent of the women who died having
sought medical help for their problems. Of those who delivered in a hedth facility, a
disproportionate number of postpartum hemorrhage and caesarean section deaths occurred in
private facilities (37 percent and 47 percent, respectively), possibly because of lack of blood,
poor backup, or delays in transferring patients to hospital.

e Substandard care (poor diagnosis and management) by heath providers, in particular
obstetricians and general practitioners, remains the most important avoidable factor,
contributing to 54 percent of maternal deaths. Substandard care in the private sector is of
particular concern, since deliveries in the private sector have overtaken deliveries in the
public sector (26 percent and 22 percent, respectively) (El-Zanaty and Way, 2001).

e Failure of the woman or her family to recognize danger signs, resulting in a delay in seeking
care, was the second most important avoidable factor, contributing to 30 percent of all
maternal deaths. Shortage of blood was the most frequently avoidable health facility factor,
contributing to 16 percent of maternal deaths.

Through the HM/HC program, the MOHP has developed interventions to decrease maternal morbidity
and mortality from these causes. Essential obstetric care protocols have been developed, and there is a
focus on competency-based training for physicians and nurses on the new essential obstetric care
protocols and standards of care. The MOHP has aso been expanding the midwifery training of nurses.
The objective is to increase the skills of primary care physicians and nurses trained in midwifery so that
they acquire proficiency in the skills necessary to manage normal deliveries and to diagnose and manage
or refer complicated cases.

Improvement in maternal health is being achieved. According to the 2000 Maternal Mortality Study
(MOHP, 2001):

» Nationally, maternal mortality has decreased from 174 deaths per 100,000 live births in 1992
and 1993 to 84 deaths per 100,000 live births in 2000.

e There were significant regional differences in maternal mortality. Comparing 1992 and 1993
results with the 2000 results, Metropolitan Egypt had the largest percentage decrease in
maternal mortality (79 percent) followed by Upper Egypt (59 percent) and Lower Egypt (29
percent).

The current goal for 2007 is to reduce maternal mortality to 50 or less maternal deaths per 100,000 live
births.

Finally, the EDHS 2000 provides information on levels of utilization of health services during pregnancy.
Findings from the EDHS 2000 include the following (El-Zanaty and Way, 2001):
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» Fifty-three percent of women who had been pregnant during the five-year period preceding
the survey had received some type of ANC.

» Four ANC visits with services provided by a trained provider (the MOHP definition for
ANC) were received by an average of 37 percent of pregnant women, during the five-year
period preceding the survey.

e Almost two-thirds of women receiving ANC received their ANC from private service
providers, and one-third received ANC from public service providers.

» Utilization of ANC in urban regions was more than twice that for rural regions.

o Slightly less than 50 percent of births were in a medical facility, although 61 percent gave
birth with the assistance of atrained provider.

6.2  Antenatal Care
6.2.1 Availability of ANC and PNC Services

To support appropriate utilization of ANC, services should be available with sufficient frequency to meet
the needs of most pregnant women. Preventive services, such as ANC, are commonly offered only one or
two days per week. Although this strategy may facilitate the management of services and personnel,
particularly where limited space and equipment are problems, this can create “missed opportunities’ for
providing ANC. A pregnant woman may be at the facility for another purpose (e.g., for a sick child or a
child receiving immunization or other well-child services, or even for herself if she is sick), and if she
cannot receive the ANC services at the same time, she might be disinclined to return ancther day
specifically for ANC (because of time, financia constraints, or other factors).

Information on the availability of ANC, PNC, and tetanus toxoid (TT) vaccine is provided in Table 6.1.
Information on the availability of various family health services at a facility on the same day as ANC is
provided in Appendix Table A-6.1, and more detail on the availability of ANC and TT vaccines is

Table 6.1 Availability of antenatal and postnatal care as well as other family health services
Among all health facilities surveyed, percentage offering antenatal care (ANC), percentage
offering postnatal care (PNC); percentage offering tetanus toxoid vaccine (TT), and
percentage offering all three services, by type of facility and region, Egypt SPA 2002
Percentage of facilities
offering the indicated services Number of

Background ANC, PNC, facilities
characteristic ANC PNC TT vaccine and TT (weighted)
Type of facility®

GS hospital 79 51 53 37 64

MCH/urban HU 88 70 88 67 65

Rural HU 99 78 93 73 367

Mobile unit 73 5 2 0 38

Health office 4 4 6 2 32

NGO facilities 82 25 11 4 71
Region

Urban Governorates i 51 42 37 65

Lower Egypt 87 58 72 50 308

Upper Egypt 91 66 74 60 264
Total 88 61 70 53 637
T Fever hospitals are not eligible to provide maternity services and so are excluded from
analysis of availability of maternity services.
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provided in Appendix Table A-6.2. Fever hospitals are excluded from the analyses because they are not
eligible to provide ANC.

Most facilities (88 percent) offer ANC, with fewer (61 percent) offering PNC and TT vaccine (70
percent) (Table 6.1). Fifty-three percent of facilities offer all three services. Facilitiesin Upper Egypt are
more likely to offer each of the services (ANC, 91 percent; PNC, 66 percent; TT, 74 percent) than those
in the Urban Governorates (ANC, 77 percent; PNC, 51 percent; TT, 42 percent). Among facilities that
offer ANC, 71 percent were offering ANC on the day of the survey, but both ANC and TT were offered at
only 33 percent of facilities on the day of the survey (Appendix Table A-6.1). MCH/urban HUs offered
both ANC and TT on the day of the survey more frequently than other facilities (63 percent, compared

with about 31 percent of general service hospital s,2 34 percent of rural HUs, 12 percent of NGO facilities,
and none of the mabile units) (Appendix Table A-6.1).

Both family planning services and ANC were offered at 69 percent of the ESPA facilities on the day of
the survey, and both ANC and curative care for sick children were offered at 59 percent of the facilities
(Appendix Table A-6.1). ANC, family planning, and sick child services were all offered on the day of the
survey in 56 percent of the facilities. These three family health services were more likely to be offered on
the same day in facilities located in Urban Governorates (71 percent) than in those located in Upper Egypt
(47 percent); these services were also more likely to be offered on the same day in general service
hospitals and MCH/urban HUs (about 80 percent, compared with about half in other types of facilities).
As mentioned in Chapter 4, it is not MOHP practice to offer child immunization services (EPI) daily, and
this was evident, as only 9 percent of facilities were offering both ANC and EPI at the same facility the
day of the survey.

Facility respondents were asked the number of days per week that ANC and TT are routinely offered.
Rural HUs tend to offer ANC less frequently than other facilities (52 percent offer the service one or two
days per week) (Appendix Table A-6.2). Although 56 percent of facilities reported offering TT every day
that ANC is offered and 57 percent indicated that ANC is offered five days per week, only 21 percent
indicated that they offer TT five days per week. It is possible that facilities considered advising women to
return or making referrals as offering the service. TT vaccine in Egypt is routinely provided through
normal services. Village outreach and campaign activities for providing TT are usually only carried out
in areas where the incidence of tetanus is more than 1 per 1,000 live births.

Key Findings

ANC is offered in most (88 percent) facilities (excluding fever hospitals) and, among these, is offered
five days per week in 57 percent of facilities. Rural HUs are least likely to offer the service five days
per week (46 percent).

PNC is less available, being offered in only 61 percent of facilities. PNC is most often available in
rural HUs (78 percent) and MCH/urban HUs (70 percent).

ANC, PNC, and TT vaccine are all offered at 53 percent of facilities, with MCH/urban HUs and rural
HUs offering al three services more frequently than other facilities.

On the day of the survey, family planning and sick child services were being offered in the same
facilitieswith ANC in more than half of the facilities (56 percent).

TT and ANC services were both being offered on the day of the survey in around one-third of the
facilities. Nineteen percent of facilities offering ANC do not themselves offer TT services.

? Theseinclude genera/district and integrated hospitals.
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6.3  Capacity to Provide Quality ANC

ANC aims to promote healthy behaviors in pregnant women and to provide early detection for and
treatment of complications. Specific items that were assessed include the following:

» Infrastructure and resources to support quality assessment and counseling
» Infrastructure and resources for examinations

o Essential suppliesfor basic ANC services

* Additional equipment and supplies for ANC (and PNC) services.

6.3.1 Infrastructureand Resourcesto Support Quality Assessment and Counseling of ANC
Clients

The following items were assessed for supporting quality ANC services:
* Individual client cards
* Guidelines or protocolsfor ANC
» Visual aidsfor client education.

Aggregate information on the availability of al items for quality counseling is provided in Table 6.2 by
type of facility and region. Summary information on the availability of each of theseitemsis provided in
Figure 6.1, with details, by facility type, provided in Appendix Table A-6.3.

Table 6.2 Availability of infrastructure and resources to support quality counseling and examinations for ANC
Percentage of facilities offering ANC services with all elements to support quality ANC services, infection control, physical
examinations, and essential supplies for basic ANC, by type of facility and region, Egypt SPA 2002
Percentage of facilities offering ANC services with: Number of
All items to All items for All items for All essential facilities offering
Background support quality infection physical supplies for basic ANC
characteristics counseling® control? examination® ANC* (weighted)
Type of facility
GS hospital 6 15 52 17 51
MCH/urban HU 18 17 39 34 57
Rural HU 10 12 52 26 364
Mobile unit 0 12 61 0 28
NGO facilities 2 18 81 0 58
Region
Urban Governorates 13 43 69 31 50
Lower Egypt 8 16 54 21 268
Upper Egypt 10 10 52 21 240
Total® 9 14 54 22 559
TVisual aids for health education, protocols or guidelines for ANC, and individual client card or record.
2 Soap and water, clean latex gloves, disinfecting solution, and sharps box.
% Visual and auditory privacy (private room), examination table, and examination light.
“Iron and folic acid tablets, tetanus toxoid vaccine, blood pressure apparatus, and fetoscope (pinard).
% Includes data from one health office offering ANC.

Individual client cards, important for recording information to allow followup of a woman’s pregnancy
and health status over time, were available in 68 percent of facilities (Figure 6.1) and were available more
often in MCH/urban HUs (83 percent) and rural HUs (81 percent) than in other types of facilities
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(Appendix Table A-6.3). Written ANC guidelines or protocols that include management of common
problems during pregnancy were available in the ANC service delivery area in only 12 percent of
facilities. An additional 4 percent of facilities that were not offering ANC the day of the survey indicated
they had protocols but were unable to show them (data not shown). Visual aids for ANC client counseling
were available in 27 percent of facilities. With the exception of mobile units, where these items to
support quality were unavailable, each of the items assessed were available more often in government
facilities than in NGO facilities. In total, 9 percent of facilities had al items assessed for supporting
quality ANC services (Table 6.2).

Health education sessions providing information on maternal and child health are important for promoting
good health practices, early detection of problems, and the appropriate use of health services. While 64
percent of facilities reported that they provide group education for ANC clients (data not shown), only 10
percent were observed providing this service on the day of the survey (Appendix Table A-6.3).
MCH/urban HUs were more likely to be observed providing group education to ANC clients (22 percent
of facilities) than other facilities.

Figure 6.1 Availability of items to support quality
ANC services (N=559)
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6.3.2 Infrastructure and Resourcesfor Examinations
Items for basic physical examinations (most of which are necessary for PNC as well) were as follows:
* Itemsfor infection control
» Conditions for examinations.

Aggregate information on these elements is provided in Table 6.2, and summary information on specific
equipment and supplies is given in Figure 6.1. Appendix Table A-6.3 provides details on each of the
items assessed, by facility type.

Items for infection control were assessed in the area where ANC examinations, such as abdominal
examinations or pelvic examinations, took place. Because some ANC services also provide injections and
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check blood anemia, a box for disposal of sharp items was included as an item for infection control. All
items (soap and water for hand washing, clean latex gloves, disinfecting solution, and a sharps box) were
available in only 14 percent of the ANC service delivery areas (Table 6.2). Similar to findings for other
services, availability of soap was the weakest component and was available in the ANC service area in
only 39 percent of facilities. (Appendix Table A-6.3). Water was available in 85 percent of facilities
(Appendix Table A-6.3), mostly through a piped system (81 percent) (data not shown). An additional 2
percent of facilities had supplied water to the service area using a bucket with atap, and 3 percent used a
bucket without a tap, on the day of the survey. Water in buckets was most commonly found in mobile
units (data not shown). Clean latex gloves for pelvic examinations were available in only 44 percent of
facilities, although, as mentioned in other sections, disposable gloves that were thin and easily torn (and
not defined as acceptable for infection control by the ESPA) were available uniformly. Sharps boxes
were available in 66 percent of facilities. NGO facilities and mobile units were least likely to have sharps
boxes (35 percent and 42 percent, respectively). Facilities in Urban Governorates were far more likely to
have al items for infection control (43 percent) than those in Lower Egypt (16 percent) and Upper Egypt
(10 percent) (Table 6.2).

The common physical examinations for ANC include palpating the abdomen, a breast examination, and,
when necessary, a pelvic examination. Pelvic examinations are not routine practices for ANC in Egypt.
The basic components assessed for examination of the ANC client were visual and auditory privacy (78
percent), a bed or examination table (89 percent), and an examination light (68 percent) (Appendix Table
A-6.3). All three items were found in 54 percent of facilities and were most frequently found in NGO
facilities (81 percent) and facilities in Urban Governorates (69 percent) (Table 6.2). The item most often
missing was an examination light.

6.3.3 Essential Suppliesfor Basic ANC

Essential supplies for basic ANC were defined as a functioning blood pressure apparatus (found in the
ANC service areain 91 percent of facilities), a fetoscope (67 percent), iron tablets (73 percent), folic acid

tablets (55 percent) (in either separate tablets or one combined tablet),3 and TT vaccine (55 percent of
facilities) (Figure 6.1). All of these items, defined as essential for basic ANC care, were found in only 22
percent of facilities (Table 6.2). The lack of availahility of folic acid and iron tablets (assessed in the
facility pharmacy) is of importance. These were most often lacking in mobile units and NGO facilities
(Appendix Table A-6.3).

Facilitiesin Urban Governorates were more likely to have all of the items assessed for quality assessment
and counseling (13 percent), infection control (43 percent), physical examinations (69 percent), and
essential suppliesfor basic ANC (31 percent) than facilitiesin other regions (Table 6.2).

* More than half (52 percent) of the facilities had the combined iron and folic acid tablets.
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Key Findings

Individual client ANC cards were available in 68 percent of facilities (83 percent of MCH/urban HUs
and 81 percent of rural HUS).

ANC protocols and visual aids were available in 12 percent and 27 percent of facilities, respectively.

Although water was available in most (85 percent) ANC service delivery areas, hand-washing soap and
clean latex gloves were available in only 39 percent and 44 percent of the ANC service examination
areas, respectively.

Functioning blood pressure apparatus was available in 91 percent of the ANC service areas.

Folic acid was not available in 45 percent of facilities, and iron tablets were not available in 27 percent
of facilities.

Facilitiesin Urban Governorates were notably better equipped and supplied to provide quality ANC

than those in Upper and Lower Egypt.

6.3.4 Additional Equipment and Suppliesfor Quality ANC and PNC Services
Additional egquipment and resources that were assessed included the following:

* Medicines

* Routine ANC diagnostic interventions and service components

» Equipment for basic PNC.

Summary information on each component is provided in Figures 6.2 and 6.3, and aggregated information
is given in Table 6.3. Appendix Tables A-6.4 through A-6.9 provide details on each item assessed, by
type of facility.

Hypertensive disorder of pregnancy (preeclampsia), anemia, sexually transmitted infections (STls), and
vaginal infections are conditions that can directly affect both materna and newborn health. BEOC
requires that a facility provide early treatment for the common problems and complications of pregnancy
to prevent progression to more serious problems.

Medicines to manage common conditions that may affect pregnancy and birth outcome are not specific to
ANC, and they are commonly used for other routine adult health problems. Their use at different types of
facilities for complications of ANC depends on the policies of the facility or ministry.

Treatment of STIs by ANC providers, where ANC providers can diagnose and prescribe treatment for
clients with symptoms without referring the client elsewhere, was a routine component of ANC in 87
percent of facilities (Table 6.3). Eight percent of the observed STI dlients’ (N=36) were identified during
observations for ANC, providing supporting evidence that ANC providers do provide STI services.
These clients were observed in higher proportions in rural HUs and mobile units and in facilitiesin Upper
Egypt (data not shown). This finding is not surprising. Rural HUs and mobile units may by necessity
provide integrated services because they have only afew providers who see al clients. This differs from

* The STI observations are discussed in Chapter 7.
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general service hospitals and larger MCH/urban HUs, where there may be specialized service areas with
staff who provide only specific services.

Sixty-six percent of facilities had an antibiotic for managing urinary tract infections or postpartum
infections (either amoxicillin or cotrimoxazole), 51 percent had mebendazole for treating worms, and 5
percent had at least one medicine to manage each of the four major STIs (trichomoniasis, chlamydia,
syphilis, and gonorrhed), with a medicine for gonorrhea most often lacking (Figure 6.2 and Appendix
Table A-6.4). Only 5 percent of facilities had a medicine for candidiasis, a common vaginal or sexually
transmitted infection, and only 3 percent of all facilities (9 percent of general service hospitals) had
methyldopa for managing hypertension during pregnancy5 (Appendix Table A-6.4). Almost no facilities
had al medicines assessed for management of basic infections or health problems during pregnancy
(Table 6.3).

Table 6.3 Facility practices and resources for diagnosis and management of common complications of pregnancy

Percentage of facilities where ANC service providers can diagnose and treat STls for ANC clients, percentage with all medicines to manage
common complications of pregnancy, percentage with testing capacity for anemia, urine protein, urine glucose, blood grouping, and for
ultrasound, by type of facility and region, Egypt SPA 2002

Percentage with capacity for conducting

Percentage Percentage the indicated diagnostic test:
where STI with all Number of
treatment is medicines for facilities offering
Background provided by ANC treating ANC Urine Urine Blood ANC
characteristics providers complications' Anemia 2 pro'(ein3 glucose4 grouping5 Ultrasound® (weighted)
Type of facility
GS hospital 90 0 84 79 47 60 41 51
MCH/urban HU 89 1 88 86 67 54 46 57
Rural HU 87 0 85 71 41 15 13 364
Mobile unit 81 0 10 10 10 0 76 28
NGO facility 92 0 63 63 59 43 39 58
Region
Urban Governorates 95 0 78 79 75 76 59 50
Lower Egypt 83 0 80 76 47 18 19 268
Upper Egypt 90 0 78 60 36 22 24 240
Total’ 87 0 79 69 45 25 25 559

! At least one broad-spectrum antibiotic; at least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis; mebendazole;
and nystatin suppository all present.

2Includes any test (hemoglobinometer or calorimeter or centrifuge with capillary tubes, or filter paper methods).

3 Clinistix (Campus 3 or Campus 9 sticks) or flame, acetic acid, and test tube for testing urine albumin.

4 Clinistix (Campus 3 or Campus 9 sticks).

5 Anti-A, Anti-B, Anti-D, and glass slides.

% Functioning ultrasound machine and provider trained in obstetric ultrasound.

"Includes data from one health office offering ANC.

*In Egypt, methyldopa, for managing hypertension, is to be used for ANC clients only by specialists, and facilities
without specialists are expected to refer these cases.
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Figure 6.2 Medicines for managing common complications
during ANC (N=559)

Antibiotic | 66

Deworming | 51

STI (trichomoniasis) | 65

STI (chlamydia) | 49

STI (gonorrhea) |:| 8

STI (syphilis) 85

Treatment for four main STls 5

Candidlasis D 5
3
0

Antihypertensive

20 40 60 80 100
Percentage of facilities offering ANC

Egypt SPA 2002

Some health issues are exacerbated during pregnancy or can affect newborn health. Laboratory tests for
anemia, urine protein (for preeclampsia), and urine glucose (for diabetes) can either identify or facilitate
early detection of these conditions. It is helpful to know the proportion of facilities that routinely offer or
actually provide these tests during pregnancy, as well as the proportion of those that have the laboratory
capacity (all equipment and, where applicable, reagents) to conduct the test in-house. Syphilis testing is
not a routine practice for ANC services in Egypt; therefore, information on syphilis testing for ANC was
not collected.

Around 80 percent of facilities indicated that laboratory testing for anemia, urine protein, and urine sugar
was a routine component of ANC. Almost half reported that they routinely tested for blood group and Rh
factor. Seven percent of facilities, primarily MCH/urban HUs (18 percent), indicated that ultrasound was
a routine component for ANC (Appendix Table A-6.4). Among facilities that reported routine anemia
testing as a component of ANC, seven in eight had the test available the day of the survey, and among
those reporting routine urine testing for protein, three in four facilities had the test available (Figure 6.3).
All facilities that reported routine ultrasound with ANC (7 percent) had functioning ultrasound equipment
available on the day of the survey. This was not the case however for facilities reporting that urine
glucose testing, blood grouping, and Rh factor analysis were routine components of ANC. Clinistix for
testing urine glucose, as well as equipment and reagents for blood grouping and Rh factor analysis, were
available in only half of the facilities that indicated the test was a routine component of ANC (Figure 6.3).
In general, blood grouping and urine glucose testing capacity (for either routine or selective use during
ANC) were primarily available at facilities in Urban Governorates (over 70 percent each), as was
ultrasound capacity (59 percent) (Table 6.3 and Appendix Tables A-6.7 and A-6.8).
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Figure 6.3 Availability of ANC tests in facilities
where tests are reported to be routine components of ANC (N=559)
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Although only 7 percent of facilities reported that ultrasound was a routine component of ANC, 29
percent of facilities had an ultrasound machine, with almost all of these having a trained provider in
ultrasound. Twenty-five percent of facilities had both the machine and a trained provider (Appendix
Table A-6.9).

Half (49 percent) of facilities indicated that discussion about family planning was a routine component of
ANC during the last trimester of pregnancy, with MCH/urban HUs being more likely than other facility
types to include FP as a routine component of ANC (63 percent, compared with around 49 percent of all
facilities) (Appendix Table A-6.4).

In Egypt, PNC is often provided through outreach services, with a provider from the facility making home
visits for newborns and their mothers. In many facilities, when a woman comes for routine PNC, she is
seen by the same provider and in the same service area as ANC clients. Thus, the information on
infrastructure and resources for counsgling, physical examination, and management of common
complications during pregnancy are al relevant to the capacity for providing quality routine PNC. In
addition, there should be an assessment of postpartum infection. A thermometer was available in the
ANC service delivery area in 75 percent of facilities and a functioning infant scale was available in 61
percent (Appendix Table A-6.4). Genera service hospitals, NGO facilities, and mobile units were least
likely to have an infant scale in the ANC area (45 percent, 22 percent, and none, respectively).
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Key Findings

The lack of medicines for managing common complications of ANC was notable in al facilities,
including general service hospitals. Commonly recommended antibiotics were available in 66 percent
of the facilities.

Eighty-seven percent of facilities diagnose and prescribe treatment for STIs in the ANC service areg;
however, only 5 percent of these facilities had a medicine to treat each of the four main STIs (syphilis,
gonorrhea, chlamydia, and trichomoniasis). The recommended treatment for gonorrhea is most often
lacking (available in only 8 percent of facilities).

Around 80 percent of facilities routinely check urine protein and blood for anemia during ANC, with
most having the test capacity available on the day of the survey.

Only half of the facilities where blood grouping and urine glucose testing are routine components of
ANC had the capacity to conduct the test on the day of the survey. Blood grouping and urine glucose
test capacity were available more frequently in facilities located in Urban Governorates (around 75
percent) than in facilities in other areas.

Half of al facilities indicated that counseling about family planning is a routine component of ANC
during the third trimester.

6.4  Management Practices Supportive of Quality ANC and PNC Services
Management practices that were assessed include the following:

» Facility documentation and records

e Charging practicesfor ANC

*  Supervision and staff development.

Table 6.4 provides information on management practices, by type of facility and region, and Figure 6.4
provides summary information on in-service training topics related to ANC that were received during the
past five years. Appendix Tables A-6.10 through A-6.15 provide details on utilization of ANC services at
facilities included in the ESPA, information on charging practices and out-of-pocket payments,
supervision and in-service training from the perspective of the provider, and details on the content of in-
service training and supervision for ANC providers.

6.4.1 Facility Documentation and Records

Up-to-date registers for ANC that included an entry in the past seven days and indicated, at minimum, if
the visit was a first or followup visit were available in 74 percent of facilities (Table 6.4). A register for
PNC clients was observed in 54 percent of facilities offering ANC. The PNC register could include
outreach services (home visits) or facility-based services. The median number of ANC clients per month
(either first or followup visits) for facilities with data available on the day of the survey ranged from 164
for MCH/urban HUs, to 41 for mobile units, to less than 10 for health offices (only one provides ANC)
and NGO facilities (Appendix Table A-6.10). The median numbers were similar for PNC, for facilities
providing data.
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Table 6.4 Management practices supportive of quality maternal health services

region, Egypt SPA 2002

Among facilities providing antenatal care (ANC), percentage with an up-to-date ANC register, with an up-to-date postnatal care (PNC)
register, percentage with documentation that they monitor ANC coverage, percentage where there are some user fees for ANC, percentage
where at least half of the interviewed ANC service providers received in-service training related to ANC during the past 12 months, and
percentage where at least half of the interviewed ANC providers were personally supervised during the past 6 months, by type of facility and

Percentage of facilities offering

Percentage of facilities
where at least half of the
interviewed ANC service

ANC that have: providers
Number of Received Were Number of
Observed up-to- facilities in-service personally facilities with
date patient Documentation ~ User offering training supervised interviewed
Background ____register’ _ of monitoring fees for ANC? during past during past ANC providers
characteristic ANC PNC ANC coverage ANC (weighted) 12 months® 6 months (weighted)
Type of facility
GS hospital 65 45 26 56 51 16 93 49
MCH/urban HU 97 79 30 40 57 23 97 57
Rural HU 85 63 43 29 364 25 98 360
Mobile unit 15 3 0 56 28 20 98 28
NGO facility 15 1 0 96 58 32 59 57
Region
Urban Governorates 64 34 18 73 50 24 84 49
Lower Egypt 77 62 42 41 268 16 95 264
Upper Egypt 72 48 28 34 240 34 94 238
Total® 74 54 34 41 559 24 94 551

days postpartum for PNC register.
2 Includes data from one health office offering ANC.

% This refers to structured in-service sessions and does not include individual instruction received during routine supervision.

! Register has entry within past seven days and indicates, at minimum, whether this was the first or a follow-up visit for ANC and number of

Figure 6.4 In-service training received by interviewed ANC service providers,
by topic and timing of most recent training (N=1465)

Basic training for
service provision

ANC services

ANC counseling

Risk pregnancies

Lifesaving skills

PMTCT
PNC
Family planning 33
STI
Breastfeeding
30 45 60

Percentage of interviewed ANC service providers

M Received training OReceived training 13-59
in the past 12 months ~ months preceding survey

MATERNAL HEALTH SERVICES

Egypt SPA 2002




The ESPA assessed whether the facility monitors the proportion of eligible women who are in its
catchment areas and who receive ANC services, either at the facility or from facility staff through
outreach; documentation of monitoring was also assessed. Thirty-four percent of facilities had
documentation indicating that they monitor their ANC coverage, and rural HUs are more likely to monitor
this (43 percent) than other types of facilities (Table 6.4). Mobile units and NGO facilities indicated that
thisis not one of their ANC program components. When asked the definition for ANC that was used to
calculate ANC coverage, 34 percent of facilities indicated that a woman must have at least 4 visits (the
MOHP standard definition) (data not shown). Three percent indicated that one visit was accepted for
ANC coverage, and the rest indicated that two or three visits were accepted.

6.4.2 Practices Related to User Fees

Health insurance does not apply for ANC clients in public sector facilities. Forty-one percent of facilities
indicated that they have some user fee for ANC (Table 6.4). Among these, 29 percent indicated that they
collect a routine fee for the consultation, 11 percent indicated that they have user fees for medicines or
tests, and 3 percent indicated that they had one fixed fee that covered all ANC visits (Appendix Table A-
6.11). NGO facilities were far more likely to have user fees (96 percent) than government facilities
(ranging from 29 percent to 56 percent). Few facilities (27 percent) publicly posted the fee schedule for
ANC services where it could be seen by clients. Among the observed, and subsequently interviewed,
ANC clients who paid anything out of pocket the day of the survey (57 percent of first-visit and 48
percent of followup-visit clients), the median out-of-pocket payment was about the same (around 100
piasters), whether for afirst or followup visit. (Appendix Tables A-6.12-1 and A-6.12-2). The exception
was mobile units and NGO facilities, where the median out-of-pocket payment was 500 piasters for both
first and followup ANC clients. Most clients indicated that the fee was for the consultation (most likely a
registration fee) (data not shown) rather than for medicines or for laboratory tests. The out-of-pocket
payments do not include any costs for purchasing medicines or laboratory tests that were not provided at
the facility.

6.4.3 Supervision and Staff Development

If at least half of the interviewed ANC providers at a facility had received any structured in-service
training relevant to ANC during the past 12 months (excluding on-the-job training that may be received
during discussions with supervisors), the facility was defined as providing routine staff development
activities. During the past 12 months, at least half of the interviewed ANC providers had received in-
service training related to ANC in only 24 percent of facilities (Table 6.4). Among al interviewed
providers of ANC services, 25 percent had received related in-service training during the past 12 months,
and 43 percent received training in the period 13 to 59 months preceding the survey (Appendix Table A-
6.13). The most frequently reported topics of in-service training during the past 12 months were related
to family planning (15 percent), with around 6 percent reporting in-service training on other topics
specific to ANC, PNC, or STlIs (Figure 6.4). An additional one in four providers reported in-service
training on topics specific to ANC or PNC during the 13 to 59 months preceding the survey. Specific
topics and the timing of providers most recent in-service training are described in detail in Appendix
Tables A-6.14-1 and A-6.14-2.

Supervision of individual staff helps to promote adherence to standards and to identify problems that
contribute to poor-quality services. The ESPA collected information on both the frequency of supervision
and the activities of the supervisor. Similar to findings in other services, supervision of ANC providersis
common, with at least half of the interviewed ANC providers having been personally supervised during
the past six months in 94 percent of facilities (Table 6.4). Routine supervision practices for ANC
providers were found least often in facilities in Urban Governorates (84 percent). Interviewed providers
indicated that they had received supervision a median of nine times during the past six months, with over
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90 percent of the providers reporting that their supervisor checked their records, observed their work, and
provided feedback (Appendix Table A-6.15). Eighty percent reported that the supervisor provided
updates on ANC topics.

Key Findings

Up-to-date registers for ANC were available in 74 percent of facilities that offer ANC; up-to-date
registers for PNC were available in 54 percent of facilities offering ANC.

Monitoring ANC coverage is routine in 34 percent of facilities.

Routine provision of in-service training for ANC service providers during the past 12 months was
found in 24 percent of facilities; routine provision of in-service training was least often found in
facilitiesin Lower Egypt (16 percent).

Within the past five years, however, 68 percent of the interviewed ANC providers had received some
related in-service training.

Routine supervision of ANC service providers during the past six months, where supportive activities
were a part of the supervision, was common across all facilities (94 percent), with the notable
exception being NGO facilities (59 percent); routine supervision was least often found in facilities in
the Urban Governorates (84 percent).

6.5 Adherenceto Standardsfor Quality ANC Service Provision

Observers watched the process utilized when ANC clients were seen at the facility, noting information
shared and procedures or examinations conducted. Checklists based on elements of focused ANC and
additional elements that are components of ANC in Egypt were used to collect information on whether
the consultation process during ANC included the following:

* Appropriate assessment and examination for the visit number and gestational age

» Health education provided under conditions and with appropriate content to promote healthy
behaviors

» Adherence to practices to support continuity of care.

The objective in the observations of the consultations was to note if information on a topic was shared
(process information). An assessment of whether the information was correct or whether findings were
appropriately interpreted was not a component of the observation.

Because ANC services are not provided every day, the survey team made a special effort to schedule the
visit on the day when ANC services were offered. If ANC services were not provided on the day of the
survey, when possible, the team returned another day specifically for observation of ANC clients. A total
of 977 women were observed in 169 facilities. Overall, this represents half of all ANC clients registered
in facilities the day of the survey (data not shown). Details on characteristics of observed ANC clients are
provided in Appendix Table A-6.16. Among the observed ANC clients, this was the first visit for 46
percent of the women. Twenty-four percent of the observed clients were estimated to be less than five
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months pregnant, and 24 percent were at least eight months pregnant.6 This was the first pregnancy for
37 percent of the clients. Three observed clients either refused or were not located for the exit interview

(data not shown).

Summary information on observed and reported components of ANC, as well as client knowledge, is
provided in Figures 6.5 through 6.9. Appendix Tables A-6.17 through A-6.25 provide details on
observed and reported components of ANC. Appendix Table A-6.26 provides information on where
interviewed clients planned to deliver. Appendix Tables A-6.27 and A-6.28 provide information on use
of individual client health cards and whether observed ANC clients were referred or sent home after the
consultation.

6.5.1 Appropriate Assessment and Examination for the Visit Number and Gestational Age

The first ANC visit should include a basic history to assess preexisting risk factors. Among the first-visit
clients, age was €dlicited for 68 percent of them, and information about the date of last menstrual period
and any prior pregnancy was elicited for over 80 percent of clients (Figure 6.5). Information about any
complications during prior pregnancies was sought for 63 percent of the women who had previously been
pregnant. Twenty-nine percent were asked about medicines being taken, and al relevant items were
assessed for 22 percent of the first-visit clients. More complete histories were noted for clients observed
at rural HUs (all items observed for 26 percent of observations) and at NGO facilities (all items observed
for 24 percent of observations) than for clients observed elsewhere (18 percent or less) (Appendix Table
A-6.17).

Figure 6.5 Content of client history assessed for first-visit ANC clients
(N=446)
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Any prior pregnancy 83
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Two of three firgt-visit clients who had had prior pregnancies were asked about any specific
complications during a prior pregnancy. Among these, whether the client had had a stillbirth was

® Month of pregnancy was noted if information was shared during the observation. The client was also asked during
the exit interview. Where there were discrepancies, the observation information was utilized, since the provider
assessment of pregnancy status influences the ANC activities.
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assessed for 33 percent, whether she had had an infant die in the first week after birth was assessed for 21
percent, any history of severe bleeding during a previous labor and delivery (or postpartum period) was
assessed for 8 percent, any prior assisted delivery (either caesarean section, use of forceps, or other
intervention) was assessed for 44 percent, and any previous abortion was assessed for 58 percent
(Appendix Table A-6.17). Any history of complications from prior pregnancies was assessed most often
for clients at rural HUs (72 percent) and least often for clients a8 MCH/urban HUs, mobile units, and
NGO facilities (assessed for less than 50 percent of clients who had had prior pregnancies).

All ANC clients should receive certain assessments to monitor the progress of their pregnancy and to
identify risk factors. Observers noted whether providers 1) assessed whether the client had any vagina
bleeding, 2) assessed if fetal movement had been noticed (at least five months pregnant), 3) measured
blood pressure, 4) assessed the fetal position (for women at least eight months pregnant), and 5) listened
to the fetal heart (at least five months pregnant).

Laboratory facilities and cold chain maintenance capability are required for some screening and
preventive interventions. If a facility does not have the capacity to provide the service itself, it should
have areferral site that will provide the service to the ANC client. Some interventions, however, such as
provision of iron tablets, require minimal support and are most often components of ANC at all levels of
service.

Vagina bleeding was assessed for 7 percent of the ANC clients, and 46 percent of women at least five
months pregnant were asked about fetal movement (Appendix Table A-6.18). Blood pressure was
measured for 92 percent of women, the fetal heart was listened for in only 19 percent of those at least five
months pregnant, and the abdomen was pal pated or an ultrasound was performed (both of which allow the
provider to assess fetal position) for 75 percent of women at least eight months pregnant. Few of the
women (3 percent) had all relevant components for their month of pregnancy (Appendix Table A-6.18).
There was ho consistent difference by facility type in whether or not assessments were conducted.

In addition to the basic examinations, weight was measured for 78 percent of women, and activities to
allow assessment of gestational age (either palpation or measuring of fundal height or conducting an
ultrasound) were conducted for 63 percent of women. In total, an ultrasound was conducted on 17 percent
of the women, with the mobile units using the ultrasound the most frequently (52 percent of ANC clients),
followed by NGO facilities (31 percent) (Appendix Table A-6.18).

Around half of all clients received (or were prescribed) a urine test and/or a blood test, and 44 percent
received iron tablets (Appendix Table A-6.18). First-visit clients were somewhat more likely to have the
urine and blood tests prescribed or provided (60 percent each) (Appendix Table A-6.17). In addition, 42
percent of first-visit clients (one in three of all clients) received or were prescribed TT vaccine. These
items were components of ANC at MCH/urban HUs and rural HUs more often than they were at other
facilities. TT vaccine was least often offered to clients at NGO facilities and mobile units (both less than
10 percent).

To meet defined minimum standards for ANC that are promoted in Egypt, each ANC visit should include
the following components: 1) counseling on vaginal bleeding as a risk sign for which help should be
sought, 2) measuring blood pressure, and 3) a urinalysis (checking for urine protein and glucose). In
addition, first-visit clients should have their blood checked (for anemia). Almost no clients (3 percent)
were counseled about vaginal bleeding as a risk sign, and only 7 percent were assessed for whether they
had experienced any vaginal bleeding (Figure 6.6). Figure 6.6 provides information comparing the
content of observed ANC for these items for first-visit and all ANC clients.
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Percentage of eligible observed ANC clients

Figure 6.6 ANC content for first-visit ANC clients
(N=446) and all observed ANC clients (N=977)
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One in three observed ANC clients received one of the standard components during their ANC visit, over
half received two of the three standards components of ANC, and 4 percent received all three standard
components (Figure 6.7), with findings similar for first-visit and al ANC clients. Genera service
hospitals and mobile units most frequently provided ANC services that did not include any of these
components of ANC (Appendix Tables A-6.19 and A-6.20). Facilities in Urban Governorates were
somewhat better than those in other regions were in providing these standard components of ANC,
although percentages for all items were low (7 percent of first-visit clients in facilities in Urban

Governorates).
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Figure 6.7 Percentage of first-visit ANC clients (N=446) and all
observed ANC clients (N=977) who received the indicated number of
standard ANC components during the observed visit
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Key Findings

Assessments of first-visit ANC clients do not consistently include important items for assessing
preexisting risk. Complications of prior pregnancies (63 percent) and medicines being taken (29
percent) were the information items least assessed among observed components of histories.

Basic components for routine ANC care were also not consistently provided. Assessing the presence
of vaginal bleeding (7 percent), ng fetal movement after five months of pregnancy (46 percent),
and listening for the fetal heart (19 percent) were the weakest components.

Blood pressure was measured for over 90 percent of the observed ANC clients.

Laboratory tests to support screening for risk symptoms were utilized for around half of both first- and
followup-visit ANC clients.

The three components identified for standard ANC (check blood pressure, urine protein, and vaginal
bleeding) were ailmost never provided during an ANC visit (4 percent of all clients).

6.5.2 Counselingto Promote Healthy Outcome

The common preventive interventions for ANC are iron (and folic acid) tablets and TT vaccine. To
improve the chances that a client will accept preventive medicines and take them as required, providers
should explain why the medicine is important and how to take it properly. Among the women who
received (or were prescribed) iron or folic acid tablets, 26 percent were observed receiving an explanation
of why they were necessary, and 55 percent were observed receiving information on how to take the
tablets (Appendix Table A-6.21). Among those who received or were prescribed TT vaccine, 11 percent
were observed being told why it was necessary. Explanations of why either intervention was important
were weakest for clients at general service hospitals (19 percent were told why iron was needed, and
3 percent were told why TT was needed) and in facilitiesin Upper Egypt (6 percent were told the purpose
for iron tablets, and 6 percent were told the purpose for TT vaccine).

Informing a pregnant women about specia nutritional needs during pregnancy and signs and symptoms
that may indicate a problem should be a routine component of ANC counseling. It is of interest to know
not only what was shared during the consultation, but also what the ANC client understood and
remembered after the consultation. Thus, the ESPA collected information both through observing the
consultation and through interviewing the observed client after she had completed her visit. In reviewing
the observation and exit interview, it should be remembered that it is not uncommon for there to be
differences between what is observed and what is reported by the client. This may be because a client
forgets or does not understand elements of counseling, a client recalls information shared during a prior
visit or received elsewhere as information from the current visit, or an observer did not hear some
elements of counseling.

It is not unreasonable to assume that all components of counseling are not discussed during each visit,
when a woman makes multiple ANC visits. Thus, the content of counseling for first and followup visits
was assessed separately.

Nutritional issues were discussed during the observed consultation with around a quarter of the ANC
clients, both for the first-visit and followup clients (Figure 6.8). Discussions on the progress of the
pregnancy were observed for over one-third of the ANC clients. Nutritional issues were discussed more
often with clients observed in NGO facilities (Appendix Table A-6.22) and facilities in the Urban
Governorates (42 percent) than facilities in Lower Egypt (27 percent) and Upper Egypt (11 percent)
(Appendix Table A-6.23).
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Figure 6.8 Counseling topics discussed during observed first visit (N=466)
and followup visit (N=551) and with ANC clients at least 8 months pregnant
(N=235), when relevant
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Risk symptoms, for which a woman should seek help, were rarely discussed (less than 10 percent for
either first or followup visits) (Figure 6.8). Observers noted discussions about risk symptoms more often
with clients at NGO facilities (16 percent for both first and followup visits) (Appendix Table A-6.22), and
this was also more commonly reported by clients at NGO facilities (40 percent compared with 22 percent
for all facilities) (Appendix Table A-6.24). While 22 percent of the interviewed clients said they had
been told about warning signs (during the current visit or a past visit), only 11 percent mentioned vaginal
bleeding as a risk sign when asked to name any risk symptoms (without prompted responses) (Figure
6.9). Nine percent of the women mentioned swollen face or hands, 6 percent mentioned breathl essness or
tiredness, and 10 percent mentioned headache or blurred vision as risk symptoms. When asked what they

Figure 6.9 Topics reported by interviewed clients as having been
discussed either during this or a previous ANC visit (N=974)
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weretold to do if the symptom occurred, only 20 percent mentioned seeking care at the facility (Appendix
Table A-6.24). While, overall, the observed discussion of any particular risk symptom was low
(7 percent), discussion was more often observed in facilities located in Urban Governorates and Lower
Egypt, with 10 percent of clients in each location observed receiving information on at least one of the
assessed risk symptoms (compared with 4 percent in Upper Egypt) (Appendix Table A-6.23).

Discussions about plans for delivery were observed with around 12 percent of ANC clients. Plans were
most more commonly discussed with clients at facilities in Upper Egypt (16 percent) (Appendix Table A-
6.23) and during consultations with clients who were at least eight months pregnant (22 percent) (Figure
6.8). When asked during the exit interview where they planned to deliver, 37 percent of clients indicated
that they would deliver at a health facility, either at the facility where they were receiving ANC (8
percent) or at another facility (29 percent), with 25 percent indicating that they would deliver at home and
39 percent being uncertain (Appendix Table A-6.26). These findings are similar to the actual reported
patterns for delivery noted in the EDHS 2000, where dlightly less than half of the women indicated that
they gave birth in facilities. There were regiona differences in the planned place for birth, with 38
percent of women in facilities in Upper Egypt reporting that they planned to deliver in their home
(compared with 17 percent in Lower Egypt and 8 percent in facilitiesin Urban Governorates).

Counseling on exclusive breastfeeding was essentially nonexistent, observed during only 1 to 2 percent of
the consultations. The finding from the observation was supported by reports during exit interviews.
When ANC clients were asked if they had ever been instructed about exclusive breastfeeding, only 10
percent said that they had (Figure 6.9), and 1 percent said that they had been told to exclusive breastfeed
for 6 months (Appendix Table A-6.24). Among the women who said that they had been told about
exclusive breastfeeding (N=65), one-quarter said that they were advised to exclusively breastfeed for 6
months, another 22 percent for 4 to 5 months, and 40 percent for 24 months (data not shown). It is
assumed that these women were responding with how long they would breastfeed, rather than how long
they should exclusively breastfeed. Whether exclusive breastfeeding or breastfeeding in genera is being
discussed during ANC consultations should be investigated.

Discussion about use of family planning after delivery was also not common among all ANC clients (5
percent), and it was only slightly more common for women who were at least eight months pregnant (8
percent) (Figure 6.8). During the exit interview, 10 percent of the interviewed clients mentioned that they
had been advised about using family planning postpartum (Figure 6.9).

Overal, NGO facilities provided counseling, and information from interviewed clients at NGO facilities
confirmed that they had received health education more often than clients at for other types of facilities
(Appendix Tables A-6.22 through A-6.24).

Key Findings

Counseling related to nutrition during pregnancy is commonly provided (21 percent of first-visit
clients and 24 percent of followup-visit clients).

Advice on risk symptoms is not a routine component of ANC consultations (less than 10 percent of
observed clients and 22 percent of interviewed clients).

Counseling on exclusive breastfeeding is rarely provided (1 percent of observed clients, and 10 percent
of interviewed clients). Only 1 percent of interviewed women reported that they were told that
exclusive breastfeeding should be provided to the infant for 6 months.

In general, health education topics were addressed more often in NGO facilities than in other facilities.
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6.5.3 Supporting Continuity of Care

For quality ANC, continuity of care, which includes monitoring changes between visits, isimportant. One
of the more reliable means for achieving this is to maintain a record of relevant history and findings, as
well as interventions or treatments provided. Frequently, health services are organized in such a way that
measurements of blood pressure, weight, and other components of a consultation take place prior to the
client being seen by the ANC provider responsible for the consultation, and the information is recorded
on aclient record. Forty-five percent of facilities were observed to weigh ANC clients and 48 percent to
measure blood pressure before the consultation (data not shown). Thus, for this information to be
available to the provider for use during the assessment, an individual client card must be used.

Individual client cards were used (the provider was noted to look at the card prior to or during the
consultation and/or to write on the card after the consultation) during two-thirds of the observed ANC
consultations (Appendix Table A-6.27). Thus, the ability to provide continuity of care and to assess
changes in health status over time was limited for one-third of the ANC clients. Individual client cards
were more often used in the MCH/urban HUs and rural HUs than in other facilities. Information on the
use of cardsis presented in Appendix Table A-6.27.

Among the observed ANC clients, 92 percent went home after their consultation, 6 percent were referred
within the facility for additional consultation or treatment, 1 percent were referred outside the facility, and
1 percent were admitted to the facility (Appendix Table A-6.28). For client referrals there were notable
differences between regions, with 25 percent of clients in the Urban Governorates being referred within
the same facility. This may be areflection of more complex facilities, with more specialist physiciansin
Urban Governorates and different service delivery patterns, rather than a reflection of client differences.
The proportion of ANC clients in Lower and Upper Egypt who have need of higher-level services is not
known.

6.6  Client Opinion from Exit I nterviews

Before they left the facility, observed ANC clients were interviewed for their opinions on the services
they received and any problems they encountered on the day of the visit. Similar to findings from other
services, there was not much dissatisfaction. The issues of greatest concern were along waiting time (11
percent) and alack of medicines or supplies (10 percent) (Appendix Table A-6.29). Over 5 percent of the
women also identified different issues related to the perceived quality of the examination and
explanations as problems.

When asked if specific factors were important in determining why they chose the facility for ANC,
52 percent responded that the proximity of the facility was a magjor factor (Appendix Table A-6.30). In
addition, around one in four clients reported that the efficiency of the physician, the availability of the
needed service, the good reputation of the facility (or provider) and how they were treated were also
important factors. Only 9 percent indicated that the presence of afemale physician was an issue.

Appendix Tables A-6.31 and A-6.32 provide additional details on client employment and educational
backgrounds.

6.7  Availability of Delivery Services and Capacity to Provide Quality Delivery Care

The availability of emergency obstetric care services and the presence of standards, equipment and
supplies, and health system components to support quality delivery services were assessed. Specific items
that were assessed include the following:

» Components of comprehensive essential obstetric care services (CEOC)
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e Support for safe home deliveries
» Infrastructure and resources to support quality delivery services.

Because of resource and logistic constraints, it is not uncommon to find that a single facility cannot
provide al services required to meet the standards for CEOC. When facilities cannot provide all
necessary services, they should have systems in place to assist women in receiving the help required. For
example, a facility that does not provide emergency obstetric care should have an emergency
transportation plan that supports appropriate referrals to ensure accessto life-saving interventions.

6.7.1 Availability of Components of CEOC Services

Table 6.5 provides information on the availability of CEOC services that were assessed by the ESPA, by
facility type and region, and Appendix Table A-6.33 provides details on the systems for emergency
transportation for obstetric cases that were reported.

Almost all facilities offer some maternal health service, with 88 percent offering ANC but only 35 percent
offering delivery services (Table 6.5). Only 33 percent of all facilities provided both ANC and delivery
services. This is primarily because of the organization of the health system: Inpatient services, such as
deliveries, are offered primarily at general service hospitals (77 percent) or a8 MCH/urban HUs
(53 percent). Among rural HUs, 35 percent offered delivery services. In addition, three of the rural HUs
surveyed (1 percent) had a delivery room and equipment but lacked qualified delivery providers and so
were not offering delivery services at the time of the survey (data not shown). Caesarean sections were
offered at 55 percent of general service hospitals and at 7 percent of NGO facilities. The difference in
availability of delivery services and caesarean sections was evident between regions, with only 26 percent
of facilitiesin Lower Egypt offering delivery services (compared with around 40 percent for Upper Egypt
and facilities in Urban Governorates). While 10 percent of facilities in Urban Governorates offered
caesarean sections, only 5 percent of those in Upper Egypt and 6 percent in Lower Egypt offered this
service.

The EDHS 2000 findings indicate that dightly less than half of deliveries take place in amedical facility,
and the 2000 national Maternal Mortality Study (MOHP, 2001) indicates that 29 percent of maternal
deaths occur at home. The ESPA found that only about one-third of rural HUs and half of MCH/urban
HUs provide delivery services, and that only general service hospitals (55 percent) provide caesarean
section. Where facilities do not provide delivery services but do provide ANC, it is probable that, for
many home deliveries, the facility where awoman received ANC may be the nearest formal health sector
site from which help can be sought. Where facilities do offer delivery services but do not provide
caesarean sections, it is even more essential to ensure that, when necessary, women have access to
emergency obstetric surgery. One means of increasing the probability that women have access to
emergency obstetric care when needed is to offer a means for rapid transfer to a site where the needed
service is available. Without a facility-supported emergency transportation system, the woman and family
are left to their own devices to arrange for transportation for help during an emergency. Only 13 percent
of facilities reported that they had some system for supporting transportation to another facility for
obstetric emergencies (Table 6.5). General service hospitals were more likely to have a system for
emergency transportation7 (58 percent) than MCH/urban HUs (33 percent) or other types of health
facilities (ranging from O to 6 percent). Among facilities that offer facility-based delivery services the
findings were more supportive of ensuring access to emergency obstetric care, with 35 percent of

! Hospitals that were referral centers were counted as having an emergency transportation system, since they could
provide al relevant services.
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facilities that offer delivery services reporting that they have an emergency transportation system (data
not shown). This included 74 percent of the general service hospitals, 64 percent of MCH/urban HUS,
35 percent of rural HUs, and 38 percent of NGO facilities that offer delivery services (data not shown).

Among the facilities that did have some arrangement for emergency transportation, the arrangements
were described as a dedicated emergency vehicle located at the facility (68 percent), an officia
arrangement where the vehicle was based elsewhere (usualy at a general service hospital) and the
referring facility (most often a rural HU or MCH/urban HU) called for the vehicle when needed
(59 percent), a multipurpose vehicle based at the facility (33 percent), or other means (e.g., funds to pay
for a hired vehicle) (34 percent). It can be seen from the responses that some facilities use severa
systems, most likely having a backup system for when the facility-based vehicle is not available
(Appendix Table A-6.33).

Table 6.5 Availability of maternal health services

Percentage of facilities that provide antenatal care, delivery services, or caesarean sections; percentage providing both ANC and delivery services;
percentage providing ANC, delivery services, and caesarean section; percentage having a system for emergency transportation; percentage
providing any home delivery services; and percentage with documentation of activities with traditional birth attendants (TBAs), by type of facility and
region, Egypt SPA 2002

Percentage of facilities providing indicated services

Services supporting safe

Facility-based maternity services Emergency home delivery
ANC and ANC, normal transportation Documented
Normal normal delivery, and supportfor  Any home official program  Number of

Background Antenatal  delivery  Caesarean delivery  caesarean maternity delivery supportive of facilities
characteristics care services® section services section emergencies’  services® TBAs* (weighted)
Type of facility®

GS hospital 79 77 55 58 38 58 31 11 64

MCH/urban HU 88 53 0 51 0 33 57 16 65

Rural HU 99 35 0 35 0 6 46 12 367

Mobile unit 73 0 0 0 0 0 0 0 38

Health office 4 0 0 0 0 0 0 2 32

NGO facility 82 11 7 10 6 4 0 0 71
Region

Urban Governorates i 39 10 38 8 27 25 8 65

Lower Egypt 87 26 6 23 4 11 29 10 308

Upper Egypt 91 44 5 42 4 13 45 10 264
Total 88 35 6 33 5 13 36 10 637

1 One GS hospital and three rural health units have delivery rooms but no staff for providing delivery services. These facilities are not classified as
providing normal delivery services.

2 Any system where the facility provides some support for emergency transportation to referral site, or the facility is the referral site.

3 This may be either a routine service or service only for emergency cases.

4 Any official activity with TBAs for which the facility has any documentation.

5 Fever hospitals are not eligible for maternity services, and so are not included.

The median reported time it took a referred client to reach the referral facility—starting from when the
vehicle was called for, if the vehicle was based at another facility—was 16 minutes, with MCH/urban
HUs reporting 11 minutes and general service hospitals and rural HUs reporting about 20 minutes. There
are no seasonal variationsin travel timein Egypt.

6.7.2 Support for Safe Home Deliveries

In countries where a large proportion of deliveries take place at home, frequently with the assistance of
traditional birth attendants (TBAS), a support system from a facility may increase the chances of having a
safe delivery. The common support systems are for facility staff to attend home births, either routinely or
for emergencies only. Facilities are often encouraged to develop formal systems for working with TBAS.
There is some evidence that TBAs who have some linkage with the formal health sector are more likely to
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refer women appropriately and to adopt safer delivery practices (MNH, 2002a). The Egypt MOHP
encourages facilities to devel op programsto link with TBAs and to upgrade the skills of the TBAS.

In assessing TBA support programs, the ESPA looked for documentation of some officia relationship
between the TBA and the facility (e.g., minutes or an attendance list from a meeting) for some assurance
that the relationship was more structured than simply accepting TBA referrals or letting TBAs know they
could call for help.

Ten percent of facilities (11 percent of general service hospitals, 16 percent of MCH/urban HUs, and 12
percent of rural HUs) indicated that they had programs with TBAs and had documentation to indicate that
the program was active (Table 6.5). An additiona 4 percent of facilities (5 percent of general service
hospitals, 4 percent of MCH/urban HUs, and 8 percent of rural HUS) reported that they had activities with
TBASs but had ho documentation to support this (data not shown).

Thirty-six percent of the facilities indicated that they did provide home delivery services (Table 6.5), with
27 percent saying that they routinely conducted home deliveries and 9 percent indicating that this was
offered as an emergency service only (data not shown). Facilities in Upper Egypt were more likely to
provide some home delivery service (45 percent), with 30 percent of the facilities in Upper Egypt
indicating that this was a routine service and 15 percent indicating that it was an emergency service only
(data not shown).

Key Findings

Delivery services are offered in 35 percent of facilities, while ANC is offered in 88 percent.

Caesarean section services are offered in 6 percent of facilities (55 percent of general service hospitals
and 7 percent of NGO facilities).

All three maternity services are offered in 5 percent of all facilities; however, this includes 38 percent of
genera service hospitals.

Delivery services are more available in facilities in Upper Egypt (44 percent offer delivery, and 5 percent
offer caesarean section) and the Urban Governorates (39 percent offer delivery and 10 percent offer
caesarean section) than in facilities in Lower Egypt (26 percent offer delivery services, and 6 percent
offer caesarean section).

Support for emergency transportation of maternity emergencies to referral facilitiesis weak (13 percent of
facilities). Where transportation is supported, median travel times are short (less than 20 minutes).

Forty-five percent of facilitiesin Upper Egypt provide home delivery services, with 30 percent indicating
that the service is aroutine one, not only for emergencies.

6.7.3 Infrastructure and Resourcesto Support Quality Delivery Services
Items assessed for quality delivery services include the following:

* Itemsfor infection control

» Infrastructure, equipment and supplies for basic delivery services

» Equipment and supplies for emergency obstetric care.
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Aggregate information on infrastructure, as well as equipment and supplies for basic delivery services,
including emergency medicines, is provided in Table 6.6. Figures 6.10 through 6.12 provide summary
information on individual items, and Appendix Tables A-6.34 through A-6.40 provide details, with
Tables A-6.35 through A-6.38 providing details on sterilization/high-level disinfecting (HLD) procedures
for delivery equipment. Further detail on delivery room infrastructure is provided in Appendix Table A-
6.41. Figure 6.13 provides information on equipment for emergency obstetric care, with further details
provided in Appendix Tables A-6.42 and A-6.43.

Table 6.6 Availability of elements for quality delivery services

Percentage of facilities offering delivery services that had all items for infection control, all delivery room infrastructure, all other items to support
quality delivery services, all essential supplies, selected additional medicines and supplies for normal delivery, and all emergency medicines, by
type of facility and region, Egypt SPA 2002

Among facilities offering delivery
services, percentage with additional
medicines and supplies for

Percentage of facilities offering delivery services with: managing complications of delivery Number of

All items for All delivery room All other items All essential facilities offering
Background infection infrastructure to support  supplies for Common Serious delivery services
characteristics control* _and furnishings®  quality® delivery*  complications® complications® (weighted)
Type of facility
GS hospital 26 78 2 31 49 39 49
MCH/urban HU 39 64 4 44 33 0 35
Rural HU 20 80 0 12 5 2 129
NGO facility 32 91 0 8 16 16 8
Region
Urban Governorates 58 72 2 64 57 18 25
Lower Egypt 33 79 0 27 23 12 81
Upper Egypt 12 78 2 8 10 7 115
Total 25 77 1 21 20 10 221

T Soap, water, sharps box, disinfecting solution, and clean latex gloves.

2 Bed, examination light, and visual and auditory privacy.

% Protocols, partographs, and 24-hour delivery provider on site or on call, with duty schedule observed.

4 Scissor or blade, cord clamp, suction apparatus, antibiotic eye ointment for newborn, skin disinfectant.

® Needles and syringes, intravenous solution with infusion set, injectable oxytocic, and suture material and needle holder all located in delivery
room area; oral antibiotic (cotrimoxazole or amoxicillin) located in pharmacy or delivery room area.

% Injectable: Anticonvulsant (valium or magnesium sulfate) in delivery room area; antibiotic (penicillin and ampicillin, or gentamicin) in delivery
room area or pharmacy.

Infection is one of the most common causes of maternal and neonatal morbidity and mortality. Thus,
infection control practices are essential for quality delivery care. All items assessed for infection control
(hand-washing supplies, clean or sterile latex gloves, disinfecting solution, and a sharps box) were present
in the delivery service area in one of four facilities (Table 6.6). The item most often lacking was hand-
washing soap (available in only 41 percent of facilities) (Appendix Table A-6.34). Latex gloves and a
sharps box were also lacking, available in only 61 percent and 67 percent of facilities, respectively.
Water was primarily supplied through piped sources (88 percent), with 13 percent of facilities (including
11 percent of general service hospitals and 17 percent of rura HUs) having no water in the delivery
service area on the day of the survey (data not shown).

The procedures used for sterilizing or HLD processing of equipment used for deliveries were also
assessed.” Among the facilities providing delivery services, 31 percent processed equipment in the
delivery service area, 26 percent in the family planning service delivery area, and 43 percent in the main
facility area for processing equipment (Appendix Table A-6.35). In small facilities (some MCH/urban
HUs and rural HUSs), delivery, family planning, and main facility equipment may be processed in one

s Chapter 3, sections 3.4.1 and 3.4.2 provide details on the definitions for adequate sterilization or HLD procedures
and storage practices.
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location. Overall, when assessing processing conditions that exist where delivery equipment is processed,
60 percent of facilities had the equipment and knowledge of minimum processing time (and temperature,
for dry heat sterilization) for sterilizing (either dry heat or autoclave method), 17 percent did not have
equipment and/or knowledge for sterilizing but did have equipment and/or knowledge for HLD
processing (boiling, steaming, or chemical disinfecting’), and 24 percent were lacking either equipment or
knowledge for adequate processing procedures (Appendix Table A-6.36). HLD processing does not kill
the tetanus spore and thus does not provide a sufficient level of cleanliness for most equipment used for
deliveries. Although facilities in Urban Governorates were more likely than those in other locations to
have the equipment and knowledge for sterilizing (68 percent), they were less likely to have HLD
capacity where there was no capacity to sterilize. Facilitiesin Lower and Upper Egypt, while having high
capacity to sterilize (64 percent and 55 percent, respectively), also had the capacity to use HLD if the
knowledge or equipment for sterilizing was lacking. It is possible that facilities in Urban Governorates are
more dependent on high-technology sterilization and therefore no longer have the systems (or knowledge)
for HLD processing (should their sterilizing system be broken or the knowledgeable person be absent).

Facilities that processed their equipment in the delivery service area were dlightly less likely to have the
capacity for adequate processing (47 percent had the equipment and knowledge of correct time and
temperature for sterilizing, compared with 60 percent of al facilities) (Appendix Table A-6.37).
Processing in the delivery area was reported more often in facilities in Urban Governorates (61 percent)
than in those in Lower Egypt (34 percent) and Upper Egypt (22 percent) (Appendix Table A-6.35). This
may reflect a greater proportion of large, complex facilities in the Urban Governorates (where a facility
may process equipment in multiple sites) than found in Upper and Lower Egypt.

Written guidelines for sterilization or HLD processing were observed in the processing area at 29 percent
of facilities. An additional 3 percent of facilities indicated that they had written guidelines but were
unable to show them (data not shown). Guidelines were found more often in MCH/urban HUs (34
percent), rural HUs (32 percent), and NGO facilities (29 percent) than in general service hospitals (14
percent). They were also more often found in facilities in Urban Governorates (58 percent) than in those
in Lower Egypt (30 percent) or Upper Egypt (23 percent) (Appendix Table A-6.36).

One in four facilities had processed equipment stored in the delivery service area on the day of the survey.
Among these, 86 percent had stored the equipment under conditions that maintain sterility or cleanliness
(Appendix Table A-6.38), and 17 percent had stored equipment under conditions sufficient to maintain
sterile or HLD status.

The basic infrastructure and furnishings for the delivery room (visual and auditory privacy, a bed or
delivery table, and an examination light) were assessed. The delivery areain most facilities (93 percent)
provided visual privacy (either a private room or a room with a temporary divider), and 89 percent
provided both visua and auditory privacy (a private room). Almost al facilities had a bed for delivery
(98 percent), and 84 percent had an examination light that could be aimed to view the perineum. Overall,
77 percent of facilities offering delivery services had all of the basic infrastructure and furnishings (Table
6.6), with NGO facilities being the best equipped (91 percent having all items) and MCH/urban HUs
being the least well equipped (64 percent having al items), because of the lack of an examination light
(Appendix Table A-6.34).

The partograph—a document used to monitor an individual woman's labor—is promoted internationally
asameans for improving quality of care. It provides guidelines for monitoring and for early identification

® Chemical disinfecti ng was the only means of processing for one facility only.

 This might include items that were wrapped but not sealed, items stored under a cloth or in an autoclave on atray,
or items sitting in disinfecting solution.
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of complications (MNH, 2002b). Partographs were rarely available in any type of facility (6 percent)
(Figure 6.10), athough, when found, they were most often in general service hospitals (10 percent) or
MCH/urban HUs (11 percent) (Appendix Table A-6.34). Protocols or guidelines for deliveries and
managing complications of deliveries were also not commonly found, with only 9 percent of al facilities
having them in the delivery service area. An additional 6 percent of facilities indicated that they had
protocols but were unable to show them (data not shown).

Figure 6.10 Items to support quality delivery services (N=221)
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In Egypt, physicians are the principal delivery service providers in facilities. Although 94 percent of
facilities indicated that there was a physician available 24 hours to conduct deliveries, either on-site (83
percent) or on call (12 percent), a 24-hour duty schedule was observed at only 56 percent of the facilities
reporting site providers and at only 1 percent of facilities with on-call staff available 24 hours (Figure
6.10). Without an official schedule assigning duty during nights and holidays, the consistency with which
a provider will routinely be found is uncertain. An on-site physician with an observed duty schedule was
the pattern for almost all (81 percent) facilities in Urban Governorates, compared with about half of
facilities in Lower and Upper Egypt (Appendix Table A-6.39). An additional four in ten facilities in
Lower and Upper Egypt reported that they did have 24-hour staff but did not have a duty schedule. In
many rural HUs, there is one physician assigned who lives at the facility. In this situation there might
reasonably be no duty schedule observed; however, staff coverage for when the physician is out of the
immediate area for more than a few hours (e.g., visiting another town) is uncertain. Among all facilities
offering delivery services, 5 percent indicated that in addition to physicians, nurses trained in midwifery
sometimes conduct deliveries at night, and 7 percent indicated that graduate nurses sometimes conduct
deliveries at night. Nurses conducting deliveries were most often reported for MCH/urban HUs.
Graduate nurses were reported as delivery providers most often in Lower Egypt (12 percent), compared
with 4 percent for facilities in Urban Governorates and Upper Egypt.
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Key Findings

Hand-washing soap was available in 41 percent of delivery service areas, and latex gloves were
availablein 61 percent.

Equipment and knowledge of processing details for sterilizing delivery equipment were available in
60 percent of facilities; equipment and knowledge of HLD processing were available in 17 percent of
facilities.

The basic infrastructure for delivery services was strong, with the delivery service area providing
visual and auditory privacy in 89 percent of facilities. An examination light was the infrastructure item
least often found (available in 84 percent of facilities).

Partographs and protocols to support a routine standard of delivery service are rarely available (6
percent and 9 percent of facilities, respectively).

Delivery service providers are reported available 24 hours in 95 percent of facilities; however, a duty
schedule for night duty was observed in 57 percent of facilities.

The availability of essential items for deliveries was assessed. Scissors or a blade for cutting the
umbilical cord and, if necessary, conducting an episiotomy were available in 79 percent of facilities;
materials for clamping or tying the umbilical cord were available in 47 percent; a suction bulb or other
means for suction of the newborn was available in 69 percent;11 an antibiotic ointment for the eyes of the
newborn was available in 65 percent; and a disinfectant for cleaning the perineal area was available in 88
percent (Figure 6.11). All basic supplies were available in 21 percent of the facilities, with MCH/urban
HUs being the best supplied (44 percent) (Table 6.6). Facilities located in Urban Governorates were better

Figure 6.11 Essential supplies for delivery (N=221)
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Y Thi rty-eight percent of facilities had a suction bulb and 50 percent had a suction machine (Appendix Table A-
6.40).
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equipped (64 percent had all basic supplies) than facilitiesin Lower Egypt (27 percent) or Upper Egypt (8
percent). Cord ties or clamps and a suction apparatus were the items with the greatest regional disparity
in availability (data not shown). Cord ties or clamps were available in 85 percent of facilities in Urban
Governorates but only in 50 percent of those in Lower Egypt and 37 percent of those in Upper Egypt. A
suction apparatus was available in 89 percent of facilitiesin Urban Governorates but only in 66 percent of
those in Upper Egypt and 57 percent of those in Lower Egypt (data not shown).

Medicines and supplies to manage complications and emergencies of labor and delivery were assessed for
all facilities offering delivery services, although in Egypt it is expected that complications will be referred
to a genera service hospital if there is not a specidlist assigned to the facility. Specific items for
managing common complications (needles and syringes, intravenous solution and infusion sets, injectable
oxytocic medicines, and suture supplies) were classified as available if they were in the delivery room or
an immediately adjacent area; during an emergency, the items must be available immediately, and if they
are stored in a pharmacy or other location in the facility, they might be locked away and, hence, not
available at night. Figure 6.12 provides information on the availability of these itemsin the delivery area,
as well as the additional availability of select items that were not in the delivery area but were in the
facility (most often either in the pharmacy or stock room). Syringes and needles were available in the
delivery area in 66 percent of facilities (and 82 percent of facilities). Intravenous solution (dextrose and
normal saline, normal saline, or Ringers lactate) with perfusion sets were available in 41 percent of the
delivery service areas (and in 73 percent of facilities) (Figure 6.12). Intravenous solutions were primarily
available in general service hospitals and NGO facilities (around 75 percent for both) (Appendix Table A-
6.40). An injectable oxytocic medicine was available in the delivery areain 53 percent of facilities (with
an additional 2 percent having the medicine in the pharmacy). Oral antibiotics (amoxicillin or
cotrimoxazole) were available in 78 percent of facilities (mainly in the pharmacy). Suture materials with
a needle holder for the suture procedure were available in 51 percent of delivery service areas. All of
these items, with any one of the antibiotics acceptable, were available in 20 percent of facilities (Table
6.6). All items, however, were primarily available in genera service hospitals (49 percent) and
MCH/urban HUs (33 percent) and in facilities in Urban Governorates (57 percent).

Figure 6.12 Additional medicines and supplies for managing
complications of delivery (N=221)

Syringe and needle 66
" persion 4
with perfusion set

Injectable oxytocic 68

Suture material 51 |

Needle holder 76
Injectable anticonvulsant 13

Injectable antibiotic 52

Hydralazine (antihypertensive)

0 20 40 60 80 100

Percentage of facilities offering delivery services

OAvailable in I Available in facility,
delivery area  not in delivery area

Egypt SPA 2002

MATERNAL HEALTH SERVICES

149



The availability of selected additional medicines for managing complications was assessed. Injectable
valium or magnesium sulfate (anticonvulsants for severe preeclampsia and eclampsia) was available in
13 percent of the delivery service areas (and 15 percent of facilities) (Figure 6.12 and Appendix Table A-
6.40). Anticonvulsants were most often available in general service hospitals (in 43 percent of delivery
areas and 53 percent of facilities) and NGO facilities (in 48 percent of delivery areas and facilities)
(Appendix Table A-6.40). Injectable antibiotics for sepsis (either gentamycin or both ampicillin and
penicillin) were available in 52 percent of facilities. Both an anticonvulsant and an injectable broad-
spectrum antibiotic were available in 10 percent of facilities (Table 6.6). Hydralazine, commonly used to
manage hypertension during labor, was available in only 2 percent of facilities (25 percent of NGO
facilities) (Figure 6.12 and Appendix Table A-6.40).

Information on the availability of other desirable equipment and conditions that improve the hygiene and
monitoring capacity for labor and delivery is provided in Appendix Table A-6.41.

Key Findings

Basic equipment and supplies that should be available for any delivery services (item to cut cord, item
to clamp cord, suction apparatus, antibiotic eye ointment, and perinea disinfectant) were available in
21 percent of facilities. All items were most often found in facilities located in Urban Governorates
(64 percent) and were least available in facilitiesin Upper Egypt (8 percent).

Capacity to manage complications is expected primarily in general service hospitals. Forty-nine
percent of general service hospitals had al the basic medicines and supplies for managing common
complications of labor and delivery.

An injectable oxytocic medicine was available in 55 percent of facilities (in the delivery area for 53
percent) and in about 75 percent of both general service hospitals and M CH/urban HUSs.

Facilitiesin Urban Governorates are consistently better equipped to provide normal delivery services
and to manage common and serious complications of labor and delivery than facilities in Lower and

Upper Egypt.

In addition to the previously mentioned equipment and supplies, a facility that is expected to manage
complicated deliveries should have the capacity to mechanically assist the delivery when contractions are
ineffective (using either forceps or a vacuum extractor) and should be able to provide postabortion care by
removing retained materials from the uterus that contribute to hemorrhage and infection (dilatation and
curettage [D& C] equipment or a vacuum aspirator). In cases where life-saving emergency obstetric care
is required, the capacity to provide a caesarean section and to transfuse blood is essential. Finaly, thereis
sometimes a heed for special equipment to support the newborn. The equipment assessed was a means for
providing emergency respiratory support (a resuscitator or ambu bag) and an external heat source to
maintain the body heat in a premature newborn (incubator, heat lamp, or other device).

In Egypt, this level of support for complicated deliveries in government facilities is authorized primarily
in general service hospitals, and other facilities that do not have a specialist are expected to refer the
clients. Among the general service hospitals offering delivery services, 44 percent had forceps, 45 percent
had a vacuum extractor, 12 percent had a vacuum aspirator, and 48 percent had a D& C kit (Figure 6.13).
In addition, 44 percent had a resuscitator for the newborn, and 56 percent had an incubator or other
external heat source for premature infants. Around one-third to one-half of NGO facilities aso had
different items of equipment to support complicated deliveries (Appendix Table A-6.42). Each of these
items for emergency support to the mother and newborn was most often found in facilities in Urban
Governorates, followed by thosein Lower Egypt, and least often found in facilitiesin Upper Egypt.
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Figure 6.13 Emergency equipment and services available in
general service hospitals (N=49)
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Sixty percent of general service hospitals offer blood transfusion services (Appendix Table A-6.42), with
49 percent having a blood bank and 11 percent providing transfusion services only (data not shown).

Among the general service hospitals offering delivery services, 71 percent offer caesarean section and
more than half of NGO facilities that offer delivery services also offer caesarean sections (Appendix
Table A-6.42). Among the government general service hospitals offering caesarean section, 82 percent
had all basic equipment and furnishings for caesarean sections observed and functioning on the day of the
survey (Appendix Table A-6.43). In addition, 95 percent had a set for providing anesthesia, and 68
percent reported that they had an anesthetist available and observed a duty schedule. An additional 23
percent indicated that they had an anesthetist but had no duty schedule. Seventy-six percent had a
provider available 24 hours to conduct caesarean sections, with a duty schedule indicating 24-hour
coverage. Findings for equipment were similar in the five NGO facilities that conduct caesarean sections.
Findings for staffing were different, with all NGO facilities having an anesthetist (with an observed duty
schedule); however, only 25 percent had a duty schedule for 24-hour coverage for a provider to conduct a
caesarean section.

Key Findings

Equipment for assisting complicated deliveries is available primarily in general service hospitals.
Thus, referrals for most complications are required.

Among general service hospitals offering delivery services, less than half had equipment to support
inefficient labor or to provide postabortion D& C.

The vacuum extractor is not available in MCH/urban HUs or in most rural HUs. The benefits of
introducing this method of supporting inefficient labor outside of genera service hospitals should be
assessed by the MOHP.

While 71 percent of general service hospitals offered caesarean section, only 60 percent offered blood
transfusion services.
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6.8 Newborn Care Practices

Delivery service providers were questioned about routine newborn care practices at the facility.
Information on these practicesis provided in Appendix Table A-6.44.

Using catheter suction to stimulate respirations in newborns who are not breathing is not an uncommon
practice; however, this should not be a routine practice as it may cause injury to the newborn. Seventy-
two percent of facilities (91 percent of general service hospitals) indicated that they routinely suction the
mouth and nose of the newborn with a catheter (Appendix Table A-6.44). Only 38 percent of facilities
had a suction bulb for clearing the respiratory path of the newborn (Appendix Table A-6.40).

Hypothermia is a contributing factor to increased morbidity and death for newborns. It can be prevented
by avoiding full-immersion bathing the first few hours after birth and, instead, drying the newborn and
either immediately giving the infant to the mother for skin-to-skin contact or wrapping the newborn in a
warm blanket. Full-immersion bathing is not common, with only 23 percent of facilities indicating that
this practice is routine. MCH/urban HUs reported full-immersion bathing more often than other facilities
(45 percent, compared with 25 percent or less for other facilities).

Weighing the newborn provides health information for monitoring postnatal care. Birth weight is also an
indicator for risk of infant death. While 82 percent of facilities indicated that they routinely weigh the
newborn, 68 percent had a functioning infant scale in the delivery service area on the day of the survey
(Appendix Table A-6.44).

Vitamin A supplementation in depleted children has been shown to decrease risk of infection and death.
Newborns can receive a healthy amount of vitamin A through breast milk; however, pregnant women are
also at risk of developing vitamin A deficiency. When vitamin A deficiency is a problem, providing
vitamin A to the mother immediately postpartum not only replaces depleted vitamin A in the mother but
aso increases the vitamin A available to the newborn through breast milk. Seventy-one percent of
facilities indicated that they routinely provide vitamin A to the new mother, with 61 percent of facilities
having vitamin A available in the delivery service area and 76 percent having it available either in the
delivery room or in the pharmacy.

When assessing policies and practices for providing ora polio vaccine (OPV) and BCG vaccine to the
newborn, it should be remembered that the full immunization coverage for children in Egypt is more than
90 percent. The MOHP has recently adopted recommendations from a technical advisory group of

international polio expertsl?' to provide a dose of oral polio vaccine (considered dose 0) after birth to
provide extra protection for the infant. Thisis a new policy for the MOHP. At the time of the survey,
OPV was reported as being provided to newborns prior to discharge in 19 percent of facilities. It is
current MOHP policy to provide BCG vaccine to the newborn within 42 days of birth. When asked, 10
percent of facilitiesindicated that they provide BCG to the newborn prior to discharge.

The MOHP promotes providing vitamin K to the newborn. Twenty percent of facilities indicated that
they routinely provide vitamin K to newborns (Appendix Table A-6.44). Forty-five percent of facilities
had vitamin K available; this suggests that, should it be desirable, this practice could easily be expanded.

Internationally, exclusive breastfeeding is promoted for the first six months of age, with provision of
prelacteal liquids discouraged. As noted in the section on ANC, however, pregnant women are not
routinely counseled on exclusive breastfeeding. Prelacteal liquids are not routinely provided (only 12

* The Technical Advisory Committee was formed of international polio experts from WHO, UNICEF, USAID,
CDC, and Rotary International.
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percent of the facilities), although general service hospitals reported this as a routine practice more often
(31 percent) than other facilities.

“Rooming in,” where the infant routinely stays with the mother (a practice to support exclusive
breastfeeding and mother-child bonding), is routinely practiced in most (88 percent) facilities.

When asked about care of the umbilical cord, 85 percent of facilities indicated that they apply 70 percent
alcohol, 22 percent apply Betadine, and 25 percent use dry dressings only. It is evident that facilities
sometimes have more than one umbilical cord-care practice.

Key Findings

Weighing the infant, providing vitamin A to the mother, and rooming in are practices that are common
in Egyptian facilities and are considered supportive of newborn health.

Routine suctioning with a catheter (72 percent of facilities) is a practice that should be assessed and
potentially discouraged.

One-third of general service hospitals report routinely providing prelacteal feeds to newborns. This
practice should be assessed and potentially discouraged. Other facilities do not report this as a routine
practice.

6.9  Management Practices Supportive of Quality Delivery Services
Management practices that were assessed for supporting quality delivery services include the following:
»  Facility documentation and records
e  Systemsfor quality assurance
* Practicesrelated to user fees
e Supervision and staff development.

Table 6.7 provides information on these items. Appendix Table A-6.45 provides information on user
statistics, Appendix Table A-6.46 provides information on user fee practices, and Appendix Tables A-
6.47 through A-6.49 provide information on supervision and staff development from the perspective of
the provider.

6.9.1 Facility Documentation and Records

A delivery register was defined as being up to date if there was an entry in the past 30 days (assuming
there should be at least one birth per month in facilities that provide the service) and if the entry, a a
minimum, provided the birth outcome. Forty-seven percent of facilities had an up-to-date delivery register
available (Table 6.7). Among the facilities that provide routine home delivery services, 84 percent had a
register where home delivery information was recorded and among those that provide home delivery
services for emergencies only, 36 percent had a register for recording these services (data not shown).
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Table 6.7 Facility-based supportive management practices
Among facilities providing delivery services, percentage with an up-to-date delivery register, percentage with documentation that they monitor delivery
coverage, percentage that monitors deaths or near misses, percentage of facilities having any user fee for normal deliveries, percentage where at least
half of the interviewed delivery service providers received in-service training related to deliveries during the past 12 months, and percentage where at
least half of the interviewed delivery service providers were personally supervised during the past 6 months, by type of facility and region, Egypt SPA
2002
Percentage of facilities where
at least half of the interviewed Number of
Percentage of facilities offering services with: delivery service providers facilities with
Facility reviews Number of Were interviewed
Observed  Documentation maternal/ facilities offering  Received in- personally providers of
up-to-date of monitoring newborn User delivery service training  supervised delivery
Background patient delivery deaths or near fee for services during past  during past 6 services
characteristics register* coverage misses delivery (weighted) 12 months? months (weighted)
Type of facility
GS hospital 68 2 48 17 49 8 84 46
MCH/urban HU 70 14 24 56 35 12 94 31
Rural HU 34 14 58 37 129 25 95 120
NGO facility 33 9 9 100 8 24 44 6
Region
Urban Governorates 73 7 7 51 25 13 87 22
Lower Egypt 49 12 63 25 81 14 90 71
Upper Egypt 40 12 48 44 115 23 93 109
Total 47 11 49 38 221 19 91 202
1 Register has an entry in the past 30 days; entry indicates delivery outcome.
2This refers to structured, in-service sessions and does not include individual instruction received during routine supervision.

Facilities were asked for their monthly service statistics. Among the 172 facilities having data for
facility-based vaginal deliveries, the median monthly number of deliveries was 30 for genera service
hospitals and less than 10 for other facility types (Appendix Table A-6.45). The median monthly number
of home deliveries (from 117 facilities) was 9; the median number of caesarean sections was 10 for
general service hospitals and 4 for NGO facilities.

Facilities frequently have catchment populations for whom they provide services. The ESPA assessed
whether the facility had any documentation indicating that it monitored the proportion of deliveries that
occurred in its catchment area and were attended by facility staff (or, for some program strategies,
deliveries that are attended by skilled providers affiliated with the facility). Thisis afacility’s delivery
coverage for its catchment population. The facilities did not routinely monitor delivery coverage, with
only 11 percent (primarily MCH/urban HUs and rural HUs) having any documentation of calculations of
coverage (Table 6.7).

6.9.2 Systemsfor Quality Assurance

One quality assurance measure is to systematically review all maternal and newborn deaths or near deaths
to develop interventions to decrease or prevent these events. The ESPA does not assess the quality of
these review programs, but it does assess whether facilities have implemented the process. Forty-nine
percent of facilities indicated that they conduct reviews of maternal or newborn deaths or near deaths.
These were primarily facilitiesin Lower Egypt (63 percent) and Upper Egypt (48 percent) (Table 6.7).

It was previously noted that blank partographs were available in only 6 percent of facilities (Appendix

Table A-6.34). Among interviewed delivery service providers, 76 percent indicated that they have never
used a partograph (data not shown).
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Referral forms, a means for improving effective referrals of obstetric emergencies, were found in
25 percent of facilities (primarily in MCH/urban HUs, 43 percent) (Appendix Table A-6.41).

6.9.3 Practices Related to User Fees

The ESPA documents the percentage of facilities where user fees are collected for delivery services.
Thirty-eight percent of facilities (51 percent in Urban Governorates, 44 percent in Upper Egypt, and
25 percent in Lower Egypt) indicated that they have user fees for some aspects of deliveries (Table 6.7).
Thirty-two percent of facilities indicated that they had a fixed fee for al delivery costs; 1 percent
indicated that they have afixed fee that includes ANC; 1 percent indicated that they charge for medicines
and tests provided by the facility (Appendix Table A-6.46); and 3 percent indicated that fees were not
fixed but varied, depending on the case (data not shown).

6.9.4 Supervision and Staff Development

If at least half of the interviewed delivery service providers at a facility had received any structured in-
service training (excluding on-the-job training that may have been received during discussions with
supervisors) relevant to delivery services during the past 12 months, the facility was defined as providing
routine staff development activities. More than half of the interviewed delivery service providers from 19
percent of facilities indicated that they had received formal in-service training during the past 12 months
(Table 6.7). Among al interviewed delivery service providers, 18 percent received in-service training
during the past 12 months (Appendix Table A-6.47). An additional 34 percent of providers indicated that
they had not had formal in-service training during the past 12 months but had received in-service training
during the past five years. The percentage of providers who had received in-service training on the
various topics related to delivery services was similar for each topic. Specific topics and when providers
attended are provided in Figure 6.14 and, by facility type and region, in Appendix Table A-6.48.

Figure 6.14 In-service training received by interviewed delivery service
providers, by topic and timing of most recent training (N=221)
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If at least half of the interviewed delivery service providers in afacility had been personally supervised in
the past 6 months, the facility was defined as providing routine staff supervision. More than half of the
interviewed delivery service providers in 91 percent of the facilities had been personally supervised
during the past 6 months (Table 6.7). At the individual-provider level, 87 percent of al interviewed
delivery service providers had been personally supervised, and among the delivery service providers who
had been personally supervised, at least half of them indicated that they had been supervised at least nine
times during the past 6 months (Appendix Table A-6.49). Although the percentage of staff receiving
supervision was similar between regions, the frequency of supervision was much higher for providers
working in facilities in Urban Governorates (median number of 15 times during the past 6 months) than
for providersin facilities in Lower Egypt (a median of three times) and Upper Egypt (a median of four
times). When asked what their supervisor had done providers said that they checked their records (96
percent), observed their work (93 percent), provided feedback (91 percent), provided information updates
(74 percent), and discussed problems (81 percent).

Supervision activities were similar between regions. Appendix Table A-6.49 provides details on
supervision activities by facility type and region.

Key Findings

Facility-level documentation of delivery servicesis available in only 47 percent of facilities offering
delivery services.

Community coverage of delivery servicesis rarely monitored (11 percent of facilities).
Routine supervision of delivery service providersis amost universal (91 percent of facilities).

In-service training was not routinely provided for delivery service providers (19 percent of facilities).
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Communicable Diseases. Servicesfor Sexually
Chapter 7 Transmitted Infections, HIV/AIDS, and Tuberculosis

7.1  Background
7.1.1 ESPA Approach to Collection of Information on ST1 and HIV/AIDS Services

Sexually transmitted infections (STIs) are a major public health problem throughout the world. These
illnesses affect millions of men, women, and children and can cause infertility, serious illness, and even
death. STIs have also been shown to increase the risk of transmission of the human immunodeficiency
virus (HIV) that causes acquired immunodeficiency syndrome (AIDS) (AIDSCAP/FHI, 1996). Most
people infected with STIs do not have symptoms, but they can still transmit the disease to their sexual
partners. Preghant women with STIs are more likely to have low-birth-weight babies, premature babies,
and stillbirths (Cotch et a., 1997; AIDSCAP/FHI, 1996).

As of December 2002, more than 40 million people worldwide have been infected with the AIDS virus
(UNAIDS/WHO, 2002). In sub-Saharan Africa, an estimated 29 million people are infected with
HIV/AIDS, which has become a leading cause of adult mortality in this region. A majority of people
infected with HIV do not know that they are infected and, as a result, may unknowingly infect others.
These people will die from AIDS if they do not receive appropriate treatment and care. However, with the
development of powerful antiretroviral drugs, many people who are HIV-positive are living longer, and
many infected mothers are giving birth to infection-free babies. Consequently, the role of health systems
in addressing the HIV/AIDS epidemic has expanded to include a range of care and support services for
people living with HIV/AIDS. Although the prevalence of HIV/AIDS in Egypt is one of the lowest in the
region, estimated at .03 percent among the general population (MOHP, 2003), the pandemic status of this
illness necessitates that vigilance for monitoring and early detection continue to be public health priorities
for al countries.

Although sexual contact is not the only means of transmission of HIV/AIDS, it is the most common
(UNAIDS/WHO, 2000); thus, preventive measures for STls are equally relevant to HIVAIDS. However,
the initial symptoms of a person with AIDS differ from those of clients with other STIs. Diagnosis and
management of clients with HIV/AIDS requires additional resources that may not yet be incorporated as a
part of routine STI services. As services for management and treatment of HIV/AIDS develop, they may
be offered by different personnel and at sites other than those offering services for other STls. For this
reason, the ESPA presents information on services specific to HIV/AIDS and the providers of those
services separate from general STI service information.

This chapter uses information obtained in the ESPA to address the following four central questions:
e What isthe availability of STI services?

e To what extent do the facilities offering STI services have the capacity to support quality STI
services?

o What isthe availability of specific HIV/AIDS services?

e To what extent do the facilities offering HIV/AIDS services have the capacity to support quality
HIV/AIDS services?
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7.1.2 Health Situation Related to STIsand HIV/AIDS in Egypt

The prevalence of STlsis not believed to be high in Egypt, and as aresult health services related to STls
have not been a priority area of development. Surveillance for and statistics on the prevalence of STlsis
weak, with most published studies on STls focusing on select populations. With increased awareness of
the risks for HIV/AIDS and the relationship between STIs and HIV/AIDS, the MOHP has developed a
new curriculum, in 2002, to strengthen the STI and HIV/AIDS component of preservice training for
health service providers. In addition, health service providers are encouraged to include screening for
STls asacomponent of health services for clients who are at risk.

The first AIDS case in Egypt was diagnosed in 1986. Subsequently, a National AIDS program and a
National AIDS Committee were established. Since 1986, HIV/AIDS has been classified as a notifiable
disease. Blood for transfusion has been screened for HIV/AIDS since 1987. The current prevalence of
HIV/AIDS is estimated at .03 percent among the general population, and from .05 to 0.5 percent among
high-risk populations. During 2002, development of services related to HIV have been expanded. The
National AIDS Control Programme (NACP) has developed a strategy with the following priorities
(MOHP, 2003):

o Epidemiological surveillance to identify trends and the extent of the problem

I nformati on-Education-Communications (IEC) activities for the public

e |EC for prevention of sexual transmission of HIV through decreasing risk behaviors, and early
and effective management of STIs

e Screening al blood donations to prevent transmission of HIV through blood
e Prevention of prenatal transmission
e Reducing theimpact of HIV infection through supportive care for AIDS patients.

7.2 Availability of STI Services

The integration of STI diagnosis and treatment into relevant health services increases opportunities for
case detection and followup on treatment. The ESPA assessed STI service availability in the facility.
Most commonly, clients seeking health care specifically for symptoms of STls are seen in a generd
outpatient department (OPD). Less commonly, thereis a specific STI service area. Both ANC and family
planning services are commonly used by sexually active women and, as such, are also relevant services
through which STI diagnosis and treatment might be offered. Including STI screening and treatment as a
component of these services may increase early detection and improve follow-through on treatment
because women may be more comfortable discussing symptoms of STIs during the course of a regular
ANC or family planning visit with a provider with whom she is familiar. If she must go elsewhere for ST
service, thereis a greater chance that she may decide not to seek followup care.

Table 7.1 provides information on the availability of STI services of any type and availability depending
on which service the client is using in the facility. Appendix Table A-7.1 provides information on
availability of STI servicesin facilities that reported they do not offer STI services, but service providers
for family planning and ANC reported they do offer the service to their clients.

Facility respondents were asked if they offer any STI services, without a specific definition. The service
could have been only counseling, only testing, or diagnosis and treatment. ST services were reported by
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62 percent of al facilities, with few differences in availability of the service by geographic region (Table
7.1). A point of note is that only 53 percent of fever hospitals offer STI services, yet fever hospitals are a
priority for training providers in diagnosing and managing HIV/AIDS (MOHP, 2003). Among facilities
reporting STI services, most (89 percent) offer these services as a part of the general outpatient curative
services, with essentialy all offering the service at least five days per week (Table 7.1). Integration of
STI services with family planning and ANC servicesis high, with 86 percent of the facilities offering any
STI services, indicating that they offer STI servicesto family planning clients when they come for family
planning services, and 83 percent to ANC clients when they come for ANC services. Among the
facilities that offer STI services, 76 percent reported that the service was available to clientsin all three
relevant service areas (genera outpatient, family planning, and ANC). In small facilities such as mobile
units and rural HUs, there may be one provider who sees all sick adults (routine outpatient services),
ANC and family planning clients, and who provides the ST services to any of these clients who need the
service.

It was noted that among facilities reporting they do not offer STI services, providers of ANC and family
planning services reported they did offer the services for their clients. Among the 245 facilities that did
not offer routine ST services, 69 percent indicated the services were available for family planning clients
and 63 percent for ANC clients (Appendix Table A-7.1). Anecdotal information indicates that the likely
explanation is that facilities that do not normally have clients who come to the outpatient department for
STI symptoms reported they do not provide the service, while family planning and ANC providers see
clients with symptoms of STIs, so they report providing the service. For the ESPA, information
specifically related to STI services was only collected from the facilities indicating the service was a
routine service (either in the outpatient department or a special clinic). Information on STI services
offered through family planning and ANC services is discussed in the chapters related to those services.

Table 7.1 Availability of services for sexually transmitted infections

Percentage of facilities offering services for sexually transmitted infections (STIs), percentage offering services for HIV/AIDS, percentage offering services
for STls including HIV/AIDS and, among facilities offering services for STIs, percentage where STI services are provided in the general outpatient
department (OPD), a special clinic, by family planning (FP) service providers, and by antenatal care (ANC) service providers, percentage where STI
services are offered in the OPD, FP and ANC service areas, and percentage where STI services are offered five or more days per week, by type of facility
and region, Egypt SPA 2002

Percentage
facilities where
Percentage of facilities where STI services are services for ~ Number of
Percentage of facilities offering: Number available in the indicated service area’ STls are facilities
Any Both STI and of OPD, FP, available at  offering STI
Background Any STl HIV/AIDS HIV/AIDS facilities’ General Special and ANC least 5 days services
characteristics services services services  (weighted) outpatient clinic? FP ANC service areas  per week (weighted)
Type of facility
GS hospital 68 7 7 64 94 6 90 76 72 96 44
Fever hospital 53 31 31 13 82 18 0 0 0 94 7
MCH/urbanHU 60 2 2 65 93 7 87 88 81 92 39
Rural HU 62 3 3 367 91 9 88 95 86 90 226
Mobile unit 68 0 0 38 82 18 82 56 56 100 26
Health office 44 0 0 32 87 13 82 0 0 95 14
NGO facility 70 1 1 71 75 25 86 78 74 75 49
Region
Urban Governorates 61 3 3 65 89 11 99 82 81 83 40
Lower Egypt 65 5 5 315 93 7 82 80 73 87 204
Upper Egypt 60 1 1 270 83 17 87 86 79 95 161
Total 62 3 3 650 89 11 86 83 76 90 405

T Services may be available at multiple sites in the same facility if they are integrated. In small facilities, one service site and one provider may provide
services for general outpatients, ANC, and family planning clients.

2 STl services at the public and NGO facilities are utilized primarily by females, so in almost all cases the special clinic is the gynecologic clinic. Males
might receive STI services in urology clinic.
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Key Findings

STI services are offered by 62 percent of all facilities.

Within facilities reporting STI services, the services are integrated, with 76 percent of facilities
indicating ST services are available through general outpatient services as well as through ANC and
family planning services.

Within facilities that report they do not offer STI services, family planning and ANC providers do
offer the service to their clients (69 percent and 63 percent of the non-STI service facilities,
respectively) if needed.

7.3  Capacity to Provide Quality ST1 Services

Equipment, supplies, and health system components defined as important for supporting quality STl
services were assessed. These included the following:

e  System components to support utilization of services

e Infrastructure and resources to support quality assessment and counseling
e Infrastructure and resources for examinations

e Essentia suppliesfor basic STI services

e Additional equipment and suppliesfor STI services.

Table 7.2 provides information on system components and resources for STI services. Figures 7.1 to 7.4
provide summary information on items assessed for counseling, diagnosis, and treatment for STIs.
Appendix Tables A-7.2 and A-7.3 provide details on items assessed for counseling, physical
examinations, and infection control for STIs. Appendix Table A-7.4 provides details on availability of
components for laboratory tests and treatment of STIs.

7.3.1 System Componentsto Support Utilization of Services

Special efforts should be made to encourage clients with STls to seek modern medical help, because of
the stigma that is frequently associated with having an ST, and because many people with STIs have no
symptoms and do not recognize that they need treatment. The ESPA assessed the presence of program
strategies and service delivery components that contribute to the availability and improved utilization of
STI services.

One essentia condition for encouraging the use of services is to ensure client confidentiality. Adherence
to confidentiality standards is supported when a facility has an official written confidentiality policy that
is shared with all staff. For the ESPA, any document or notice that specified that information related to
the client will remain confidential between the provider and the client was accepted as proof of a
confidentiality policy. Only 1 percent of facilities had a written confidentiality policy for STI services
(Appendix Table A-7.2), with an additional 1 percent reporting they had this, but were unable to show
any documentation (data not shown). No facilities had any document for informed consent for STI
laboratory examinations, although one percent reported they had such a policy (data not shown). The
ESPA accepted any written notice that provided an indication that confidentiality was a policy. Since
confidentiality policies have not yet been introduced through the MOHP, it is possible that the
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MCH/urban HU and rural HU where these were found might have developed their own internal directive
on thisissue to remind providers or to reassure clients of the importance of confidentiality of information
shared.

For effective interruption of STI transmission, the husband or wife of clients with STIs must also be
tested and, if they are found to be infected, they also need to be treated. The client with an STI (all cases
observed in the ESPA were women) should be asked to notify her husband and to ask him to be
examined. Thisis classified as passive followup. If the client feels uncomfortable or ashamed informing
her husband that he may be infected, the client may allow local health authorities to contact the husband
to inform him of the risk of infection and to advise him to seek care. Thisis called active followup.

Table 7.2 Availability of infrastructure and resources to support quality counseling and examinations for sexually transmitted infections

Among facilities offering services for sexually transmitted infections (STIs), percentage with all conditions to support quality STI services, percentage
with all infection control and furnishings for physical examination, percentage that use etiologic methods for diagnosis, percentage using syndromic
methods for diagnosis, percentage with laboratory capacity to conduct a test for syphilis, gonorrhea, wet mount examination, and HIV/AIDS tests, and
percentage with medicine to treat four major STIs, by type of facility and region, Egypt SPA 2002

All items  All conditions Number of
to support  to provide . . facilities
quaﬁiFt)y qF:Jality Method for diagnosing ) . 4 Medicines  offering STI
Background coun- physical STls Testing capacity for: to treat four  services
characteristics seling’  examination?> Etiologic Syndromic® Syphilis® Gonorrhea® Wet mount’ HIV/AIDS® major STIs®  (weighted)
Type of facility
GS hospital 11 18 24 100 16 9 30 23 18 44
Fever hospital 0 0 47 100 0 29 35 23 35 7
MCH/urban HU 16 36 18 98 12 2 17 2 2 39
Rural HU 10 19 1 100 1 0 2 0 3 226
Mobile unit 11 8 0 100 0 0 0 0 0 26
Health office 5 30 4 96 0 0 0 0 0 14
NGO facility 5 20 23 99 11 7 16 9 0 49
Region
Urban Governorates 11 52 16 100 9 18 3 5 40
Lower Egypt 12 22 9 99 2 1 5 3 3 204
Upper Egypt 7 11 7 100 6 3 10 6 6 161
Total 10 20 9 100 5 2 8 4 4 405

! Visual and auditory privacy, any guidelines or protocols and any visual aids or educational materials

2 All infection control items (soap, water, latex gloves, disinfecting solution, and sharps box), visual privacy, examination bed, and examination light
% This may include diagnosing by symptoms where the syndromic approach algorithms were not followed.

4 Capacity to conduct a test does not mean the facility routinely utilizes the test

® Either venereal disease research laboratory (VDRL) test and functioning microscope, or reactive protein reagent (RPR) test kit

® Gram stain reagents and functioning microscope or culture capacity

" Functioning microscope and slides

8 ELISA, Western Blot, or Rapid test

° At least one medicine to treat syphilis, gonorrhea, trichomoniasis, and chlamydia

Thirty-six percent of facilities indicated they do ask clients to bring their husbands for checkup. This
practice was most commonly reported by general service hospitals (general, district, or integrated
hospitals)—at 42 percent, and least commonly reported by health offices and NGO facilities (26 and 28
percent, respectively). While 3 percent of facilities indicated they would conduct active followup of the
husband, if necessary (6 percent of fever hospitals and 5 percent of MCH/urban HUs), it is possible that
the question was not understood, since active followup is hot MOHP policy. When asked for any
documentation indicating there is followup on contacts (active followup), a small proportion of fever
hospitals (6 percent) and general service hospitals (1 percent) were able to show a register or form used
for monitoring case followup (data not shown). It was not clarified if the followup system was for all
STlsor specifically for HIV/AIDS.
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7.3.2 Infrastructure and Resourcesto Support Quality Assessment and Counseling

Conditions to support quality counseling for STIs require complete privacy to facilitate open
communication between the provider and the client. Because counseling for diagnosis and prevention of
STls often takes place in a different location than the physical examination, the conditions for counseling
are assessed separately from those for physical examinations. Complete privacy is necessary when taking
the client history because of the discomfort many clients feel when talking about issues related to their
sexual practices. Ensuring auditory and visual privacy is expected to encourage the use of services by the
client and adherence to protocols and standards by the provider. Without these conditions, the provider
may not ask the appropriate questions or make the appropriate examinations. Seventy-eight percent of
facilities offered counseling for ST clients under conditions that allowed both visua and auditory privacy
(Figure 7.1). Another 6 percent had conditions for visual privacy but auditory privacy was not assured
(Appendix Table A-7.2).

Figure 7.1 Items to support quality STI services (N=405)

Visual and auditory privacy 78
Protocols for STIs 19
Visual aids 41
Condoms at service
. . 58
delivery site
Condoms in facility 87
0 20 40 60 80 100

Percentage of facilities offering STI services
Egypt SPA 2002

Only 19 percent had guidelines or protocols for diagnosis and treatment of STIs in the service delivery
area, with 4 percent specifically having guidelines or protocols that included the syndromic approach
guidelines. The syndromic approach is a systematic method for assessing symptoms in a client, and then,
based on the symptoms, a specific protocol for which medicines should be prescribed (WHO, 2001). The
syndromic approach has not been widely introduced in Egypt; however, the guidelines can be found in a
variety of general materials and may have been part of other general guidelines for reproductive heath in
the facilities where they were found.

Forty-one percent of facilities had visual aids for client education related to STIs and 58 percent had
condoms in the service delivery area, with 87 percent having condoms anywhere in the facility. The
availability of condoms at the service delivery site alows the provider to demonstrate how to use them
and to ensure that the client leaves with them.
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All conditions (visual and auditory privacy, treatment guidelines, visual aids, and condoms in the STI
service area) were available in 10 percent of facilities, (16 percent of MCH/urban HUs and none of the

fever hospitals) (Table 7.2).

Key Findings

Practices to increase case detection (confidentiality policies and partner followup procedures) are not
yet policy within the health system.

Guidelinesfor STI diagnosis and treatment are available in 19 percent of facilities.

Visual aidsfor client education are availablein 41 percent of facilities and condomsin 87 percent, a-
though only 58 percent of facilities had condomsin the STI service area.

7.3.3 Infrastructure and Resourcesfor Examinations

Items assessed included the following:
e Infrastructure (furnishings and infection control measures) for physical examination
e STI diagnostic methods used, and laboratory capacity for ST testing

e Medicinesfor treating STIs.

Quality physical examination requires the presence of measures for infection control, a bed and an
examination light for pelvic examinations, and visual privacy. Hand-washing soap was available in the
STI service area at 53 percent of facilities and water in 92 percent (Figure 7.2). On the day of the survey
there was no water available in the service areafor 8 percent of facilities. Thisincluded more than half of
fever hospitals (data not shown). Eighty-four percent of the facilities provided the water in the STI

service area through a piped system, 3 percent in a bucket with atap, and 5 percent in a bucket or basin.

Figure 7.2 Items to support quality examination for STls (N=405)
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The nonpiped water was primarily in mobile units (data not shown). Latex examination gloves were
available in the STI service area in 52 percent of facilities (61 percent of general service hospitals)
(Appendix Table A-7.2). Disinfecting solution for decontaminating used equipment was available in
amost al (90 percent) STI service areas, and a sharps box in 71 percent. All items for preventing
infection were available in 23 percent of facilities, with MCH/urban HUs and health offices being the best
equipped, with 41 percent and 38 percent, respectively, having all items. Fever hospitals were the |least
well equipped, with none of the fever hospitals offering STI services having al items for infection control
in the STI service delivery area.

When asked where equipment utilized for STl examinations was processed for reuse, 41 percent of
facilities indicated their equipment was processed in the main equipment processing area for the facility
and 54 percent in the family planning service area. Only two percent indicated they processed the
eguipment in the area where ST services were offered (data not shown). The availability of equipment,
fuel for heating (if applicable), and knowledge of the minimum processing time (and temperature, for dry

heat sterilizing) was assessed for the location where ST1 equipment was processed for reuse.’ Sixty-two
percent of facilities had all items (equipment, fuel, and knowledge of processing time) for either dry heat
sterilization or autoclaving, and an additional 16 percent had the equipment and knowledge for high-level
disinfecting (HLD) procedures (either boiling, steaming, or chemical) (Appendix Table A-7.3). Twenty-
eight percent had written guidelines for the processing procedure in the area where the equipment was
processed. MCH/urban HUs were more likely to have the guidelines available (41 percent) than other
facilities. It was notable that 74 percent of fever hospitals indicated they had no system for processing
equipment. Only 12 facilities had processed items stored in the STI service area (data not shown). Of
these, 5 percent were stored to maintain sterility or HLD status, and 64 percent were stored under clean
conditions, but where sterility or HLD status was not guaranteed.

A private room (to ensure visual and auditory privacy) was available in 82 percent of the STI examination
areas, and an examination bed and an examination light were each available in about 90 percent of
facilities (Figure 7.2), with al furnishings for an examination available in 74 percent of facilities. NGO
facilities were more likely to have all furnishings for examinations (81 percent) and fever hospitals the
least likely (3 percent, with an examination light being the least available item) (Appendix Table A-7.2).
All conditions for quality physical examination, including items for infection control and infrastructure
for examination, were available in 20 percent of facilities (Table 7.2) (36 percent of MCH/urban HUs,
and 30 percent of health offices) (Appendix Table A-7.2).

Key Findings

Items for infection control are more available in MCH/urban HUs (41 percent) and health offices
(38 percent) than in other types of facilities.

Fever hospitals were noticeably lacking supplies for infection control and supplies and knowledge for
sterilizing or HLD processing equipment for reuse.

MCH/urban HUs and health offices were best equipped for infection control and for client examina-
tion, with 36 percent of MCH/urban HUs and 30 percent of health offices having all assessed items for
infection control and infrastructure for physical examination.

! Chapter 3, sections 3.4.1 and 3.4.2, provides details on the definitions for adequate sterilization or HLD procedures
and storage practices.
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The World Health Organization (WHO) recommends the use of two approachesin providing ST services
at primary care facilities: etiologic and syndromic approaches (WHO, 2001). The etiologic approach uses
laboratory tests for diagnosing STls. This method is more accurate than syndromic diagnosis; however,
laboratory facilities are often not available. The syndromic approach is recommended for facilities with
no laboratory. The syndromic approach assesses the presence of specific symptoms and then uses an
algorithm to determine treatments to be provided. When neither an etiologic nor a syndromic approach is
used, providers often diagnose and prescribe medication based on their clinical judgment and client
symptoms (often referred to as clinical diagnosis). Studies have shown that when providers do not have a
specific protocol (such as the syndromic approach) or laboratory results to use when diagnosing and
prescribing for STIs, mistreatment is common (Lande, 1993).

Many physician respondents were not familiar with the syndromic approach algorithms and indicated that
they used syndromic diagnosis and treatment when they actually practice clinical diagnosis and treatment,
not necessarily following the syndromic approach agorithms. Thus, while almost all facilities indicated
they used syndromic methods for diagnosing (Table 7.2), it was clarified that most were referring to
clinical diagnosis. Nine percent of facilities (24 percent of general service hospitals and 47 percent of
fever hospitals) indicated they used etiologic diagnostic methods.

The most reliable means for ensuring that clients receive a desired laboratory test is for the facility to
conduct the test in house. Another alternative is to take the specimen and send it to another facility for
testing. The least reliable means is to refer the client to another facility to receive the laboratory test,
because there is alikelihood that the client may decide not to take the test at all.

Five percent of facilities had the laboratory capacity to conduct a venereal disease research laboratory
(VDRL) or reactive protein reagent (RPR) test for syphilis (Table 7.2); 2 percent had the laboratory
capacity to conduct a gram stain or culture for gonorrhea; 8 percent had a microscopic for a wet-mount
examination of a specimen; and 4 percent had laboratory test capacity for HIV/AIDS (either ELISA,
Western Blot, or Rapid Test). The laboratory tests were primarily available in general service or fever
hospitals, or in NGO facilities. Among general service hospitals, 16 percent had the capacity to test for
syphilis the day of the survey, 9 percent to test for gonorrhea, 30 percent to conduct a wet-mount
examination, and 23 percent to test for HIV/AIDS (Appendix Table A-7.4). Among fever hospitals,
however, none had the capacity to test for syphilis, but 29 percent did have capacity to test for gonorrhea,
35 percent to conduct a wet-mount examination, and 23 percent to conduct an HIV test. Almost all
facilities (92 percent) had vaginal speculums but few (2 percent) had swab sticks for taking a specimen
(Appendix Table A-7.4).

Among the facilities offering STI services, 76 percent reported they did not use syphilis tests, 15 percent
indicated they refer clients elsewhere for syphilis tests, 2 percent indicated they send a specimen
elsewhere for the syphilis test when needed, and 8 percent indicated they actually conduct the test, with 4

percent having the capacity to conduct the test the day of the surve-y2 (Figure 7.3). Eighty-one percent of
facilities reported they did not use laboratory tests for gonorrhea, 14 percent indicated they refer clients
elsewhere if they need to be tested for gonorrhea, and athough 3 percent of facilities indicated they
conduct laboratory tests for gonorrhea, only 1 percent had the capacity to conduct the test the day of the
survey. Eighty-eight percent of facilities indicated they did not utilize the wet-mount laboratory test (for
trichomoniasis, candidiasis, and other vaginal infections), and the 12 percent who did use the test reported
they referred clients elsewhere (data not shown). Eighty-five percent of facilities reported they did not use

? Three percent of facilities had VDRL and 3 percent RPR testing capacity; treponema pallidum hemagglutination
assay (TPHA) was not assessed.
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Percentage of facilities offering STI services

Figure 7.3 Utilization and availability of diagnostic tests for STIs (N=405)
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HIV/AIDS tests, 12 percent indicated they referred clients elsewhere for the test, 3 percent of facilities
indicated they conducted HIV tests, and al of these facilities had the capacity to provide the test’ the day

of the survey.

Key Findings

for HIV/AIDS.

test.

Etiologic diagnostic methods for STIs are not widely used (9 percent of facilities), although they are
more commonly reported for general service hospitals (24 percent), fever hospitals (47 percent), NGO
facilities (23 percent), and MCH/urban HUs (18 percent).

Among general service hospitals, 16 percent had the capacity to test for syphilis the day of the survey,
9 percent to test for gonorrhea, 30 percent to conduct a wet-mount examination, and 23 percent to test

Among fever hospitals, none had the capacity to test for syphilis, but 29 percent did have capacity to
test for gonorrhea, 35 percent to conduct a wet-mount examination, and 23 percent to conduct an HIV

The presence of at least one of the following medicines for treating STI was considered essential to be
able to provide quality STI treatment:

Trichomoniasis:. Metronidazole

Gonorrhea:

Ceftriaxone, ciprofloxacin

* Three percent had ELISA and 4 percent the rapid test.
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Chlamydia: Doxycycline, tetracycline, or erythromycin

Syphilis: Doxycycline, tetracycline, erythromycin, benzathine penicillin, or procaine
penicillin

A medicine to treat al of the above infections was available in only 4 percent of facilities, with
metronidazole the most commonly available (63 percent) and a treatment for gonorrhea (either
ceftriaxone or ciprofloxacin) least available (4 percent) (Appendix Table A-7.4). Genera service and
fever hospitals were more likely than other facilities to have medicines available; however, only 18
percent and 35 percent, respectively, had the capacity to treat all of the four above infections (Table 7.2).
There were no major regional differencesin the availability of medicinesfor STls.

In addition to the above, only 6 percent of facilities had nystatin suppositories for treating candidiasis, a
yeast infection that may be sexually transmitted (Appendix Table A-7.4).

There were no differences in the availability of STI treatment protocols and the availability of STI
medicines. Treatment protocols for STIswere found at 19 percent of all facilities where STI services were
available (Appendix Table A-7.2), this included 19 percent of facilities where medicines to treat the four
STlIs were not available, and 17 percent of those where medicines for treating the four STIs were
available the day of the survey (data not shown).

Key Findings

Few facilities (4 percent) had medicines available to treat the all of the STIs—trichomoniasis, gonor-
rhea, chlamydia, and syphilis.

Eighteen percent of general service hospitals and 35 percent of fever hospitals had a medicine avail-
able to treat each of these infections.

7.4  Management Practices Supportive of Quality Services
Management practices that were assessed include the following:
e Facility documentation and records
e Charging practices for STI services
e Supervision and staff development.
Summary information on management practices supportive of quality STI services is provided in Table
7.3. Summary information on topics of in-service training received by providers of STI services is

provided in Figure 7.5. Appendix Tables A-7.5 through A-7.9 provide details on service statistics,
charging practices for STI services, supervision, and provider in-service training.

SERVICES FOR SEXUALLY TRANSMITTED INFECTIONS AND HIV/AIDS

167



Table 7.3 Management practices supportive of quality services for sexually transmitted infections
Among facilities providing services for clients with sexually transmitted infections (STIs), percentage with an up-to-date register
including clients with symptoms or diagnoses of STIs, percentage that submit reports for specific STIs, percentage that have any user
fees for STI services, percentage where at least half of the interviewed providers of STI services received in-service training related
to STIs during the past 12 months, and percentage where at least half of the interviewed providers of STI services were personally
supervised during the past 6 months, by type of facility and region, Egypt SPA 2002
Percentage of facilities where at
Percentage of facilities offering STI least half of the interviewed
services: ANC service providers: Number of
With Number of Were facilities with
observed, facilities Received in- personally interviewed
up-to-date That have  offering STI service training  supervised providers of STI
Background patient Thatreport  user fees for  services during past during past 6 services
characteristics register'  specific STIs?> STl services  (weighted) 12 months® months (weighted)
Type of facility
GS hospital 7 5 81 44 3 91 41
Fever hospital 0 38 80 7 18 85 6
MCH/urban HU 6 3 71 39 11 93 38
Rural HU 8 1 67 226 10 97 204
Mobile unit 11 3 29 26 6 97 24
Health office 0 0 22 14 11 100 11
NGO facility 3 4 88 49 10 60 44
Region
Urban Governorates 0 5 70 40 14 85 38
Lower Egypt 8 3 69 204 8 94 193
Upper Egypt 6 1 65 161 10 90 138
Total 7 3 68 405 9 92 369
! Register has entry within past seven days and symptom or diagnosis indicates probable STI.
2 Facility indicates it submits reports for specific STI diagnoses to the government.
® This refers to structured in-service sessions and does not include individual instruction received during routine supervision.

7.4.1 Facility Documentation and Records

WHO considers record keeping and reporting of STls and STI service utilization to be key elements in
STI surveillance and necessary for improving STI program management (WHO, 1999a). The ESPA
assessed the availability of an up-to-date register where STI service statistics were maintained. An ST
register was considered up to date if there was an entry in the past seven days and if symptoms or a
diagnosis consistent with STI were written. Because most STI services were provided in outpatient
departments, these records were checked for entries on clients with STI symptoms or diagnoses. Only 7
percent of facilities had a register with an entry indicating an STI diagnosis in the past seven days (Table
7.3). An additional 2 percent of facilities had a register that was observed without an entry in the past
seven days, and an additional 4 percent reported they had a register but were unable to show the register
the day of the survey (data not shown).

Specific STIs are classified notifiable diseases in many countries where the public health system monitors
illnesses of public health significance. Statistics on newly diagnosed cases and service utilization provide
information for assessing changes in disease patterns. The most common notifiable STls are syphilis,
gonorrhea, and HIV/AIDS.

USAID/Egypt in collaboration with United States Naval Medical Research Unit (NAMRU)-3 and the
Epidemiology and Surveillance Unit (ESU)/MOHP launched the Communicable Diseases Surveillance
program for Egypt in early 2001 by developing guidelines for infectious disease surveillance and
reporting forms. The system currently collects data on 27 priority infectious diseases (26 identified
priority diseases with one additional line of “other” unanticipated emerging diseases) (USAID, 2003).
This National Electronic Diseases Surveillance System (NEDSS) currently tracks the incidence of the
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listed notifiable infectious diseases in 13 governorates and is planned to extend to the remaining 14
governorates.

Three percent of facilities, primarily fever hospitals (38 percent), indicated they submit reports on specific
STIs and/or HIV/AIDS (Table 7.3). Among the few facilities that do submit reports on notifiable
diseases, 61 percent said their source of information for cases data was the client register, 7 percent use
laboratory records, and 33 percent reported using both the client register and laboratory records (data not
shown).

7.4.2 Practices Related to User Fees

The effect of a fee for services can be negative (the cost is deemed too high) or positive (free items are
often perceived not as good as items that are paid for). Sixty-eight percent of facilities indicated they
charged any routine fee for STI services (Table 7.3) with almost al indicating this was afixed fee for the
consultation (Appendix Table A-7.5), and only 3 percent reporting they charge for medicines and tests
provided by the facility. Among facilities having any user fees 21 percent had publicly posted at least
some of the fee schedule.

Sixty-four percent of the observed and interviewed clients who received STI services the day of the
survey reported they paid something out of pocket the day of the survey (data not shown). Almost all
reported that they payment was for the consultation, with 10 percent indicating they paid for medicines.
The median payment for all services, tests, or medicines (for those who paid anything) was 105 piasters
(data not shown), and was most likely aregistration fee. These out-of-pocket payments do not include the
costs of medicines or tests not provided at the facility.

7.4.3 Supervision and Staff Development

If a least half of the interviewed ST providersin afacility had received in-service training related to ST
services in the past 12 months the facility was defined as providing routine staff development. At least
half of the interviewed STI service providers in 9 percent of facilities had received formal in-service
training related to STls during the past 12 months (Table 7.3). Overall, 10 percent of al interviewed STI
service providers had received recent in-service training in the past 12 months (Appendix Table A-7.6).
An additional 21 percent of interviewed ST service providers had received in-service training related to
STlsduring the past five years. The percentage of providers receiving in-service training on any particular
topic was similar for the past 12 months, and for the past five years (Figure 7.4). Appendix Table A-7.7
provides details on in-service training by facility type and region.

If at least half of the STI service providersin afacility had been personally supervised during the past six
months the facility was defined as providing routine supervision. At least half of the interviewed STI
service providers in 92 percent of facilities indicated they had been personally supervised during the past
six months (Table 7.3). Ninety-one percent of all interviewed STI providers had been personally
supervised during the past six months (Appendix Table A-7.8). Among those who had been supervised,
the median number of times they remembered being supervised during the past six months was seven
times, with providers in Urban Governorate facilities indicating more frequent supervision (a median of
13 times during the past six months). Staff indicated that supervisory activities were those that support
quality services, with 94 percent indicating their work had been observed and 93 percent indicating the
supervisor had provided feedback on their work. Details on supervisory activities are provided in
Appendix Table A-7.8.
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Figure 7.4 In-service training received by
interviewed STI service providers, by topic and timing
of most recent training (N=697)
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Appendix Table A-7.9 provides service statistics for STI clients for the ESPA facilities for which data
was available at the facility. It is notable that few clients (for half of the facilities, the monthly average is
five STI clients) are documented as seeking services for STIs. Service statistics for STls are often
difficult to assess when there is not an etiologic basis for diagnosis. It is not certain if clients who are
treated in family planning and ANC clinics for reproductive tract infections (RTIs), that may or may not
be STls, are reported in monthly statistics. It is most likely that the service statistic nhumbers reflect
clientsfor whom a RTI or related symptom was the principle reason for visiting the facility. These clients
may be more often seen in the general outpatient or gynecology clinic.

Key Findings

Routine provision of in-service training for ST service providers was not common (9 percent of facili-
ties). Only 31 percent of interviewed providers indicated they had received any related in-service train-
ing during the past five years.

Routine supervision of STI service providers within facilities was common (92 percent of facilities).

The system for recording service statistics for clients receiving treatments for RTIs or STIs appears
weak.

7.5 Adherenceto Standardsfor Quality Service Provision

Observers watched the process utilized when clients were assessed for possible STIs (STI clients), noting
information shared and procedures or examinations conducted. The objective was to note if information
on atopic was shared (process information). An assessment of whether the information was correct, or
findings were appropriately interpreted was not a component of the observation. Checklists based on
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elements of care that are generally accepted in literature (WHO, 2001; AIDSCAP/FHI, 1996) were used
to collect information on whether the consultation process included the following:

e Wasinformation related to the clients history and relevant social information shared?
o Were appropriate physical examinations and laboratory tests carried out?

o Did client counseling address relevant topics to support client curative and preventive
practices?

All of the observed STI clients (those who were assessed for symptoms that might be STIs) were female.
A total of 444 ST clients were observed in 152 different facilities. Among these women, 36 percent were
family planning service clients, 8 percent were ANC service clients, and 56 percent came to the facility
primarily for the STI or RTI problem (Appendix Table A-7.10). It is not certain where in the facility
(genera outpatient, gynecology, family planning or ANC clinics) the clients whose primary reason for
visiting the facility was symptoms for STI were observed. Overal, this represents 82 percent of the
identified RTI/STI clients on the day of the survey (data not shown). Twelve of the observed clients
either refused or were not located for the exit interview.

A summary of information shared during the consultation and the types of examinations conducted is
provided in Figure 7.5. Appendix Tables A-7.11 through A-7.15 provide details on the content of the
observed assessment, physical examinations, and counseling.

Figure 7.5 Components of the assessment of women with
symptoms of STIs (N=444)
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751 Assessment of Relevant History

Any client with a possible STI should be assessed for signs and symptoms as well as social factors that
relate to risk of contracting an STI. Only 6 percent of the clients were explicitly assured about the
confidentiality of the information shared between herself and the provider (Figure 7.5).
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While client symptoms were elicited in almost all observed consultations (97 percent) (Figure 7.5), more
detail on how long the symptoms had been present were less often asked (69 percent). Information on
items that might indicate whether the infection is likely to be sexually transmitted or not, or that might
indicate that the woman is at higher risk for STIs (such as cases where a husband has another wife, or
cases where the woman suspects her husband has symptoms of an ST1), help to determine the diagnosis.
Among the observed clients, only 8 percent were asked about recent sexual contact, 13 percent were
asked about symptoms in their husband, and 1 percent were asked about other items related to the
husband that might increase risk. Elements of the client assessment were similar regardless of the type of
facility where the client was observed (Appendix Table A-7.11).

Table 7.4 Service area where client was observed for sexually transmitted
infection
Among clients observed for consultation on sexually transmitted infections
(STIs), percentage who were antenatal care (ANC) clients and who were
observed in the ANC service area, percentage who were family planning (FP)
clients and who were observed in the FP service area, and percentage who's
primary reason for visiting the facility was their symptom related to STls, by
type of facility and region, Egypt SPA 2002
Percentage of observed STI clients Number of

Background whose primary service was: observed STI
characteristic FP ANC STI clients
Type of facility

GS hospital 24 6 70 115

Fever hospital No observed STI clients 0

MCH/urban HU 42 6 52 105

Rural HU 45 18 37 51

Mobile unit 32 10 59 63

Health office 65 0 35 20

NGO facility 34 9 57 90
Region

Urban

Governorates 36 6 59 128

Lower Egypt 37 4 59 143

Upper Egypt 34 13 53 173
Total 36 8 56 444

7.5.2 Physical Examinationsand Laboratory Tests

In addition to assessing the symptoms and social history relevant for diagnosing and treating STIs, a
physical examination provides more objective information on the symptoms, which contributes to a
proper diagnosis. Eighty-eight percent of the women had some level of physica examination, with 81
percent receiving a pelvic examination, and 74 percent having their genitalia examined (either with or
without a pelvic examination) (Appendix Table A-7.11). Findings are presented separately for al clients
receiving any physical examination and for clients receiving a pelvic examination although the pelvic
examination women are a subgroup of the physical examination.

The observer noted if the physical examination took place under conditions where visual privacy was
assured (91 percent) or where both visual and auditory privacy were assured (88 percent) (Appendix
Table A-7.12). Findings were similar when the subgroup of women receiving pelvic examinations were
assessed (Appendix Table A-7.13). During the observation, if people entered and left from the room, or if
curtains were not secure so that persons passing by might glance into the examination area, visual privacy
was not assured.

Infection control procedures varied. Almost no providers washed their hands prior to the examination (3
percent), although 17 percent washed their hands after the examination, and 70 percent wore clean latex
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gloves (Appendix Tables A-7.12 and A-7.13). Thin, disposable gloves were universaly available, but
these tear easily and were not accepted for infection-control purposes.

Among al women having a physical examination, the external genitalia were examined for 80 percent
(Appendix Table A-7.12). During observations it was noted that not all providers who conducted pelvic
examinations examined the external genitalia. Some simply did a rapid examination using a speculum or a
manual examination for discharge.

Utilization of sterilized or high-level disinfected (HLD) equipment for the pelvic examination was
verified for 85 percent of the examinations (with most other equipment of uncertain status because
equipment was aready prepared before the observer was in the room), and used equipment was placed in
decontaminating solution for 78 percent of the pelvic examinations (Appendix Table A-7.13).

Although a speculum was used during 92 percent of the pelvic examinations (Appendix Table A-7.13),
the observer noted that the provider carried out actions necessary to inspect the cervix for only 78 percent
of women. Anecdota evidence was that the provider frequently did a quick examination using a
speculum, but did not aim the light or did not take any time to visualize the condition of the cervix.
Forty-four percent of the examinations included a bimanual examination. There were amost no
explanations of the pelvic examination procedure prior to beginning (3 percent).

Although there were no consistent differences in examination practices by type of facility, rura HUs
tended to carry out each assessed item more frequently than other facility types.

Only 7 percent of the clients received or were referred for laboratory examination, with 6 percent
receiving a urine test and 2 percent receiving a blood test (Appendix Table A-7.11).

Key Findings

Components of aclient history and marital status that might indicate risk for STIs are not routinely
elicited.

Physical examinations for STls are common, with 88 percent of observed clients receiving a physical
examination (74 percent had the external genitalia examined, and 81 percent had a pelvic examination).

Infection control practices during pelvic examinations vary with 70 percent of providers using latex
gloves and 78 percent using decontaminating solution for used equipment, but only 3 percent washing
their hands prior to, and 16 percent after, aprocedure. Verification that equipment was sterile or high-
level disinfected was noted for 84 percent of the examinations.

Almost all examinations include a speculum exam (92 percent), with 78 percent using the speculum
and visualizing the cervix. Bimanual examinations are not common (44 percent of pelvic examina-
tions).

L aboratory examination for the diagnosis is hot common (7 percent); however, the most common test

isaurine test (6 percent).

7.5.3 Client Counseling and K nowledge

During 87 percent of the observations, the provider mentioned some diagnosis, with only 18 percent
indicating specifically the relationship between the infection and sexual activity. It was uncertain from
the data whether the client actually had an STI or whether the diagnosis was a nonsexually transmitted
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vaginal infection. However, 98 percent of the women were prescribed (or received) antibiotics for their
infection, and 12 percent also received medicine for their husband (Appendix Table A-7.14). Fifty-nine
percent were observed being told how to take the medicine, and for 55 percent of the clients a followup
appointment was mentioned.

Condoms as a means for prevention or to use until treatment was completed were amost never discussed
or offered during the observed consultations. During only 5 percent of the observations were condoms or
HIV/AIDS noted to be mentioned at all (Appendix Table A-7.14). Visua aids as resources during client
counseling were essentially never used. During exit interviews clients supported these findings, with 6
percent reporting the provider had talked about condoms during the visit, and 4 percent indicating they
had received condoms (Appendix Table A-7.15). Findlly, an individual client health card is important for
ensuring that information necessary for followup and for continuity of care is available. Twenty-nine
percent of the clients had an individual client card where the provider wrote information (Appendix Table
A-7.14). An additional 38 percent had a client card present, but the provider did not write on it (data not
shown).

After the observed consultation the client was asked to participate in an exit interview. Thirty-six percent
reported that the provider had provided information on how to protect themselves against reproductive
tract infections or HIV/AIDS. (Figure 7.6). Clients were then asked (without prompting) to mention ways
that they can protect themselves in the future from infections transmitted through sexual activity. Among
al interviewed clients, 6 percent indicated that using condoms was a way to protect against STIs or
HIV/AIDS, 10 percent indicated having only one partner was a means. In addition, 14 percent thought
that vaginal douches would protect against STIs or HIV/AIDS. Finally, 3 percent said the husband must
be treated and 5 percent mentioned abstinence.

Nineteen percent of the interviewed clients reported that they had used condoms with their husband
previously (Appendix Table A-7.15). Appendix Table A-7.15 provides detailed information on client
experience and attitude toward use of condoms.

Figure 7.6 Client reports that provider mentioned how to protect against STls;
client knowledge of how to protect against STIs (N=440)
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Key Findings

Although 98 percent of the observed clients were prescribed antibiotics, only 12 percent were provided
medicines for their husbands and only 4 percent were encouraged to refer the husband. A more thor-
ough study to assess whether cases such as these are STIs or whether the use of antibiotics for non-STl
vaginal infections is appropriate, may be warranted.

Individual client health cards, necessary for followup information and continuity of care, were used in
onein three STI consultations.

Education about using condoms for prevention of STIsis amost never provided.

Client reported knowledge on how to protect against STIsisweak and, in some cases (14 percent men-
tioned vagina douches), faulty.

7.6 Client Opinion from Exit I nterviews

During the exit interview, clients were asked their opinion on issues commonly related to client
satisfaction. The client was first asked to identify issues without prompting, and then specific issues were
probed, with the client asked to comment if these were big, small, or not a problem for them. Few items
were identified as major problems. Among identified problems, 9 percent felt the waiting time was too
long, and lack of availability of medicines or supplies was a big problem (13 percent) (Appendix Table A-
7.16). Lack of supplies was identified in all types of facilities, although clients observed in NGO
facilities were least likely to identify this as a big problem (6 percent). Waiting time was most often
identified as a problem in general service hospitals and rural HUs.

When asked why they chose the facility for services, 45 percent reported it was the proximity of the
facility. However, 31 percent reported it was the efficiency of the physician, 27 percent indicated that the
presence of a female physician was important, and 22 percent cited the reputation of the facility (or
provider). These findings are similar to those mentioned by clients from other observed services.
Appendix Table A-7.17 provides details on why the facility was selected.

Appendix Tables A-7.18 and A-7.19 provide additional details on client employment and educational
background.

7.7  Availability of Services Related to HIV/AIDS
7.7.1 ESPA Approach to Callection of Information on HIV/AIDS Services

During the past decade, the emphasis of HIV-related activities has been on awareness and prevention.
With the development of new methods of detection and antiretroviral therapies, and better knowledge of
HIV transmission and prevention, comprehensive HIV services that include treatment, prevention, and
support are being advocated (Lamptey and Gayle, 2001).

The package of servicesfor comprehensive HIV services generally includes the following:
e Programsand strategies for prevention and early detection

— Voluntary counseling and testing (VCT) services
— Prevention of mother-to-child transmission (PMTCT).
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e Improving the quality of life for HIV-infected clients by providing preventive and curative
medical interventions. These interventions include the following:

— Antiretrovira therapy (ART)
— Preventive or curative antibiotics for opportunistic infections
— Palliative care for the end-stage AIDS patient (either in afacility or through home care).

e Improving the quality of life for HIV-infected clients through social and psychological support,
for them aswell as for their family and eventually their surviving children. Specific target groups
for support and assistance include the following:

— Infected personsliving with HIV/AIDS (PLHA)
— Orphans and vulnerable children (OVC).

Because of the high cost of highly active antiretroviral therapies (HAART) and laboratory supplies and
the lack of an effective structure or funds needed to provide the social care and support activities required
by persons living with HIV/AIDS, al components of this care and support package are not yet available
in many countries. The low prevalence of HIV/AIDS in Egypt, combined with these factors, has not
made development of HIV/AIDS services apriority. It isimportant, however, as HIV/AIDS services are
introduced, to periodically monitor and evaluate the extent to which the package is becoming available.

7.7.2 Capacity to Provide Quality Servicesfor HIV/AIDS Clients

Egypt has recently begun developing services for HIV/AIDS, recognizing that prevention and early
detection are critical measures for maintaining alow prevaence of HIV/AIDS (MOHP, 2003).

Where HIV/AIDS services are not well developed, providers may still see clients who they suspect of
being infected with HIV/AIDS. Although officially they should refer such clients for testing, this may
not always occur. The ESPA defined services for HIV/AIDS as any care for someone suspected of being
infected with HIV. The respondent at a facility (most often either the in-charge or the head of the
outpatient department) was asked if the facility offered any services related to HIV/AIDS including
diagnosis, treatment, or counseling. Three percent of facilities (primarily fever hospitals) indicated that
they did provide some services related to HIV/AIDS. This was a total of 28 facilities (unweighted
number). Information on numbers of facilities reporting different components of HIV/AIDS services are
provided in Appendix Table A-7.20.

It is important to understand what services providers report as being offered, so that program strategies
can be developed to address problem areas to ensure that services are provided with adequate quality.
Eleven of the facilities reporting that they provide some HIV/AIDS service reported that they provide
voluntary counseling and testing (VCT) (Appendix Table A-7.20). The MOHP indicates that at the time
of the survey there were no VCT programs in Egypt, thus, this most likely represents referral of ill clients
for testing, or testing conducted at the reguest of a client for employment purposes, and not the accepted
definition of VCT services. None of the facilities had an observed register with VCT client data (data not
shown). Two facilities reported they had a register but could not produce it. They may have been
referring to alaboratory test result register.

Eight facilities reported that they provide services for HIV/AIDS patients in addition to testing (Appendix
Table A-7.20), with five of these facilities reporting that the additional services were counseling and
medical followup (data not shown).
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Among the 28 facilities that reported any services for HIV/AIDS, 51 interviewed providers (unweighted
number) reported they provide some services for HIV positive clients (Appendix Table A-7.21). All of
these providers were also STI service providers (data not shown). When providers were asked what
HIV/AIDS services they provided, 69 percent reported that they diagnose HIV/AIDS, 41 percent reported
they provide medical treatment for AIDS patients, and 67 percent indicated they provide counseling and
support (data not shown). After discussion with the MOHP National AIDS Control Programme, it
appears that these reports are for services the staff have received some training in, or that they may feel
they can provide, but are not services that are routinely offered by facilities. Antiretroviral therapy (ART)
is not currently available in Egypt except in one facility. It was interesting to note that nine of the
interviewed HIV/AIDS service providers (two from general service hospitals and seven from fever
hospitals) indicated they did provide ART services. It isassumed that their intention was to indicate they
could provide this service, not that they did, at present, provide the service.

All of these providers indicated they had received in-service training related to STls, and specificaly for
syndromic approach, during the prior 12 months. Appendix Table A-7.21 provides details on the in-
service training related to HIV/AIDS.

Key Findings

HIV/AIDS services are new in Egypt, and consist primarily of testing and providing medical or symp-
tomatic treatment for clients who appear at the facility.

Providers of STI services are beginning to receive in-service training on aspects of HIV/AIDS ser-
vices.

Protocols and standards for HIV/AIDS services are not yet implemented. Thus, services that are cur-
rently provided depend on the training and awareness of the individual provider.

7.7.3 Facility-level Implementation of Universal Precautions

Because many HIV infected persons are not aware of their status, the risk of transmission of HIV/AIDSis
possible wherever someone might come into contact with infected blood or body secretions, regardless of
whether services related to HIV/AIDS are being provided or not. In a high-risk environment such as a
health facility, ensuring that no one can become infected inadvertently is critical. An essential step in
preventing transmission of HIV/AIDS (as well as hepatitis B or C) is to ensure that any potentially
contaminated items are appropriately disinfected, eliminating this avenue for transmission. For this
reason, it is recommended that universal precautions should be applied throughout all service delivery
areas in al health facilities. Use of sharps containers and procedures for immediately disinfecting used
equipment are two of the most critical components for preventing inadvertent transmission.

Although asepsis (absence of infection-causing microorganisms) is a basic concept in medical and
paramedical schools, experience indicates that providers who do not work in an environment that actively
promotes universal precautions are frequently lax in implementation (Pittet et al., 1999; Williams et al.,
1994). Thus, afacility-level strategy to promote adherence to universal precautionsis an important factor
in improving infection control.

Throughout the service assessment, alack of soap for hand-washing was evident. Soap was present in all
assessed service delivery areas in only 15 percent of facilities (Appendix Table A-3.24). Capacity to
adequately process equipment for reuse (functioning equipment and knowledge of processing time and
temperature) was evident in 65 to 76 percent of all assessed service delivery areas (data in relevant
chapters).
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Key Findings

Quality of sterilization and HLD processing of equipment is consistent when processed in different
areas of facilities. Between 65 and 75 percent of facilities had functioning equipment and knowledge
for appropriate processing methods.

Fever hospitals are particularly weak in availability of systems and equipment to support routine im-
plementation of infection control measures.

Hand-washing soap is a simple intervention that is consistently lacking.

7.8  Resourcesfor Diagnosis and M anagement of Tuberculosis

Tuberculosis (TB) is one of the most common opportunistic infections for AIDS patients, as well as a
communicable disease of public health significance. The ESPA looked at TB services provided at all
facilities. For facilities that provide TB services, the ability to conduct a sputum examination and the
availability of medications for short course and standard treatment, and prophylactic treatment were
assessed.

Nineteen percent of facilities indicated that they provide services for TB, with 13 percent stating they use
the Directly Observed Treatment Short-course (DOTS) approach, and 6 percent indicating they did not
use the DOTS approach (Table 7.5). Medicinesfor TB treatment were not available in pharmacies. Only
5 percent of facilities using the DOTS approach had al medicines for first-line treatment, and 2 percent of
facilities not using the DOTS approach had all medicines (Appendix Table A-7.22). Facilities using the
DOTS approach receive their medicines weekly, in an individual client packet, and frequently do not
store these medicines in the pharmacy. The availability of the individual packets of medicines was not

assessed.
Six percent of facilities that offer TB services, mostly hospitals, also had a functioning microscope for
testing sputum.
Table 7.5 Availability of services for tuberculosis
Among all facilities, percentage that provide any services for tuberculosis (TB), percentage that
provide TB services using Directly Observed Treatment Short-course (DOTS) approach,
percentage that provide TB services not using the DOTS approach, by type of facility and
region, Egypt SPA 2002
Percentage of facilities providing: Number of
Background Any services for TB services TB services not facilities
characteristics B through DOTS  through DOTS (weighted)
Type of facility
GS hospital 23 16 8 64
Fever hospital 11 3 8 13
MCH/urban HU 7 5 2 65
Rural HU 27 18 9 367
Mobile unit 0 0 0 38
Health office 2 2 0 32
NGO facility 1 0 1 71
Region
Urban Governorates 2 1 0 65
Lower Egypt 21 12 9 315
Upper Egypt 20 15 5 270
Total 19 13 6 650
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Key Findings

TB services are available in one out of five facilities, with most using the DOTS approach.

Stock TB medicines are not commonly found (less than 5 percent of facilities providing TB services).
This means that backup supplies of medicines are not available if individual client medicines are ruined
or late are not readily available. Whether thisis afactor that affects continuity of treatment should be
considered.
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Appendix A Additional Tables
Chapter 1
Table A-1.1 Description of facility sample frame and final sample selection, by type of facility and region
Number of facilities of each type that were in the sample frame, number selected for the ESPA sample, and percentage of eligible
facilities of each type that were included in the ESPA, by region and facility type, Egypt SPA 2002
Number of facilities Percentage of
Urban total for facility
Governorates Lower Egypt Upper Egypt Total type included
Facilities included in the Sample ESPA  Sample ESPA  Sample ESPA Sample ESPA in ESPA
facility type category frame  sample frame sample frame sample frame sample sample
Hospital
General or district hospital 37 8 113 24 85 18 235 50 21
Integrated hospital 2 0 167 34 86 18 255 52 20
Fever hospital 5 2 48 15 49 16 102 33 32
MCH/urban HU
Maternal child health unit 39 9 93 21 82 18 214 48 22
Urban health unit 99 19 99 19 88 17 286 55 19
Rural HU
Rural health unit 59 4 1,456 90 1,275 79 2,790 173 6
Health Sector Reform
Project unit 12 12 10 10 4 4 26 26 100
Mobile unit 48 9 121 24 120 23 289 56 19
Health office 71 15 100 21 73 15 244 51 21
NGO facility
Egyptian Family Planning
Association 62 10 170 29 141 24 373 63 17
Clinical Service
Improvement
Other NGO 65 17 36 9 68 17 169 43 25
Number of facilities 487 105 2,403 296 2,067 249 4,957 650 13
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Table A-1.2 Sample numbers by type of health facility

Percentage of each type of facility in the total sample (weighted), and weighted and
unweighted number of facilities, by type of facility, Egypt SPA 2002

186 APPENDIX A

Percentage of  Number of Number of
total sample facilities facilities

Type of facility (weighted) (weighted) (unweighted)
General or district hospital 5 31 51
Integrated hospital 5 34 56
Fever hospital 2 13 33
MCH unit 4 28 48
Urban HU 6 37 57
Rural HU 57 367 191
Mobile unit 6 38 56
Health office 5 32 52
EFPA, CSI (NGO facility) 7 44 65
Other NGO facility 4 27 41
Total 100 650 650

Table A-1.3 Sample of interviewed health care providers

Number of interviewed health care providers (weighted and unweighted), by

type of provider and type of facility, Egypt SPA 2002

Number of Number of
interviewed providers interviewed providers
Type of facility (weighted) (unweighted)
PHYSICIANS

GS hospital 231 348

Fever hospital 24 66

MCH/urban HU 143 291

Rural HU 282 216

Health office 26 57

Mobile unit 31 65

NGO facility 62 123

Total 798 1,166

NURSES

GS hospital 340 285

Fever hospital 22 44

MCH/urban HU 249 270

Rural HU 900 491

Health office 30 61

Mobile unit 99 136

NGO facility 32 63

Total 1,672 1,350

AUXILIARY AND OTHER STAFF!

GS hospital 14 22

Fever hospital 0 0

MCH/urban HU 35 47

Rural HU 163 55

Health office 5 11

Mobile unit 10 23

NGO facility 37 62

Total 266 220

Total interviewed staff 2,736 2,736

! Includes social workers.




Table A-1.4 Sample of observed and interviewed clients

Number of children/women attending facility on the day of the survey (eligible), number whose

consultation was observed, and percentage of eligible clients who were observed, by type of

care and type of facility, Egypt SPA 2002

Number of clients
present on the
day of the survey

Percentage of eligible

Background (eligible for Actual number of clients who
characteristics observation) clients observed were observed
CURATIVE CARE FOR SICK CHILDREN
GS hospital 2,038 595 29
Fever hospital 519 177 34
MCH/urban HU 1597 489 31
Rural HU 1,021 606 59
Health office 28 27 96
Mobile unit 93 20 22
NGO facility 143 99 69
Total 5,439 2,013 37
FAMILY PLANNING
GS hospital 634 428 68
Fever hospital 0 0 N/A
MCH/urban HU 785 432 55
Rural HU 406 269 66
Health office 361 231 64
Mobile unit 234 118 50
NGO facility 302 210 70
Total 2,722 1,688 62
ANTENATAL CARE
GS hospital 363 223 61
Fever hospital 0 0 NA
MCH/urban HU 838 300 36
Rural HU 494 260 53
Health office 88 67 76
Mobile unit 12 5 42
NGO facility 171 122 71
Total 1,966 977 50
STI

GS hospital 168 115 68
Fever hospital* 0 0 NA
MCH/urban HU 126 106 84
Rural HU 61 51 84
Health office 63 63 100
Mobile unit 29 19 66
NGO facility 96 90 94
Total 543 444 82

' Fever hospitals do not provide family planning or ANC services and, while providing STI
services, no clients were identified on the day of the survey.
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Table A-1.5 Facility catchment area
Median population of assigned catchment areas for facilities providing data on
a known catchment population, by type of facility and region, Egypt SPA 2002
Number of
Median population in facilities
Background characteristics catchment area (weighted)
Type of facility
General or district hospital 180,249 16
Integrated hospital 20,679 31
Fever hospital 322,296 3
MCH unit 60,453 16
Urban HU 47,684 31
Rural HU 11,117 350
Mobile unit 26,529 3
Health office 60,745 28
EFPA, CSI (NGO facility) 128,404 10
Other NGO facility 15,700 5
Region
Urban Governorates 71,943 37
Lower Egypt 12,961 252
Upper Egypt 11,892 204
Total 13,109 494
Table A-1.6 Staffing patterns for ESPA facilities
Median number of health care providers assigned to outpatient services, by staff qualification and type of facility, Egypt SPA
2002
Median number of providers assigned to each facility1 Number of
Qualified facilities ,
Type of facility Total staff ~ Physicians nurses  Auxiliary Other (weighted)
General or district hospital 117 54 58 4 22 31
Integrated hospital 26 9 14 2 8 34
Fever hospital 21 7 14 2 7 13
MCH unit 24 7 13 4 7 28
Urban HU 29 7 16 3 8 37
Rural HU 9 2 6 2 5 367
Mobile unit 3 2 2 2 2 38
Health office 14 3 10 3 9 32
EFPA, CSI (NGO facility) 3 2 2 3 3 44
Other NGO facility 8 7 2 2 3 27
Total 10 2 7 2 5 650
" Numbers were provided by facility administrators. Staff who routinely rotate between inpatient and outpatient services are
included.
2See Table 1.1 for actual number of facilities included in analysis.
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Table A-1.7 Educational levels of interviewed health service providers
Median number of years of basic schooling, and median number of years for technical
qualification, reported by interviewed health service providers, by qualification, Egypt SPA 2002

Median number of  Median number of

years of basic years of Number of

education prior to technical training interviewed
Qualification technical training for qualification providers
Doctor, specialist 13 8 375
Doctor, generalist 13 7 423
Nurse with midwifery 10 4 72
Nurse 9 4 1,600
Midwife 9 2 30
Nurse assistant 10 3 107
Raida Refia 12 4 25
Total 10 4 2,736

APPENDIX A 189



Chapter 3

Table A-3.1 Availability of basic services by type of facility

Percentage of facilities offering basic outpatient services (curative care for children, any services for sexually transmitted
infections (STI), temporary methods for family planning, antenatal care, child immunization, routine growth monitoring at any
frequency), facility-based 24-hour delivery services, with at least one physician;* and percentage offering all basic services with
the minimum defined frequencies and facility-based 24-hour delivery services and at least one qualified provider for curative
care, by type of facility, Egypt SPA 2002

Percentage by type of facility

MCH/
GS Fever urban  Rural Mobile Health NGO Total

Basic services hospital  hospital HU HU unit office  facility percentage
Curative care for children 98 97 99 99 46 15 60 88
Any services for sexually transmitted

infections 68 53 60 62 68 44 70 62
Temporary methods of family planning 98 0 98 100 100 88 91 96
Antenatal care 79 0 88 99 73 4 82 86
Child immunization 51 0 79 96 2 83 2 71
Growth monitoring 44 9 76 81 5 23 5 60
All basic services” at any frequency 23 0 39 51 0 0 1 35
Facility-based 24-hour delivery services 73 0 48 34 0 0 10 32
At least one qualified provider for curative

care® (physician) 100 100 100 100 100 98 98 100
All services minimum frequency3 23 0 39 43 0 0 1 31
All services, minimum frequency, and 24-hour

delivery services 13 0 21 15 0 0 0 12

All services, minimum frequency, 24-hour
delivery services, and at least one qualified
staff 13 0 21 15 0 0 0 12

"In Egypt, a physician is the level of staff qualified for provision of curative care and caring for complicated cases seen by lower-
level providers.

2 Any level of each of the following services offered at the facility: curative care for children, any STI services, temporary
methods of family planning, antenatal care, immunization, and child growth monitoring

® Curative services for children provided 5 days per week, ST services offered at least 1 day per week, preventive or elective
services (temporary methods of family planning, antenatal care, immunization, and growth monitoring) provided at least 1 day
per week
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Table A-3.2 Availability of basic services by region

Percentage of facilities offering basic outpatient services (curative care for children, any services for sexually transmitted
infections (STI), temporary methods for family planning, antenatal care, child immunization, routine growth monitoring at any
frequency), facility-based 24-hour delivery services, with at least one physician;' and percentage offering all basic services
with the defined minimum frequencies, facility-based 24-hour delivery services, and at least one physician, by region, Egypt
SPA 2002

Percentage by region

Urban Total

Basic services Governorates Lower Egypt Upper Egypt percentage
Curative care for children 68 90 90 88
Any services for sexually transmitted infections 61 65 60 62
Temporary methods of family planning 94 97 95 96
Antenatal care 77 85 89 86
Child immunization 54 73 74 71
Growth monitoring 40 60 65 60
All basic services at any frequency” 13 37 39 35
Facility-based 24-hour delivery services 38 23 42 32
At least one qualified staff* 100 100 100 100
All services minimum frequency® 13 30 35 31
All services, minimum frequency, and 24-hour

delivery services 12 9 16 12
All services, minimum frequency, 24-hour

delivery services, and at least one qualified

staff 12 9 16 12
Number of facilities (weighted) 65 315 270 650

TIn Egypt, a physician is the level of staff qualified for provision of curative care and caring for complicated cases seen by
lower-level providers.

2 Any level of each of the following services offered at the facility: curative care for children, any STI services, temporary
methods of family planning, antenatal care, immunization, and child growth monitoring

¥ Curative services for children provided 5 days per week, ST services offered at least 1 day per week, preventive or elective
services (temporary methods of family planning, antenatal care, immunization, and growth monitoring) provided at least 1 day
per week
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Table A-3.3 Facility infrastructure supportive of client utilization and quality services by type of facility
Percentage of facilities with client amenities, regular electricity and water supply, items to support quality 24-hour emergency services, by type
of facility, Egypt SPA 2002
Percentage by type of facility
GS Fever MCH/ Rural Mobile Health NGO Total
Iltems hospital hospital urban HU HU unit office facility percentage
Client comfort amenities
Client latrine 85 78 89 81 23 71 93 80
Protected waiting area 91 72 95 80 13 90 97 81
Clean facility 79 91 88 77 98 75 93 82
All client comfort items® 69 60 80 59 5 54 88 62
Facility infrastructure
No electricity or generator 0 0 0 0 14 0 1 1
Generator observed with fuel 36 31 1 1 38 0 9 8
Regular electricity or generator 92 100 93 85 84 100 95 89
Onsite water 98 100 99 95 70 98 100 95
Regular water supply (onsite and
year-round) 90 94 86 87 52 92 91 86
Regular water and electricity2 83 94 81 75 48 92 87 77
All client amenities, regular water,
and electricity 55 53 66 44 4 52 76 49
Staff and furnishings
At least two physicians® 98 97 94 43 41 69 55 57
Duty staff onsite 24 hours* 80 85 40 37 0 4 10 36
Duty staff on-call 24 hours* 0 6 7 1 0 6 2 2
Emergency communication® 99 97 91 83 23 93 88 83
Overnight patient beds® 93 100 19 13 0 2 17 23
Basic components supporting
24 hours’ 63 69 13 2 0 0 10 11
Basic plus regular water and
electric® 53 66 10 2 0 0 8 10
Number of facilities (weighted) 64 13 65 367 38 32 71 650
' Clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness
% Year-round, onsite water, and electricity available 24 hours a day or a generator with fuel
% In Egypt, only physicians were defined as qualified for providing curative care
“ A duty schedule or other documentation of official duty status was observed.
® Communication device either in facility or within a 5-minute walk and available 24 hours a day
® Either routine inpatient services or beds for overnight care for emergencies
7 At least two physicians assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine, access to 24-hour
emergency communication, and any onsite water source
8 At least two physicians assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine, access to 24-hour
emergency communication, and regular water and electricity
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Table A-3.4 Facility infrastructure supportive of client utilization and quality services by region

Percentage of facilities with client amenities, regular electricity and water supply, items to support quality 24-hour

emergency services, by type of facility, Egypt SPA 2002

Percentage by region

Urban Total
Items Governorates Lower Egypt Upper Egypt percentage
Client comfort amenities
Client latrine 86 79 79 80
Protected waiting area 90 87 71 81
Clean facility 96 82 78 82
All client comfort items” 78 65 55 62
Facility infrastructure 1
No electricity or generator 0 1 1 8
Generator observed with fuel 17 8 6 89
Regular electricity or generator 96 83 94
Onsite water 99 93 96 95
Regular water supply (onsite and year-round) 77 85 89 86
Regular water and electricity? 75 73 83 77
All client amenities, regular water, and
electricity 61 51 44 49
Staff and furnishings
At least two physicians® 87 60 46 57
Duty staff onsite 24 hours* 41 30 42 36
Duty staff on-call 24 hours” 2 1 3 2
Emergency communication® 81 83 83 83
Overnight patient beds® 21 26 19 23
Basic components supporting 24 hours’ 18 10 11 11
Basic plus regular water and electric® 14 8 10 10
Number of facilities (weighted) 65 315 270 650

" Clean, functioning client latrine, waiting area protected from sun and rain, and basic level of cleanliness

%Year-round, onsite water, and electricity available 24 hours a day or a generator with fuel
% In Egypt, only physicians were defined as qualified for providing curative care.
“ A duty schedule or other documentation of official duty status was observed.

® Communication device either in facility or within a 5-minute walk and available 24 hours a day

® Either routine inpatient services or beds for overnight care for emergencies

" At least two physicians assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine,

access to 24-hour emergency communication, and any onsite water source

8 At least two physicians assigned to facility, duty staff on site or on call 24 hours a day, overnight beds, patient latrine,

access to 24-hour emergency communication, and regular water and electricity

Table A-3.5 Routine management meetings
Percentage of facilities reporting they have routine management meetings every 1 to 2 weeks, monthly,
guarterly, or every 6 months (documentation of meetings may or may not have been observed), by type of
facility and region, Egypt SPA 2002
Percentage
Number of
Background Every 1-2 Every facilities
characteristics weeks Monthly Quarterly 6 months (weighted)
Type of facility
GS hospital 9 60 3 0 64
Fever hospital 8 58 0 0 13
MCH/urban HU 8 47 2 0 65
Rural HU 10 40 0 1 367
Mobile unit 0 11 3 0 38
Health office 9 37 3 0 32
NGO facility 3 47 0 0 71
Region
Urban Governorates 3 51 0 65
Lower Egypt 8 51 1 1 315
Upper Egypt 10 29 0 0 270
Total 8 42 1 0 650
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Table A-3.6 Quality assurance activities with documentation observed

Among facilities having quality assurance (QA) activities, percentage that both reported that the indicated method for QA is
used and had some documentation for the method, by type of facility, Egypt SPA 2002

Percentage Number of
Supervisory facilities
checklist for ~ Supervisory Auditing of Quality reporting quality
health checklist for medical Quiality improve- assurance
system observation Mortality records or assurance ment activities
Type of facility components  of services review registers committee program (weighted)
GS hospital 17 25 43 43 10 10 24
Fever hospital 33 33 22 33 11 11 4
MCH/urban HU 36 36 5 32 21 21 12
Rural HU 31 29 54 59 34 29 91
Mobile unit 29 29 0 29 29 15 5
Health office 57 28 57 57 28 43 4
NGO facility 12 11 0 28 17 22 12
Total 29 28 42 50 27 24 152

Table A-3.7 Facility-level supervision and in-service training for interviewed staff

Percentage of facilities where, among all interviewed health service providers, none, at least half, or all of the providers
received in-service training relevant to maternal, child, or reproductive health services or specific infectious diseases during
the past 12 months, and percentage where none, at least half, or all of the providers were personally supervised during the
past 6 months, by type of facility and region, Egypt SPA 2002

Percentage of facilities where the indicated percentage of interviewed providers: Number of
Received related in-service training Were personally supervised facilities with
during the past 12 months:* during the past 6 months: interviewed
Background At least At least providers
characteristics None 50 percent All None 50 percent All (weighted)
Type of facility
GS hospital 26 13 0 0 92 a7 64
Fever hospital 61 4 3 3 91 51 13
MCH/urban HU 16 23 1 0 99 59 65
Rural HU 22 33 9 0 99 76 367
Mobile unit 39 25 4 0 100 52 38
Health office 36 17 0 0 96 63 31
NGO facility 49 28 13 29 58 44 70
Region
Urban Governorates 25 29 5 7 89 55 65
Lower Egypt 32 18 3 2 95 71 314
Upper Egypt 21 38 12 4 93 62 270
Total 27 28 7 3 94 66 649

! This refers to structured in-service sessions and does not include individual instruction received during routine supervision.
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Table A-3.8 Supportive management practices at the individual provider level
Among interviewed health service providers, percentage of who received in-service training (related to maternal, child, or
reproductive health) during the past 12 months, percentage who were personally supervised in the past 6 months, percentage
who received both in-service training in the past 12 months and personal supervision in the past 6 months, and percentage
whose most recent in-service training was received 13-59 months perceding the survey, by type of facility and region, Egypt
SPA 2002
Percentage
Personally
supervised during ~ Most recent in-
Received in- past 6 months and  service training Number of
service training Personally received in-service was 13-59 months interviewed health

Background during past supervised in  training during the preceding the service providers
characteristics 12 months* past 6 months  past 12 months survey (weighted)?
Type of facility
GS hospital 24 85 20 48 569
Fever hospital 16 79 12 44 46
MCH/urban HU 28 94 27 44 425
Rural HU 35 95 35 40 1,321
Mobile unit 32 96 32 53 62
Health office 24 94 24 43 139
NGO facility 29 56 19 37 131
Region
Urban Governorates 35 87 33 42 232
Lower Egypt 23 92 22 45 1,443
Upper Egypt 40 89 36 40 1,019
Total 30 90 28 43 2,694
" This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.
% Interviewed providers who do not personally provide any of the assessed services (i.e., managers who might have been
interviewed) are excluded.

Table A-3.9 Types of funding options utilized
Among facilities having user fees, percentage where the indicated financing mechanism is utilized, percentage where all fees are publicly
posted, and percentage where some fees are publicly posted, by type of facility and region, Egypt SPA 2002
Percentage of facilities having indicated system
System for decreasing client out-of-pocket cost Fee system
Facility has  Record available Facility has Fixed Prepay Number of
discount/ that indicates any system to fee, for All fees  Some facilities
Economic exemption discount/exemption decrease out- varies by multiple are fees are having any
Background and free for some  was provided during of-pocket type of visitsone posted posted user fees
characteristics sections clients prior 7 days costs to client'  client service  publicly  publicly (weighted)
Type of facility
GS hospital 62 50 10 73 43 0 28 9 63
Fever hospital 80 23 0 75 33 0 20 3 12
MCH/urban HU 56 37 5 60 46 2 30 9 62
Rural HU 45 8 1 41 55 0 14 11 365
Mobile unit 20 28 0 44 68 0 16 0 17
Health office 13 13 0 21 87 0 40 9 14
NGO facility 15 59 5 61 85 5 49 5 67
Region
Urban Governorates 56 61 9 78 48 6 43 14 55
Lower Egypt 36 17 2 43 67 0 25 13 297
Upper Egypt 51 19 2 50 47 0 14 3 249
Total 44 22 3 49 57 1 22 9 600
" Facility has either economic/free section, discount/exemption system, or both systems.
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Table A-3.10 Components for which fees are charged under the economic and free service system
Among facilities with user fees, percentage charging for the indicated item under the “economic” and under the “free” service delivery
system, by type of facility and region, Egypt SPA 2002
Percentage
Fixed fee for Number of
ticket or Fixed fee for Charges for Charges for facilities with
Background consultation health card medicine tests client fees
characteristics Economic  Free Economic Free Economic®  Free’  Economic’  Free? (weighted)
Type of facility
GS hospital 61 96 4 22 15 12 49 35 63
Fever hospital 7 100 0 7 13 5 57 25 12
MCH/urban HU 55 95 3 28 10 17 39 33 62
Rural HU 34 99 2 26 0 7 5 17 365
Mobile unit 8 68 0 0 0 8 8 12 17
Health office 4 43 0 9 0 9 4 0 14
NGO facility 83 17 3 0 13 4 61 11 67
Region
Urban
Governorates 75 71 4 16 24 20 66 40 55
Lower Egypt 36 91 1 31 3 2 17 14 297
Upper Egypt 47 87 3 11 2 13 15 21 249
Total 44 87 2 21 4 8 21 19 600
! It is not uncommon for facilities to provide prescriptions to “economic” clients for medicine or test from outside the facility. If the facility
does not provide the medicine or test to the economic section client, it would indicate no charge, even if the client must purchase from
outside
the facility.
2 According to government policy there is no official charge for medicines or tests in the “free” sector. The response that there are
charges might indicate that clients must pay for medicines or tests not available in the facility, or the question might not have been fully
understood. It is unlikely someone would report that they routinely implement a charging policy that is not sanctioned.

Table A-3.11 Sources of funding for reimbursement for clients receiving services with discount or exemption of fees
Percentage of facilities that receive reimbursements for services to clients, from the indicated reimbursement mechanisms, by
type of facility and region, Egypt SPA 2002
Percentage of facilities indicating source of reimbursement Percentage where
Ministry of most recent Number of
Background Health and exemption was facilities
characteristics Charity fund HIO/SHIP! Population Other within 7 days (weighted)
Type of facility
GS hospital 17 48 22 4 41 64
Fever hospital 6 44 16 0 50 13
MCH/urban HU 5 28 0 2 64 65
Rural HU 0 57 3 1 43 367
Mobile unit 3 0 0 0 97 38
Health office 0 6 2 2 90 32
NGO facility 13 2 0 3 82 71
Region
Urban Governorates 8 9 2 2 81 65
Lower Egypt 4 47 7 1 49 315
Upper Egypt 3 42 1 2 55 270
Total 4 41 4 1 55 650
! Health Insurance Organization or Student Health Insurance Program
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Table A-3.12 Facility systems for maintenance and repair of equipment
Percentage of facilities that report having a preventive maintenance program for major equipment and percentage that report having
a system for repairing or replacing small equipment; among facilities with preventive maintenance programs for large equipment,
percentage that report having on-site staff, external technicians, or both for conducting the repair work; and among facilities with
systems for repairing small equipment, percentage that repair equipment on site, using an outside facility or technician, and
percentage that have a petty cash fund for repairs, by type of facility and region, Egypt SPA 2002
Percentage with persons Number of Percentage reporting method
responsible for preventive facilities with used for maintenance or replacing Number of
maintenance for major equipment:* preventative small equipment:2 facilities
Both on- maintenance Send Purchase with system
site and for large outside for or pay for ~ for small  Number of
Background On-site  External external equipment  On-site  repairor from funds equipment facilities
characteristics staff  technicians technicians (weighted) repair replace on hand repair (weighted)
Type of facility
GS hospital 40 52 8 38 44 62 8 62 64
Fever hospital 30 70 0 4 32 68 12 11 13
MCH/urban HU 13 83 4 15 11 71 16 61 65
Rural HU 11 85 4 103 11 75 9 327 367
Mobile unit 8 86 6 24 5 85 2 37 38
Health office 12 75 12 5 11 73 7 27 32
NGO facility 24 63 13 16 14 77 14 63 71
Region
Urban
Governorates 44 56 0 14 16 70 26 60 65
Lower Egypt 15 80 5 113 16 72 9 298 315
Upper Egypt 17 75 8 79 14 77 6 231 270
Total 17 77 6 206 15 74 10 590 650
! Major equipment refers to generators, sterilizers, other large equipment where routine maintenance is recommended to extend the
life of the machine.
2 Minor equipment refers stethoscopes, sphygmomanometers, other small equipment where either minor repairs or replacement are
common when broken.

Table A-3.13 Source of funding for maintenance and repair of equipment
Among all facilities, percentage with a source of funding for equipment maintenance and repair from a budget line item, from the service
improvement box," from both a budget line item and service; improvement box funds, or where there is no established source of funding for
equipment maintenance and repair; and, among those facilities with a system and funding for equipment maintenance and repair, percentage who
assess that the available funding is sufficient, who are uncertain whether the funding is sufficient or not, or who assess that the funding available is
not sufficient, by type of facility and region, Egypt SPA 2002
Percentage where source of funding for Percentage where amount available for Number of
maintenance and repairs for equipment was: equipment maintenance and repair was: facilities with
Service Both Number of source of
Background Budget improve-  sources of facilities Not sure if Not funding
characteristics line item  ment box funding None (weighted) Sufficient sufficient sufficient (weighted)
Type of facility
GS hospital 33 66 20 21 64 63 12 24 51
Fever hospital 31 70 29 28 13 61 4 30 9
MCH/urban HU 12 70 8 26 65 65 7 26 48
Rural HU 8 47 3 48 367 67 6 25 192
Mobile unit 16 7 0 77 38 69 8 23 9
Health office 10 14 5 81 32 60 0 40 6
NGO facility 29 20 1 52 71 86 6 8 34
Region
Urban
Governorates 18 49 5 38 65 59 13 28 40
Lower Egypt 16 43 6 47 315 75 6 18 167
Upper Egypt 10 45 4 47 270 62 6 29 143
Total 14 45 5 46 650 68 7 24 349
' Money collected from user fees

APPENDIX A 197



Table A-3.14 Facility systems for maintenance and repair of building
Among facilities with a system for maintenance and repair of buildings, percentage where authorization for
repair is made by the in-charge of the facility, the in-charge of the unit where repair is needed, or by another
authority, percentage where the source of repairs is onsite staff, is hired from outside, or is both onsite staff
and hired from outside, by type of facility and region, Egypt SPA 2002
Percentage where person Percentage where repairs on Number of
responsible for authorizing building or infrastructure facilities with
repair is the”: are made by: system for
Persons Both on-site staff maintenance
Background In-charge In-charge On-site  hired from  and externally and repair
characteristics of facility  of unit  Other staff outside hired (weighted)
Type of facility
GS hospital 80 15 15 36 38 26 49
Fever hospital 65 9 37 27 51 22 9
MCH/urban HU 66 5 31 5 90 4 46
Rural HU 76 0 30 6 89 5 215
Mobile unit 34 13 53 0 90 5 25
Health office 84 6 16 6 91 3 20
NGO facility 75 9 18 12 85 3 52
Region
Urban
Governorates 94 8 5 9 83 9 51
Lower Egypt 76 6 23 8 82 10 211
Upper Egypt 62 2 42 14 82 4 156
Total 73 5 28 10 82 7 418
! Other responses were primarily district authorities.
2 More than one person may be responsible for authorizing repairs.

Table A-3.15 Storage conditions and stock monitoring systems for vaccines
Among facilities that routinely store vaccines, percentage with a functioning thermometer in the refrigerator where vaccines are stored,
percentage with an up-to-date temperature chart, percentage with recommended refrigerator temperature (0-8°C), percentage with an adequate
cold chain monitoring system, percentage with no expired vaccines, percentage with vaccines stored by expiration date, and percentage with an
up-to-date vaccine inventory, by type of facility and region, Egypt SPA 2002
Percentage of facilities routinely Percentage of facilities where Number of
storing vaccines with: Number of vaccines observed with: facilities
Functioning Tempera- Adequate Refriger- facilities No Vaccines storing vaccines
thermo-  Tempera- ture 0-8°C cold chain  ator storing expired stored by Inventory where vaccines
Background meter in ture chart  attime of monitoring protected vaccines vaccines expiration up-to-  were observed
characteristics refrigerator  up-to-date survey system from sun (weighted) present date date (weighted)
Type of facility’
GS hospital 98 84 82 71 93 27 100 46 56 27
MCH/urban HU 96 92 86 83 96 53 98 73 84 53
Rural HU 99 89 83 76 97 278 97 47 66 273
Health office 98 94 96 94 94 29 96 63 78 29
NGO facility 0 0 0 0 90 6 100 77 77 6
Region
Urban Governorates 97 98 94 94 95 35 100 71 98 35
Lower Egypt 94 88 80 76 98 184 97 59 68 178
Upper Egypt 99 86 83 74 94 175 97 41 63 173
Total 97 88 83 76 96 395 97 52 69 386
! Fever hospitals and mobile units do not store vaccines.
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Table A-3.16 Storage conditions and stock monitoring systems for contraceptive methods and for medicines

Among facilities that store clinical methods of contraception and facilities that store medicines, percentage in which good storage
conditions were observed, percentage in which no expired items were observed, percentage in which items were stored by
expiration date, and percentage with up-to-date inventory, by type of facility and region, Egypt SPA 2002

Among facilities that store commodities, percentage with:

Proper storage condition Number of Proper stock monitoring systems"
Off the facilities Number of
ground No where storage facilities with
and evidence area was No expired Stored by observed
Background protected Protected of pestsor  observed items expiration Inventory ~ commodities
characteristics from water  from sun rodents (weighted) present date up to date (weighted)

CONTRACEPTIVE METHODS (CLINICAL)®

Type of facility®

GS hospital 93 99 920 63 99 44 70 62
MCH/urban HU 96 100 95 64 96 58 87 64
Rural HU 95 98 84 357 96 39 79 355
Mobile unit 98 100 98 38 100 37 82 38
Health office 100 100 93 27 95 54 86 27
NGO facility 94 96 90 63 94 43 72 58
Region
Urban Governorates 93 97 95 61 98 51 96 61
Lower Egypt 94 99 91 300 97 51 76 299
Upper Egypt 97 98 82 251 95 30 78 244
Total 95 99 88 612 96 42 79 604
MEDICINES*
Type of facility
GS hospital 75 90 85 63 94 62 59 61
Fever hospital 71 94 81 13 87 58 68 13
MCH/urban HU 85 95 88 64 97 57 77 62
Rural HU 77 93 73 353 96 53 74 334
Mobile unit 96 100 96 16 100 33 45 6
Health office 20 100 20 7 100 50 100 2
NGO facility 100 100 100 5 87 100 72 5
Region
Urban Governorates 92 100 96 41 95 75 90 36
Lower Egypt 81 96 86 263 93 67 74 240
Upper Egypt 74 88 64 218 98 38 68 206
Total 79 93 78 522 96 55 72 482

 Only selected items were evaluated for the stock maintenance system. Contraceptives items assessed were oral pills, injectable
progesterone, and condoms. Medicines assessed were antibiotics and Ringers lactate intravenous solution. Eight facilities did not
have any of the contraceptive items, and 40 facilities did not have any of the medicines that were evaluated fo rthe stock
maintenance system.

2 The storage area for contraceptive methods was not observed for eleven facilities that store contraceptives. One facility that offers
clinical methods of family planning does not store contraceptive methods.

®Fever hospitals do not provide family planning services.

“Twenty percent of facilities (weighted N=128) either stored no medicines or access to the storage area was not possible the day of
the survey. This situation was found primarily at mobile units (57 percent), health offices (79 percent), and NGO facilities (93
percent). In addition, there was no access to the medicine storage area at 1 percent of general service hospitals, 2 percent of
MCH/urban HUs and 4 percent of rural HUs.

APPENDIX A 199



Table A-3.17 Reported reliability of ordering system for commodities where order is placed by facility

Among facilities that provide vaccinations, contraceptive methods, or medicines, percentage in which decisions on when to order the
commodity are made by facility staff, percentage of facilities reporting that their supplies were very reliable, sometimes reliable, or rarely
reliable during the prior 3 months, and percentage that received their most recent supply during the past 4 weeks, by type of facility and
region, Egypt SPA 2002

Percentage of facilities providing commodity in which: Number of
Commodity Receipt of ordered Most recent facilities that
order commaodity considered: order received determine Number of
Background determined Very Sometimes Rarely during past commodity order eligible facilities
characteristics by facility reliable reliable reliable 4 weeks (weighted) (weighted)
VACCINES

Type of facility*

GS hospital 93 85 15 0 100 32 33

MCH/urban HU 95 95 5 0 90 57 52

Rural HU 92 89 11 0 98 334 349

Health office 98 94 6 0 96 31 32

NGO facility 78 55 8 10
Region

Urban Governorates 98 98 2 0 97 37 38

Lower Egypt 95 93 7 0 94 236 250

Upper Egypt 90 83 17 0 95 188 210
Total 93 89 11 0 95 462 498

CONTRACEPTIVE METHODS®

Type of facility"

GS hospital 97 84 16 0 92 61 63
MCH/urban HU 98 80 19 0 92 63 64
Rural HU 94 86 14 0 90 34 367
Mobile unit 96 83 17 0 92 36 38
Health office 91 85 15 0 92 26 28
NGO facility 88 85 12 1 72 57 63
Region
Urban Governorates 99 79 19 1 90 61 61
Lower Egypt 93 91 9 0 91 284 306
Upper Egypt 94 79 21 0 86 241 256
Total* 94 85 15 0 89 587 623
MEDICINES®
Type of facility
GS hospital 75 46 52 2 85 47 63
Fever hospital 85 36 64 0 100 11 13
MCH/urban HU 72 43 53 4 79 47 64
Rural HU 70 37 60 2 74 245 353
Mobile unit a7 51 38 13 75 9 16
Health office 33 0 67 0 50 4 7
NGO facility 83 80 20 0 60 5 5
Region
Urban Governorates 85 40 57 3 80 35 41
Lower Egypt 67 58 36 4 79 177 263
Upper Egypt 71 19 81 0 73 154 218
Total* 70 40 57 2 76 366 522

! Fever hospitals do not provide child immunizations and do not provide family planning services.

20ne NGO facility does not have own stock of contraceptive methods.

3Twenty percent of facilities (weighted N=128) either stored no medicines or access to the storage area was not possible the day of the
survey. This situation was found primarily at mobile units (57 percent), health offices (79 percent) and NGO facilities (93 percent), as well
as at small percentages of general service hospitals (1 percent), MCH/urban HUs (2 percent), and rural HUs (4 percent).

“The respondents at one percent of facilities did not know about the reliability of the contraceptive supply and at 1 percent did not know
about the reliability of the medicine supply.
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Table A-3.18 Perceived reliability of ordering system for commodities where order is placed by authority external to facility
Among facilities that provide vaccinations, contraceptive methods, or medicines, percentages in which decisions on when to order the
commodity are made external to the facility, and percentage of facilities reporting that the externally ordered supply is very reliable,
sometimes reliable, or rarely reliable, by type of facility and region, Egypt SPA 2002
Percentage of facilities providing commodity Number of facilities

With order Reporting reliability of receiving ordered stock ~ where commodity

determined during the 3 months preceding the ESPA as  order is determined Number of eligible

external to Very Sometimes Rarely external to facility facilities
Region facility reliable reliable reliable (weighted) (weighted)

VACCINES
Urban Governorates 2 100 0 0 1 38
Lower Egypt 5 71 17 12 12 250
Upper Egypt 10 88 12 0 22 210
Total 7 83 13 4 34 498
CONTRACEPTIVES
Urban Governorates 24 76 0 1 1 61
Lower Egypt 90 10 0 20 20 306
Upper Egypt 74 22 0 15 14 256
Total 82 16 0 36 36 623
MEDICINES®

Urban Governorates 15 0 67 17 6 41
Lower Egypt 33 39 44 10 86 263
Upper Egypt 29 32 57 5 64 218
Total 30 35 50 8 156 522
Note: Numbers were too small to present percentages by type of facility. Respondents at 3 percent of facilities did not know about the
reliability of contraceptive supplies and at 7 percent of facilities did not know about the reliability of medicine supplies.
! Twenty percent of facilities (weighted N=128) either stored no medicines or access to the storage area was not possible the day of the
survey. This situation was found primarily at mobile units (57 percent), health offices (79 percent) and NGO facilities (93 percent), as well as
at small percentages of general service hospitals (1 percent), MCH/urban HUs (2 percent), and rural HUs (4 percent).

Table A-3.19 System for ordering vaccines for facilities placing their own order
Among facilities that provide vaccinations and that order their own supply, percentage in which the basis for determining how much to order is to
maintain a fixed stock, a fixed amount is ordered each time, the amount needed is calculated based on utilization, the amount needed is estimated,
based on utilization, or the basis is not known, and percentages in which orders are allowed to be placed when stock falls to a predetermined level,
orders are routinely placed more often than once monthly, every 4 weeks, less often than once a month, whenever needed, or is not known, by type
of facility and region, Egypt SPA 2002
Percentage of facilities providing vaccinations and ordering own supplies in which:
Amount ordered based on:* Stock orders placed:* Number
Ordering Mathemat- When stock Routinely order: of
Maintain- same ical formula Judgment fallstoa More often Every Lessoften When- facilities
Background ing afixed amount basedon basedon Don't predeter- thanonce 4 thanonce ever Dont (weighte
characteristics stock eachtime utilization utilization know mined level monthly weeks monthly needed know d)
Type of facility?
GS hospital 15 0 36 46 2 2 54 19 0 23 2 32
MCH/urban HU 14 3 42 40 1 10 24 32 0 33 2 57
Rural HU 6 1 47 44 2 4 45 30 1 19 1 334
Health office 14 4 40 41 2 10 24 39 0 24 4 31
NGO facility 19 9 18 54 0 0 0 28 19 53 0 8
Region
Urban
Governorates 23 2 28 47 0 5 18 45 0 32 0 37
Lower Egypt 9 2 53 33 2 5 52 30 1 11 2 236
Upper Egypt 5 1 37 55 1 4 31 27 2 34 1 188
Total 9 2 45 43 1 5 41 30 1 22 1 462
* Multiple responses might apply.
% Fever hospitals do not provide child immunization services.
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Table A-3.20 System for ordering contraceptive methods and medicines for facilities placing their own orders
Among facilities that provide contraceptive methods, and among facilities that store medicines, that order their own supply, percentage in which the
basis for deciding how much to order and the basis for deciding when to place an order, is that indicated in the table, or is not known, by type of facility
and region, Egypt SPA 2002
Percentage of facilities providing vaccinations and ordering own supplies in which:
Amount ordered based on:" Stock orders placed:’
Calculate Routinely order:
Ordering amount using  Determine More Less Number
same mathematical amount using When stock  often often of
Maintain- amount formula judgment falls to a than than When- facilities
Background ing a fixed each based on basedon Don't predeter- once Every  once ever Don't (weight-
characteristics stock time utilization utilization  know mined level monthly 4 weeks monthly needed know  ed)
CONTRACEPTIVES
Type of facility?
GS hospital 51 2 35 11 2 13 0 57 2 26 1 61
MCH/urban HU 49 0 40 10 2 12 5 54 3 24 2 63
Rural HU 53 1 33 13 0 15 1 47 4 32 0 34
Mobile unit 44 0 43 11 3 9 0 61 4 24 2 36
Health office 58 4 15 19 4 10 3 52 0 35 0 26
NGO facility 28 5 18 44 4 12 4 41 5 39 0 57
Region
Urban
Governorates 41 2 18 38 2 9 3 50 6 33 0 61
Lower Egypt 62 0 27 11 0 15 1 59 3 22 0 284
Upper Egypt 38 3 42 16 1 13 2 38 4 42 1 241
Total 50 2 32 16 1 14 2 50 4 31 0 587
MEDICINES
Type of facility
GS hospital 11 6 21 57 4 8 26 36 8 22 1 47
Fever hospital 9 11 11 70 4 13 23 23 4 30 8 11
MCH/urban HU 11 4 32 51 0 8 6 39 17 29 0 47
Rural HU 4 5 22 67 2 3 0 52 22 21 2 245
Mobile unit 0 0 38 63 2 17 0 50 34 0 0 9
Health office 33 0 33 33 0 0 0 0 0 100 0 4
NGO facility 25 0 50 25 0 15 0 13 0 71 0 5
Region
Urban Governorates 8 3 33 50 6 2 5 30 7 51 5 35
Lower Egypt 6 7 35 49 2 6 4 60 9 19 1 177
Upper Egypt 5 3 9 82 1 3 6 35 32 22 1 154
Total 6 5 24 63 2 5 5 47 18 23 2 366
! Multiple responses might apply.
% Fever hospitals do not provide family planning services.
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Table A-3.21 System for ordering commodities where order is placed by authorities external to facility

Among facilities providing commodities where stock orders are placed by authorities external to the facility,
percentage in which the basis for determining the amount ordered is activity level, a fixed supply is provided, or
the basis for deciding how much to order is not known, by type of facility and region, Egypt SPA 2002

Number of facilities where
decision for how much to
order is made external to

Percentage of facilities in which amount
provided based on:

Region Activity level Fixed supply  Don't know facility (weighted)"
VACCINES
Urban Governorates 100 0 0 1
Lower Egypt 83 11 6 12
Upper Egypt 78 22 0 22
Total 80 18 2 34
CONTRACEPTIVES
Urban Governorates 100 0 0 1
Lower Egypt 86 7 7 20
Upper Egypt 91 4 4 15
Total 89 6 6 36
MEDICINES
Urban Governorates 20 0 80 6
Lower Egypt 48 33 18 86
Upper Egypt 42 16 42 64
Total 45 25 30 156

! Fever hospitals do not provide child immunizations and do not provide family planning services.

Table A-3.22 Knowledge and capacity for autoclave processing of equipment
Among facilities with a functioning autoclave machine, percentage where the informant provided the
indicated answer concerning processing temperature and pressure used for autoclaving, Egypt SPA
2002
Percentage Number of facilities with
of facilities providing functioning autoclave equipment

Iltems indicated response (weighted)
Temperature

Reasonable’ 41 87

High? 13 27

Don’t know/invalid 46 96
Pressure

Reasonable® 15 32

High* 35 73

Don't know/invalid 50 106
Temperature and Pressure

Both reasonable 8 16

Both valid, but one value high 33 70

Don't know/invalid response for

temperature or pressure 59 124
Total 100 210
! Autoclave had automatic temperature control, or response was 120 to 130°C.
2 Response was more than 130°C but was less than 361°C (high cutoff point was selected to include
any response that appeared valid).
® Either automatic machine (one facility) or response was PPl of 15 or ATM of 1 or 2.
* Response was PPl more than 15 and less than 61, or ATM more than 2 and less than 8 (high cutoff
points were selected to include any response that appeared valid).
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Table A-3.23 Storage conditions for sterilized or high-level disinfected items
Percentage of facilities with sterilized or disinfected instruments present and, among facilities where sterilized items are present,
percentage with specific storage conditions for processed items, by type of facility and region, Egypt SPA 2002
Among facilities with sterilized items present, percentage in
which items stored in indicated manner:
Percentage Sterile/HLD Number of
of facilities Processing status storage  facilities with
with sterilized Sterile/HL Clean, but dates conditions stored
or disinfected Number of D status not sterile, observed on and processing processed
Background items facilities storage storage processed and dates on items
characteristics present (weighted) conditions®  conditions? stored items sterilized items (weighted)
Type of facility
GS hospital 94 64 50 71 23 21 60
Fever hospital 20 13 31 61 38 31 3
MCH/urban HU 88 65 30 84 15 11 57
Rural HU 85 367 17 66 6 3 313
Mobile unit 95 38 4 89 0 0 36
Health office 79 32 7 61 5 2 25
NGO facility 86 71 41 45 14 14 61
Region
Urban Governorates 96 65 31 78 20 16 63
Lower Egypt 81 315 30 61 12 8 256
Upper Egypt 87 270 14 71 5 4 236
Total 85 650 23 67 10 7 555
! ltems are wrapped and sealed with time-steam-temperature (TST) or are in a sterile/HLD box that clasps shut.
% Items may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the sterilizer or autoclave, or
sitting in disinfecting solution.

Table A-3.24 Specific items for infection control that were available in all relevant service areas’

Percentage of facilities where the indicated infection control items were either observed or observed or reported available when the
service being assessed was not being offered at the time of the survey in each of the service delivery areas assessed for that
facility, by type of facility and region, Egypt SPA 2002

Percentage of facilities with:

Clean latex Number of
Background Soap and or sterile Waste facilities
characteristics towel Water Sharps box Disinfectant  gloves receptacle’  (weighted)
Type of facility
GS hospital 6 53 26 57 45 5 64
Fever hospital 8 47 28 11 8 8 13
MCH/urban HU 10 49 51 59 34 16 65
Rural HU 7 62 55 63 38 6 367
Mobile unit 48 77 a7 93 48 23 38
Health office 17 65 71 78 48 17 32
NGO facility 51 77 29 72 46 31 71
Region
Urban Governorates 35 82 63 79 55 41 65
Lower Egypt 13 58 45 67 46 9 315
Upper Egypt 13 61 48 58 28 7 270
Total 15 62 48 65 39 11 650

! Survey criteria required that the item be available in the service delivery room or immediately adjacent, and the item must be
observed. If the service was not being provided on the day of the survey, a report that an item was normally available when
services were being offered was noted and included in this table. In most cases this added only 0-1 percent. For antenatal care
services this added 5 percent for soap. Relevant services and items were: Immunization area—soap, water, sharps box; Injection
room: soap, water, sharps box; consultation area for sick children: soap, water; and consultation/examination area for STI services,
family planning, antenatal care, and delivery services—soap, water, sharps box, disinfecting solution, clean latex or sterile gloves.

Waste receptacle with plastic liner and lid. This is not a component of the aggregate in Table 3.12 because, while important for
infection control, and listed in the MoH maternity standards, this is not an item that has been commonly introduced.
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Table A-3.25 Waste disposal methods for hazardous materials
Percentage of facilities that dispose of hazardous materials through specific methods, by type of facility and region, Egypt SPA 2002
Percentage of facilities in which hazardous materials:
Collected
and disposed
of Number of
Background by external Burnedin  Burnedand Burnedin  Burned but  Thrown in Thrown in facilities
characteristics party incinerator buried open pit not buried open pit pit latrine (weighted)
Type of facility
GS hospital 39 43 7 7 4 1 0 64
Fever hospital 50 29 0 12 9 0 0 13
MCH/urban HU 62 18 6 6 5 2 0 65
Rural HU 24 29 9 20 15 2 1 367
Mobile unit 75 2 5 7 3 7 0 38
Health office 65 18 8 8 2 0 0 32
NGO facility 81 6 4 1 5 2 0 71
Region
Urban Governorates 91 3 3 2 2 0 0 65
Lower Egypt 32 27 9 12 16 2 0 315
Upper Egypt 39 27 6 19 6 1 1 270
Total 41 25 7 14 10 2 0 650

Table A-3.26 Infrastructure and infection control for the therapeutic injection by type of facility and

region

Among facilities providing curative care for sick children, percentage where therapeutic injections
are provided in the same service area as immunizations, in a different location from
immunizations, and percentage that either do not provide therapeutic injections, or have no
specific location where these are provided, by type of facility and region, Egypt SPA 2002

Percentage of facilities offering sick-child care
where therapeutic injection service in site:

Number of facilities

No area for assessed for thera-
Background With Not with therapeutic peutic injection
characteristics immunization immunization injections (weighted)
Type of facility
GS hospital 24 51 25 63
Fever hospital NA 50 50 13
MCH/urban HU 41 38 22 65
Rural HU 61 27 13 365
Mobile unit 6 18 77 17
Health office 80 0 20 5
NGO facility 2 51 47 42
Region
Urban Governorates 36 24 40 44
Lower Egypt 49 19 32 282
Upper Egypt 46 22 32 244
Total 47 33 20 570

NA = Not applicable
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Table A-3.27 Infrastructure and infection control for the therapeutic injection service
area by items of infection control

Among facilities offering therapeutic injections, percentage with soap, water, sharps
box, and sterile syringes in the service area where the injections are provided, by
whether therapeutic injections are provided in the same, or a different service site
than immunization services, Egypt SPA 2002
Percentage of facilities offering
therapeutic injections:

With Not with Total
Iltems immunization immunization percentage
Soap 17 23 20
Water 73 73 73
Sharps box 84 55 72
Syringes 0.5-1 ml 77 20 54
Syringes 2-3 ml 81 45 66
Number of facilities with
injection area (weighted) 267 186 453
Table A-3.28 Observed injection practices
Among facilities providing therapeutic or immunization injections, percentage where a new needle and syringe was used,
percentage where the providers was observed opening a new syringe/needle packet, percentage where the facility supplied the
needle and syringe, and percentage where a sharps box was used after the injection, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS Fever MCH/ Rural Mobile Health NGO Total
Iltems hospital hospital urban HU  HU unit office  facility percentage
New syringe and needle used 97 100 100 98 100 99 100 98
Provider observed opening new
syringe/needle packet 99 100 94 94 100 94 100 95
Facility provided new needle and syringe 89 57 95 83 100 100 47 86
Provider disposed of used needle in sharps
box 60 71 78 75 86 92 21 73
Number of observed injections (weighted) 115 6 138 511 5 66 26 867
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Chapter 4

Table A-4.1 Availability of child health services at the facility

Among facilities offering outpatient care for sick children, routine growth monitoring services, or routine child immunization services, percentage
providing the service at the facility, 1 to 2 days per week, 3 to 4 days per week, or 5 or more days per week, by type of facility and region, Egypt
SPA 2002

Percentage of facilities offering the service

Qutpatient care for

sick children Growth monitoring Child immunization? BCG immunization®
Days per week Number of Days per week  Number of  Days per week  Number of  Days per week  Number of
Background 5or facilities 5or facilities 5or facilities 5or facilities

characteristics 1.2 3-4 more (weighted)’ 1.2 3-4 more (weighted)' 1.2 3-4 more (weighted)' 1.2 34 more (weighted)'

Type of facility

GS hospital 1 0 99 63 59 3 38 28 89 11 0 33 94 4 2 32
Fever hospital 0 O 100 13 0 0 100 1 NA NA NA 0 NA NA NA 0
MCH/urbanHU 0 2 98 65 31 8 61 49 60 14 26 52 92 8 0 46
Rural HU 3 7 90 365 68 6 26 297 87 12 1 352 82 18 0 336
Mobile unit 0 0 100 17 0 0 100 2 100 0 0 1 100 0 0 1
Health office 0 O 100 5 34 9 57 7 38 30 32 26 93 2 5 26
NGO facility 9 11 80 42 0 21 79 3 52 0 48 1 52 0 48 1
Region
Urban
Governorates 1 3 96 44 4 6 90 26 14 30 56 35 88 10 2 33
Lower Egypt 4 4 92 282 56 9 35 187 84 14 2 228 83 16 1 213
Upper Egypt 1 7 92 244 76 2 22 176 90 9 1 201 86 14 0 195
Total 2 6 92 570 61 6 33 389 81 14 5 465 84 15 1 441

NA = Not applicable

! Number of facilities that provide the service.

2 Twenty-four (5 percent) of these facilities do not provide BCG vaccine, but offer all other child immunizations.
% All but two (<1 percent) facilities provide all immunizations, including BCG.

Table A-4.2 Availability of child health services through village outreach activities

Among all facilities, percentage offering curative care for sick children, percentage offering growth monitoring, and
percentage offering child immunization (EPI) services that may or may not include BCG vaccine, and percentage
offering EPI services that include BCG vaccine, at least 1 day monthly, through outreach services to villages, by type
of facility and region, Egypt SPA 2002

Percentage of all facilities offering indicated services
through outreach

Child All child Number of
Background Sick child Growth immunization  immunization facilities
characteristics services monitoring®  excluding BCG? including BCG*®  (weighted)
Type of facility
GS hospital 5 5 11 8 64
Fever hospital 0 0 0 0 13
MCH/urban HU 3 2 9 5 65
Rural HU 4 5 15 8 367
Mobile unit 3 3 0 0 38
Health office 3 3 16 6 32
NGO facility 3 0 0 0 71
Region
Urban Governorates 2 0 5 2 65
Lower Egypt 5 8 11 10 315
Upper Egypt 2 0 12 3 270
Total 4 4 11 6 650

' One percent of rural HUs did not offer growth monitoring and BCG vaccine at the facility, but offered them only
through outreach services.

2 Oral polio vaccine (OPV), diphtheria-pertusis-tetanus (DPT), and measles.

® OPV, DPT, measles, and BCG vaccines offered.
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Table A-4.3 Availability of child vaccines

Among facilities offering child immunization services and routinely storing vaccines, percentage with the indicated child vaccine
observed on the day of the survey, by type of facility and region, Egypt SPA 2002

Percentage of facilities offering immunization services and storing Number of
vaccines with vaccine observed facilities offering
All basic  All child child immunization
child vaccines services and

Background Hep- Hepatitis vaccines plus storing vaccines
characteristics BCG Polio DPT DPT Measles B MMR Vitamin A available’ available® (weighted)
Type of facility®
GS hospital 83 93 83 63 90 58 85 80 70 65 25
MCH/urban HU 83 96 90 74 97 50 96 87 80 77 48
Rural HU 71 84 68 48 89 54 87 76 59 56 274
Health office 93 93 88 73 95 43 98 93 88 85 26
Region
Urban
Governorates 91 100 93 100 100 27 100 95 91 91 33
Lower Egypt 63 80 67 53 86 46 80 71 54 48 174
Upper Egypt 84 90 76 47 93 66 96 84 71 69 166
Total 75 87 73 54 90 53 89 79 65 61 373

"'BCG, polio, DPT or Hep-DPT, and measles.
2 All basic child vaccines plus Hepatitis B (or Hep-DPT) and measles, mumps, rubella (MMR).
® None of the NGO facilities that store vaccines also provide child EPI services themselves.

Table A-4.4 Specific equipment and supplies for child immunization services

Among facilities offering childhood immunization services, percentage with specific equipment and supplies, items for infection
control, and recordkeeping system components, by type of facility and region, Egypt SPA 2002

Percentage of facilities offering child immunization services with:

Items for infection Administrative Number of
Equipment and supplies control practices facilities
Blank Adequate Monitoring  offering child
immuni- supplies of Register of immunization
Background zation syringes and Cold box Sharps ortally communit}l services
characteristics cards needles’ with ice pack’® Soap  Water box sheet’  coverage (weighted)
Type of facility
GS hospital 66 72 100 18 73 83 96 87 33
MCH/urban HU 57 78 100 33 71 88 92 37 52
Rural HU 80 71 99 14 71 80 93 75 352
Health office 95 75 100 12 73 91 98 91 26
Region
Urban
Governorates 71 71 98 60 94 94 98 63 35
Lower Egypt 71 68 98 13 66 80 20 69 228
Upper Egypt 85 78 100 12 73 80 95 77 201
Total® 77 72 99 17 71 81 93 72 465

T Disposable syringes and needles are universally utilized in Egypt.

% | a facility reported it purchased ice, this was accepted in place of the ice pack.

® Either a register or tally sheet for recording immunizations provided was observed.

* Either DPT dropout rate or measles coverage were documented.

® Total percentages include data from one Mobile unit and one NGO facility that provide immunization services.
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Table A-4.5 Availability of specific equipment and supplies for guality assessments of the sick child
Among facilities that provide outpatient care for sick children, percentage with indicated items to support quality of services, to
provide preventive services, and to assess the sick child in the service delivery room, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS Fever MCH/urban Mobile NGO Total
Item hospital Hospital HU Rural HU  Unit facility percentage®
Iltems to support quality
Soap 11 15 26 24 71 48 25
Water 67 54 63 79 88 79 76
Child health cards 34 14 39 48 0 4 40
Treatment protocols/standards (any) 14 8 21 30 0 3 24
Visual aids for health education 18 11 31 32 0 2 26
All items to support quality of care 1 0 4 5 0 0 4
Preventive measures
Capacity to provide vaccinations® 6 0 9 9 0 0 7
Infant weighing scale 65 23 61 65 0 45 60
Child weighing scale 53 16 68 66 0 43 60
Both infant and child weighing scale 37 3 49 50 0 26 44
All preventive measures 3 0 5 7 0 0 6
Equipment for assessment
Thermometer e 87 88 87 35 90 84
Minute timer® 43 40 67 54 38 43 53
Oral rehydration therapy (ORT)
administration materials 43 26 62 56 8 17 50
All equipment for assessment 20 8 43 35 4 11 31
All equipment and supplies for preventive
measures and for assessment 1 0 1 1 0 0 1
Additional equipment
Wooden tongue depressor 65 75 74 56 35 81 60
Light for checking throat 18 8 27 31 53 57 31
Height measuring board 46 0 62 71 6 24 61
Number of facilities offering sick child services
(weighted)® 63 13 65 365 17 42 570
T'Vaccines, equipment, immunization cards, and infection control items all available. Register and monitoring of coverage
were not considered essential for providing vaccines for sick children on the day of survey.
2 This represents a minute timer that is facility equipment. In addition to these, many staff had personal watches with second
hands that could be used to time for 1 minute.
® Totals include data from five health offices offering sick child services.

Table A-4.6 Availability of IMCI protocols and client educational materials
Among facilities providing outpatient care for sick children, percentage where indicated protocol or client
educational aid was available, by type of facility and region, Egypt SPA 2002
Percentage of facilities offerina sick child services with: Number of facilities

Background IMCI chart IMCI counseling IMCI offering sick child
characteristics booklet cards for provider mother cards services (weighted)
Type of facility

GS hospital 11 12 12 63

Fever hospital 8 8 8 13

MCH/urban HU 15 14 15 65

Rural HU 21 16 19 365

Mobile unit 0 0 0 17

NGO facility 2 2 2 42
Region

Urban Governorates 18 20 22 44

Lower Egypt 17 14 18 282

Upper Egypt 17 12 12 244
Total' 17 14 16 570
' Totals include data from five health offices offering sick child services.
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Table A-4.7 Availability of services for immunization and outpatient care for sick children on
the same day

Among all facilities offering outpatient care for sick children, percentage offering child
immunization (EPI) every day sick child services are offered, and percentage where both sick
child and EPI services were both being offered the day of the survey, by type of facility and
region, Egypt SPA 2002

Among facilities offering sick child services,

percentage where: Number of
EPI services available On day of survey, both  facilities offering

Background every day sick child sick child and EPI sick child services
characteristics services are offered  services were provided (weighted)
Type of facility

GS hospital* 6 13 63

Fever hospital" 0 0 13

MCH/urban HU 30 36 65

Rural HU 8 20 365

Mobile unit 0 0 17

NGO facility 1 1 42
Region

Urban Governorates 36 37 44

Lower Egypt 12 19 282

Upper Egypt 1 15 244
Total® 9 19 570

T Most hospitals do not offer immunization services but may be adjacent to health offices that
provide preventive services. Availability of service in adjacent facilities that could be used by
sick children seen in hospitals was not assessed.

? Totals include data from five health offices offering sick child services.

Table A-4.8 Availability of specific medicines for treatment of the sick child
Among facilities that provide outpatient care for sick children, percentage where first-line, prereferral, and other essential
medications are available, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS Fever MCH/ Rural  Mobile NGO Total
ltem hospital hospital urban HU HU unit facility percentage3
First-line oral medicines
Oral rehydration solution (ORS) 77 82 87 83 15 5 75
Antibiotic: amoxicillin 59 87 72 67 11 6 61
Antibiotic: cotrimoxazole 50 52 40 45 8 3 41
Either antibiotic 75 92 79 77 8 4 62
All first-line oral medicines® 59 79 73 70 11 5 62
Pre-referral injectable medicines
Antibiotic: ampicillin 50 55 27 39 8 3 35
Antibiotic: penicillin 83 81 65 78 11 5 69
Antibiotic: gentamycin 56 55 24 31 4 4 31
Antibiotic: ceftriaxazone 22 19 5 3 0 3 6
Intravenous solution with 2perfusion set 76 77 42 55 0 8 50
All pre-referral medicines 53 51 9 26 0 3 25
Other essential medicines
Aspirin or paracetamol (antipyretic) 83 90 92 88 23 6 79
Vitamin A (any dose) 40 13 51 50 4 3 43
Iron tablet 67 54 52 61 27 3 55
Mebendazole (for deworming) 61 46 53 61 4 3 54
Antibiotic eye ointment 73 34 74 62 11 6 58
All other essential medicines 15 3 12 15 4 0 13
Number of facilities offering sick child services
(weighted)® 63 13 65 365 17 42 570
" ORS and at least one antibiotic.
2 At least one first-line injectable antibiotic (ampicillin or penicillin), at least one second-line injectable antibiotic (ceftriaxone
or gentamycin) and intravenous solution (normal saline, Ringers lactate, or dextrose and saline 0.9%) with perfusion set.
® Totals include data from five health offices offering sick child services.
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Table A-4.9 Facility utilization statistics for outpatient care for sick children
Among facilities providing outpatient care for sick children, the median number
of sick-child consultations per month, by type of facility and region, Egypt SPA
2002
Median monthly Number of facilities

Background number of sick-child providing consultation data
characteristics consultations® (weighted)
Type of facility

GS hospital 336 44

Fever hospital 181 9

MCH/urban HU 312 49

Rural HU 67 277

Mobile unit 24 9

Health office 148 3

NGO facility 3 8
Region

Urban

Governorates 386 31

Lower Egypt 83 203

Upper Egypt 68 165
Total 81 399
' Median value for the average of the number of months out of the past 12
months for which data were available.

Table A-4.10 Information on user fees for outpatient care for sick children
Among facilities offering outpatient care for sick children, percentage where the indicated practice for user fees is reported and percentage
where the indicated practices exists for publicly posting of fees, by type of facility and region, Egypt SPA 2002
Number of Percentage where fees are
Percentage charging for the indicated item facilities posted in public view Number of facilities
Fixed fee Fixed fee Charge for No char- offering sick  All fees No fees having any user

Background for health for each medicines ges or child services are Some fees are fees for sick child
characteristics card consult andtests don’'t know (weighted) posted are posted posted services (weighted)
Type of facility

GS hospital 21 91 5 9 63 22 8 70 57

Fever hospital 0 94 3 6 13 10 4 86 12

MCH/urban HU 20 90 4 8 65 27 4 69 59

Rural HU 25 94 1 6 365 16 4 80 344

Mobile unit 0 61 4 35 17 18 0 82 11

NGO facility 0 95 26 3 42 38 3 58 41
Region

Urban

Governorates 17 94 17 5 44 53 5 42 41

Lower Egypt 30 90 2 9 282 25 6 69 256

Upper Egypt 11 94 3 5 244 9 2 89 231
Total* 21 92 4 7 570 20 4 76 528
! Totals include data from five health offices offering sick child services.
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Table A-4.11 Health finance programs in which observed sick children participate
Among observed sick children, the percentage of caretakers reporting participation in health finance programs, and the types of
prepay or other finance plans (program) in which the caretaker reported they participate, by type of facility and region, Egypt SPA
2002
Percentage belonging to indicated health Number of
Number of finance program interviewed
Percentage interviewed Prepay at facility ~Discount or caretakers of sick

Background belonging to caretakers for package of  exemption  children belonging to
characteristics any program (weighted) HIO or SHIP! services status program (weighted)
Type of facility

GS hospital 45 360 90 9 0 162

Fever hospital 28 71 77 23 0 20

MCH/Urban 58 305 96 4 0 176

Rural Health 48 1,169 72 27 1 561

Mobile unit 61 18 100 0 0 11

Health office 58 12 100 0 0 7

NGO facility 17 66 100 0 0 11
Region

Urban Governorates 45 194 100 0 0 87

Lower Egypt 61 989 70 29 1 602

Upper Egypt 32 818 100 0 0 259
Total 47 2,001 81 18 1 948
' Health insurance organization or the School Health Insurance Program.

Table A-4.12 Out-of-pocket payments for sick-child consultations

Among interviewed caretakers of sick children, percentage who reported that they are part of a program for prepayment or
deferring child health costs (program), and percentage who reported paying any out-of-pocket fees for services for the sick child
on the day of the survey and, among the caretakers who paid any fees for services for the sick child, median amount (piasters)
paid on the day of the survey, by whether the child belongs to a program or not, by type of facility, Egypt SPA 2002

Percentage of interviewed
caretakers of sick children
reporting:

Paying out-of-pocket

Median out-of-pocket fee
(piasters) paid by caretakers who
paid anything for child health

Number of interviewed
caretakers providing
valid responses for
out-of-pocket

Child fees for this visit" Number of services on the day of survey payments (weighted)
belongs Does not interviewed Does not
to Belongsto belongto caretakers Belongs to Does not belong Belongsto  belong
Type of facility program  program program  (weighted) program to program program __to program
Type of facility
GS hospital 45 99 100 360 100 100 162 198
Fever hospital 28 100 98 71 104 100 20 51
MCH/urban HU 58 99 99 305 59 100 176 129
Rural HU 48 96 96 1,169 100 100 561 608
Mobile unit 61 82 77 18 100 0 11 7
Health office 58 95 100 12 50 0 7 5
NGO facility 17 99 88 66 100 350 11 55
Total 53 97 97 2,001 100 100 948° 1,054%

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other.
2 Numbers do not add to 2,001 due to rounding, when weighted by program status.
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Table A-4.13 Supportive management for providers of child health services
Among interviewed child health service providers, percentage who received in-service training related to child health in the past
12 months, percentage of providers who were personally supervised in the past 6 months, percentage who received both in-
service training in the past 12 months and personal supervision in the past 6 months, and percentage whose most recent in-
service training was received 13-59 months preceding the survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed child health service providers who:
Both received in-service Number of
Received in- training during the past Most recent in-  interviewed child
service training Were personally 12 months and was service training health service
Background during the past 12  supervised in past personally supervised ~ was 13-59 months providers
characteristics months® 6 months during the past 6 months  preceding survey (weighted)?
Type of facility
GS hospital 16 84 14 37 293
Fever hospital 15 78 12 44 44
MCH/urban HU 21 93 19 39 252
Rural HU 25 94 24 29 990
Mobile unit 11 96 11 23 24
Health office 19 92 19 31 68
NGO facility 10 46 6 30 60
Region
Urban Governorates 27 86 26 38 119
Lower Egypt 17 90 17 32 908
Upper Egypt 26 90 24 32 704
Total 21 90 20 32 1,731
T This refers to structured in-service sessions and does not include individual instruction received during routine supervision.
% Includes providers from facilities offering immunization or growth monitoring or curative care for sick children.

Table A-4.14 In-service training for child health service providers

Among interviewed child health service providers, percentage who received in-service training on specific topics during the past 12 months or
13-59 months preceding survey, by type of facility and region, Egypt SPA 2002

Percentage of child health service providers who received in-service training on specific topics Number of
interviewed
Nutrition/ Genetic/ child health
EPI/Cold ARI* Diarrhea micronutrient hereditary service
Background chain treatment treatment deficiencies PMTCT? IMCI® illnesses providers

characteristics  12m 13-59m 12m 13-59m 12m 13-59m 12m 13-59m 12m 13-59m 12m 13-59m 12m 13-59 m (weighted)

Type of facility

GS hospital 3 9 4 27 4 22 7 20 1 4 8 6 0 3 293
Fever hospital 3 7 4 24 3 23 3 10 7 14 6 10 2 1 44
MCH/urban HU 6 15 5 23 5 22 7 26 3 7 7 9 3 5 252
Rural HU 8 15 7 15 7 18 10 18 3 8 11 10 1 4 990
Mobile unit 8 4 2 14 2 21 4 17 4 9 0 8 0 7 24
Health office 9 13 2 9 2 18 7 15 1 9 3 11 3 2 68
NGO facility 0 14 2 18 5 16 5 23 4 9 3 9 2 4 60
Region
Urban
Governorates 8 12 7 25 9 22 11 27 5 16 8 11 5 7 119
Lower Egypt 5 14 4 15 5 19 7 16 2 7 6 11 1 4 908
Upper Egypt 8 13 8 21 6 20 9 22 3 6 13 7 1 3 704
Total 7 13 6 18 6 19 8 19 3 7 9 9 1 4 1,731

T Acute respiratory infection.
2 prevention of mother-to-child transmission (of HIV/AIDSs).
8 Integrated management of childhood illness.
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Table A-4.15 Supportive supervision for child health service providers
Among interviewed child health service providers, percentage who were personally supervised in the past 6 months, and among those
who received such a supervisory visit, median number of times staff were supervised, and percentage who reported specific activities
of the supervisor during the last visit, by type of facility and region, Egypt SPA 2002
Number of
Median Number of . N _— providers of child
number of  interviewed Percentage of providers reporting indicated activities of the health services
times staff  child health supervisor during the last supervisory visit who were super-
were super- service Wrote note vised in the past
Background vised in past providers Checked Observed Provided Provided Discussed on unit 6 months
characteristics 6 months (weighted)  records work  feedback updates problems record (weighted)
Type of facility
GS hospital 8 293 95 93 92 82 79 83 245
Fever hospital 6 44 82 85 77 57 55 67 35
MCH/urban HU 10 252 98 96 89 74 77 88 235
Rural HU 8 990 98 98 96 82 85 86 928
Mobile unit 5 24 100 96 93 81 83 94 23
Health office 17 68 100 99 97 80 79 87 63
NGO facility 3 60 84 82 84 57 73 65 27
Region
Urban
Governorates 17 119 95 94 90 71 70 93 103
Lower Egypt 9 908 98 96 94 82 84 94 818
Upper Egypt 8 704 96 96 93 78 81 73 635
Total 9 1,731 97 96 93 80 82 85 1,557
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Table A-4.16 Observed assessments, examinations, and treatments for sick children
Percentage of observed children for whom the indicated assessment, examination, or intervention was a component of their
consultation, by type of facility, EQypt SPA 2002
Percentage by type of facility
Fever MCH/ Rural Mobile Health NGO Total
Consultation components GS hospital  hospital urban HU HU unit office  facility percentage
Consultations conducted by physicians 99 98 100 100 100 100 100 100
History: assessment of danger signs
Inability to eat or drink anything 12 8 14 16 15 30 27 15
Vomiting everything 38 48 32 39 15 20 40 38
Convulsions 5 6 5 14 0 14 5 10
All danger signs 2 0 1 6 0 5 2 4
History: assessment of symptoms
Cough or difficult breathing 64 63 66 62 48 55 64 63
Diarrhea 51 63 41 55 37 40 55 52
Fever 76 88 74 76 59 65 67 75
All three key symptoms® 23 31 23 32 11 15 30 28
Ear pain or discharge 6 7 11 20 0 5 10 15
Throat problems 13 17 19 21 15 30 17 19
All major symptoms® 1 1 2 5 0 0 2 4
Physical examination
Felt temperature 25 32 26 31 33 61 34 29
Measured temperature (observed or
system) 44 57 60 60 11 84 57 56
Any temperature 57 71 70 71 40 90 73 68
Assessed anemia: Looked at palms 3 4 5 9 4 9 4 7
Assessed anemia: Looked at eye
conjunctiva or mucosa of mouth 3 6 5 11 4 30 6 9
Any assessment of anemia 5 8 7 15 4 30 6 11
Assessed dehydration 14 18 12 20 22 40 18 18
Counted respiratory rate per minute 7 12 12 17 0 38 8 14
All key physical checks® 0 1 1 2 0 0 3 2
Checked throat (tongue depressor no light) 52 67 50 36 15 64 41 42
Checked throat (tongue depressor and
light) 1 1 3 13 8 5 17 9
Any check of throat with tongue depressor 53 69 53 48 22 69 58 51
Looked in ear and feel behind ear 8 8 10 10 4 20 7 10
Checked for pedal edema (press both feet) 1 1 1 4 4 5 0 2
Remove clothing and observe musculature 4 7 7 8 4 15 3 7
All physical checks* 0 0 0 0 0 0 0 0
Drinking/feeding practices during illness
for children <24 months (N=892)
Breastfeeding practices 14 14 18 18 7 49 34 18
Observed if child can drink or suck 2 3 1 4 0 0 0 3
Both assessments of drinking/feeding status 1 1 1 2 0 0 0 1
Essential advice
Increase fluids 14 15 21 19 26 43 23 19
Continue/increase feeding 13 11 17 14 19 43 28 15
Symptoms for immediate return 5 5 5 12 8 33 11 10
All three essential messages 2 1 2 4 0 33 6 3
Number of observed children <24 months old
(weighted) 205 37 191 665 11 9 37 1,154
Number of observed children (weighted) 365 71 307 1,173 18 12 66 2,013
! Assessed cough, diarrhea, fever.
2 Assessed cough, diarrhea, fever, ear symptoms and throat symptoms.
% Counted respiratory rate, assessed presence of fever (either measured or by touch), and assessed presence of anemia (either palms
or mucosa).
* Counted respiratory rate, assessed presence of fever (either measured or by touch), assessed presence of anemia (either palms or
mucosa), checked throat (either with or without light), checked ear, checked feet (pedal edema), and checked musculature.

APPENDIXA 215



Table A-4.17 Bronchodilator treatments prescribed for children with respiratory diagnosis

Among observed sick children with the indicated diagnosis and indicated wheezing status, percentage who were prescribed a
bronchodilator medication, Egypt SPA 2002

Pneumonia or other severe

respiratory illness Bronchitis Other respiratory illness
Percentage Number with Percentage Number with Percentage Number with
receiving diagnosis receiving diagnosis receiving diagnosis
Status bronchodilator (weighted) bronchodilator (weighted) bronchodilator (weighted)
Wheezing 47 63 39 180 15 31
No wheezing 21 65 21 165 4 428
Total 34 128 31 345 5 459

Table A-4.18 Observed and reported information on prescriptions and medicines provided for the observed sick child

Percentage of interviewed caretakers of observed sick children who were given or prescribed oral medicines, who had all medicines,
some medicines and some prescriptions, and only prescriptions on departure from the facility, percentage who indicated that they
were told how to give the medicine at home, and percentage who felt they understood how to provide the medicine, and percentage
who stated the child was given a dose of the medicine at the facility, by type of facility, EQypt SPA 2002

Percentage by type of facility

MCH/
GS Fever urban Rural  Mobile  Health NGO Total
Topic discussed hospital  hospital HU HU unit office facility percentage
Observed during consultation
Caretaker was told about medicines 55 54 66 63 67 83 85 63
Caretaker was asked to repeat instructions 2 2 3 4 0 9 3 3
Child received first dose of any medicine at
facility 1 0 1 1 0 0 0 1
Antibiotic was prescribed 53 64 47 50 53 27 54 51
Number of observed sick children who received
medicines (weighted) 350 65 293 1,046 16 11 63 1,845
Observed during exit interview
Caretaker has all medicines 16 36 20 41 12 17 0 31
Caretaker has some medicines and some
prescriptions 25 41 24 20 12 11 10 22
Caretaker has only prescriptions 58 23 56 39 76 72 90 47
Child was prescribed an injectable medicine 20 22 10 15 8 6 15 16
Reported by caretaker
Was told how to give the medicine at home 58 67 70 76 80 72 88 72
Feels comfortable in knowledge of how to
provide medicine at home 59 65 74 77 76 77 90 73
Child was provided a dose of the medicine at
the facility 2 4 3 3 0 0 1 3
Child received injection at the facility 4 7 2 5 4 0 0 4
Number of interviewed caretakers of sick
children who received prescription, medicine,
or both (weighted) 349 67 298 1,098 17 11 63 1,904
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Table A-4.19 Observed preventive assessments for sick children
Percentage of observed children for whom the indicated assessment, examination, or intervention was a component of their
consultation, by type of facility, Egypt SPA 2002.
Percentage by type of facility
MCH/
GS Fever urban Rural Mobile Health NGO Total

Items hospital hospital HU HU unit office  facility percentage
Preventive measures

Child weighed 41 15 54 42 8 54 35 42

Weight plotted 8 10 31 22 8 41 7 20
Normal feeding assessed (<24 months) 22 11 26 27 25 49 44 26
Normal feeding assessed (=24 months) 8 4 9 10 9 19 11 9
Any age normal feeding practices assessed 16 7 20 20 18 43 30 19
Immunization status assessed (<24 months) 7 8 16 17 7 70 2 15
Immunization status assessed (224 months) 3 1 3 10 0 19 0 7
Any age immunization status assessed 10 9 34 27 8 69 6 24
Number of observed children <24 months old

(weighted) 205 37 191 665 11 9 37 1,154
Number of observed children 224 months old

(weighted) 154 34 112 496 7 3 29 836
Number of observed children (weighted) 365 71 307 1,173 18 12 66 2,013

Table A-4.20 Reported information from interview of caretaker of observed child

Percentage of interviewed caretakers of observed children who, when asked, reported that a provider discussed the indicated items,

by type of facility, Egypt SPA 2002

Percentage by type of facility

GS Fever MCH/ Rural Mobile Health NGO Total

Iltems hospital  hospital urban HU HU unit office facility percentage
Weight or nutritional status of the child 14 4 19 20 4 36 18 18
General feeding practices 11 10 12 16 7 30 22 15
Give food and liquid during the illness 13 17 19 17 15 41 40 17
Was told what the illness was 58 54 64 58 70 42 86 60
Caretaker brought immunization card to

facility this visit 10 0 27 16 4 62 4 16
Caretaker reports child < 24 months

received immunization 5 2 5 6 0 22 0 5
Caretaker reports child = 24 months

received immunization 0 0 0 0 0 0 0 0
Number of caretakers of children

< 24 months (weighted) 205 37 191 665 11 9 37 1,154
Number of caretakers of children

2 24 months (weighted) 155 34 114 503 7 3 29 847
Number of interviewed caretakers

(weighted) 360 71 305 1,169 18 12 66 2,001
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Table A-4.21 Client feedback during exit interview
Percentage of interviewed caretakers of observed children who said that they considered specific items as big problems for them the day
of the visit, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS Fever MCH/ Rural Mobile Health NGO Total
Client service issue hospital  hospital urban HU HU unit office facility  percentage
Behavior/attitude of provider 4 5 4 2 4 11 3 3
Insufficient explanation about child’s illness 16 20 14 12 22 16 3 13
Waiting time to see provider 17 17 20 11 4 16 9 13
Quality of examination or treatment 9 8 8 7 15 16 0 7
Availability of medicines or supplies 25 17 23 16 26 22 12 19
Hours facility is open 2 1 4 4 4 0 7 4
Cleanliness of facility 2 1 3 2 0 11 2 2
Cost of services 2 3 1 1 0 0 1 1
Insufficient visual privacy 3 4 7 2 4 5 1 3
Insufficient auditory privacy 3 4 7 2 4 5 1 3
Time required to complete all steps in the
consultation 6 9 7 4 0 16 1 5
Time it took to receive laboratory results 2 0 0 0 0 0 0
Number of interviewed caretakers
(weighted) 360 71 305 1,169 18 12 66 2,001
Table A-4.22 Reasons caretakers of observed sick child consultations chose this facility for services
Among interviewed caretakers of observed sick children, percentage who agreed that specific items influenced their decision to
choose the facility, by type of facility and region, Egypt SPA 2002
Percentage of caretakers of observed sick children agreeing item was a factor in
choosing facility Number of
Efficiency  Availability Availability Facility has interviewed
Background Female of the of all of the Clients are  Facility is good caretakers
characteristics physician  physician  specialties service  well treated  nearby reputation  (weighted)
Type of facility
GS hospital 0 25 6 20 11 55 14 360
Fever hospital 1 32 3 37 21 36 22 71
MCH/urban HU 1 29 6 18 17 51 15 305
Rural HU 2 28 1 17 28 65 21 1,169
Mobile unit 22 34 0 11 41 56 27 18
Health office 0 26 0 30 22 a7 5 12
NGO facility 5 48 4 12 26 47 16 66
Region
Urban Governorates 2 31 5 23 11 63 14 194
Lower Egypt 2 31 3 17 23 56 23 989
Upper Egypt 2 24 2 18 26 62 15 818
Total 2 28 3 18 23 59 19 2,001
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A-4.23 Personal characteristics of caretakers of observed sick children by employment status
Among caretakers of sick children whose consultation was observed and who were interviewed, percent distribution by
employment status, and among employed caretakers of sick children, percent distribution by type of work and type of
compensation, according to type of facility and region, Egypt SPA 2002
Among employed caretakers of sick children, percentage
who: Number of
Among all caretakers Number of Work for: Receive: interviewed
of sick children, inter- Salary caretakers
percentage who are:  viewed both in who are
Background Not caretakers Family Some- Salary Salary cashand No  employed
characteristics Employed employed (weighted) member one else Self incash inkind inkind salary (weighted)
Type of facility
GS hospital 13 87 360 7 65 28 93 0 1 6 46
Fever hospital 19 81 71 6 69 25 88 0 6 6 13
MCH/urban HU 14 86 305 7 71 23 93 0 0 7 41
Rural HU 16 84 1,169 19 57 25 66 1 14 19 186
Mobile unit 11 89 18 32 68 0 68 0 0 32 2
Health office 16 84 12 0 67 33 100 0 0 0 2
NGO facility 15 85 66 0 100 0 100 0 0 0 10
Region
Urban Governorates 14 86 194 4 73 23 96 0 0 4 27
Lower Egypt 19 81 989 13 63 24 77 1 8 14 187
Upper Egypt 10 90 818 19 57 24 69 0 15 16 86
Total 15 85 2,001 14 62 24 76 1 9 14 300
A-4.24 Personal characteristics of caretakers of observed sick children by education
Among interviewed caretakers of observed sick children, percentage indicating their education and literacy status as noted
below, by type of facility and region, Egypt SPA 2002
Percentage of interviewed Number of
caretakers with primary or no interviewed
Percentage of interviewed caretakers who:  Number of education who: caretakers
Cannot Can read, interviewed Cannot Can read, with no
Background Have no read or cannot Canread caretakers reador cannot Canread education
characteristics education  write write and write  (weighted) write write and write  (weighted)
Type of facility
GS hospital 52 6 9 33 360 77 2 21 210
Fever hospital 52 7 9 31 71 83 2 15 43
MCH/urban HU 38 9 9 44 305 72 3 26 142
Rural HU 55 9 7 29 1,169 76 3 21 753
Mobile unit 48 19 15 19 18 66 6 28 12
Health office 26 15 26 32 12 26 0 74 5
NGO facility 27 7 10 56 66 73 3 24 23
Region
Urban
Governorates 30 8 12 51 194 59 3 38 73
Lower Egypt 45 7 6 42 989 76 1 22 513
Upper Egypt 62 11 9 18 818 78 4 19 601
Total 51 9 8 33 2,001 76 3 21 1,188
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Chapter 5

Table A-5.1 Offered methods of family planning
Among facilities offering family planning, percentage offering each of the indicated methods of family planning, and percentage
offering at least two temporary modern methods of contraception, at least four temporary modern methods of contraception,
and offering the four main methods for Egypt, by type of facility, Egypt SPA 2002
Percentage by type of facility
MCH/ Health NGO Total

Methods offered GS hospital urban HU  Rural HU  Mobile unit office facility  percentage
Combined oral contraceptives 97 94 93 87 93 75 91
Progesterone-only oral pill 60 56 57 34 57 31 53
Progesterone-only injectable (two

or three monthly) 98 97 99 100 100 86 97
Combined injectable (one monthly) 2 2 0 3 0 28 3
Implant 40 16 3 8 7 2 8
Intrauterine device 98 99 98 100 96 95 98
Male condom 97 95 92 97 96 61 90
Spermicide 0 2 0 2 4 2 1
Diaphragm 2 3 1 0 0 2 1
Rhythm method 87 83 78 81 79 64 78
Female sterilization 15 2 1 2 0 5 3
Emergency contraceptive pill 67 60 58 58 62 6 54
At least two of any temporary

modern methods* 100 100 98 100 100 77 97
At least four of any temporary

modern methods® 97 95 92 97 96 59 90
All four most common methods

offered” 92 88 86 87 89 50 84
Number of facilities (weighted) 63 64 367 38 28 64 624
T Among the following methods: contraceptive pills (combined or progesterone only), injections (combined or progesterone
only), implants, intrauterine devices (IUD), condoms (male-female condom is not available), spermicides, diaphragm, or
emergency contraceptive. Permanent methods (sterilization) are not included.
2 Combined oral contraceptive (COC) pill, progesterone-only injection (PIN), intrauterine device (IUD), and male condom.

Table A-5.2 Availability of offered methods of family planning by type of facility
Among facilities offering the indicated method, percentage where the method was available on the day of the survey,
by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Rural Mobile Health NGO Total

Methods hospital urban HU HU unit office facility percentage
Combined oral contraceptives 96 96 96 95 93 91 95
Progesterone only oral pill 83 73 81 94 65 82 80
Progesterone only injectable

(two or three monthly) 98 98 96 98 95 96 96
Combined injectable (one monthly) 100 100 na na na 88 100
Implant 64 67 50 57 29 50 50
Intrauterine device 98 98 94 100 98 99 96
Male condom 97 98 92 98 93 93 94
Spermicide na 50 na 100 50 50 0
Diaphragm 0 33 0 na na 100 0
Emergency contraceptive pill 83 85 81 95 82 80 83
Each method offered by a facility

was available the day of the survey 72 73 71 86 69 85 74
Four most common methods offered

and available 93 93 88 91 92 84 90
Number of facilities offering FP

(weighted) 63 64 367 38 28 64 624
na = Not applicable
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Table A-5.3 Availability of offered methods of family planning by region

Among facilities offering each of the indicated methods of family planning, percentage where the method was
available on the day of the survey, by region, Egypt SPA 2002

Percentage by region

Methods Urban Governorates Lower Egypt Upper Egypt
Combined oral contraceptives 94 97 94
Progesterone-only oral pill 69 83 81
Progesterone-only injectable (two or

three monthly) 98 98 94
Combined injectable (one monthly) 67 92 80
Implant 42 53 65
Intrauterine device 98 97 93
Male condom 98 97 89
Spermicide 50 50 50
Diaphragm 50 0 0
Emergency contraceptive pill 86 82 82
Each method offered by a facility was

available the day of the survey 70 75 72
Four most common methods offered

and available 89 94 83
Number of facilities offering FP (weighted) 61 306 257
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Table A-5.4 Availability of infrastructure, resources, and systems for quality family planning services
Percentage of facilities that offer temporary methods of family planning (FP) where there are items to support quality counseling
and items for quality physical examination, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Mobile Health NGO Total
Item hospital urban HU Rural HU unit office facility percentage
Items to support quality counseling
Private room (complete privacy) 79 69 78 79 60 78 76
Either private room or screen (visual privacy) 83 82 83 88 82 83 83
No privacy 17 18 17 12 18 16 16
Individual client health cards 87 92 89 89 96 63 87
Written FP protocols or guidelines 52 49 52 25 57 13 46
Written STI protocols or guidelines 12 18 15 9 19 10 15
Visual aids for health education on family
planning 98 99 96 96 100 57 93
Visual aids for health education on sexually
transmitted infections (STIs) 27 25 28 12 31 11 25
All items to support quality counseling® 38 37 41 20 48 11 37
All items to support quality counseling for FP
and for STI services and education? 4 4 8 5 7 3 6
Items for infection control
Soap 54 66 45 52 45 68 51
Water 96 92 90 78 82 93 90
Clean latex gloves 61 51 48 48 54 49 50
Disinfecting solution 93 93 88 93 89 77 88
Sharps box 68 78 73 48 73 33 67
All items for infection control® 29 31 18 9 26 17 20
Waste receptacle4 29 37 29 23 32 35 31
All items plus waste receptacle for infection
control 10 15 8 4 13 15 10
Items for pelvic examination
Private room (complete privacy) 83 72 83 84 63 86 81
Either private room or screen (visual privacy) 91 92 90 91 89 91 91
No privacy 9 8 10 9 11 9 9
Examination bed® 100 99 96 100 98 97 97
Examination light® 90 98 86 70 91 95 88
Vaginal speculum 98 97 96 98 100 98 97
All furnishings and equipment for pelvic
examination’ 73 68 72 56 58 80 71
All items for both infection control and pelvic
examination 23 26 15 7 19 15 17
Number of facilities offering FP (weighted) 63 64 367 38 28 64 624
T Either private room or visual barrier, individual client health cards, written protocols for FP, and any visual aids for FP.
% All items to support quality counseling, written STI protocols or guidelines and visual aids for health education on STls.
% Soap, water, clean latex gloves, disinfecting solution, and sharps box.
* While important for infection control, and listed in the MoH maternity standards, this is not an item that has been commonly
introduced so was not included in the aggregate for infection control.
® Any bed where a woman can lie down flat.
® Examination light, flashlight, or other spotlight source.
” visual and auditory privacy (private room), examination bed, examination light, and vaginal speculum.
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Table A-5.5 Availability of specific teaching and visual aids
Percentage of facilities that offer temporary methods of family planning (FP) where the indicated teaching tool or visual aid was
available, by type of facility, EQypt SPA 2002
Percentage by type of facility
MCH/ Mobile  Health NGO Total
Item GS hospital  urban HU  Rural HU unit office facility percentage
Visual aids or teaching materials
About specific methods of family
planning 88 87 84 77 85 37 79
About sexually transmitted infections 19 16 20 7 20 4 17
About HIV/AIDS 9 8 6 5 7 5 6
Posters on family planning 73 85 80 52 74 40 74
Poster about hepatitis 0 4 2 2 0 1 2
Samples of different methods 92 91 92 91 94 46 87
Information for client to take home
On family planning 91 89 89 89 87 35 84
On sexually transmitted infections 37 32 35 30 33 5 32
On HIV/AIDS 25 16 20 18 22 7 19
On hepatitis 1 3 3 2 2 0 2
Service protocols or guidelines
Any reproductive health guidelines or
protocols 52 49 52 25 57 13 46
WHO guidelines for syndromic approach 5 11 7 2 4 4 7
Number of facilities offering FP (weighted) 63 64 367 38 28 64 624

Table A-5.6 Location in facility where equipment for family planning services
is processed for reuse

Among facilities offering family planning (FP) services, percentage that
process equipment for reuse in the FP service area, in the main facility
sterilization area, or another service area, by type of facility and region, Egypt
SPA 2002

Percentage of facilities where FP service
equipment is processed in indicated area

Background FP service Main facility  Other service
characteristics area area area’
Type of facility
GS hospital 84 15 1
MCH/urban HU 62 38 0
Rural HU 52 47 0
Mobile Health unit 25 75 0
Health office 43 57 0
NGO facility 34 66 0
Region
Urban Governorates 71 29 0
Lower Egypt 65 34 0
Upper Egypt 33 67 0
Total 53 47 0

"Main facility area and FP service area may be one location in small
facilities.
% Equipment was reported to be processed in the maternity service area.
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Table A-5.7 Level of sterilization/disinfecting capacity available in location where family planning equipment is processed
for reuse

Among facilities offering family planning (FP) services, percent distribution by level of processing (sterilization or high-level
disinfecting [HLD]) for which the functioning equipment is available and the correct processing procedure (time and
temperature) is known for processing FP equipment, and percentage with written guidelines available by type of facility and
region, Egypt SPA 2002

Percentage of facilities with:

All conditions Number of
for either dry  All conditions for No equipment or  Written guidelines for facilities
Background sterilization or ~ boil, steam, or  no knowledge of  sterilization or HLD offering FP
characteristics autoclave' chemical HLD®  processing time  procedures observed (weighted)
Type of facility
GS hospital 74 16 11 33 63
MCH/urban HU 73 11 16 41 64
Rural HU 57 22 21 34 367
Mobile unit 79 3 18 14 38
Health office 40 25 36 32 28
NGO facility 47 11 42 19 64
Region
Urban Governorates 73 5 23 45 61
Lower Egypt 58 23 18 35 306
Upper Egypt 58 15 27 24 257
Total 60 18 22 32 624

" Dry heat: temperature at least 170°C and process at least 60 minutes or temperature 160-169°C and process at least 120
minutes, or automatic; autoclave: Process 20 minutes unwrapped, 30 minutes wrapped (temperature and pressure not
included), or item is automatic.

2 Boil or steam at least 20 minutes. Includes one facility using chemical processing: chlorine based or gllutaraldehyde with
soaking at least 20 minutes.

Table A-5.8 Highest level of sterilization/disinfecting capacity available in family planning service area, for facilities
that process equipment for reuse in the FP service area
Among facilities offering family planning (FP) services and processing FP equipment for reuse in the FP service
area, percent distribution by the level of processing for which the functioning equipment is available and the correct
processing procedure is known, the percentage with written guidelines available, by type of facility and region, Egypt
SPA 2002
Percentage of facilities processing family planning  Percentage of Number of facilities
equipment in FP service area facilities with offering FP, with
None: written guidelines processing
equipment or  for sterilization or equipment in FP
Background Dry heat or Boil/steam knowledge HLD procedures service area
characteristics autoclave’ or chemical® missing observed (weighted)
Type of facility
GS hospital 71 18 11 35 53
MCH/urban HU 70 13 17 42 39
Rural HU 56 33 11 39 192
Mobile units 78 11 11 14 9
Health office 50 42 8 49 12
NGO facility 55 27 18 19 22
Region
Urban Governorates 80 7 13 50 43
Lower Egypt 58 34 8 38 200
Upper Egypt 62 21 17 28 85
Total 62 27 11 37 328
" Dry heat: temperature at least 170° C and process at least 60 minutes or temperature 160-169° C and process at
least 120 minutes, or automatic; autoclave: Process 20 minutes unwrapped, 30 minutes wrapped (temperature
and pressure not included), or item is automatic.
% Boil or steam at least 20 minutes. Includes one facility using chemical processing: chlorine based or
glutaraldehyde with soaking at least 20 minutes.
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Table A-5.9 Details for storing processed equipment in family planning service area

Among facilities offering family planning (FP) services and having sterile/high-level disinfected (HLD)
equipment stored in the FP service area, percentage where the indicated conditions were observed, by type
of facility and region, Egypt SPA 2002

Percentage of facilities with: Number of facilities
Sterile offering FP services
Processing date storage and  with sterile/HLD

Background Sterile storage Clean storage indicated on processing items in FP service
characteristics conditions’ conditions stored items date area’® (weighted)
Type of facility
GS hospital 12 82 7 6 53
MCH/urban HU 11 91 8 2 39
Rural HU 7 75 5 0 186
Mobile 8 77 0 0 9
Health office 6 75 0 0 10
NGO facility 34 65 15 15 18
Region
Urban Governorates 15 92 20 8 37
Lower Egypt 10 71 4 1 194
Upper Egypt 7 87 5 2 84
Total 10 78 6 2 314

" ltems are wrapped and sealed with time-steam-temperature (TST) sensitive tape, or are in a sterile/HLD
box that clasps shut.

2 ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the
sterilizer or autoclave, or sitting in disinfecting solution.

® Most facilities had no equipment stored in the FP service area.

Table A-5.10 Availability of medicines for treating sexually transmitted infections
Among facilities offering family planning (FP), percentage where the indicated medicine is available, and percentage with at
least one treatment for each of the four sexually transmitted infections (STls), by type of facility, Egypt SPA 2002
Percentage by type of facility

GS MCH/ Health NGO Total
Medicine (illness treated) hospital urban HU Rural HU Mobile unit  office facility  percentage
Metronidazole (trichomoniasis) 72 i 73 30 17 5 61
Ceftriaxone (gonorrhea) 22 5 3 0 2 2 5
Ciprofloxin (gonorrhea) 8 2 4 7 2 2 4
Doxycycline (chlamydia, syphilis) 4 4 11 2 4 2 8
Tetracycline (chlamydia, syphilis) 57 39 52 5 2 1 41
Erythromycin (chlamydia, syphilis) 14 18 15 2 4 3 13
Benzathine or Procaine Penicillin (syphilis) 83 64 78 5 4 3 62
At least one medicines for each indicated STI' 19 3 4 0 2 2 5
Nystatin suppository (candidiasis) 8 8 5 2 2 0 5
Number of facilities offering FP (weighted) 63 64 367 38 28 64 624
" At least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis.
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Table A-5.11 Availability of equipment and infrastructure for providing specific methods of contraception

Among facilities offering contraceptive methods containing estrogen, injectable methods, intrauterine devices (IUDs), or implants, percentage having the required
equipment and infrastructure to provide the method safely, by type of facility, Egypt SPA 2002

Estrogen Inject-
containing method Number of __ables IUD Implants
Percent- facilities  Percent- Number of Percentage with Percent- Percentage with all
age with Percent- offering  age with  facilities all items for IUD Number of Percent- age with equipment, items Number of
blood age with method sterile offering  Percentage and all quality  facilities age with items for for infection con-  facilities
pressure  adult with needle injectable withitems conditions for  offering items for implant trol, and infra- offering
appa-  weight estrogen and method for IUD pelvic IUD implant insertion  structure for im- implants
Type of facility ratus® scale (weighted) syringe2 (weighted) insertion® examination*  (weighted) insertion® plus6 plant insertion’  (weighted)
GS hospital 93 76 61 91 62 57 20 63 38 38 24 25
MCH/urban HU 96 88 62 93 62 50 21 64 19 12 7 10
Rural HU 84 79 349 88 363 35 10 360 0 0 0 9
Mobile unit 98 35 36 95 38 32 6 38 0 0 0 3
Health office 95 68 27 93 28 46 17 27 0 0 0 2
NGO facility 97 78 48 86 55 35 14 62 50 50 50 1
Total 89 76 584 89 608 39 13 612 24 23 14 50

* Stethoscope and sphygmomanometer.

Progesterone injectable supplied through the MoHP comes with an individual needle and syringe so this may reflect facilities where a stock of the injectable method
was not available the day of the survey (4 percent of facilities). It is uncertain why the remaining 4 percent of facilities were reported as not having needles and
syringes. This may be an error in data collection or may be that needles and syringes are occasionally borrowed from the progesterone injectable packet.

% Clean latex gloves, iodine antiseptic, speculum, forceps for holding gauze to clean cervix, tenacula and uterine sound (or IUD kit that includes a tenacula and uterine
sound).

4 Equipment for 1UD insertion, all infection control items (soap, water, clean latex gloves, disinfecting solution, and sharps box) and visual privacy, an examination bed
and an examination light.

® Forceps for grasping Norplant, local anesthetic (Xylocaine), scalpel with blade, sterile needle and syringe, sterile gloves and antiseptic for cleaning skin.

® Equipment for implant, including at least two mosquito forceps.

" Equipment for implant, all infection control items (soap, water, disinfecting solution, and sharps box) and visual privacy, examination bed, and examination light.

Table A-5.12 Availability of specific items for intrauterine device
Among facilities that offer the intrauterine device (IUD) percentage that have each of the indicated supplies and pieces of
equipment to support insertion and removal of IUD, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/urban Rural Health NGO Total

Item hospital HU HU Mobile unit office facility percentage
Clean or sterile latex gloves 70 64 52 53 60 53 56
Antiseptic solution 96 93 88 97 84 92 90
Sponge holding forceps 80 76 73 70 66 77 74
Speculum 98 98 96 98 100 99 97
Tenacula 97 97 95 95 98 97 95
Uterine sound 98 98 96 98 100 94 96
Curved scissors 79 80 75 75 89 78 77
Crocodile forceps 65 65 53 48 57 59 56
Handling forceps 88 87 77 70 70 84 79
IUD method available 98 98 94 100 98 99 96
All items for insertion and removal

plus method available 37 35 17 13 26 21 22
Number of facilities offering IUD

(weighted) 63 64 360 38 27 62 612
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Table A-5.13 Availability of specific items for implant
Among facilities that offer the implant method, percentage that have
each of the indicated supplies and pieces of equipment by type of
facility, Egypt SPA 2002

Percentage with
Item item available
Sterile gloves 38
Antiseptic solution 95
Sponge holding forceps 66
Local anesthetic 68
Sterile syringe and needle 69
Canula and trochar for inserting Implant 74
Scalpel with blade 55
Two mosquito forceps 58
Implant method 55
Any forceps 68
Number of facilities offering implants (weighted) 50

Table A-5.14 Facility utilization statistics for family planning clients

Among facilities providing temporary methods of family planning, the
median number of FP consultations per month, by type of facility and region,
Egypt SPA 2002

Median monthly  Number of facilities

number of family providing

Background planning consultation data
characteristics consultations" (weighted)
Type of facility

GS hospital 126 63

MCH/urban HU 147 63

Rural HU 50 364

Mobile unit 139 36

Health office 91 28

NGO facility 45 50
Region

Urban Governorates 132 57

Lower Egypt 65 298

Upper Egypt 50 248
Total 61 603

T Median value for the average of the number of months out of the past
12 months, for which data were available.
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Table A-5.15 Information on user fees for family planning services
Among facilities offering family planning services (FP), percentage where the indicated practice for user fees is reported,
and percentage where the indicated practices exists for publicly posting fees, by type of facility and region, Egypt SPA 2002
Percentage charging for the indicated item p
- ercentage where fees
. Fee varies are posted in public view Numpgr of
Fixed fee for  depending on facilities
each method, Number of Some having any
Fixed  consultation laboratory tests, facilities All fees fees Nofees user fees
Background fee for and and medicines No charges/ offering FP  are are are for FP
characteristics FP card examination® provided don't know (weighted) posted posted posted (weighted)
Type of facility
GS hospital 0 9 89 10 63 73 3 24 56
MCH/urban HU 0 12 89 9 64 79 3 18 58
Rural HU 0 9 89 6 367 68 3 29 345
Mobile unit 0 10 19 77 38 34 0 66 8
Health office 0 0 89 11 28 73 0 27 25
NGO facility 2 63 95 3 64 45 5 50 62
Region
Urban
Governorates 0 25 83 15 61 71 4 24 52
Lower Egypt 0 14 81 13 306 70 2 27 266
Upper Egypt 0 12 91 8 257 62 4 34 236
Total 0 14 85 11 624 67 3 30 555
! More than one fee system may apply.

Table A-5.16 Out-of-pocket payments for family planning services
Among observed and interviewed FP clients, percentage who reported paying any out-of-pocket fees
for FP services on the day of the survey and, among the clients who paid any fees for services, median
amount (piasters) paid on the day of the survey, by type of facility and region, Egypt SPA 2002
Number of
Median out-of-pocket interviewed FP clients
Percentage of Number of payment (piasters) by providing valid
interviewed FP interviewed FP clients who paid  responses for out-of-
Background clients paying any  FP clients anything for FP pocket payments
characteristics out-of-pocket fees  (weighted) services day of survey" (weighted)
Type of facility
GS hospital 81 314 101 254
MCH/urban HU 81 320 101 260
Rural HU 81 608 101 494
Mobile unit 12 188 101 22
Health office 74 85 101 63
NGO facility 86 169 501 145
Region
Urban
Governorates 67 272 200 181
Lower Egypt 79 802 101 635
Upper Egypt 69 610 101 422
Total 74 1,684 101 1,238
! Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other
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Table A-5.17 Out-of-pocket payments for clients who received specific family planning procedures

Among observed and interviewed FP clients who received IUD insertion, IUD removal, injectable contraceptive, or a
pelvic exam without another procedure, percentage who paid any out-of-pocket fees, and median amount (piasters) paid
on the day of the survey, by the main procedure received, Egypt SPA 2002

Median out-of-pocket fee  Number of cases
Percentage of clients who paid by client receiving  who paid out-of-  Total nhumber of cases

Procedure paid out-of-pocket fee indicated procedure’ pocket fee receiving procedure
IUD insertion” 89 200 321 368
IUD removal 72 113 125 174
Injection 89 100 329 379
Pelvic exam® 59 105 225 387

! Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other
% May or may not include 1UD removal as well

3 Clients who received a pelvic exam but did not also receive IUD procedure, injection, or implant or classified here.

Table A-5.18 Supportive management for providers of family planning services

Among interviewed family planning (FP) service providers, percentage who received in-service training related to FP in the past
12 months, percentage who were personally supervised in the past 6 months, percentage who received both in-service training
in the past 12 months and personal supervision in the past 6 months, and percentage whose most recent in-service training

was received 13-59 months preceding the survey, by type of facility and region, Egypt SPA 2002

Percentage of interviewed FP service providers who:

Received in-
service training supervised

Were
personally

Both received in-service
training during the past
12 months and was

Most recent in-
service training
was 13-59 months FP service

Number of
interviewed

Background during the past in the past personally supervised preceding the providers
characteristics 12 months® 6 months  during the past 6 months survey (weighted)
Type of facility
GS hospital 21 92 19 55 268
MCH/urban HU 23 95 22 49 234
Rural HU 24 97 23 a7 851
Mobile unit 24 96 23 54 62
Health office 22 97 22 50 83
NGO facility 26 64 17 44 105
Region
Urban Governorates 28 90 26 52 145
Lower Egypt 17 95 17 52 837
Upper Egypt 30 93 28 44 621
Total 23 94 22 49 1,603

! This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.
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Table A-5.19 In-service training for family planning service providers
Among interviewed family planning (FP) service providers, percentage who received in-service training® on specific topics during
the past 12 months or 13-59 months preceding survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed family planning providers who received
in-service training on specific topics
Basic training
Any for service Syndromic Any counseling Number of
Counseling  contraceptive provision management or treatment interviewed FP
on FP technology course of STlIs topics for STls service

Background 13- 13- 13- 13- 13- providers
characteristics 12m 59m 12m 59m 12m 59m 12m 59m 12m 59 m (weighted)
Type of facility

GS hospital 14 43 13 35 8 27 4 12 5 16 268

MCH/urban HU 16 43 14 42 8 21 5 11 8 15 234

Rural HU 15 44 17 39 7 27 3 9 7 13 851

Mobile unit 16 46 15 44 8 33 5 12 7 17 62

Health office 11 47 13 37 5 26 6 17 8 20 83

NGO facility 18 42 19 43 10 20 7 16 8 20 105
Region

Urban Governorates 15 48 17 50 6 24 8 15 13 24 145

Lower Egypt 10 47 12 40 7 21 3 12 4 16 837

Upper Egypt 21 39 20 36 9 32 5 8 8 11 621
Total 15 44 16 39 8 26 4 11 7 15 1,603
" This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.

Table A-5.20 Supportive supervision for family planning service providers
Among interviewed family planning (FP) service providers, percentage who were personally supervised in the past 6 months, and among those who
received such a supervisory visit, median number of times staff were supervised, and percentage who report specific activities of the supervisor
during the last visit, by type of facility and region, Egypt SPA 2002
Number of Percentage of providers reporting indicated activities of Number of FP
Median number interviewed FP the supervisor during the last supervisory visit service providers
of times staff service Dis- Wrote note who were super-

Background were supervised  providers Checked Observed Provided Provided cussed onunit  vised in the past 6
characteristics in past 6 months  (weighted) records work feedback updates problems record  months (weighted)
Type of facility

GS hospital 7 268 97 96 91 76 84 88 248

MCH/urban HU 7 234 99 97 93 79 84 89 222

Rural HU 8 851 99 98 96 83 89 88 829

Mobile unit 6 62 100 96 94 78 85 88 59

Health office 12 83 100 98 96 85 92 95 81

NGO facility 6 105 90 89 88 71 83 81 67
Region

Urban Governorates 12 145 97 95 92 78 82 96 131

Lower Egypt 7 837 99 97 95 82 89 94 799

Upper Egypt 8 621 98 97 94 79 86 77 576
Total 7 1,603 98 97 94 80 87 88 1,506
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Table A-5.21 Description of observed family planning clients

Among observed family planning (FP) clients, percentage for whom this was the first visit for family
planning at this facility, percentage for whom this was a followup visit, and percentage who have no
prior pregnancy by type of facility and region, Egypt SPA 2002

Percentage of observed FP clients Number of observed

Background No prior family planning clients
characteristics First visit Followup visit pregnancy" (weighted)
Type of facility

GS hospital 36 64 1 314

MCH/urban HU 33 67 1 323

Rural HU 35 65 1 608

Mobile unit 46 54 0 188

Health office 34 66 2 85

NGO facility 25 75 2 169
Region

Urban Governorates 34 66 1 274

Lower Egypt 34 66 1 804

Upper Egypt 36 64 1 610
Total 35 66 1 1,688

T Forty-five women for whom observer could not ascertain status during consultation and for whom
the provider asked no questions about prior pregnancies were considered to have had a prior
pregnancy.

Table A-5.22 Description of observed clients
Among all interviewed family planning (FP) clients, percentage who continued
their current method, percentage who received a method, and percentage
who received a prescription for a method, Egypt SPA 2002
Percentage of observed

Principal reason for visit clients with indicated status
Current user at clinic for:

Resupply current method/routine visit 33

Elective method change 5

Discuss problem with current method 22

Discuss non-FP health problem 1

Elective discontinue FP 5
Nonuser

Used method in past 20

Never used method 13
Number of observed FP clients (weighted) 1,688
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Table A-5.23 Description of observed family planning clients
Among observed family planning (FP) clients, percentage for whom each of the indicated methods was provided, prescribed, or
continued being used at the end of the visit, by type of facility and region, Egypt SPA 2002
Percentage for whom indicated method was the main method either provided,
prescribed, or discussed
Injectable Number of observed
Oral Injectable (once and interviewed

Background contraceptive (3 monthly) monthly) Male family planning
characteristics (0C) (PIN) (CIN) condom Spermicide IUD Implant  Other® clients (weighted)
Type of facility

GS hospital 14 34 0 3 0 39 3 0 314

MCH/urban HU 12 25 0 4 0 51 1 0 320

Rural HU 13 48 0 2 0 30 0 1 608

Mobile unit 19 27 0 6 0 41 0 1 188

Health office 16 32 1 3 0 42 1 1 85

NGO facility 12 16 4 2 0 50 2 0 169
Region

Urban

Governorates 10 28 1 4 0 50 0 1 272

Lower Egypt 15 34 0 2 0 40 1 1 802

Upper Egypt 13 39 1 3 0 34 1 1 610
Total 14 35 1 3 0 39 1 1 1,684
T Health offices do not normally provide implant. Investigation indicated that this was one client who received a pelvic exam through
the FP clinic, who was a continuing user of the implant method.
2 Other includes: 8 emergency contraception (2 with condoms); 1 rhythm; no LAM, 1 prescribed spermicide, no female sterilization.

Table A-5.24 Conditions for counseling of observed family planning clients
Percentage of all observed family planning clients where the counseling portion was conducted under the indicated conditions,
by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Health NGO Total
Item hospital urban HU  Rural HU Mobile unit office facility percentage
Visual privacy assured 62 67 64 75 72 85 68
Auditory privacy assured 60 62 61 74 69 82 65
Client was assured of confidentiality 10 14 16 19 12 12 14
Client was asked about concern with
methods discussed or currently used 50 57 56 61 69 68 57
All counseling conditions met* 6 8 11 15 6 9 10
Individual client card reviewed during
consultation 43 52 52 38 58 38 48
Individual client card written on after
consultation 59 66 73 58 80 43 65
Visual aids were used during
consultation 8 7 10 8 19 7 9
Return visit was discussed 68 69 81 68 80 71 74
Number of observed FP clients
(weighted) 427 427 270 231 123 210 1,688
TVisual and auditory privacy, confidentiality assured and client was asked about concerns of methods discussed or currently
used.
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Table A-5.25 General assessments, examinations, and interventions for observed first-visit family planning clients
Percentage of observed first-visit family planning clients where the indicated assessment or examination was a component of their consultation, by
type of facility, Egypt SPA 2002
Percentage by type of facility
MCH/ Health NGO Total
Item GS hospital urban HU  Rural HU  Mobile unit  office facility percentage
Client history
Age 63 69 80 78 95 69 75
Any history of pregnancy 86 89 91 86 95 92 89
Current pregnancy status 30 33 25 34 65 45 32
Desired timing for next child or desire for another child 16 20 16 30 29 15 19
Breastfeeding status 36 46 46 45 50 55 45
Regularity of menstrual cycle 74 68 72 74 95 72 73
All elements of reproductive history" 6 9 7 17 24 4 9
Client medical history
Asked about smoking 2 2 2 1 12 4 3
Asked about symptoms of sexually transmitted
infections (STIs) 29 28 37 49 65 36 37
Asked about any chronic illnesses 32 35 41 44 75 42 40
All risk-history? 0 1 1 0 5 2 1
Client examination
Measure blood pressure 58 57 71 62 82 77 66
Measure weight 29 42 54 26 44 51 42
Take urine specimen 5 10 5 2 0 21 7
Take blood specimen 1 1 4 0 0 19 3
Number of first-visit FP clients (weighted) 113 108 214 86 29 42 593
T Age, any history of pregnancy, current pregnancy status, desired timing for next child or desire for another child and regularity of menstrual cycle.
% Asked about smoking, symptoms of STls and any chronic iliness.

Table A-5.26 General assessments, examination, and interventions for observed first-visit family planning clients
Percentage of observed first-visit family planning clients where the indicated assessment or examination was a component of
their consultation, by type of facility, Egypt SPA 2002
Percentage by type of facility
MCH/ Rural  Mobile Health NGO Total

ltem GS hospital urban HU HU unit office facility ~ percentage
Counseling topics covered

Husband attitude toward family planning 8 7 12 10 16 6 10

Husband status® 4 5 10 2 3 4 6

Either husband question 10 12 19 12 16 10 14
Discussions related to STIs and condoms

Use of condoms to prevent STls discussed 0 2 1 0 0 0 1

Use of condoms as dual method 0 2 0 1 0 0 1

Any discussion related to STIs? 0 2 1 1 0 0 1
Individual client card reviewed during

consultation 26 32 36 27 36 25 31
Individual client card reviewed after

consultation 60 61 70 54 77 48 63
Visual aids were used during consultation 11 11 13 13 32 12 13
Client was assured of confidentiality 7 13 23 20 15 9 16
Number of first-visit FP clients (weighted) 113 108 214 56 29 43 593
! Asked if husband has other wife or about husband’s absence.
2 Risk of STIs discussed or use of condoms to prevent STIs or as dual method discussed.
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Table A-5.27 Observed assessments of client who received injections or oral contraceptives with estrogen

Percentage of observed and interviewed family planning (FP) clients who received a contraceptive with estrogen and who had
their blood pressure measured, percentage who had their weight measured, by type of facility, Egypt SPA 2002

Percentage by type of facility

MCH/ Health NGO Total
Item GS hospital urban HU  Rural HU  Mobile unit office facility percentage
Examination specific to estrogen
based contraceptive
Blood pressure measured 68 65 79 64 73 72 71
Weight measured 48 63 63 22 46 45 49
Number of clients receiving
estrogen-based contraceptive
(weighted) 28 22 45 29 8 18 150
Table A-5.28 Breast examination
Percentage of observed family planning (FP) clients who received a breast examination, percentage
who were taught how to conduct a self breast exam, and percentage who report they were taught how
to self breast-exam, by type of facility and region, Egypt SPA 2002
Percentage of observed FP clients
Client reported Number of
Provider Provider taught provider taught observed and
conducted client how to how to do interviewed FP
Background breast do breast self-  breast self- clients
characteristics examination examination examination (weighted)
Type of facility
GS hospital 3 0 14 314
MCH/urban HU 3 2 11 320
Rural HU 3 2 17 608
Mobile unit 3 3 6 188
Health office 22 17 23 85
NGO facility 4 2 15 169
Region
Urban Governorates 8 4 6 272
Lower Egypt 4 3 19 802
Upper Egypt 3 2 11 610
Total 4 3 13 1,684
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Table A-5.29 Observed and reported client education related to injectable or oral contraceptives
Percentage of observed and interviewed family planning (FP) clients who received a hormonal contraceptive pill or injection
where the indicated counseling item was observed being shared by the provider, or was reported by the client that they were
told the information, by type of facility, Egypt SPA 2002
Percentage by type of facility
MCH/ Health NGO Total
Item GS hospital urban HU  Rural HU  Mobile unit office facility percentage
Provider was observed to
explain the item to the client
When to take 70 77 76 74 70 79 75
Menstrual changes 42 49 35 44 48 52 41
Side effects 14 18 13 22 34 15 16
What to do if she forgets 15 24 14 31 34 26 19
Mentioned followup visit 76 79 83 78 83 77 80
Client reported that the provider
shared the indicated information
Explained how to use the method 72 76 71 85 86 88 75
Explained about possible side
effects 50 58 53 65 69 78 57
Explained what to do for
problems 48 53 49 55 67 72 53
Mentioned followup visit 87 81 86 84 83 88 85
For all pill and injection clients,
percentage who knew correct
response for question asked
about method 98 929 97 99 98 94 98
Weighted number of observed and
interviewed FP pill/injection
clients 149 118 377 87 42 54 828
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Table A-5.30 Details on observed education provided and client knowledge regarding different methods of
contraception other than pills or injections

Among clients who received condoms, IUD, implants, or emergency contraceptives, the percentage who
were observed being told critical information about the method, and percentage who, during the exit
interview knew the correct response to a critical question asked about using their method, percentage clients
receiving condoms, 1UD, implants, or emergency contraceptives who reported they were instructed by the
provider on how to use their method, about side effects, what to do for problems, and when to return for
followup, Egypt SPA 2002

Percentage of eligible
observed and
Item interviewed clients

Condom user
Client was observed being told:

Use one time 18
Leave space at top 60
About lubricant 11
Can use as backup method 3
About dual protection 2
Interviewed client received condom and knows to use condom only once 94
Number of clients receiving condom 48
IUD user
Client was observed being told:
To check string 31
About possible heavy bleeding 39
Interviewed client received IUD and knows how to check IUD 77
Number of clients receiving IUD 663
Implant user
Client was observed being told:
Implant is good for five years 34
Menstrual changes that might occur 29
Initial side effects that might occur 9
Interviewed client received implant and knows how long implant lasts 74
Number of clients receiving implants or prescription for implant 15

Emergency contraceptive user
Client was observed being told:

Need another dose if vomit in 2 hrs 17
If no period within 4 weeks, return to clinic 17
Number of clients receiving emergency contraception 8

Summary of interviewed client responses

Client knew the correct response for the survey question about their method 7
Client reported provider explained how to use the method 57
Client reported provider explained about possible side effects 63
Client reported provider explained what to do for problems 68
Client reported provider told about a follow-up visit 75
Client reported all four messages were provided 39
Number of other family planning clients (weighted)® 734

" Other family planning clients are condom, IUD, implant, and emergency contraception users.




Table A-5.31 Client feedback on services
Percentage of observed and interviewed family planning (FP) clients who said that they considered specific items as big
problems for them the day of the visit, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Health NGO Total
Client service issue hospital  urban HU Rural HU Mobile unit  office facility percentage
Behavior/attitude of provider not good 2 1 1 0 0 0 1
Inability to discuss concerns with
provider 4 4 3 3 0 1 3
Explanation about methods or
problems not sufficient 4 3 3 3 0 0 3
Poor quality of examination and
treatment 3 2 2 0 2
Waiting time to see provider too long 9 9 11 0 4 9 8
Lack of availability of medicines or
supplies 7 6 8 3 6 5 6
Opening hours of facility inconvenient 2 3 4 4 1 3 3
Lack of cleanliness of facility 1 1 0 0 2 1 1
Lack of visual privacy 2 2 1 2 2 3 2
Lack of auditory privacy 2 2 1 3 2 3 2
Cost is too high 0 0 1 0 0 2 1
Time too long between start and
completion of consultation 2 1 2 1 0 1 1
Waiting time for laboratory results too
long 1 0 0 0 0 1 0
Number of interviewed FP clients
(weighted) 314 320 608 188 85 169 1,684
Table A-5.32 Reasons observed family planning clients chose this facility for services
Among observed and interviewed family planning (FP) clients, percentage who agreed that specific items influenced their decision to choose
the facility, by type of facility and region, Egypt SPA 2002
Percentage of FP clients agreeing item was a factor in choosing facility Number of
Efficiency of  Availability =~ Availability Clients are Has the Interviewed
Background Female the of all of the well Gold Facility is Good FP clients
characteristics physician  physician specialties service treated Star nearby  reputation  (weighted)
Type of facility
GS hospital 13 29 3 21 26 0 43 25 314
MCH/urban HU 18 28 2 25 30 0 42 24 320
Rural HU 14 22 1 24 28 1 64 17 608
Mobile unit 32 13 0 27 26 0 42 25 188
Health office 22 35 1 34 47 0 47 18 85
NGO facility 43 40 2 18 42 1 32 33 169
Region
Urban Governorates 32 35 3 27 24 0 53 23 272
Lower Egypt 18 29 1 22 33 0 47 24 802
Upper Egypt 17 17 1 24 29 1 51 20 610
Total 20 26 2 24 30 0 50 23 1,684
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Table A-5.33 Personal characteristics of family planning clients
Among family planning (FP) clients whose consultation was observed and who were interviewed, percent distribution by employment status,
and among employed family planning clients, percent distribution by type of work and type of compensation, according to type of facility and
region, Egypt SPA 2002
Number of
Among all FP clients, Number of Among employed FP clients, percentage who: |r|1:t§r\clllizvr\‘/tesd
percentage who are: interviewed Work for: Receive: who are
Background Not FP clients Family Some- Salary Salary Salary both in No employed
characteristics Employed employed (weighted) member one else Self incash inkind cash andinkind salary (weighted)
Type of facility
GS hospital 14 86 314 10 59 31 82 2 5 12 45
MCH/urban HU 16 84 320 16 67 17 83 3 1 12 52
Rural HU 12 88 608 16 a7 37 72 3 0 25 74
Mobile unit 7 93 188 25 63 13 75 0 0 25 13
Health office 20 80 85 0 88 12 96 4 0 0 17
NGO facility 15 85 169 0 87 13 100 0 0 0 25
Region
Urban
Governorates 14 86 272 2 78 20 96 0 2 2 38
Lower Egypt 17 83 802 15 52 33 75 2 1 23 137
Upper Egypt 8 92 610 11 80 9 89 6 1 3 52
Total 13 87 1,684 12 63 25 82 2 1 15 227
Table A-5.34 Personal characteristics of family planning clients
Among observed and interviewed family planning clients, percentage indicating their education and literacy status as noted below, by
type of facility and region, Egypt SPA 2002
Percentage of interviewed FP Number of
clients with primary or no interviewed FP
Number of education who: clients with
Among interviewed FP clients, percentage with: interviewed Cannot Can read, primary or no
Background No Secondary FPclients reador  cannot Can read education
characteristics education  Primary Preparatory or higher (weighted) write write and write (weighted)
Type of facility
GS hospital 58 9 6 28 314 76 5 19 208
MCH/urban HU 39 11 10 39 320 66 4 30 162
Rural HU 59 7 4 30 608 82 3 15 399
Mobile unit 55 10 12 23 188 79 5 16 122
Health office 33 8 13 46 85 52 4 43 35
NGO facility 35 4 8 53 169 76 0 24 66
Region
Urban Governorates 30 10 15 45 272 58 9 33 109
Lower Egypt 50 7 6 38 802 77 2 22 455
Upper Egypt 61 9 7 23 610 81 5 14 429
Total 51 8 7 34 1,684 77 4 20 993
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Chapter 6

Table A-6.1 Availability of antenatal care and other family health services on the day of the survey

Percentage of facilities offering antenatal care (ANC) on the day of the survey, and offering ANC and tetanus toxoid
vaccine (TT), ANC and family planning (FP), ANC and curative care for the sick child (SC), ANC and FP and SC services,
and ANC and child immunization (EPI), on the day of the survey; by type of facility and region, Egypt SPA 2002

Percentage of facilities offering the indicated services the day of the survey

ANC and Number of

Background ANCand ANCand ANCand  FPand anc  facilities offering
characteristics ANC TT vaccine FP SC SCservices and EPI  ANC (weighted)
Type of facility

GS hospital 87 31 83 87 80 9 51

MCH/urban HU 86 63 85 83 79 12 57

Rural HU 61 34 59 53 51 10 364

Mobile unit 100 0 100 58 57 0 28

NGO facility 90 12 88 47 45 1 58
Region

Urban Governorates 98 35 94 7 71 10 50

Lower Egypt 77 35 75 65 62 13 268

Upper Egypt 59 30 58 49 47 4 240
Total' 71 33 69 59 56 9 559

" Includes data from one health office offering ANC

Table A-6.2 Availability of antenatal care and tetanus vaccine services

Among facilities offering antenatal care (ANC), percentage offering ANC 1-2 days, 3-4 days or 5 or more days per week,
percentage of facilities offering no tetanus toxoid vaccine (TT), percentage offering TT 1-2 days, 3-4 days, or 5 or more
days per week, and percentage of facilities where tetanus toxoid vaccine is reported offered every day ANC is offered, by
type of facility and region, Egypt SPA 2002

Percentage of facilities with:

ANC services offered the TT services offered the indicated
indicated number of number of
days per week: days per week TT every Number of

Background Not 1-2 3-4 day ANC is facilities offering
characteristics 1-2days 3-4days 5+days offered days days 5+days offered ANC (weighted)
Type of facility

GS hospital 22 2 76 35 44 1 19 41 51

MCH/urban HU 32 3 65 2 49 4 45 75 57

Rural HU 52 2 46 3 72 4 21 66 364

Mobile unit 0 0 100 98 2 0 0 0 28

NGO facility 13 11 76 86 2 0 12 13 58
Region

Urban

Governorates 5 7 88 46 16 2 34 35 50

Lower Egypt 29 4 67 15 58 6 21 51 268

Upper Egypt 60 2 38 18 62 1 19 65 240
Total' 40 3 57 19 56 4 21 56 559

" Includes data from one health office offering ANC
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Table A-6.3 Availability of items to support quality antenatal care services
Percentage of facilities that offer antenatal care (ANC) services where there are items to support quality (client health cards,
treatment standards and protocols, visual aids for health education), items for infection control, infrastructure for physical
examination, and equipment and medicines for basic ANC services, in or adjacent to the consultation or examination room,
by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Rural Mobile NGO Total
Items hospital Urban HU HU Unit facility percentage
Items to support quality
Individual client health cards 48 83 81 3 24 68
Written ANC protocols or guidelines 12 19 13 0 4 12
Visual aids for health education 26 32 32 0 5 27
All items to support quality counseling® 6 18 10 0 2 9
Group health education sessions 3 22 8 6 12 10
Items for infection control
Soap 38 41 31 58 72 39
Water 89 77 85 75 93 85
Clean latex gloves 51 41 42 51 54 44
Disinfecting solution 70 61 70 95 80 71
Sharps box 53 74 73 42 35 66
All items for infection control® 15 17 12 12 18 14
Covered waste receptacle with plastic liner® 20 28 24 27 40 26
All items for infection control plus waste
receptacle 6 11 6 5 17 7
Physical examination
Visual and auditory privacy” 71 74 78 86 85 78
Visual privacy® 82 81 87 93 91 86
No privacy 18 19 13 7 9 14
Examination bed® 96 84 86 100 98 89
Examination light ’ 70 54 65 71 97 68
All elements for physical examination® 52 39 52 61 81 54
All elements for physical examination and
specific components for infection control
present’ 17 19 13 15 29 16
Essential supplies for basic ANC
Blood pressure apparatus 92 97 89 98 100 91
Fetoscope (Pinard) 72 64 65 58 76 67
Iron tablets™ 85 83 83 34 5 73
Folic acid tablets™ 50 66 64 24 3 55
Iron and folic acid combined tablet 46 60 62 21 2 52
Tetanus toxoid vaccine 43 81 64 0 10 55
All basic ANC equipment and medicines™ 17 34 26 0 0 22
Number or facilities offering ANC (weighted)" 51 57 364 28 58 559
' Individual client health cards, written ANC protocols or guidelines, and visual aids for health education.
2 Soap, water, gloves, disinfecting solution for decontaminating reusable items, and sharps box
® While important for infection control, and listed in the MoH maternity standards, this is not an item that has been
commonly introduced and thus was not included in the aggregate for infection control.
* Private room.
® Private room or room with screen or curtain that can be pulled for visual privacy.
® May be any type of bed where woman can lie down flat.
" May be examination light, flashlight or other spotlight source
8 Visual and auditory privacy, examination light, bed.
® Visual and auditory privacy, examination light, bed, and all infection control items, excluding sharps box.
1% ron and folic acid may be separate tablets, or one combined tablet.
! Blood pressure apparatus, fetoscope, iron and folic acid, tetanus toxoid vaccine.
2 Includes data from one health office offering ANC
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Table A-6.4 Availability of specific medicines and protocols for antenatal care services

Among facilities offering antenatal care services (ANC), percentage with indicated medicines for managing common
complications during pregnancy, percentage that routinely provide the indicated medicine or test as a component of
ANC, and percentage with a thermometer and an infant scale for PNC, by type of facility and region, Egypt SPA 2002

Percentage by type of facility

GS MCH/ Rural Mobile NGO Total
Iltems hospital urban HU HU unit facility  percentage
Medicines for managing common
complications during pregnancy
Antibiotic* 73 80 78 7 6 66
Mebendazole (antihelminth) 61 54 61 2 3 51
Metronidazole (trichomoniasis) 73 78 74 31 7 65
Ceftriaxone (gonorrhea) 18 6 3 0 2 4
Ciprofloxacin (gonorrhea) 6 2 4 7 3 4
Doxycycline (chlamydia, syphilis) 5 3 11 0 3 8
Tetracycline (chlamydia, syphilis) 56 40 53 2 2 44
Erythromycin (chlamydia, syphilis) 14 15 16 2 5 14
Penicillin (syphilis) 97 100 96 46 9 85
All medicines for sexually transmitted
infections’ 13 3 4 0 3 5
Nystatin suppository 8 9 5 3 0 5
Methyldopa (aldomet) 10 4 2 0 3 3
All medicines for ANC complications3 0 1 0 0 0 0
Routine ANC service
Prescribe STI treatment by ANC providers 90 89 87 81 92 87
Test blood for anemia 89 95 20 2 63 83
Test urine for protein 89 96 89 2 59 82
Test urine for sugar 89 96 89 2 61 83
Blood group and Rh factor 66 79 35 0 65 44
Ultrasound investigation 3 18 5 7 9 7
Routine discussion about family planning 45 63 48 54 46 49
Equipment related to postnatal care
Thermometer 64 75 78 25 83 75
Infant scale 45 68 72 0 22 61
Number of facilities offering ANC (weighted)* 51 57 364 28 58 559

T Amoxicillin or cotrimoxazole

% At least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis

3 At least one broad-spectrum antibiotic, at least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and
syphilis, mebendazole, and nystatin suppository all present

* Includes data from one health office offering ANC
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Table A-6.5 Facility capacity to provide anemia screening with antenatal care

Among facilities offering antenatal care (ANC) percentage with the capacity to test for anemia,
percentage where the facility has a standard to routinely screen ANC clients for anemia, and percentage
where the facility routinely tests ANC clients for anemia and testing capacity for anemia exists, by type of
facility and region, Egypt SPA 2002

Percentage of facilities offering ANC services

Facility offers Facility has standard
ANC and Facility has to screen ANC clients  Number of
has capacity to  standard to screen for anemia and facility facilities

Background conduct anemia ANC clients for has capacity to providing ANC
characteristics test! anemia conduct anemia test  (weighted)?
Type of facility

GS hospital 84 89 74 51

MCH/urban HU 88 95 85 57

Rural HU 85 90 79 364

Mobile unit 10 2 2 28

NGO facility 63 63 55 58
Region

Urban Governorates 78 76 72 50

Lower Egypt 80 86 73 268

Upper Egypt 78 82 72 240
Total 79 83 73 559

T Any anemia test. Specific tests assessed were use of a hemoglobinometer or colorimeter (did not
include presence or absence of drabkin solution), centrifuge and capillary tubes for hematocrit, or any of
the blotting paper tests.

? Includes data from one health office offering ANC

Table A-6.6 Facility capacity to provide test for urine protein with antenatal care

Among facilities offering antenatal care (ANC), percentage with the capacity to test urine for protein,
percentage where the facility has a standard to routinely screen ANC clients for urine protein, and
percentage where the facility routinely tests ANC clients for urine protein and testing capacity for urine
protein exists, by type of facility and region, Egypt SPA 2002

Percentage of facilities offering ANC services

Facility offers Facility has standard to
ANC and has Facility has screen ANC clients for Number of
capacity to standard to screen urine protein and facility facilities
Background conduct urine ANC clients for  has capacity to conduct providing ANC
characteristics protein test! urine protein urine protein test (weighted)®
Type of facility
GS hospital 79 89 72 51
MCH/urban HU 86 96 84 57
Rural HU 71 89 66 364
Mobile unit 10 2 2 28
NGO facility 63 59 52 58
Region
Urban Governorates 79 75 73 50
Lower Egypt 76 84 70 268
Upper Egypt 60 81 55 240
Total 69 82 64 559

T Clinistix (Campus 3 or Campus 9 sticks) or flame, acetic acid and test tube for testing urine albumin.
2 Includes data from one health office offering ANC




Table A-6.7 Facility capacity to provide test for urine glucose with antenatal care

Among facilities offering antenatal care (ANC), percentage with the capacity to test urine for glucose,
percentage where the facility has a standard to routinely screen ANC clients for urine glucose, and
percentage where the facility routinely tests ANC clients for urine glucose and testing capacity for urine
glucose exists, by type of facility and region, Egypt SPA 2002

Percentage of facilities offering ANC services
Facility has standard

Facility offers to screen ANC clients
ANC and has Facility has for urine glucose and ~ Number of
capacity to standard to screen facility has capacity to facilities
Background conduct urine ANC clients for conduct urine providing ANC
characteristics glucose test" urine glucose glucose test (weighted)®
Type of facility
GS hospital 47 89 44 51
MCH/urban HU 67 96 65 57
Rural HU 41 89 38 364
Mobile unit 10 2 2 28
NGO facility 59 61 53 58
Region
Urban Governorates 75 73 67 50
Lower Egypt 47 84 42 268
Upper Egypt 36 83 34 240
Total 45 83 41 559

' Dipstix (Campus 3 or Campus 9) were assessed.
? Includes data from one health office offering ANC

Table A-6.8 Facility routinely provides blood grouping with Rh factor with antenatal care

Among facilities offering antenatal care (ANC), percentage with the capacity to determine blood group
and Rh factor, percentage where the facility has a standard to routinely offer blood grouping and Rh
factor determination for ANC clients, and percentage where the facility has a standard to routinely offer
the blood grouping and Rh factor determination to ANC clients and laboratory capacity to conduct test
exists, by type of facility and region, Egypt SPA 2002

Percentage of facilities offering ANC services
Facility has
standard to offer
blood group and Rh

factor test for ANC
Facility offers ANC Facility has clients and facility
and has capacity to  standard to offer has capacity to Number of
conduct blood blood grouping and conduct facilities
Background grouping and Rh Rh factor test to blood grouping  providing ANC
characteristics factor test* ANC clients and Rh test (weighted)?
Type of facility
GS hospital 60 66 51 51
MCH/urban HU 54 79 51 57
Rural HU 15 35 13 364
Mobile unit 0 0 0 28
NGO facility 43 65 36 58
Region
Urban Governorates 76 74 70 50
Lower Egypt 18 41 15 268
Upper Egypt 22 40 20 240
Total 25 44 22 559

T Anti-A, Anti-B, and Anti-D blood grouping materials and glass slides.
% Includes data from one health office offering ANC.
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Table A-6.9 Facility capacity to conduct ultrasound examination with antenatal care
Among facilities offering antenatal care (ANC), percentage with an ultrasound machine, percentage with
a provider trained in obstetric ultrasound, and percentage with both the ultrasound machine and a
trained provider, by type of facility and region, Egypt SPA 2002
Percentage of facilities offering ANC services
Facility has both Number of
Facility Facility has trained ultrasound machine facilities
Background has ultrasound provider in and trained providing ANC
characteristics machine obstetric ultrasound provider (Weighted)1
Type of facility
GS hospital 45 49 41 51
MCH/urban HU 50 51 46 57
Rural HU 17 15 13 364
Mobile unit 88 76 76 28
NGO facility 42 44 39 58
Region
Urban Governorates 62 64 59 50
Lower Egypt 24 21 19 268
Upper Egypt 28 28 24 240
Total 29 28 25 559
"Includes data from one health office offering ANC

Table A-6.10 Statistics on utilization of antenatal care and postnatal care services for facilities in the ESPA

Median average monthly antenatal care (ANC) clients (new and repeat), median average monthly postnatal
care (PNC) clients for the 12 months preceding the survey, by type of facility, Egypt SPA 2002

Background Median monthly ~ Number of facilities Median monthly Number of facilities
characteristics ANC visits reporting ANC data PNC visits reporting PNC data
Type of facility

GS hospital 97 38 123 31

MCH/urban HU 164 55 136 49

Rural HU 58 360 63 320

Mobile unit 41 13 65 1

Health office 3 1 - 0

NGO facility 9 17 2 1
Total' 63 484 67 404

' Data are from health information system monthly reports available at the facility the day of the survey. Data
were asked for the 12 months preceding the survey, however, frequently some months were missing.
Information from the number of months for which data were available was summed and an average monthly
number of clients calculated for each facility. This number was then used to calculate the median number of
ANC and PNC clients per month.




Table A-6.11 Information on user fees for antenatal care services
Among facilities offering antenatal care services (ANC), percentage that have user fees for ANC and percentage where the indicated practices
exists for publicly posting fees, by type of facility and region, Egypt SPA 2002
Percentage posting fees Number of
Percentage of facilities charging for the indicated item Number of publicly facilities having
Fixed fee  Charge No facilities any routine
Fixed fee Fixed fee Fixed fee for all ANC for Other charges providing Allfees Some No fees charges for ANC
Background for ANC or foreach forall visits plus medicines routine ordon't services are feesare are services
characteristics  health card consult ~ ANC delivery andtests charges know (weighted) posted posted posted (weighted)
Type of facility
GS hospital 1 45 2 0 11 0 44 51 17 3 81 29
MCH/urban HU 5 24 4 2 8 1 60 57 32 3 66 23
Rural HU 1 20 1 1 8 0 71 364 20 1 79 104
Mobile unit 0 27 0 5 22 12 44 28 13 0 87 16
NGO facility 9 78 16 0 29 2 4 58 47 6 48 56
Region
Urban
Governorates 11 52 7 1 19 2 27 50 42 10 48 36
Lower Egypt 1 30 3 1 9 0 59 268 32 1 66 109
Upper Egypt 1 23 2 1 12 1 66 240 14 1 86 82
Total' 2 29 3 1 11 1 59 559 27 2 70 228
" Includes data from one health office offering ANC

Table A-6.12.1 Out-of-pocket payments for antenatal care services-first-visit clients

Among first-visit ANC clients whose consultation was observed and who were interviewed, percentage
who reported paying any out-of-pocket fees for ANC services on the day of the survey; among the
clients who paid any fees for services, median amount (piasters) paid on the day of the survey, by type
of facility and region, Egypt SPA 2002

Median out-of-pocket Number of
Percentage of Number of payment (piasters) by interviewed first-visit
interviewed first-visit interviewed first-visit ANC clients ANC clients providing
ANC clients paying  first-visit ~ who paid anything for  valid responses for

any out-of-pocket ANC clients ANC services out-of-pocket
Type of facility fees (weighted) day of survey' payments (weighted)
GS hospital 78 66 111 50
MCH/urban HU 72 72 101 50
Rural HU 42 254 101 105
Mobile unit 67 28 500 19
NGO facility 91 24 500 22
Total 57 445 101 246

" Includes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other
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Table A-6.12.2 Out-of-pocket payments for antenatal care services-follow-up clients

Among first-visit ANC clients whose consultation was observed and who were interviewed, percentage
who reported paying any out-of-pocket fees for ANC services on the day of the survey; among the
clients who paid any fees for services, median amount (piasters) paid on the day of the survey, by type
of facility and region, Egypt SPA 2002

Number of Median out-of-pocket Number of interviewed
Percentage of interviewed payment (piasters) by  follow-up visit ANC
interviewed follow-up follow-up follow-up visit ANC  clients providing valid

visit ANC clients visit ANC clients who paid responses for out-of-
paying any out-of- clients anything for ANC pocket payments?
Type of facility pocket fees (weighted) services day of survey" (weighted)
GS hospital 65 70 101 45
MCH/urban HU 61 117 101 71
Rural HU 29 263 101 75
Mobile unit 67 19 500 13
NGO facility 81 57 500 44
Total® 48 529 105 251

TIncludes any amount paid out-of-pocket, including consultation, laboratory test, medicines, or other
? Includes data from 3 clients who received ANC from one Health office

Table A-6.13 Supportive management for providers of ANC
Among interviewed antenatal care (ANC) service providers, percentage who received in-service training related to
ANC in the past 12 months, percentage who were personally supervised in the past 6 months, percentage who both
received in in-service training in the past 12 months and were personally supervised in the past 6 months, and
percentage whose most recent in-service training was received 13-59 months preceding the survey, by type of
facility and region, Egypt SPA 2002
Percentage of interviewed ANC providers who:
Both received in-service Most recent in-
Received in- Were training during the past  service training Number of
service training  personally 12 months and were was 13-59 interviewed
Background during the supervised in  personally supervised months pre-  ANC providers®
characteristics past 12 months® past 6 months during the past 6 months ceding survey (weighted)
Type of facility
GS hospital 20 88 16 45 187
MCH/urban HU 25 95 24 45 222
Rural HU 25 94 25 41 924
Mobile unit 25 97 23 59 40
NGO facility 31 64 22 41 88
Region
Urban Governorates 31 86 28 46 112
Lower Egypt 17 92 16 43 745
Upper Egypt 34 91 31 41 608
Total 25 91 23 43 1,465
" This refers to structured in-service sessions, and does not include individual instruction received during routine
supervision.
% Includes 3 providers from health offices where ANC is provided
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Table A-6.14.1 Supportive management: In-service training for antenatal care service providers
Among interviewed antenatal care (ANC) service providers, percentage who received in-service training® on specific topics during the
past 12 months or 13-59 months preceding the survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed ANC providers who received in-service training on specific topics Number of
Basic training interviewed
for service ANC Risk preg- Lifesaving ANC
provision ANC service counseling nancies skills PMTCT? PNC? service
Background 13- 13- 13- 13- 13- 13- 13- providers
characteristics 12m 59m 12m 59m 12m 59m 12m 59m 12m 59m 12m 59m 12m 59m (Weighted)4
Type of facility
GS hospital 1 11 3 24 4 19 4 22 2 12 2 7 3 14 187
MCH/urban HU 4 10 7 19 8 19 7 15 4 4 4 8 8 13 222
Rural HU 4 12 6 18 8 20 7 15 2 4 3 8 6 15 924
Mobile unit 1 13 1 15 2 15 1 18 0 2 5 10 1 12 40
NGO facility 5 15 6 22 5 24 5 20 1 3 3 18 5 16 88
Region
Urban
Governorates 4 14 9 22 8 22 8 24 4 5 7 20 7 20 112
Lower Egypt 4 9 4 16 5 20 3 14 1 5 2 8 4 13 745
Upper Egypt 3 14 8 23 10 19 11 17 3 5 3 8 8 15 608
Total’ 4 12 6 19 7 20 7 16 2 5 3 9 6 14 1,465
" This refers to structured in-service sessions, and does not include individual instruction received during routine supervision.
% prevention of mother-to-child transmission (PMTCT) for HIV/AIDS.
® postnatal care (PNC).
* Includes 3 providers from health offices where ANC is provided.

Table A-6.14.2 In-service training for antenatal care service providers
Among interviewed antenatal care (ANC) service providers, percentage who received training" on specific topics during the
past 12 months or 13-59 months preceding the survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed ANC providers who received in-service
training on specific topics Number of interviewed

Background Family planning STI Breastfeeding ANC service providers®
characteristics 12m 13-59 m 12m 13-59 m 12m 13-59 m (weighted)
Type of facility

GS hospital 12 33 3 13 3 9 187

MCH/urban HU 12 33 5 14 6 17 222

Rural HU 16 31 6 11 7 14 924

Mobile unit 19 58 7 21 1 8 40

NGO facility 24 43 7 22 5 11 88
Region

Urban Governorates 16 43 12 27 10 23 112

Lower Egypt 10 32 3 12 6 11 745

Upper Egypt 22 33 7 11 6 15 608
Total® 15 33 5 13 6 14 1,465
' This refers to structured in-service sessions, and does not include individual instruction received during routine

supervision.
% Includes 3 providers from health offices where ANC is provided
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Table A-6.15 Supportive supervision for antenatal care service providers
Among interviewed antenatal care (ANC) service providers who were personally supervised during the past 6 months, median number of
times staff were supervised, and percentage who report specific activities of the supervisor during the last visit, by type of facility and
region, Egypt SPA 2002

Median number Number of ANC

of times staff Number of inter-  Percentage of providers reporting the indicated activities of service providers

were super- viewed ANC the supervisor during the last supervisory visit who were super-

Background vised in past 6 service Checked Observed Provided Provided Discussed Wrote on vised in past 6 m

characteristics months providers1 records work  feedback updates problems unit note (weighted)
Type of facility
GS hospital 8 187 96 96 91 80 83 82 164
MCH/urban HU 9 222 99 96 91 73 79 85 210
Rural HU 9 924 98 98 96 82 87 87 867
Mobile unit 6 40 100 97 93 78 85 88 39
NGO facility 6 88 89 88 88 73 84 80 56
Region
Urban
Governorates 13 112 95 94 91 73 78 94 96
Lower Egypt 9 745 98 97 94 82 87 95 687
Upper Egypt 8 608 97 97 95 79 83 73 555
Total' 9 1,465 98 97 94 80 85 86 1,339
" Includes 3 providers from health offices where ANC is provided

Table A- 6.16 Characteristics of observed antenatal care clients
Among ANC clients whose consultation was observed, percentage for whom this was their first ANC visit, percentage for
whom this was a followup ANC visit, percentage who were estimated to be less than 5 months pregnant, at least 5 months
pregnant, and at least 8 months pregnant, by type of facility and region, Egypt SPA 2002
Characteristics of observed ANC clients
Number of
First ANC visit  Follow- Month of pregnancy observed
Background for this up ANC First ANC clients
characteristics pregnancy visit* pregnancy <5m >5m >8m (weighted)"
Type of facility
GS hospital 48 52 35 24 76 34 136
MCH/urban HU 38 62 44 21 79 25 191
Rural HU 49 51 35 22 78 21 517
Mobile unit 59 41 31 21 79 28 a7
NGO facility 31 69 37 45 54 22 83
Region
Urban Governorates 37 63 40 31 69 27 165
Lower Egypt 43 57 41 15 85 27 388
Upper Egypt 51 49 32 29 71 21 424
Total" 46 54 37 24 76 24 977
"Includes 3 observed ANC clients from health offices
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Table A-6.17 General assessments, examinations, and interventions for observed first-visit ANC clients

Percentage of observed first-visit antenatal care (ANC) clients whose consultation was observed, percentage where the
indicated assessment, examination, or intervention was a component of their consultation, by type of facility, Egypt SPA
2002

Percentage by type of facility

GS MCH/ Rural Mobile NGO Total
ltem hospital urban HU HU unit facility percentage
Prior history and client characteristics

Client age 62 60 74 53 55 68

Date of last menstrual period 86 81 89 80 97 87

Any aspects related to prior pregnancy” 87 80 83 85 78 83

Any aspects of complications during prior

pregnancy (if had prior pregnancy) (N=259) 54 48 72 41 47 63

Medications client currently taking 26 21 32 28 37 29

All relevant elements for client history 2 18 14 26 13 24 22
Laboratory tests and examination

Measure blood pressure 67 92 93 73 92 84

Urine test 52 69 66 5 43 60

Blood test 50 73 68 0 36 60
Preventive interventions

Give or prescribe iron tablets 52 58 45 30 41 47

Give or prescribe tetanus toxoid vaccine 23 40 55 5 9 42
Weighted number of first-visit ANC clients 8 66 73 254 28 25 446
Among women with prior pregnancies,

specific prior complications discussed:

Stillbirth 32 16 38 24 31 33

Infant mortality first one week after birth 16 15 24 16 26 21

Severe bleeding during labor or postpartum 9 5 7 16 10 8

Assisted delivery 35 31 51 33 42 44

Previous abortion 46 37 68 33 47 58

Number observed first-visit ANC clients with
prior pregnancy (weighted) 42 39 174 18 13 286

' This includes any questions that would indicate whether the client had a prior pregnancy.

% Client age, last menstrual period, medicines, any prior pregnancy, and, if there was a prior pregnancy, any questions
related to complications during prior pregnancies

® None of the observed ANC clients at health offices were first-visit clients.
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Table A-6.18 Assessment of current health status for all observed antenatal care clients
Among antenatal care (ANC) clients whose consultation was observed, percentage where the indicated assessment,
examination, or intervention was a component of their consultation, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Rural Mobile NGO Total

Item hospital urban HU HU unit facility percentage
Client questioned regarding

Vaginal bleeding 10 6 5 12 17 7

Fetal movement (at least 5m pregnant) 33 43 49 36 65 46

Any other problems 62 64 61 53 82 63
Basic physical examination

Measured blood pressure 80 97 95 84 92 92

Palpated abdomen for fetal position

(at least 8m pregnant) 49 58 67 37 66 60

Either palpate or ultrasound (at least 8m

pregnant) 67 72 78 50 93 75

Listened for fetal heart (at least 5m pregnant) 23 18 18 10 30 19

All questioning and basic examination® 3 2 2 2 10 3

Ultrasound examination 17 11 14 52 31 17

All questions and basic examination plus

ultrasound 0 0 0 1 4 1
Additional physical examination

Measured weight 57 91 85 22 70 78

Palpated or measured fundal height 48 56 55 39 59 54

Palpate or measure fundal height or ultrasound 57 60 61 74 81 63
Laboratory tests

Urine test 44 70 58 5 30 54

Blood test 46 71 60 2 21 54
Preventive interventions

Give or prescribe iron tablets 41 54 42 24 46 44

Give or prescribe tetanus toxoid vaccine 19 32 42 3 8 32

Counseled on risk: vaginal bleeding 6 3 2 0 13 3
Number of observed ANC clients at least 5

months pregnant (weighted) 103 150 406 37 45 744
Number of observed ANC clients at least 8

months pregnant (weighted) 47 47 108 13 18 235
Number of observed ANC clients (weighted)? 136 191 517 47 83 977
' Client was questioned regarding vaginal bleeding, fetal movement (if at least 5 months pregnant), blood pressure was
measured, abdomen was palpated or ultrasound performed (if at least 8 months pregnant), and provider listened for fetal
heart (if at least 5 months pregnant).
% Includes 3 observed ANC clients from health offices
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Table A-6.19 Components of standard antenatal care received by first-visit clients

Among first-visit antenatal care (ANC) clients whose consultation was observed, percentage where the indicated number of
standard ANC items (measure blood pressure, counsel on risk sign of vaginal bleeding or asking about vaginal bleeding,
test urine) were components of this ANC visit, and percentage where the three routine components plus a blood test were
components by type of facility and region, Egypt SPA 2002

Percentage where indicated number of standard ANC activities Number of
were provided observed first-

Background visit ANC clients
characteristics 0 1 2 3 4" (weighted)
Type of facility

GS hospital 17 35 43 5 5 66

MCH/urban HU 3 24 68 5 4 73

Rural HU 2 30 64 3 3 254

Mobile unit 22 68 10 0 0 28

NGO facility 3 38 46 13 10 25
Region

Urban Governorates 3 27 63 7 7 61

Lower Egypt 8 37 52 4 3 167

Upper Egypt 5 32 59 4 4 218
Total® 6 33 57 4 4 446

' Counsel on vaginal bleeding or ask about vaginal bleeding, measure blood pressure, test urine, and test blood.
% Includes 3 observed follow-up visit ANC clients from health offices

Table A-6.20 Components of standard antenatal care received by all observed clients
Among ANC clients whose consultation was observed, percentage where the indicated
number of component of standard ANC (measure blood pressure, counsel on risk sign
of vaginal bleeding, test urine) that were components of this ANC visit by type of facility
and region, Egypt SPA 2002
Percentage where indicated number of Number of

Background standard ANC activities were provided observed ANC
characteristics 0 1 2 3 clients (weighted)
Type of facility

GS hospital 13 45 38 5 136

MCH/urban HU 2 24 69 5 191

Rural HU 4 35 57 4 517

Mobile unit 22 69 7 1 a7

NGO facility 4 52 36 8 83
Region

Urban Governorates 3 35 58 5 165

Lower Egypt 8 38 49 5 388

Upper Egypt 5 38 54 4 424
Total* 6 37 52 4 977

"Includes 3 observed follow-up visit ANC clients from health offices
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Table A-6.21 Observation of health education for iron tablets and tetanus toxoid vaccine

Among antenatal care (ANC) clients whose consultation was observed, who received the indicated
item (or received a prescription for the item) where the provider explained why the item was important,
where the provider explained how to take the medicine, by type of facility and region, Egypt SPA 2002

Percentage receiving Number of ANC Percentage Number of ANC
iron or folic acid clients who receiving tetanus clients who
Provider Provider received iron or toxoid vaccine  received tetanus
Background explained explained folic acid where provider  toxoid vaccine
characteristics purpose how to take  (weighted)' explained purpose (weighted)?
Type of facility
GS hospital 19 60 56 3 26
MCH/urban HU 28 53 103 7 60
Rural HU 25 54 218 13 216
Mobile unit 37 81 11 49 1
NGO facility 27 52 38 12 6
Region
Urban Governorates 33 65 70 11 28
Lower Egypt 43 54 178 19 121
Upper Egypt 6 53 181 6 163
Total 26 55 429 11 311

"Includes 3 observed ANC clients, from health offices
? Includes 1 observed ANC client, from health offices

Table A-6.22 Observed content of ANC counseling for first and for follow-up clients
Percentage of first and follow-up visit ANC clients who were observed to receive counseling on topics related to nutrition
during pregnancy, risk symptoms, the progress of their pregnancy, delivery plans, exclusive breast feeding, and family
planning after birth, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Rural Mobile NGO Total
Counseling topic hospital  urban HU HU unit facility percentage
First-visit ANC client
Nutrition 24 30 14 20 67 21
Progress of pregnancy 30 27 35 45 51 35
Any risk symptoms for seeking help 14 7 3 2 16 6
Specific risk: vaginal bleeding 10 4 2 0 16 4
Specific risk: fever 5 1 0 0 3 1
Specific risk: short breath; excess tired 1 3 1 0 3 1
Specific risk: swelling hands or face 7 3 2 2 0 3
Specific risk: headache or blurred vision 5 5 2 0 0 3
Delivery plans 12 2 16 8 5 12
Exclusive breastfeeding 1 0 3 0 0 2
Family planning after birth 5 2 6 8 3 5
Number of first-visit ANC clients 66 73 254 28 25 446
Follow-up visit ANC client
Nutrition 22 26 20 11 39 24
Progress of pregnancy 29 25 41 52 61 39
Any risk symptoms for seeking help 5 8 9 0 16 8
Specific risk: vaginal bleeding 2 2 2 0 11 3
Specific risk: fever 0 1 0 0 7 1
Specific risk: short breath; excess tired 0 3 2 0 9 2
Specific risk: swelling hands or face 2 5 7 0 9 6
Specific risk: headache or blurred vision 3 5 4 0 9 4
Delivery plans 11 10 17 7 9 13
Exclusive breastfeeding 0 0 2 0 1 1
Family planning after birth 2 4 6 7 3 5
Number of follow-up visit ANC clients (weighted)* 71 118 263 19 57 531
Provider used any visual aids (first or follow-up visit) 0 2 3 0 2 2
" Includes 3 observed ANC clients from health offices
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Table A-6.23 Observed content of ANC counseling for all clients
Percentage of observed and interviewed antenatal care (ANC) clients who stated that a provider had
mentioned any warning signs for pregnancy, percentage who named any of the indicated symptoms as
warning signs, and percentage who indicated what they were told to do if they experienced any warning
sign, percentage reporting a provider discussed exclusive breastfeeding, family planning after birth,
delivery plans, by type of facility, EQypt SPA 2002
Percentage by region

Urban Lower Upper Total
Counseling topic Governorates Egypt Egypt percentage
Nutrition 42 27 11 23
Progress of pregnancy 48 20 48 37
Any risk symptoms for seeking help 10 10 4 7
Specific risk: vaginal bleeding 5 3 3 3
Specific risk: fever 3 1 1 1
Specific risk: short breath; excess tired 3 2 2 2
Specific risk: swelling hands or face 5 7 2 4
Specific risk: headache or blurred vision 6 5 2 4
Delivery plans 10 8 16 12
Exclusive breastfeeding 1 1 2 1
Family planning after birth 3 3 8 5
Number of interviewed ANC clients (weighted) 165 386 424 974

Table A-6.24 Reported health education received and knowledge related to warning signs during pregnancy

Percentage of observed and interviewed antenatal care (ANC) clients who stated that a provider had mentioned any
warning signs for pregnancy, percentage who named any of the indicated symptoms as warning signs, percentage who
indicated what they were told to do if they experienced any warning sign, percentage who stated that a provider had
discussed exclusive breastfeeding, the percentage of clients who reported they were advised to exclusively breastfeed for
at least 6 months, percentage of clients who said they were asked about their delivery plans, percentage who were told of
items to prepare for delivery, and percentage with whom family planning was discussed during this visit or a previous visit,

by type of facility, Egypt SPA 2002

Percentage by type of facility

GS MCH/ Rural Mobile NGO Total
Issue discussed during current/previous visit hospital urban HU HU unit facility  percentage
Counseling on risk signs
Client said provider mentioned any warning signs 22 20 22 10 40 22
Warning signs mentioned by client:
Bleeding 11 10 9 5 29 11
Fever 4 3 3 2 5 3
Swollen face or hands 7 5 10 4 14 9
Tiredness or breathlessness 3 5 7 0 5 6
Headache or blurred vision 8 8 10 3 16 10
What client was told to do if warning sign occurs
Seek care at facility 20 17 19 6 35 20
Decrease activity 1 1 0 0 5 1
Change diet 1 1 1 0 3 1
Other counseling
Exclusive breastfeeding 8 12 9 10 14 10
Exclusive breastfeeding for 6 months 0 3 1 3 1 1
Delivery plans 13 17 14 21 12 14
Supplies to prepare for delivery 3 1 2 0 2 2
Using family planning after birth 9 11 10 12 10 10
Number of interviewed ANC clients (weighted)" 136 189 517 47 82 974

" Includes 3 interviewed ANC clients from health offices.
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Table A-6.25 Reported health education received and knowledge

Percentage of observed and interviewed antenatal care (ANC) clients who stated that a provider had
mentioned any warning signs for pregnancy, percentage who named any of the indicated symptoms as
warning signs, percentage who stated that a provider had discussed exclusive breastfeeding,
percentage of clients who said they were asked about their delivery plans, and percentage with whom
family planning was discussed during this visit or a previous visit, by region, Egypt SPA 2002

Percentage by region

Urban Lower Upper
Issue discussed during current/previous visit Governorates  Egypt Egypt Total
Client said provider mentioned any warning signs 20 26 16 22
Warning signs mentioned by client
Bleeding 15 14 6 11
Fever 5 4 2 3
Swollen face or hands 8 14 5 9
Tiredness or breathlessness 3 11 2 6
Headache or blurred vision 11 14 5 10
Client reported provider discussed
Exclusive breastfeeding 8 12 10 10
Family planning after birth 9 10 11 10
Delivery plans 18 15 13 14
Number of interviewed ANC clients (weighted) 165 386 424 974

Table A-6.26 Client plans for place of delivery

Among observed and interviewed antenatal care (ANC) clients, percentage who reported plan for
where they will deliver, by type of facility, Egypt SPA 2002

. . Number of
Percentage of ANC clients who plan to deliver at: Interviewed
Background This Other ANC clients
characteristics facility facility Home Don't know (weighted)"
Type of facility
GS hospital 28 18 16 37 136
MCH/urban HU 8 40 12 40 189
Rural HU 3 28 35 35 517
Mobile unit 0 33 12 55 47
NGO facility 10 27 10 53 82
Region
Urban Governorates 16 30 8 46 165
Lower Egypt 6 40 17 37 386
Upper Egypt 6 19 38 37 424
Total 8 29 25 39 974

" Includes 3 interviewed ANC clients from health offices




Table A-6.27 Use of individual client cards
Among first and follow-up visit antenatal care (ANC) clients, percentage where the provider looked at the client card during the
consultation, and where the provider wrote on the client card at the end of the visit, by type of facility and region, Egypt SPA 2002
Percentage of ANC consultations where:
Provider looked at client Number of
card during consultation Provider wrote on client card Number of first- followup visit
Background Followup at end of visit visit ANC clients ANC clients
characteristics First visit visit First visit Followup visit (weighted) (weighted)*
Type of facility
GS hospital 38 45 36 43 66 71
MCH/urban HU 73 88 82 90 73 118
Rural HU 65 70 72 68 254 263
Mobile unit 13 15 20 26 28 19
NGO facility 19 38 22 40 25 57
Region
Urban
Governorates 50 75 54 74 61 104
Lower Egypt 56 67 63 61 167 221
Upper Egypt 59 59 64 64 218 206
Total 57 65 62 65 446 531
" Includes 3 observed ANC clients from health offices

Table A-6.28 Outcome of observed consultations
Among antenatal care (ANC) clients whose consultations were observed, percentage who went home, were referred elsewhere
in the same facility, were admitted to the facility, were referred outside the facility, and whose status was uncertain, at the end
of the observed components of the consultation, by type of facility and region, Egypt SPA 2002
. Number of
Percentage of ANC consultations where: observed
Background Client went Client referred: Client admitted Client referred ANC clients
characteristics home same facility to facility elsewhere (weighted)*
Type of facility
GS hospital 83 10 5 1 136
MCH/urban HU 85 13 0 2 191
Rural HU 96 2 0 1 517
Mobile unit 98 0 0 2 47
NGO facility 91 7 0 2 83
Region
Urban Governorates 72 25 1 2 165
Lower Egypt 95 3 0 2 388
Upper Egypt 97 1 1 0 424
Total 92 6 1 1 977
" Includes 3 observed ANC clients from health offices
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Table A-6.29 Client feedback on services
Among ANC clients whose consultations were observed, percentage who said that they considered specific items as big
problems for them the day of the visit, by type of facility, Egypt SPA 2002
Percentage by type of facility

GS MCH/ Rural Mobile NGO Total
Client service issue hospital urban HU HU unit facility  percentage
Behavior/attitude of provider not good 2 4 2 0 0 2
Inability to discuss concerns with provider 8 8 7 6 2 7
Not sufficient comment on progress of pregnancy 7 9 5 3 2 6
Poor quality of examination and treatment 5 6 6 3 1 5
Waiting time to see provider too long 10 14 11 8 6 11
Lack of availability of medicines or supplies 13 10 11 9 4 10
Opening hours of facility inconvenient 2 2 4 1 1 3
Lack of cleanliness of facility 0 3 1 0 0 1
Lack of privacy 3 6 2 1 3 3
Cost is too high 2 1 1 2 2 1
Time too long between start and complete consultation 1 5 3 0 2 3
Waiting time for laboratory results too long 1 2 2 0 0 2
Number of interviewed ANC clients (weighted)" 136 189 517 47 82 974
" Includes 3 interviewed ANC clients from health offices

Table A-6.30 Reasons antenatal care clients chose this facility for services
Among antenatal care (ANC) clients, whose consultations were observed, percentage who agreed that specific items influenced their decision
to choose the facility, by type of facility and region, Egypt SPA 2002
Percentage of ANC clients agreeing item was a factor in choosing facility Number of
Efficiency Availability Availability Clients are interviewed
Background Female of the of all of the well- Facility is Good Other ANC clients
characteristics physician  physician specialties service treated nearby reputation  response  (weighted)"
Type of facility
GS hospital 3 28 7 20 18 a7 21 11 136
MCH/urban HU 9 29 3 21 27 41 23 15 189
Rural HU 4 17 1 26 30 61 18 13 517
Mobile unit 29 18 0 36 16 52 48 6 a7
NGO facility 43 43 1 19 33 30 30 5 82
Region
Urban Governorates 21 33 5 27 18 48 30 7 165
Lower Egypt 6 25 2 25 29 50 19 19 386
Upper Egypt 8 18 1 22 30 56 22 8 424
Total 9 24 2 24 27 52 22 12 974
" Includes 3 interviewed ANC clients from health offices
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A-6.31 Personal characteristics of antenatal care clients by employment status

Among antenatal care (ANC) clients whose consultation was observed and who were interviewed, percent distribution by employment
status, and among employed ANC clients, percent distribution by type of work and type of compensation, according to type of facility
and region, Egypt SPA 2002

Among employed ANC clients, percentage who: _Numl_)er of
Among all ANC clients, Number of Receive: X]lzle(gvtl:ﬁ\gr?ti
percentage who are: . - Work for: .
interviewed Salary in who are
Background Not ANC clients  Family Someone Salary  cash and No employed
characteristics Employed employed (weighted)' member else Self incash in kind® salary  (weighted)
Type of facility
GS hospital 11 89 136 5 77 18 86 0 13 15
MCH/urban HU 12 88 189 15 68 18 74 3 24 22
Rural HU 8 92 517 19 65 15 73 5 29 43
Mobile unit 5 95 47 0 67 33 100 0 0 2
NGO facility 12 88 82 0 87 13 100 0 0 10
Region
Urban
Governorates 12 88 165 0 89 11 97 3 0 20
Lower Egypt 12 88 386 14 58 28 70 4 28 47
Upper Egypt 6 94 424 23 73 5 77 0 25 25
Total 9 91 974 11 72 17 81 3 21 92

"Includes 3 interviewed ANC clients from health offices
% None of the interviewed clients received only in-kind payment.

A-6.32 Personal characteristics of antenatal care clients by education

Among antenatal care (ANC) clients, whose consultations were observed and who were interviewed, percent distribution by education
level and, among clients with no or primary education, percent distribution by literacy status, indicating their education and literacy
status as noted below, by type of facility and region, Egypt SPA 2002

. . Number of
Number of Percentage of ANC clients with  jqierviewed
Percentage of all ANC clients interviewed ___Primary or no education who ANC clients
ANC Cannot Can read, with primary or

Background No Secondary  clients read cannot Canread no education
characteristics education Primary Preparatory or higher (weighted) or write write and write_ (weighted)"
Type of facility

GS hospital 40 11 11 38 136 72 3 26 69

MCH/urban HU 27 10 13 50 189 60 6 34 70

Rural HU 54 7 5 34 517 81 3 16 319

Mobile unit 39 12 21 28 47 56 9 35 24

NGO facility 28 7 8 57 82 69 2 29 29
Region

Urban Governorates 24 11 16 49 165 48 14 38 57

Lower Egypt 39 5 5 51 386 77 2 21 169

Upper Egypt 57 11 9 24 424 79 3 18 287
Total 44 8 8 39 974 75 4 21 513

TIncludes 3 interviewed ANC clients from health offices

APPENDIX A 257



Table A-6.33 Emergency maternity transportation systems

Percentage of facilities with emergency maternity transportation systems, having indicated means of transportation and median
transportation time (in minutes) by type of facility and region, Egypt SPA 2002

Median transportation Number of

time (minutes) to facilities
Among facilities having emergency transportation, referral facility using supporting
percentage in which means for transportation is: most common mode of emergency
Background Dedicated Vehicle at Multipurpose Other emergency transportation
characteristics vehicle’ other facility2 vehicle at facility arrangement3 transportation* (weighted)®
Type of facility
GS hospital 79 48 34 30 21 18
MCH/urban HU 80 56 38 32 11 21
Rural HU 45 74 28 37 20 22
Region
Urban Governorates 64 75 39 34 11 12
Lower Egypt 71 43 29 17 20 22
Upper Egypt 66 65 34 48 16 27
Total 68 59 33 34 16 62

Note: Emergency maternity transportation systems are any planned program where facility takes some responsibility for
ensuring client reaches referral location. Where client must find transport and must pay the total cost, the facilities do not have
an emergency transportation system.

' Ambulance or other vehicle that stays at the facility.

% Facility calls for dedicated vehicle from other facility to collect emergency patient.

% Any other plan where the facility arranges for the emergency transport or contributes toward the cost of rental vehicles.

* Transportation time does not vary by season.

® Includes data from one NGO facility that report supporting emergency transportation.
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Table A-6.34 Availability of specific equipment and supplies for quality delivery services
Among facilities that offer delivery services, percentage where there are infection control items, other items to support
quality of services, and infrastructure for quality delivery, by type of facility Egypt SPA 2002
Percentage by type of facility
MCH/ Rural NGO Total
Items to support quality services GS hospital  urban HU HU facility percentage
Infection control
Soap 49 49 33 74 41
Water 89 95 83 100 87
Clean latex gloves 74 63 54 83 61
Disinfecting solution 70 64 71 91 70
Sharps box 58 66 72 48 67
All items for infection control* 26 39 20 32 25
Covered waste receptacle with plastic liner 27 38 25 57 29
All items for infection control plus waste
receptacle 14 23 2 32 9
Infrastructure for delivery
Visual privacy and auditory privacy 92 86 88 91 89
Visual privacy 92 95 92 91 93
No privacy 8 5 8 9 7
Delivery bed® 99 98 97 100 98
Examination light® 83 77 86 100 84
All elements of infrastructure® 78 64 80 91 77
Other items to support quality services
Blank partograph 10 11 3 0 6
Protocols for management of complications 10 11 9 8 9
Delivery provider (physician ) on site 24 hours 75 69 46 41 56
Delivery provider (physician) on call 24 hours 0 7 0 9 1
All other items to support quality® 2 4 0 0 1
Number of facilities offering delivery services
(weighted) 49 35 129 8 221
! Soap, water, gloves, disinfecting solution for decontaminating reusable items, and sharps box.
2 Any type of bed where woman can lie down flat.
® Examination light, flashlight, or other spotlight source.
* Both visual and auditory privacy, examination bed, and examination light.
® Protocols, partograph, and delivery staff available 24 hours per day with duty schedule observed

Table A-6.35 Details for processing equipment in delivery service area
Among facilities offering delivery services, percentage that process equipment and/or store processed equipment for reuse in the
delivery service area, in the main facility sterilization area’, in the family planning service area or another service area, by type of
facility and region, Egypt SPA 2002
Among facilities offering delivery services, percentage where: Number of
Equipment is processed in facilities
indicated area’ Processed equipment is stored in the indicated area offering
Delivery Main Family Delivery  Main Family Other No storage loca-  delivery
Background service facility planning  service facility planning  service tion of sterilized  services
characteristics area area area area area  service area area’ items reported  (weighted)
Type of facility
GS hospital 62 28 10 62 27 10 1 0 49
MCH/urban HU 58 20 22 56 19 23 0 2 35
Rural HU 12 54 34 8 52 39 0 1 129
NGO facility 25 67 8 16 76 8 0 0 8
Region
Urban Governorates 61 19 20 56 24 20 0 25
Lower Egypt 34 30 36 26 29 42 0 3 81
Upper Egypt 22 58 20 22 56 21 1 0 115
Total 31 43 26 28 42 29 0 1 221
T Main facility processing area and delivery processing area may be the same location in small facilities.
? General outpatient area.
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Table A-6.36 Details for processing delivery equipment

Among facilities offering delivery services, percent distribution by, highest level of processing for which the functioning
equipment is available and the correct processing procedure is known, and the percentage with written guidelines for
sterilization or high-level disinfecting observed, by type of facility and region, Egypt SPA 2002

Percentage of facilities where the indicated method was the
highest level for which equipment and knowledge of correct Percentage with

processing procedure was available in location where written guidelines for Number of
delivery equipment is processed sterilization or high facilities offering

Background Boil/steam  None: equipment or level disinfecting delivery
characteristics Dry heat' Autoclave? or chemical® knowledge missing procedures observed services
Type of facility

GS hospital 48 16 12 24 14 49

MCH/urban HU 50 6 12 32 34 35

Rural HU 51 8 20 22 32 129

NGO facility 57 14 14 14 29 8
Region

Urban

Governorates 64 4 8 24 58 25

Lower Egypt 48 16 18 18 30 81

Upper Egypt 48 7 17 28 23 115
Total 50 10 17 24 29 221

Note: Results refer to area in facility where delivery equipment is processed.

! Temperature at least 170°C and process at least 60 minutes or temperature 160-169°C and process at least 120 minutes,
or automatic.

% Process 20 minutes unwrapped, 30 minutes wrapped (temperature and pressure not included), or item is automatic.

® Boil or steam at least 20 minutes. Includes one facility using chemical means: chlorine based or glutaraldehyde with
soaking at least 20 minutes.

Table A-6.37 Details for processing equipment in delivery service area
Among facilities offering delivery services and that process equipment in the delivery service area, highest level of processing for
which the functioning equipment is available and the correct processing procedure is known, and percentage with written guidelines
for sterilization or high-level disinfecting procedures, by type of facility and region, Egypt SPA 2002
Percentage of facilities where the indicated method was the Percentage of Number of facilities
highest level for which equipment and knowledge of correct facilities with offering delivery
processing procedure was available for equipment processed written guidelines services and
in delivery service area for sterilization or processing equipment
Background Boil/steam  None: equipment or HLD procedures in delivery service
characteristics Dry heat* Autoclave®  or chemical®  knowledge missing observed area (weighted)
Type of facility
GS hospital 45 10 13 32 14 30
MCH/urban HU 40 5 10 45 35 20
Rural HU 35 0 a7 18 32 16
NGO facility 50 0 50 0 29 2
Region
Urban
Governorates 53 0 12 35 56 16
Lower Egypt 36 11 29 21 30 27
Upper Egypt 38 4 21 38 23 25
Total 41 6 23 30 29 68
! Temperature at least 170°C and process at least 60 minutes or temperature 160-169°C and process at least 120 minutes, or
automatic.
% Process 20 minutes unwrapped, 30 minutes wrapped (temperature and pressure not included), or item is automatic.
% Boil or steam at least 20 minutes. Includes one facility using chemical means: chlorine based or glutaraldehyde with soaking at
least 20 minutes.
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Table A-6.38 Details for storing processed equipment in delivery service area

Among facilities offering delivery services and having processed equipment store in the delivery service area, percentage
where the indicated conditions were observed, by type of facility and region, Egypt SPA 2002

. o » Number of facilities
Percentage of facilities where the indicated conditions were found offering delivery services

Processing date Sterile storage  with stored processed

Background Sterile storage  Clean storage  indicated on and items in delivery service
characteristics conditions conditions stored items  processing date area (weighted)®
Type of facility
GS hospital 19 76 15 9 30
MCH/urban HU 16 71 16 10 19
Rural HU 0 40 0 0 10
NGO facility 100 100 50 50 1
Region
Urban Governorates 36 83 40 28 14
Lower Egypt 3 64 3 0 21
Upper Egypt 17 65 7 5 26
Total 17 69 14 9 61

T ltems are wrapped and sealed with time-steam-temperature (TST) sensitive tape or are in a sterile/HLD box that clasps
shut.

2 ltems may be wrapped but not sealed, unwrapped on a tray under a cloth, unwrapped on a tray in the sterilizer or
autoclave, or sitting in disinfecting solution.

® Most facilities had no equipment stored in the delivery service area.

Table A-6.39 Delivery service providers

Among facilities offering delivery services, percentage of facilities where doctors are available on site or on call for 24-hour duty to
conduct deliveries, and where a duty schedule was observed and where there was no duty schedule, and where a staff member
with the indicated qualification most commonly conducts deliveries at night, by type of facility and region, Egypt SPA 2002

Percentage of facilities with:

Doctor available

24 hours, with Doctor available
observed duty 24 hours, with no Provider most commonly Number of
schedule observed duty schedule  on duty to conduct deliveries at night" facilities offering
Background Nurse trained Graduate delivery services
characteristics Onsite  On call On site On call Doctor  in midwifery nurse (weighted)
Type of facility
GS hospital 75 0 12 8 10 1 5 49
MCH/urban HU 69 7 4 11 13 13 11 35
Rural HU 46 0 39 11 9 4 7 129
NGO facility 41 9 24 17 35 0 0 8
Region
Urban Governorates 81 0 13 4 2 6 4 25
Lower Egypt 53 1 23 14 16 3 12 81
Upper Egypt 53 2 33 10 9 5 4 115
Total 56 1 27 11 11 5 7 221

" May be more than one type of staff in a facility who routinely conduct night deliveries.
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Table A-6.40 Availability of specific equipment and supplies for quality delivery services
Among facilities that offer delivery services, percentage where supplies for basic delivery services, basic medicines and
supplies, and emergency medicines for delivery services are available either in the delivery room (DR) area or in the
facility (DR or pharmacy), by type of facility, Egypt SPA 2002
Percentage by type of facility
MCH/ Rural NGO Total
Equipment and supplies GS hospital urban HU HU facility  percentage
Basic medicines and supplies for delivery
Scissor or blade 91 82 74 91 79
Cord clamp or tie 52 80 35 74 47
Suction apparatus (bulb or machine) 89 82 57 92 69
Suction bulb 43 51 32 50 38
Suction machine 76 62 35 86 50
Antibiotic eye ointment for newborn (delivery room) 6 29 29 29 24
Antibiotic eye ointment for newborn (pharmacy or
delivery room) 74 67 65 16 65
Skin disinfectant for perineum 92 78 89 91 88
All basic supplies for delivery® 31 44 12 8 21
Additional medicines and supplies for managing
common complications of delivery
Syringes and needles in DR 82 82 54 88 66
Syringes and needles in facility 86 85 78 91 82
Intravenous solution and perfusion set in DR 75 55 22 74 41
Intravenous solution and infusion set in facility 83 82 62 100 73
Oral antibiotic? in facility 78 76 83 16 78
Injectable oxytocic medication in DR 75 74 40 63 53
Injectable oxytocic medication in facility 76 74 41 63 55
Suture material in DR 75 61 37 91 51
Needle holder in DR 94 76 69 82 76
All basic treatment interventions® 49 33 5 16 20
Additional medicines and supplies for managing
serious complications
Valium or magnesium sulfate in DR 43 2 2 48 13
Valium or magnesium sulfate in facility 53 2 2 48 15
Broad spectrum injectable antibiotic in facility 65 41 52 13 52
Ampicillin 49 35 40 8 40
Procaine penicillin 59 42 56 8 53
Gentamicin 50 21 31 16 33
All other medicines for complications* 39 0 2 16 10
Injectable hydralazine in DR 6 2 0 25 2
Number of facilities offering delivery services (weighted) 49 35 129 8 221
T'Scissor or blade, cord clamp, suction bulb, antibiotic eye ointment for newborn, and skin disinfectant for perineum
% Oral amoxicillin, ampicillin, or cotrimoxazole
® Needles and syringes, intravenous solution with infusion set, injectable oxytocic, and suture material and needle holder
all located in delivery room area, oral antibiotic (cotrimoxazole or amoxicillin) located in pharmacy or delivery room area
* Injectable: Anticonvulsant (Valium or magnesium sulfate) in delivery room area, and antibiotic (penicillin and ampicillin,
or gentamicin) in delivery room area or pharmacy
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Table A-6.41 Additional infrastructure, equipment, and supplies for delivery service
Among facilities providing delivery services, percentage with each of the indicate infrastructure, equipment, and
diagnostic and treatment items for delivery services, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/ Rural NGO Total
Infrastructure, equipment and supplies hospital urban HU HU facility  percentage
Delivery room conditions
Tiled floor 86 85 69 83 76
Windows with screens in good condition 40 45 41 41 42
Room free of dust, dirt or spider webs 84 91 80 83 83
Separate labor (predelivery) room or recover room
(postpartum) present 76 69 29 84 48
Equipment and infrastructure for delivery room
Air conditioner 22 11 5 66 12
Water heater 44 42 27 74 35
24-hour functioning light source 85 84 85 100 85
Diagnostic and treatment materials
One full oxygen cylinder 68 59 19 100 39
Oxygen cylinder regulator 65 57 22 100 40
Blood pressure apparatus 85 84 84 100 85
Adult stethoscope 87 84 86 100 86
Fetal heart detector (sonicaid) 58 59 48 84 53
Gel for fetal heart detector 56 61 42 66 49
Neonatal stethoscope 26 29 24 32 25
Fetal stethoscope (Pinard) 80 74 54 57 63
Other materials for delivery services
Clean Mackintosh oilcloth for delivery 74 74 32 84 50
Sterile gloves 71 62 34 82 48
Sterile Foley catheter size 18/20 (plastic) 64 43 8 66 28
Sterile straight urinary catheter size 18/20 (plastic) 55 49 13 74 30
Two forceps (Kocher) 92 78 68 91 76
Additional administrative forms
Referral forms 22 43 23 0 25
Delivery sheet 65 20 3 33 20
Number of facilities offering delivery services (weighted) 49 35 129 8 221

Table A- 6.42 Equipment and supplies for complications of labor and delivery
Among facilities providing delivery services, percentage where the indicated equipment is available, by type of facility and region,
Egypt SPA 2002
Percentage of facilities offering delivery services with indicated capacity
Number of
_ Emergency support facilities
_ Remove retained for newborn offering
Assist labor products Blood Newborn  External  delivery
Background Vacuum  Vacuum transfusion Caesarean respiratory heat services
characteristics Forceps extractor aspirator D&C kit  services section support® source’ (weighted)
Type of facility
GS hospital 44 45 12 48 60 71 44 56 49
MCH/urban HU 2 0 0 0 0 0 15 42 35
Rural HU 0 5 0 0 0 0 8 5 129
NGO facility 41 50 16 57 34 63 32 49 8
Region
Urban Governorates 19 17 7 22 19 28 27 43 25
Lower Egypt 14 19 5 16 19 23 21 23 81
Upper Egypt 8 11 1 8 10 12 13 20 115
Total 12 15 3 13 15 18 18 23 221
! Resuscitator or ambu bag.
2 Most often an incubator, although heat light would be sufficient.
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Table A-6.43 Capacity to conduct caesarean section
Among facilities that offer caesarean section, percentage where the indicated item was available by type of facility and region, Egypt
SPA 2002
Percentage of facilities offering caesarean section, with indicated item: Number of
Basic items Additional components Provider for facilities
Scrub Sterile conducting offering
area All basic  gowns/ caesarean  caesarean
Background Operating Operating adjacent Sterilized items towels/  Anes- Anesthesia- section on section
characteristics table light to OR instruments observed® sheets thetist  giving set duty 24-hours (weighted)
Type of facility
GS hospital 100 100 93" 847 82 89° 68° 95 76 35
NGO facility 100 100 88 100 88 100 100 100 25 5
Region
Urban
Governorates 100 100 91 100 91 100 89 100 66 7
Lower Egypt 100 100 90 78 78 87 74 94 e 19
Upper Egypt 100 100 96 91 87 91 61 96 61 14
Total 100 100 92 86 83 91 72° 95 69 40
T An additional 2 percent of facilities reported the scrub area was present but it was not observed.
2 An additional 5 percent of facilities reported the sterilized instruments were available but they were not observed.
% An additional 2 percent of facilities reported the gowns, towels and sheets were present but they were not observed.
* Operating table, operating light, scrub area, and sterilized instruments.
® Duty schedule observed. An additional 23 percent of facilities reported they had an anesthetist but there was no duty schedule.
® An addition 20 percent of facilities they had an anesthetist but there was no duty schedule.

Table A-6.44 Newborn care practices
Among facilities offering delivery services, percentage that report the indicated item is a routine component
of newborn care, by type of facility, EQypt SPA 2002
Percentage by type of facility
GS MCH/ Rural NGO Total
Item hospital urban HU HU facility  percentage
Routine newborn care practices
Routine suction with catheter 91 87 58 100 72
Full immersion bath within 24-hours after birth 24 45 16 25 23
Weigh newborn 71 91 83 91 82
Infant scale available 53 78 71 84 68
Provide vitamin A to mother 70 85 70 16 71
Vitamin A in delivery area 54 70 63 24 61
Vitamin A in pharmacy or delivery area 75 80 79 25 76
Provide OPV to newborn 17 21 21 0 19
Provide BCG to newborn 11 9 11 0 10
Provides vitamin K to newborn 27 20 17 24 20
Vitamin K in delivery service area 56 47 40 49 45
Provides prelacteal liquids to newborn 31 9 6 8 12
Practices rooming in* 97 92 83 92 88
Care of the umbilical cord
70 percent alcohol 74 93 88 82 85
Betadine 40 20 16 9 22
Dry dressing only 29 23 25 9 25
Number of facilities offering delivery services
(weighted) 49 35 129 8 221
" Newborn stays with mother.

264 APPENDIX A



Table A-6.45 Utilization of delivery services by facilities included in the ESPA

Median average monthly home delivery clients, median number of vaginal deliveries, and median number of caesarean
sections conducted by facilities having data available on the day of the survey, by type of facility, EQypt SPA 2002

) Number of ) Number of ) Number of
Median facilities Median facilities Median  facilities reporting
monthly  reporting vaginal ~ Monthly  reporting home ~ monthly caesarean
vaginal delivery data home delivery data caesarean section data
Type of facility deliveries (weighted) deliveries (weighted)* sections (weighted)
GS hospital 30 41 14 11 10 33
MCH/urban HU 6 33 11 22 na 0
Rural HU 1 94 8 84 na 0
NGO facility 5 4 na 0 4 3
Total 2 172 9 117 10 37

! Data are from health information system monthly reports available at the facility the day of the survey. Data were

collected for the 12 months preceding the survey; however, frequently some months were missing. Information from the
number of months for which data were available was summed and an average monthly number of clients calculated for
each facility. This number was then used to calculate the median number of clients per month.
na = Not applicable

Table A-6.46 Information on routine charging practices for delivery services

Among facilities offering delivery services, percentage that have routine charges for services and percentage where each of the
indicated fee systems is utilized, and among facilities with routine fees, percent distribution by type of fee posting, by type of facility and

region, Egypt SPA 2002

Percentage of facilities offering delivery Number of Percentage ofwith
services where fee system involves: facilities public posting of fees Number of facilities
Fixed fee for Fixed fee Charge for providing Some No having any routine
Background all delivery ANC plus medicines No routine ~ SErvices — Alifees  fees fees  charges for delivery
characteristics costs delivery andtests charges (Weighted) posted posted posted Services (weighted)
Type of facility
GS hospital 15 0 2 83 49 7 2 91 8
MCH/urban HU 56 4 0 44 35 25 0 75 19
Rural HU 28 0 0 72 129 8 0 92 48
NGO facility 100 0 16 0 8 32 8 60 8
Region
Urban Governorates 51 2 3 49 25 46 6 48 13
Lower Egypt 22 0 0 78 81 19 0 81 20
Upper Egypt 34 1 1 65 115 4 0 96 50
Total 32 1 1 68 221 14 1 85 83

' Three percent of facilities reported that they had no routine charges; charges vary depending on the case.
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Table A-6.47 Supportive management for providers of delivery services
Among interviewed delivery service providers, percentage who received in-service training related to delivery services in
the past 12 months, percentage who were personally supervised in the past 6 months, percentage who received both
personal supervision in the past 6 months and in-service training in the past 12 months, and percentage whose most
recent in-service training was received 13-59 months preceding the survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed delivery service providers who:
Were both personally Received most Number of
Received in- supervised during the past recent in-service interviewed
service training Were personally 6 months and received in- training 13-59  delivery service

Background during the past  supervised in  service training during the months preced- providers
characteristics 12 months® past 6 months past 12 months ing the survey (weighted)
Type of facility

GS hospital 12 73 8 38 115

MCH/urban HU 22 93 21 31 73

Rural HU 21 96 21 32 146

NGO facility 40 38 16 26 5
Region

Urban Governorates 19 83 19 22 37

Lower Egypt 12 88 12 34 118

Upper Egypt 23 87 19 35 184
Total 18 87 17 34 339
 This refers to structured in-service sessions, and does not include individual instruction received during routine

Table A-6.48 Supportive management: In-service training for delivery service providers
Among interviewed delivery service providers, percentage who received in-service training on specific topics during the past 12 months or
13-59 months preceding survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed service providers who received in-service training on specific topics Number of
Care of interviewed
Use of Lifesaving Exclusive normal Neonatal delivery
Delivery care  partograph skills PMTCT' breastfeeding newborn _resuscitation service
Background 13- 13- 13- 13- 13- 13- 13- providers
characteristics 12m 59m 12m 59m 12m 59m 12m59m 12m 59m 12m 59m 12m 59m (weighted)
Type of facility
GS hospital 4 25 4 16 3 20 4 13 1 18 1 11 4 6 115
MCH/urban HU 14 12 11 10 8 8 5 15 10 18 9 14 8 13 73
Rural HU 11 20 8 14 10 11 4 10 7 22 8 15 7 11 146
NGO facility 8 19 32 12 16 12 0 19 8 12 8 12 8 12 5
Region
Urban Governorates 12 8 12 2 8 7 2 16 13 10 9 8 10 7 37
Lower Egypt 3 18 3 12 3 16 5 14 2 16 3 13 4 12 118
Upper Egypt 13 24 10 17 9 13 4 10 7 24 7 14 7 9 184
Total 9 20 8 14 7 14 4 12 6 20 6 13 6 10 339
" Prevention of mother-to-child transmission.

266 APPENDIX A



Table A-6.49 Supportive supervision for delivery service providers

Among interviewed delivery service providers, who received such a supervisory visit during the past 6 months, median number of times
staff were supervised, and percentage who report specific activities of the supervisor during the last visit, by type of facility and region,

Egypt SPA 2001
Median Number of
number of  Number of . L o delivery service
times staff _ interviewed Percentage of providers reporting indicated activities of the providers who
were super- delivery supervisor during the last supervisory visit were supervised
Background vised in past service  Checked Observed Provided Provided Discussed Wrote on in past 6 months
characteristics 6 months providers  records work  feedback updates problems unit note (weighted)
Type of facility
GS hospital 6 115 92 90 86 66 74 77 153
MCH/urban HU 12 73 97 95 93 74 79 87 174
Rural HU 11 146 97 97 95 82 87 83 202
NGO facility 10 5 100 91 95 76 91 95 21
3 96 77 85 62 81 77 26
Region
Urban Governorates 15 37 94 94 90 75 80 94 89
Lower Egypt 3 118 97 93 91 74 79 89 238
Upper Egypt 4 184 96 93 91 74 83 75 285
Total 9 339 96 93 91 74 81 83 508
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Chapter 7
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Table A-7.1 Availability of services for sexually transmitted infections in facilities

reporting no services

Among facilities reporting they do not offer services for sexually transmitted
infections (STIs), percentage where service providers for antenatal care and
family planning indicated they offer STI diagnosis and treatment to their clients,

by type of facility and region, Egypt SPA 2002

Percentage of facilities where

providers report STI services are Number of
offered to clients attending the facilities
indicated service reporting no
Background Family planning  Antenatal care STI services
characteristics services services (weighted)
Type of facility
GS hospital 81 67 20
Fever hospital 0 0 6
MCH/urban HU 86 69 26
Rural HU 68 71 141
Mobile unit 78 67 12
Health office 62 7 18
NGO facility 68 68 21
Region
Urban Governorates 82 60 25
Lower Egypt 65 57 111
Upper Egypt 70 71 109
Total 69 63 245




Table A-7.2 Availability of system components, infrastructure, and resources to support quality services for sexually transmitted infections
Among facilities that offer services for sexually transmitted infections (STIs) percentage where there are system components (a written
confidentiality policy, a system for partner follow up) to support utilization of services, items to support quality counseling (infrastructure to
provide privacy, diagnostic and treatment guidelines, visual aids for health education, condoms) items for quality physical examination
(items for infection control, privacy, an examination bed, and an examination light), by type of facility, Egypt SPA 2002
Percentage by type of facility
GS Fever MCH/ Mobile Health NGO Total
Item hospital hospital urban HU Rural HU unit office facility  percentage
Items to support utilization of sti services
Written confidentiality policy 0 0 1 1 0 0 0 1
Active partner follow-up system 1 6 5 3 3 0 3 3
Passive partner follow-up system 42 29 34 37 37 26 28 36
No follow-up system for partners 57 65 61 60 60 74 69 62
Items to support quality counseling
Visual and auditory privacy 80 58 72 79 77 64 86 78
Visual privacy only 87 65 82 85 84 73 87 84
No privacy 13 35 18 15 16 27 13 16
Any guidelines or protocols for STIs 21 3 20 22 13 18 11 19
Guidelines for syndromic diagnosis STls 4 0 5 4 5 0 3 4
Any visual aids or educational materials 44 3 35 50 39 27 13 41
Educational materials specific for HIV/AIDS 0 0 6 3 0 5 1 2
Condoms at service delivery site 51 0 61 63 74 65 33 58
Condoms anywhere in facility 94 0 95 91 97 100 60 87
All items to support quality counseling® 11 0 16 10 11 5 5 10
Items for infection control
Infection control
Soap 45 8 72 50 55 52 69 53
Water 91 59 94 93 84 87 95 92
Clean latex gloves 61 14 62 49 47 64 53 52
Disinfecting solution for contaminated
equipment 20 21 95 91 100 95 81 90
Sharps box 64 47 80 81 53 87 33 71
All items for control of infection 21 0 41 22 11 38 21 23
Waste receptacle 23 9 44 25 24 42 43 29
5 or more 2/3 ml disposable syringes with
needles 75 58 92 88 95 95 80 86
All items for control of infection, including
syringes and waste receptacle 3 0 25 7 5 21 20 10
Items for physical examination
Infrastructure and furnishing for examination
Visual and auditory privacy 85 53 79 83 84 69 86 82
Visual privacy* 90 59 92 90 87 87 89 89
No privacy 10 41 8 10 13 13 11 11
Examination bed® 92 40 98 97 100 96 96 96
Examination light® 88 9 929 90 74 100 95 89
All items for examination 76 3 76 76 61 69 81 74
All items for infection control and physical
examination’ 18 0 36 19 8 30 20 20
Number of facilities offering STI services
(weighted) 44 7 39 226 26 14 49 405
! visual and auditory privacy (private room), any guidelines or protocols, any visual aids or educational materials, and condoms in STI
service area.
% soap, water, latex gloves, disinfecting solution, and sharps box.
% Private room.
* Private room or room with screen or curtain that can be pulled for visual privacy.
® Any type of bed where a woman can lie down flat.
® Examination light, flashlight or other spotlight source.
’ Al items for infection control, visual and auditory privacy, examination bed, and examination light.

APPENDIX A 269



Table A-7.3 Highest level of processing capacity for STI equipment
Among facilities offering services for sexually transmitted infections (STIs) and in the area where STI equipment is
processed, percentage with functioning equipment and knowledge of the processing time for sterilization, and where
equipment and knowledge for sterilization are not available, those with the equipment and knowledge of processing
time for steam, boil, or chemical processing (high level disinfecting (HLD)) STI equipment, by type of facility and region,
Egypt SPA 2002
Percentage of facilities offering STI services where the
indicated processing method was the highest level for which ~ Percentage of
equipment and knowledge of correct processing procedure facilities with Number
was available for equipment processed in STI services area written guidelines  of facilities
All conditions for All conditions for  No equipment or for sterilization or  offering STI
Background either dry sterili- steam, boil, or chem- no knowledge of HLD procedures services
characteristics zation or autoclave® ical processing® processing time observed (weighted)
Type of facility
GS hospital 75 9 16 23 44
Fever hospital 26 0 74 0 7
MCH/urban HU 83 10 7 41 39
Rural HU 58 23 19 29 226
Mobile unit 85 0 15 16 26
Health office 47 20 33 36 14
NGO facility 54 4 42 20 49
Region
Urban Governorates 74 2 24 48 40
Lower Egypt 64 22 14 30 204
Upper Egypt 58 12 30 19 161
Total 62 16 22 28 405
' Functioning equipment available, and knowledge of minimum processing time.
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Table A-7.4 Availability of specific tests and medicines for diagnosis and treatment of sexually transmitted infections
Among facilities that offer services for sexually transmitted infections (STIs), percentage with indicated equipment and tests for
etiological diagnosis of STls, and percentage where indicated medicines for treating STIs are available, by type of facility,
Egypt SPA 2002
Percentage by type of facility
GS Fever MCH/urban Mobile  Health NGO Total
Equipment, test, medicine hospital hospital HU Rural HU unit office facility  percentage
Items for etiologic examination
Vaginal speculum 90 0 86 95 95 100 95 92
Swab stick for specimen 2 6 5 1 0 0 10 2
Syphilis test capacity" 16 0 12 1 0 0 11 5
Gonorrhea test capacity? 9 29 2 0 0 0 7 2
Wet mount testing capacity® 30 35 17 2 0 0 16 8
HIV/AIDS testing capacity” 23 23 2 0 0 0 9 4
All four laboratory tests 5 0 0 0 0 0 4 1
Medicines for treatment
Metronidazole (trichomoniasis) 74 82 84 76 29 21 4 63
Ceftrioxone (gonorrhea) 21 23 3 1 0 0 0 3
Ciprofloxacin (gonorrhea) 10 53 0 3 5 0 0 4
Doxycycline (chlamydia,
syphilis) 3 12 3 10 3 4 0 7
Tetracycline (chlamydia,
syphilis) 62 65 40 60 5 0 0 46
Erythromycin (chlamydia,
syphilis) 10 26 11 17 0 0 1 12
Penicillin, benzathine (syphilis) 69 53 a7 62 3 0 1 48
Penicillin, procaine (syphilis) 67 68 37 53 5 0 3 42
All medicines for sexually
transmitted infections® 18 35 2 3 0 0 0 4
Nyastatin suppository
(candidiasis) 10 0 8 7 3 4 0 6
Number of facilities offering STI
services (weighted) 44 7 39 226 26 14 49 405
' Either VDRL test and functioning microscope, or RPR test kit.
2 Gram stain reagents and functioning microscope or culture capacity.
® Functioning microscope.
* ELISA, Western Blot, or Rapid test.
® At least one medicine for treating trichomoniasis, gonorrhea, chlamydia, and syphilis.

Table A-7.5 Information on user fees for services for sexually transmitted infections
Among facilities offering services for sexually transmitted infections (STIs) among facilities with user fees, percentage that have user
fees for services, percentage where each of the indicated fee systems is utilized, and percentage publicly posting fees by type of
facility and region, Egypt SPA 2002
Number of  Percentage of facilities Number of
Percentage of facilities charging for the indicated items  facilities posting fees publicly facilities having
Fixed fee Fixed fee Charge for Other No charges providing Some any user fees for
Background for health for each medicines routine or don't services  All fees fees Nofees STl services
characteristics card consult andtests charges know (weighted) posted posted posted (weighted)
Type of facility
GS hospital 0 81 3 0 19 44 18 4 78 33
Fever hospital 0 76 0 3 24 7 11 0 89 5
MCH/urban HU 0 70 5 2 27 39 23 2 75 27
Rural HU 0 67 0 0 33 226 9 3 87 147
Mobile unit 0 23 5 0 71 26 9 0 91 7
Health office 0 22 0 0 78 14 0 0 100 3
NGO facility 1 86 17 0 12 49 44 6 49 43
Region
Urban
Governorates 2 70 11 0 30 40 46 13 41 28
Lower Egypt 0 68 2 0 30 204 13 3 84 135
Upper Egypt 0 64 2 0 36 161 15 2 83 104
Total 0 67 3 0 32 405 17 4 79 267
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Table A-7.6 Supportive management for providers of services for sexually transmitted infections
Among interviewed providers of services for sexually transmitted infections (STIs), percentage who received in-service
training related to STI services in the past 12 months, who were personally supervised during the past 6 months, and whose
most recent in-service training was 13-59 months preceding the survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed providers of ST services who:
Both received in-service Received their most Number of
Received in- Were training during the past recent in-service interviewed
service training personally 12 months and were training 13-59 providers of STI
Background during the past  supervised in personally supervised months preceding services
characteristics 12 months past 6 months during the past 6 months the survey (weighted)
Type of facility
GS hospital 3 84 2 20 158
Fever hospital 28 84 25 32 9
MCH/urban HU 13 93 13 18 89
Rural HU 12 98 12 21 338
Mobile unit 9 97 9 23 25
Health office 10 94 10 31 21
NGO facility 12 60 5 24 55
Region
Urban Governorates 15 84 13 30 63
Lower Egypt 7 94 6 21 395
Upper Egypt 15 87 13 19 238
Total 10 91 9 21 697
Table A-7.7 Supportive management: In-service training for providers of services for sexually transmitted infections
Among interviewed providers of services for sexually transmitted infections (STIs), percentage who received in-service training on specific
topics during the past 12 months or 13-59 months preceding the survey, by type of facility and region, Egypt SPA 2002
Percentage of interviewed providers of STI services who received in-service
training on specific topics Received
Counseling for Clinical Syndromic training in ~ Number of
and/or diagnosis and approach for Any course Specific course STl services interviewed
prevention of treatment for diagnosing and related to related to during basic STI service
Background STls STls treating STls HIV/AIDS PMTCT! pre-service  providers
characteristics 12m 13-59m 12m 13-59m 12m 13-59m 12m 13-59m 12m 13-59m training (weighted)
Type of facility
GS hospital 1 15 2 12 1 14 2 10 3 3 49 158
Fever hospital 10 14 13 14 13 8 27 23 21 13 86 9
MCH/urban HU 5 16 4 13 7 12 2 10 3 4 61 89
Rural HU 7 15 7 11 4 11 2 10 4 3 52 338
Mobile unit 7 15 2 17 4 15 3 9 5 3 79 25
Health office 8 17 6 18 10 25 0 16 0 2 46 21
NGO facility 9 20 9 16 10 13 5 10 2 8 77 55
Region
Urban
Governorates 12 26 7 23 10 19 4 14 4 9 69 63
Lower Egypt 3 16 3 12 4 13 3 11 3 2 48 395
Upper Egypt 8 12 9 10 4 11 2 8 4 5 66 238
Total 6 15 6 12 4 13 3 10 4 4 56 697
' Prevention of mother-to-child transmission (of HIV/AIDS).
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Table A-7.8 Supportive supervision for providers of services for sexually transmitted infections
Among interviewed providers of services for sexually transmitted infections (STIs) who were personally supervised in the past
6 months, median number of times staff were supervised, and percentage who report specific activities of the supervisor during
the last visit, by type of facility and region, Egypt SPA 2002
Median Number Number of STI
number of  of inter- Among supervised STI service providers, percentage where service providers
times staff viewed indicated activities were conducted during the last supervisory visit  who received
were super- STI Wrote note  supervision in
Background vised in past service Checked Observed Provided Provided Discussed on unit past 6 months
characteristics 6 months  providers records work  feedback updates problems  record (weighted)
Type of facility
GS hospital 7 158 94 94 90 73 83 86 133
Fever hospital 5 9 83 84 80 68 69 64 8
MCH/urban HU 7 89 99 96 94 81 82 91 83
Rural HU 9 338 98 95 95 75 86 86 331
Mobile unit 6 25 100 97 93 65 83 91 24
Health office 13 21 100 96 98 90 93 98 20
NGO facility 5 55 7 78 81 54 78 70 33
Region
Urban
Governorates 13 63 95 91 92 73 79 95 53
Lower Egypt 7 395 99 95 94 77 86 95 373
Upper Egypt 9 238 93 93 91 69 82 67 206
Total 7 697 96 94 93 74 84 86 632

Table A-7.9 Utilization of services for sexually transmitted infections and
sources of data on sexually transmitted infections

Median average monthly number of clients for sexually transmitted
infections (STIs) by type of facility and region, Egypt SPA 2002
Median average

Background number of STl clients ~ Number of facilities
characteristics per month" (weighted)®
Type of facility
GS hospital 17 7
Fever hospital 0 2
MCH/urban HU 16 4
Rural HU 4 33
Mobile unit 14 4
Health office 0 2
NGO facility 5 3
Region
Urban governorates 0 1
Lower Egypt 5 37
Upper Egypt 5 17
Total 5 55

' Data are from health information system monthly reports available at the
facility the day of the survey. Data were asked for the 12 months
preceding the survey; however, frequently some months were missing.
Information from the number of months for which data were available was
summed and an average monthly number of clients calculated for each
facility. This number was then used to calculate the median number of
clients per month.

2 All facilities did not have data available.
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Table A-7.10 Service area where client was observed for sexually transmitted infection
Among clients who were assessed for possible sexually transmitted infections (STIs)
and were observed, percentage who had come to the ANC clinic for ANC, percentage
who had come to the FP clinic for FP services, and percentage whose primary reason
for visiting the facility was for an assessment for reproductive tract infection (RTI) or
STI, by type of facility and region, Egypt SPA 2002
Percentage of observed STI clients who
came to facility primarily for: Number of
Background FP ANC STI/RTI observed STI
characteristics services services assessment clients (weighted)
Type of facility
GS hospital 24 6 70 115
Fever hospital No observed STI clients 0
MCH/urban HU 42 6 52 105
Rural HU 45 18 37 51
Mobile unit 32 10 59 63
Health office 65 0 35 20
NGO facility 34 9 57 90
Region
Urban Governorates 36 6 59 128
Lower Egypt 37 4 59 143
Upper Egypt 34 13 53 173
Total 36 8 56 444
Table A-7.11 Observed consultation for clients with symptoms of sexually transmitted infections
Among observed clients with symptoms of sexually transmitted infections (STIs), percentage who were reassured about
confidentiality, percentage for whom the indicated information was asked during the consultation, percentage who had
physical examination procedures, and percentage who had laboratory diagnostic tests, by type of facility, Egypt SPA
2002
Percentage by type of facility
GS MCH/urban  Rural Mobile Health NGO Total
Observed items hospital HU HU unit office facility percentage
Reassured about confidentiality 4 6 8 3 5 7 6
Client history elicited:
Client symptoms 97 93 100 97 84 97 97
How long symptoms have been present 68 67 72 73 52 69 69
History of recent sexual contact 4 3 11 11 5 12 8
Symptoms in husband 15 11 13 13 16 11 13
Marital status’ 3 1 0 0 0 2 1
All elements of client history® 0 0 0 0 0 0 0
Examination
External genitalia examined 82 71 66 70 79 80 74
Pelvic examination conducted 79 80 73 88 95 88 81
Any physical examination conducted 86 85 83 93 100 98 88
Types of laboratory tests mentioned
Any laboratory test 15 10 3 3 0 5 7
Blood test 3 2 2 2 0 1 2
Urinalysis 12 9 3 2 0 4 6
Microscopic examination of
specimen 1 0 0 0 0 0 0
Number of observed female STI clients
(weighted) 90 85 120 56 15 78 444
" Married, husband absent, husband has other wife.
2 Client symptoms, how long symptoms have been present, history of recent sexual contacts, symptoms in husband, and
marital status.

274 APPENDIX A



Table A-7.12 Observed physical examination for female clients assessed for sexually transmitted infections

Among observed female clients assessed for sexually transmitted infections (STIs) who had a physical examination,®
percentage for whom the indicated items were components of the physical examination, by type of facility, EQypt SPA 2002

Percentage by type of facility

MCH/urban Rural Mobile Health NGO Total

Observed items GS hospital HU HU unit office facility percentage
Conditions during physical

examination

Visual privacy assured 88 85 91 97 89 96 91

Visual and auditory privacy assured 86 78 89 93 89 95 88

Provider washed hands with soap prior

to examination 4 4 5 3 0 0 3

Provider wore clean latex gloves 68 74 72 67 79 69 71

Genitals were fully exposed 94 84 80 73 79 80 82

Client was lying down 95 85 80 73 79 81 83

Labia were inspected 89 81 77 73 73 79 80
All elements of examination? 1 2 5 0 0 0 2
Female client had a pelvic examination 91 95 89 95 95 90 92

Number of observed female clients having
any physical examination (weighted) 78 72 99 52 15 76 392

" These clients may have had only an external examination or may have also had a pelvic examination.
2 visual and auditory privacy assured, provider washed hands with soap prior to examination, provider wore clean latex
gloves, genitals were fully exposed, the client was lying down, and labia were inspected.

Table A-7.13 Observed pelvic examination for female sexually transmitted infections clients
Among observed clients assessed for sexually transmitted infections (STIs) who had a pelvic examination,
percentage for whom the indicated items were components of the examination, by type of facility, Egypt SPA 2002
Percentage by type of facility
GS MCH/urban  Rural Mobile Health NGO Total
Observed items hospital HU HU unit office facility percentage
Provider treatment of client
Visual privacy assured 87 84 90 98 89 96 90
Auditory privacy assured 85 77 87 95 89 95 87
Explained procedure before starting 6 5 0 2 5 5 3
Asked client to relax 26 23 41 30 39 25 30
Infection control procedures
Provider washed hands with soap prior
to examination 3 5 6 4 0 0 3
Provider wore clean gloves 68 74 69 69 83 69 70
Used sterilized or HLD instruments 81 94 91 81 100 73 85
Prepared all instruments before
starting 83 90 87 82 100 84 86
Used items placed in decontaminating
solutions 76 90 83 81 89 58 78
Provider washed hands after removing
gloves 16 13 22 9 28 18 17
Contaminated surfaces wiped with
disinfectant 13 8 3 7 5 15 9
Procedures utilized
Used speculum 93 94 91 89 100 90 92
Explain speculum procedure 0 2 0 2 0 2 1
Inspected cervix 78 92 74 59 84 85 78
Performed bimanual examination 49 25 52 34 22 59 44
Conducted all elements of examination® 0 1 0 0 0 1 0
Number of observed clients receiving
pelvic examinations (weighted) 71 68 89 50 14 69 360
T Used speculum, explained the speculum procedure, used sterilized or HLD instruments, prepared all instruments
before starting, inspected the cervix, and performed a bimanual examination.
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Table A-7.14 Observed testing and counseling content of observation of clients assessed for sexually transmitted infections

Among clients whose consultation for sexually transmitted infection (STI) was observed, percentage for whom the indicated
items were components of counseling, by type of facility, Egypt SPA 2002

Percentage by type of facility

GS MCH/urban Rural Mobile Health NGO Total

Observed items hospital HU HU unit office facility percentage
Components of counseling

Any mention of client diagnosis 84 90 83 95 95 90 87

Any mention of relationship between

the infection and sexual activity 13 19 14 17 37 24 18

Client received prescription or

medication 98 94 100 98 95 99 98

Client received prescription or

medication for sexual partner 11 13 5 18 0 20 12

Client instructed about medications 51 59 64 57 37 67 59

Husband referral encouraged 4 6 0 0 5 9 4

Follow-up appointment discussed 37 54 63 46 42 70 55

Components of health education
Discuss condoms for prevention 0 3 2 0 6 6 2
Instruct how to use condom 0 3 2 2 6 3 2
Offer condoms 2 6 4 0 6 2 3
Any discussion of condoms or

HIV/AIDS 2 7 4 2 6 9 5
Visual aids used 1 0 0 0 5 0 0
Wrote on client health card 26 33 29 19 63 27 29
Number of observed STI consultations
(weighted) 90 85 120 56 15 78 444
Table A-7.15 Information from client exit interviews: Reported knowledge and experience related to
condom use
Among clients whose consultation for a sexually transmitted infection (STI) was observed® and who were
interviewed, percentage receiving services for STIs, percentage who reported they had used a condom
before, percentage who agreed, when asked, that specific items were contributing factors for why people
do not use condoms, and among clients who reported a specific item as a problem with using condoms,
percentage who reported discussing the issue with a provider, Egypt SPA 2002
Percentage
Item of clients
Client and husband have used condom before 19
Client agrees indicated item may be a major contributing factor to
lack of use of condoms
Embarrassing to purchase 20
Problem with disposal 11
Embarrassing to discuss with husband 18
Reduces own sexual satisfaction 11
Reduces husband's sexual satisfaction 19
Client identified any of the above items as contributing to lack of use of
condoms 38
Health workers talked about condoms today 6
Client received condoms today 4
Number of interviewed STI clients 441
Among clients who reported any items as contributing to lack of use of
condoms, percentage who discussed the issue with provider 7
Number of interviewed STI clients who identified an item as contributing to
lack of use of condoms (weighted) 166
" All were female clients.
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Table A-7.16 Client feedback on services
Among clients whose consultation for a sexually transmitted infection (STI) was observed and who were interviewed,
percentage who said that they considered specific items as big problems for them the day of the visit, by type of facility, Egypt
SPA 2002
Percentage by type of facility
GS MCH/ Rural Mobile Health NGO Total
Item hospital urban HU HU unit office facility percentage
Behavior/attitude of provider not good 2 4 2 0 0 1 2
Inability to discuss concerns with provider 5 3 7 2 0 0 4
Insufficient explanation about problem 4 4 4 0 0 1 3
Poor quality of examination and treatment 4 6 4 0 6 0 3
Waiting time to see provider too long 14 7 13 3 0 7 9
Lack of availability of medicines or
supplies 17 17 12 13 11 6 13
Opening hours of facility inconvenient 4 6 2 3 0 1 3
Lack of cleanliness of facility 0 3 2 0 0 0 1
Lack of visual privacy 0 1 4 2 0 1 2
Lack of auditory privacy 0 0 2 2 0 1 1
Cost is too high 1 1 0 0 0 0 0
Time too long between start and
completion of consultation 1 1 5 0 0 2 2
Waiting time for laboratory results too long 0 0 1 0
Number of interviewed STI clients
(weighted) 89 83 120 56 15 77 441
Table A-7.17 Reasons clients observed for sexually transmitted infections chose this facility for services
Among clients whose consultation for a sexually transmitted infection (STI) was observed and who were interviewed,
percentage who agreed that specific items influenced their decision to choose the facility, by type of facility and region, Egypt
SPA 2002
Percentage of STI clients agreeing item was a factor in choosing facility Number of
Efficiency  Availability  Availability Clients interviewed
Background Female of the of all of the are well-  Facility is Good STI clients
characteristics physician  physician  specialties service treated nearby reputation (weighted)
Type of facility
GS hospital 10 40 6 19 15 42 26 89
MCH/urban HU 25 23 6 23 28 41 14 83
Rural HU 24 32 0 9 35 54 14 120
Mobile unit 44 8 0 22 24 43 30 56
Health office 21 53 0 26 31 53 21 15
NGO facility 44 38 0 9 32 40 36 77
Region
Urban
Governorates 38 29 4 20 20 48 20 106
Lower Egypt 29 40 1 15 26 46 28 159
Upper Egypt 19 24 2 15 33 43 19 175
Total 27 31 2 16 27 45 22 441
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Table A-7.18 Personal characteristics of STI clients by employment status
Among clients whose consultation for a sexually transmitted infection (STI) was observed and who were interviewed, percent
distribution by employment status, and among employed STI clients, percent distribution by type of work and type of compensation,
according to type of facility and region, Egypt SPA 2002
Among all STI clients, Number of Among employed clients, percentage who: Number of STI
percentage who are: interviewed Work for: Receive: clients who are
Background Not STl clients Family Someone Salary in Salary in employed
characteristics Employed employed (weighted) member else Self cash kind No salary  (weighted)
Type of facility
GS hospital 19 81 89 5 64 31 86 5 10 17
MCH/urban HU 11 89 83 10 71 20 80 0 20 9
Rural HU 10 90 120 0 40 60 100 0 0 12
Mobile unit 3 97 56 0 50 50 50 0 50 2
Health office 16 84 15 0 67 33 100 0 0 2
NGO facility 16 84 77 0 93 7 100 0 0 12
Region
Urban
Governorates 11 89 106 0 75 25 100 0 0 11
Lower Egypt 22 78 159 2 60 38 90 0 10 36
Upper Egypt 5 95 175 10 81 10 81 10 10 8
Total 13 87 441 3 66 31 91 1 8 55
Table A-7.19 Education status and literacy status of STI clients by education
Among clients whose consultation for a sexually transmitted infection (STI) was observed and who were interviewed, percent distribution
by education status, and among STI clients with primary or no education, percent distribution by literacy status, according to type of facility
and region, Egypt SPA 2002
. . . . . . Number of STI
Among interviewed STI clients, Number of Percentage of interviewed STI clients  jients with
percentage with: interviewed __With primary or no education who: primary or no
Background No Secondary STl clients Cannotread Canread, Can read education
characteristics education  Primary Preparatory or higher (weighted)  or write  cannot write and write (weighted)
Type of facility
GS hospital 52 13 6 29 89 76 3 21 58
MCH/urban HU 44 6 13 37 83 70 0 30 41
Rural HU/Other 58 9 4 29 120 84 0 16 80
Mobile unit 57 9 16 17 56 76 0 24 37
Health office 32 11 5 52 15 25 0 75 6
NGO facility 34 3 11 51 77 64 6 30 29
Region
Urban Governorates 37 8 18 37 106 63 2 35 48
Lower Egypt 50 5 5 41 159 82 0 18 87
Upper Egypt 55 12 8 25 175 75 2 23 117
Total 49 8 9 34 441 75 1 24 252
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Table A-7.20 Numbers of facilities reporting HIV/AIDS service activities

Numbers of facilities reporting that they provide the indicated service related to HIV/AIDS, by type of
facility and region, Egypt SPA 2002

Number of facilities with HIV
testing capacity (unweighted)

Number of facilities reporting they provide
the indicated service (unweighted)

Any Treatment or Facility
HIV/AIDS medical follow-up reports Facility reports

Background related Counseling of HIV-infected counseling not providing
characteristics services _and testing clients and testing" VCT
Type of facility

GS hospital 8 3 1 3 14

Fever hospital 11 5 5 3 2

MCH/urban HU 2 2 1 1 0

Ru