[image: image2.wmf]0

10

20

30

40

50

60

70

80

90

100

Complementery

feeding(child H.)

Breast feeding (

child H.)

CDD ( child H.)

Women's health

First aid

Chronic disease

Rational drug

use


[image: image3.jpg]GENERAL
CONSULTING & TRAINING








Emergency Assistance to Sustain Health Care Services in Jenin, Tubas and Hebron Areas 

Implemented by

CARE West Bank Gaza 

Funded by 

European Commission Humanitarian Aid Department (ECHO)

Report on Final Evaluation

August 2006

Ali N.Shaar, MD. MSc.

Ismael Zyadeh,
Tahani Madhoun,
Ayman Sawalha,
Rafif Malhas,
Taher Masri
3Acknowledgement


51. Executive summary


82. Background



123. Methodology



214. Findings            
…


214.1. Relevance




254.1.1. Outcomes compared against project plans




264.1.2. Management and Partnership:



274.2. Sustainability:



304.3. Evaluation of operation against stated results




304.3.1. Result 1- Increased access of communities affected by closures to 


          quality and affordable primary health services





304.3.1.1. Relevance





334.3.1.2. Efficiency:





344.3.1.3. Quality:





364.3.1.4. Challenges:




384.3.2. Result 2- Improved knowledge of medical staff of MoH, PMRS, 
                                 HWC in Jenin, Tubas and Hebron districts





394.3.2.1. Relevance





414.3.2.2. Quality




444.3.3 Result 3- Increased availability of pharmaceuticals, medical
                               disposables, basic equipment and laboratory materials in 71 mobile 
                               and stationed clinics




444.3.3.1. Relevance




454.3.3.2. Quality:



464.3.4.
Result 4- Improved health awareness among target communities



504.3.5.
Result 5- improved rational drug use practices in selected MoH 
                       and NGO clinics


535. Conclusions



546. Recommendations


557. Annexes






Acknowledgement
General Consulting & Training represented by the general director would like to extend its thanks and appreciation to its colleagues in CARE International for involving it in the evaluation of this high quality Project.

General would like to appreciate the work that has been done under this Project and would extend its thanks to the donating agency, the European Commission Humanitarian Aid Department (ECHO) for the substantial support to the Palestinian people and healthcare system.

Many thanks are extended to those, who worked hard to satisfy the need of their communities and made their best of efforts to reach the communities living under extremely difficult conditions of isolation and poverty.

The research team would extend its thanks to the management of the Project for cooperation and extended time they were eager to offer during the planning and data collection work. Their cooperation, openness and sincere intentions to improve their performance allowed for extensive review of the project activities and supported the open dialogue for developing appropriate conclusions.

The research team would like to also thank CARE International field representatives for readily support and intensive coordination that resulted in the accomplishment of the field work on time in difficult environments and working conditions.

Many thanks go as well to the acting security officer in CARE International, who helped in overcoming the security obstacles associated with the field work during the data collection period. This assistance and support were vital in reaching the communities and conduct the work on time without delays or quality challenges.

 List of abbreviations

	ARI
	Acute Respiratory Infections

	CDD
	Care of Diarrheal Diseases

	ECHO
	European Commission Humanitarian Aid Department

	FGD
	Focus Group Discussion

	HWC
	Health Work Committees

	ICPH
	Institute of Community and Public Health/Birzeit University

	MOH
	Ministry of Health

	NGO
	Non Governmental Organization

	ORS   
	Oral rehydration solution  

	PMRS
	Palestinian Medical Relief Society

	RDU
	Rational Drug Use

	SCH
	School of Community Health 


1. Executive summary

The Emergency Assistance to Sustain Health Care Services in Jenin, Tubas and Hebron areas operation was implemented by CARE West Bank Gaza (CARE WBG) in partnership with the Ministry of Health (MoH), Palestinian Medical Relief Society (PMRS), Health Work Committees (HWC) and the Institute of Community and Public Health at Birzeit University (ICPH).  The project started September 1, 2005 and lasted up to 12 months, until August 31, 2006. This emergency operation was funded by the European Commission Humanitarian Aid Department (ECHO). 

The overall goal of this emergency project was to contribute to the improvement of wellbeing of Palestinians in vulnerable communities in Jenin, Tubas and Hebron Districts and to mitigate to effect of closures, increased poverty and deteriorated access to healthcare.
The current evaluation study utilized a combination of quantitative and qualitative methods and followed a participatory approach in the development of study design, setting sampling criteria and implementing the field work. Quantitative methods used data from the household survey conducted by CARE WBG at the beginning of the Project and repeated in the period close to the Project end date.  Through analyzing data from the household survey, the research team focused on exploring the ability of the health education component to achieve an improvement on the knowledge of beneficiaries in key health topics. 
Within the qualitative component of the evaluation research, the study team utilized a variety of qualitative research methods and tools to explore the following domains of interest:
1- Impact

2- Sustainability

3- Outcomes

4- Relevance

5- Quality

6- Success/failures and lessons learned

For time limitations in conducting the evaluation and to enable smooth field work, especially given the movement restrictions, the research team was located in the Project areas and hence minimized need to travel. CARE International provided significant coordination and logistic support to field workers including assistance in transportation to remote areas. In Hebron, where Project locations were difficult to reach, this was a vital assistance that enabled accomplishment of the data collection on time according to set plans.

The Project formed an opportunity and a clear example of emergency response programs that were able to reach extremely marginalized communities with basic humanitarian services and also supported the developmental agenda in improving health and healthcare system in the country. Dr. Asad Ramlawi/ Director General for Primary Healthcare at the Ministry of Health and a member of the steering committee elaborated on the Project as follows:

"The Project is highly relevant and needed because it supported health care provision to some of the poorest communities in a difficult time. It also provided a good frame for working with NGOs through the hosting agreement, which organized the relations between partners"
The Project formed an appropriate programmatic translation of ECHO strategy in supporting marginalized geographic locations served by diverse healthcare providers in a coordinated manner. Sustainability of services formed another area of success as the mobile services provided by the project will be sustained through resources from partners and/or benefiting communities. 

The operation of mobile health services in target communities was highly relevant and successful in reaching marginalized communities with a basic package of services in a systematic way. 

While the topics addressed in the training were perceived as highly relevant to the Project and project locations, there were other topics recommended for future training programs such as mental health, adolescent and elderly health. All respondents in the field and centrally highlighted the importance of Rational Drug Use as an area for further and more in-depth training. 
In general, partners were satisfied with the kinds and quantities of medications and supplies provided through the project. Within its bidding procedures, CARE International has installed a quality control practice that consisted of a routine laboratory examination to medication batches purchased locally or internationally. This was a best practice observed through the evaluation research.
Health education component formed a significant success in terms of content, messages and delivery. Although the opportunity to offer structured health education program was hindered by high demand on medical services in the project areas, the teams were able to implement a variety of health education activities. Investment in health education has resulted in significant improvement of peoples’ awareness about key health issues.

The assessment of drug management practices conducted by ICPH in addition to training following the assessment formed a momentum for improving the healthcare providers' prescription practices. This momentum should be maintained and enhanced to demonstrate impact on reducing unjustified waste on medications at different levels within the system.

In order to achieve deeper impact on the lives of marginalized communities, improve their access to healthcare and enable sustain the services provision, another year of Project operation seems critical. This time will allow partners and communities to allocate needed resources for sustainability.

The model of emergency response implemented throughout this Project should be replicated. Advocacy work should aim at the generalization of this intervention and the use of this experience as a prototype for emergency response project in other areas of Palestine.

Field management and operation model of the Project needs to be reassessed to enhance communication among partners, and to avoid potential misunderstanding and miscommunications hindering the healthy flow of information and satisfaction of partners.
2. Background
Since the outbreak of the second Intifada in September 2000, Israel implemented a policy of closure on and within the Palestinian territories. Long lasting closures, curfews and military incursions to Palestinian cities, villages and refugee camps resulted in almost complete paralysis of the social, economic and institutional functions. As a result, and according to the World Bank report, GDP declined by 35% and about half of the population ended living under the poverty line of 2.1 USD per capita per day.

Coping strategies for the poorest segment of the population are being stretched thin with 94% of the population already in 2001 cutting consumption, and in 2004, 40% of the population in Gaza was dependent on food aid for meeting the basic needs for survival.

Not Only did the continuing closures and the construction of the separation wall dramatically affect access to work, but also severely hindered access to basic services such as healthcare and education. Increased levels of poverty and declined access to healthcare services was associated with the decline in health status indicators and rising of health problems such as malnutrition, anemia among critical community groups such as women and children. Data about the prevalence of malnutrition among children showed a three fold increase comparing with the per-Intifada period and anemia among pregnant women reached 49% in a nutrition study conducted by BirZeit University in 2002. 
During the period of severe closures and military operations in 2002, access to basic services declined.  About 30% decline in access to antenatal care was reported, with prevalence of home deliveries increased from about 5% prior to Intifada to 30% during 2002 A large number of deaths were reported as a result of restricted access to hospitals, the majority of these deaths were infants, women and chronically ill people.
Donor financed emergency assistance has played an important role in sustaining social services including healthcare delivery to the poorest communities. Through supporting the main healthcare providers in the country, the donor-funded programs were able to maintain the operations of the Ministry of Health and other NGOs which formed a reasonable safety net for the Palestinians in this regard.

In spite of the relatively intensive expansion of services network developed to support communities isolated by closures and affected by high rates of poverty, some communities remained neglected and fall behind because of their extreme geographic positioning. 

CARE International conducted a needs assessment in remote villages in the Jenin and Hebron governorates to define healthcare needs of these marginalized communities. The findings of the assessment revealed extreme need for basic health services and severe impact of closures on access to care due to physical and economic barriers.   

With funds made available by the European Commission Humanitarian Aid Department (ECHO), CARE International and partners have implemented a Project that aimed at reaching marginalized communities with basic health services that would support their livelihood and improve their health and living conditions.

This Project falls within the emergency assistance to the Palestinian healthcare system, and seeks to enable this system to provide basic services in a sustained manner, which forms a developmental perspective to this emergency assistance program.

The Emergency Assistance to Sustain Health Care Services in Jenin, Tubas and Hebron areas operation was implemented by CARE International in the West Bank and Gaza (CARE WBG), in partnership with the Ministry of Health (MoH), Palestine Medical Relief Society (PMRS), Health Work Committees (HWC), and the Institute of Community and Public Health/Birzeit University (ICPH).  It started September 1, 2005 and lasted for 12 months, until August 31, 2006. This emergency operation was funded by the European Commission Humanitarian Aid Department (ECHO). 

The overall goal of this emergency project was to contribute to the improvement of wellbeing of Palestinians in vulnerable communities in Jenin, Tubas and Hebron Districts.

The specific objective was to provide basic health services to vulnerable communities in Jenin, Tubas, and Hebron districts through increased coverage of primary health care services and trained health staff.

Beneficiaries included the local residents of 71 Palestinian communities located in the Tubas, Jenin and Hebron Districts.  The Project operated through 60 village health rooms, and 11 station clinics in Jenin, Tubas and Hebron.  Please refer to Table 1 for details of the Project localities.  
Project locations
Table 1: Jenin and Tubas

	Aba
	Seilet Harethieh
	Zbouba
	Seer

	Al-Bathan
	Megheir
	Misleyeh
	Total (35)

	Aqrabanieh
	Taanek
	Tubas
	Merka

	Attara
	Bardala
	Salhab
	Toura Gharbieh

	Ein El-Beida
	Al-Rama
	Deir Ghazaleh
	Attouf

	Jenin City
	Ras Al-Faraa
	Al-Fundakoumieh
	Maithaloun

	Kufr Qud
	Um-Dar
	Kardala
	Al- Hashimiyeh

	Ras Al-Ahmar
	Al-Taiba
	Al-Khuljan
	Al-Maleh

	Rummaneh
	Kashda
	Al- Araqa
	Zabda


Table 2: Hebron

	Al-Burj
	Ithna
	Qoufan Khumeis
	Korza

	Al-Karmel
	Boweb and Deerat
	Hatta
	Al-Sereh

	Al-Majd (H2)
	Safa
	Al-Baqa`a (H2)
	Khalet Al-Mai lasfa

	Hebron City
	Karma
	Qilqis
	South Yatta

	Jala
	Tel Armeideh (H2)
	Al-Symia
	Wadi Al-Neel

	Khalet Al-dar
	Kouzeeba
	Halhoul
	Masafer Bani Neim

	Shuikh Al-Aroub
	Beit Emra
	Al-Freijat
	Khirbet Zakarya

	South Hebron city
	Altwaneh
	Al-Kum
	Old city Hebron

	Total (36)
	
	
	

	Wad Al-Reem
	Sair
	Rafat
	Imneizel


In addition, the Ministry of Health directorates in Jenin and Hebron as well as the Palestine Medical Relief Society and the Health Work Committees benefited from the project in terms of training and capacity building.  Furthermore, 60 village health rooms and 11 stationed clinics benefited from the Project through supply with pharmaceuticals and disposables, rehabilitation and refurbishment, and the provision of basic medical equipment.    

Project Activities

A complex of activities was implemented within this Project in order to achieve the stated goal. The following list of activities formed the basic pool of activities implemented under this Project:

· Mobile teams to visit identified localities twice every week

· Procurement and distribution of small medical equipment, laboratory materials, pharmaceuticals and disposables provided to support the operation of mobile teams, but also to support the operation of target stationed clinics.
· Rehabilitation and refurbishment of 60 village health rooms in target districts.  
· Selection and training of 150 medical staff

· Health education activities and campaigns accompanying the mobile health services
· A baseline assessment of MoH rational drug use practices and needs.
· Promotion of rational drug use practices in MoH and NGO clinics through training and workshops based on the findings of baseline assessment
Project evaluation:

General consulting and training was commissioned for conducting an external evaluation of the Project. The evaluation study was designed to explore relevance, outcomes, efficiency and lessons learned from the implementation of emergency assistance project in target communities with special emphasis on the following three levels:

1- Impact: within this domain, focus was on the ability of the Project to improve the health outcomes, practices and access to quality healthcare in remote, isolated Palestinian communities. In addition, the evaluation tried to explore the issue of sustainability in terms of the ability of partners to continue serving target communities after the project end date.
2- Outcomes: within this domain the evaluation reviewed the ability of the project implementation to achieve objectives stated in the proposal in terms of quantity and quality. This domain was focused also on activities such as delivery of assets, training and provision of material resources as inputs to the system of care.
3- Processes: within this domain, the evaluation looked at relevance of the Project and its activities, the context and environment, efficiency, and quality of services delivery with a special emphasis on management, communication and partnership between CARE and its partners.

3. Methodology

The evaluation study utilized a combination of quantitative and qualitative methods and followed a participatory approach in the development of study design, setting selection criteria and implementing the field work. Upon acceptance of the study proposal, the research team together with CARE project staff conducted a one-day workshop that aimed at developing the general frame of the study, familiarize CARE staff with the design and approaches to be followed and agree with them on specific plans for field data collection.   
The quantitative part of the study was specific to the health education component as it used data from the household survey conducted by CARE WBG twice during the project life.  Through analyzing data from the household survey, the research team focused on describing the changes on knowledge of beneficiaries in key health topics occurring as a result of implementing the health education component. 

Within the qualitative component of the evaluation research, the team utilized a variety of qualitative research methods and tools to explore the following domains of interest:

· Impact

· Sustainability

· Outcomes

· Relevance

· Quality

· Success/failures and lessons learned

In order to gain a thorough understanding about the project implementation, the research team collected qualitative data from various sources and tried to reach as many stakeholders and possible to validate findings and widen the perspective of this evaluation. Generally, the following were the main sources of data within the qualitative part of the study:
1- Project documents: the research team studied the project proposal, progress reports in addition to reports prepared by partners such as the report on training and the report on baseline assessment conducted by Bir Zeit University. The team also reviewed different activity reports submitted by partners on regular basis, compared data on pharmaceuticals and equipment.

2- The Project implementing staff: this included CARE staff in their capacity and responsibility for the overall management of the project and partners at the senior management and operation levels. 
3- Beneficiaries: direct beneficiaries were defined as those using the project mobile healthcare facilities including mothers, fathers and elderly people. On the other hand, health workers participating in the training were considered as direct beneficiaries and were included as a special group of informants. Indirect beneficiaries such as community representatives and leaders formed a special source of qualitative information and were therefore included and targeted within this part of the study.

Table 3 illustrates the frame of qualitative research component.
Table 3: Framework for qualitative research

	Data sources
	Domains
	Data collection method

	
	Impact
	Sustainability
	Outcomes
	Relevance & Efficiency
	Quality & Performance
	Success
[ailures
	Lessons learned
	

	CARE and partner senior and operation staff
	What health impact was noticed in target communities as a result of specific activities?

What health problems were solved and how?

What improvement in healthcare delivery was achieved through the project?
	What project elements/ activities will be sustained and how?

Will the MoH and/or partners sustain services? Which? How?

Did the community/ will the community play a role in sustaining services? How?
	Did the project achieve stated goals?/ what and how? 

What objectives were not achieved and why?


	Was there a need for such a project in target locations? Why?

Was there a specific need that was addressed through the project? What? How was this need addressed?
	How was the quality assured in delivering the services? Any measurements of quality?

What was the quality of management at different levels?

How was the relation with partners managed?

How effective was the management structure and partnership? Examples?
	Why was this project a success story in supporting healthcare in marginalized areas? Examples?

Success stories: people saved., women empowered, improved health status… 

Opportunities for future improvement of health in target locations…
	What if any form the project elements can be replicated, generalized, eliminated??

What recommendations for future programs could come from this experience?
	Focus group discussions

Key informant interviews

	Direct and indirect beneficiaries
	Was there any improvement on living conditions/ health due to the project? What? How?
	What services? How people would get services after the project ends?

What communities could do to sustain services??
	How did people benefit from the project? What did they get from it?
	Was this project addressing felt/perceived needs? What? 

Was this project implemented in a culturally sensitive manner?
	What was good about the project? Why?
	
	How could such projects be better? Which things to maintain, leave-out, improve?
	Review project documents

Focus group discussions

	Community and services representatives
	Was there any improvement on living conditions/ health due to the project? What? How?
	What services? How people would get services after the project ends?

What communities could do have done to sustain services??
	How did people benefit from the project? What did they get from it?
	Was this project addressing felt/perceived needs? What? 

Was this project implemented in a culturally sensitive manner?
	What was good about the project? Why?
	
	How could such projects be better? Which things to maintain, leave-out, improve?
	Key informant interviews

	Training beneficiaries
	What skills, information have been useful? How?

How did you use new skills? Examples 
	Was the training, skills adopted as part of the routine work? Which and how?

Have beneficiaries disseminate learning to other colleagues?
	Quantity, number of people trained and training hours per topic…
	Was the training relevant? What topics were or were not relevant to your practice? Why

What could have been the topics of highest relevance?
	Was the training of high quality? Why? 

What was the best thing about this training? Why?
	What worked and what did not work in the training? Why 
	What could be maintained, left out, improved in terms of training topics or way of delivery?
	Focus group discussions with staff benefiting from training 

Review of training reports

	Project documents
	
	
	
	
	
	
	
	Review of documents


Locations:
The list of Project locations was used as the basis for developing the sample for conducting this evaluation study. Within the planning workshop at the start of the study and through a participatory process, the research team and CARE staff developed the criteria for inclusion into the study sample. Accordingly, a sample was developed including those locations to be visited for data collection.

Criteria for selection of locations:
The research team together with CARE International staff identified and agreed on the following criteria for selecting locations for inclusion in the sample for data collection work in the field:

1- Representation of geographic distribution of locations in the north and south West Bank districts
2- Representation of all implementing partners (Ministry of Health, Palestinian Medical Relief Society and Health Work Committees)

3- Representation of a mix of a station clinic with its surrounding peripheral small clinics

As a result of the selection process based on these criteria, the following locations were included in the sample:

Table 4: Locations included in the sample for evaluation research

	Location
	Region
	Type of facility
	Partner

	Tubas
	Tubas
	Station clinic
	HWC

	Bardala
	Tubas
	Peripheral clinic
	HWC

	Maithaloun
	Jenin
	Station clinic
	PMRS

	Myslieh
	Jenin
	Peripheral clinic
	PMRS

	Fundoqoumyeh
	Jenin
	Peripheral clinic
	PMRS

	Jenin central
	Jenin
	Station clinic
	MOH

	Moghier
	Jenin
	Peripheral clinic
	MOH

	Halhoul
	Hebron
	Station clinic
	HWC

	Sair
	Hebron
	Peripheral clinic
	HWC

	Khirbet Zakarya
	Hebron
	Peripheral clinic
	HWC

	Tal Rmeideh
	Hebron
	Peripheral clinic
	PMRS

	Al-Burj
	Hebron
	Peripheral clinic
	PMRS

	Carantina
	Hebron
	Station clinic
	MOH

	Al-Deera
	Hebron 
	Peripheral clinic
	MOH

	Al-Twaneh
	Hebron
	Peripheral clinic
	MOH


Plan for data collection:
Upon identification of target locations for data collection, a plan was developed to guide the process of data collection, and to inform field evaluators about the tools to be used in each location.  The plan included information about contact people in the selected locations and focal people within CARE International to facilitate communication with partners, provide on-site support ensure security and travel.

Table 5: Field data collection plan
	Location
	Tools
	Partner contact person
	Research team member
	CARE FR

 in contact

	Tubas
	4,5,6,(3)
	Dr. Nassir Daraghmeh
	Ismael
	Jamal

	Bardala
	1,2,4,5
	Dr. Nassir Daraghmeh
	Ismael
	Jamal

	Maithaloun
	4,5,6
	Dr. Jamil hamad
	Ismael
	Jamal

	Myslieh
	1,4,5,7
	Dr. Jamil Hamad
	Ismael
	Jamal

	Fundoqoumieh
	1,4,5,7
	Mohamed Abul-Heija
	Ismael
	Jamal

	Jenin central
	4,5,6
	Dr. Mohamed Tafakji
	Ismael
	Jamal

	Moghier
	1,4,5,7
	Dr. Mohamed Tafakji
	Ismael
	Jamal

	Halhoul
	4,5,6, (3)
	Dr. Raed Hamadeh
	Tahani
	Anis

	Sair
	1,4,5,7
	Dr. Raed Hamadeh
	Ayman
	Anis

	Khirbet Zakarya
	1,2,4,5,7
	Dr. Raed Hamadeh
	Tahani
	Anis

	Tal Rmeideh
	1,4,5,7
	Dr. Othman Abu Sabha
	Ayman
	Anis

	Al-Burj
	1,4,5,7
	Dr. Othman Abu Sabha
	Ayman
	Anis

	Carantina
	4,5,6, (3)
	Dr. Nabil Sayid
	Tahani
	Anis

	Al-Deera
	1,4,5,7
	Dr. Nabil Sayid
	Ayman
	Anis

	Al-Twaneh
	1,4,5,7
	Dr. Nabil Sayid
	Tahani
	Anis


Tools for qualitative data collection were identified to allow the exploration of wide range of perspectives about the Project implementation. To cover the specific nature of different informants and ensure proper and consistent data collection, the following tools were used by the team as indicated in the table (5):
1- Focus Group Discussion with mothers

2- Focus Group Discussion with fathers

3- Focus Group Discussion with the team undergoing training 

4- Interview with key informants from the partners

5- Interview with key informants from the community

6- Observational data collection

7- Collection of case studies

Thanks to participatory planning process adopted prior to the start of the field work, proper coordination and logistic support offered to field data collectors and the readily assistance provided by CARE International field representatives, it was possible to conduct all planned data collection activities and field visits according to set plans. There was no delay or remarkable obstacles faced during the data collection period. 

A total of 15 Focus Group Discussions were conducted: 6 were conducted in the north and 9 in the south West Bank locations. In addition to focus group discussions, a large number of individual interviews were conducted, targeting Project partners at the central and operational levels.  Interviews were also conducted with key community stakeholders to enable gathering first hand information from the community through their representatives.

Central Level Data Collection:
Central level data collection consisting of reviewing the project documents in addition to conducting meetings with key central-level stakeholders. Interviews with central level officials were conducted by the research team leader, who conducted some of the field visits as well for verification purposes. The team leader visited Jenin and Tubas districts and met with MOH, PMRS and community representatives. 
For verification, explanation and further elaboration on data and finding, the team leader conducted repeated meetings with CARE International representatives, and some representatives from partner organizations when perceived necessary.

Table 6: Interviews with central level representatives
	Interviewee
	Position
	Location
	Partner

	Dr. Asad Ramlawi
	Director General – Primay Health Care Directorate
	Ramallah
	MOH

	Dr. Mohamed Skafi
	PMRS Project Manager
	Ramallah
	PMRS

	Dr. Kamal Zeineh
	HWC General Director 
	Ramallah
	HWC

	Ayman Shuaibi
	CARE International- Project Manager
	Ramallah
	CARE International

	Dr. Abdullah Abu Sharara
	Director, Community Health College
	Ramallah
	SCH

	Dr. Mohamed Tafakji
	Jenin PHC Director MOH
	Jenin
	MOH

	Mohamed Rami Mahmoud
	Deputy Mayor-Tinnek 
	Jenin
	Community representative

	Mohamed Abul-Heija
	PMRS Project Coordinator
	Jenin
	PMRS

	Omar Mansour
	PMRS Deputy Director-Jenin
	Jenin
	PMRS

	Aida A’yesh 
	Manager, Training program, Community Health College
	Ramallah
	SCH


Field Level Data Collection:
Three qualified research assistants were involved in the field data collection process.  According to a pre-set plan, they conducted the following data collection activities:

Hebron: Two research assistants participated in the field data collection. In addition to nine focus group discussions with beneficiaries and mobile teams, the research assistants conducted a number of individual interviews as described in table (6) below. Thanks to significant logistical support and coordination offered by CARE field representative, the team was able to accomplish the field work on time in spite of the difficult environmental conditions and expansion of geographic area they needed to cover within a tight time frame.
Table 7: Interviews with key stakeholders in the South
	Interviewee
	Position
	Location
	Partner

	Abdel Jalil Talahmah 
	Head of Village Council 
	Al-Burj
	Community representative

	Dr Khalil Mhania
	Head of Village Council  
	Al- Bweeb
	Community representative

	Dr. Abdul Qader Shaheen
	Deputy, General director, PHC
	Hebron 
	MOH

	Dr. Othman Abu Sabha 
	Regional Director 
	South
	PMRS

	Dr. Raed Hamada
	Director HWC
	South
	HWC

	Mahmoud Mihani  
	Head of Joint Services Council
	Al- Bweeb
	Community representative

	Mohammad Atallah  
	Head of Village Council 
	Khirbet Zakariya
	Community representative

	Saber Hreni 
	Project committee focal person
	Twana 
	MOH

	Sulaiman Harb


	Mayor 
	Sair 
	Community representative


Jenin: One research assistant was appointed to conduct the field data collection in the northern areas of the Project. Again, thanks to coordination and logistic support provided by CARE International field representative, the research assistant was able to finalize the field work on time. In Jenin, the research assistant conducted 6 focus group discussions with the beneficiaries and team, in addition to individual interviews with key stakeholders as shown in the table (8) below.
Table 8: Interviews with key stakeholders in the North

	Interviewee
	Position
	Location
	Partner

	Dr. Mohammed Tafakji
	Director General, Primary Healthcare 
	Jenin
	MOH

	Dr.Jamil Al-Hamad
	PMRS manager of Jenin Governorate
	Jenin
	PMRS

	Dr. Abed Al-Nasir Daraghmeh
	HWC manager in Tubas 
	Tubas
	HWC

	Mohammed Abul-Heyja
	Mobile clinic of Jenin Governorate
	Jenin
	PMRS

	Dr. Wadah Bani Odeh
	Maythalon clinic manager
	Maythalon
	PMRS

	Dr. Rae’d Hammoudeh
	Pediatrician
	Tubas
	HWC

	Farouq Abu Rob
	 Head of Village Council
	Meslya
	Community representative

	Assem Jarrar
	Head of Village Council
	Fundoquomieh
	Community representative

	Mahmoud Sawaftah
	Head of  Village Council 
	Kardala
	HWC

	Ghaleb Mahmoud Abu Moyes
	Head of Village Council
	Mugheir
	MOH


Management of field work and logistics:

To enable smooth field work, especially given the movement restrictions, the research team was allocated in the areas under study; hence minimizing the need to travel. CARE International provided full support in arranging the contacts with different level partner staff, and most importantly provided transportation for the data collection teams in the field. In Hebron in particular, where Project locations were difficult to reach otherwise, this was a vital assistance that enabled accomplishment of the data collection on time according to set plans.

4. Findings
4.1. Relevance

A.  Relevance to humanitarian situation in target communities and in the country:

The studied Project falls within the emergency response efforts addressing deteriorating access to basic health services in remote rural areas. Access to services declined during the last six years of political unrest due to closures and military activities in the West Bank and Gaza. Declined access to care also resulted from deteriorating economic situation in the country reflected in increased levels of unemployment and extremely high rates of poverty. 

Emergency response programs addressing access to healthcare faced remarkable challenges during the last years. A major challenge was coordination of response and the ability of emergency response programs to avoid duplication and programmatic overlap. Another challenge that faced emergency response programs was the ability of these programs to show long-term developmental value in terms of sustainability and consistency with strategic developmental goals of the health sector in Palestine. Furthermore, emergency response programs followed political agenda and in many instances provided unbalanced support to different healthcare providers resulting in clear bias towards supporting the non-governmental sector away from the governmental sector, which is the leading public healthcare institute providing healthcare services to almost 70% of the population.

Failure to properly address these challenges through emergency response programs in the past resulted in shortages of services in remote communities, severe disruption of services provided by the MOH and the increased burden of disease among the poorer communities and community groups.

The emergency response strategy developed by ECHO and its practical application through this Project, provided support  to basic health care services in marginalized and isolated communities in a coordinated and to the extent possible sustainable manner.

Areas of the Jordan Valley, rural communities in Jenin and south east Hebron were defined as the poverty pockets in Palestine according to poverty report published by the World Bank in 1998. Deteriorated political and socioeconomic conditions during the Intifada resulted in deeper impact on these communities as they were subjected to restricted movement, closures and proximity to the wall.

Selection of Project locations and finalization of list of target communities was based on criteria set for this purpose and consulted with partners within the steering committee. 
While all locations had in common long lasting high rates of poverty and lack of basic health services, these communities were as well subjected to increased burden through movement restrictions, unemployment and the wall surrounding many of target locations. According to the Project documents, areas selected for interventions belonged to three categories:

1- Locations affected by restricted movements due to checkpoints and recurrent closures: these locations fall within a highly restricted area with checkpoints and large distances from the closest urban setting. Examples are Atouf and Alamaleh in Jenin area, and Masafer Bani Neim and Twaneh in Hebron. 
2- Locations with shortages and insufficient healthcare resources: these locations are served by a village health room operated by a health worker with a General Practitioner (GP) visiting on biweekly basis. Examples are villages in the Jordan valley such as Bardala, Kardala, Ein Beida and Aqrabanieh in the eastern part of Jenin. 

3- Locations with close proximity to the Separation Wall: these locations were affected directly by the erection of Separation Wall within or at close proximity form the Wall. Examples are Aba, UmDar, Zabda in Jenin district and Wadi Reem, Mneizel, Om Lasfa in Hebron.

In general and after review of community profile of the Project locations it became clear that all targeted locations met more than one of the categories mentioned above and many of them met all the criteria. 

Assignment of Project locations to implementing partners was based on a participatory approach taking into consideration the partners’ capacity, geographic coverage of services and mutual agreement to complement each other’s work to avoid duplication and overlap of activities. 
Through this evaluative study and from reviewing the proposal, progress reports and other documents made available to the evaluation team, it became clear that this Project demonstrated a well-thought programmatic reflection of the ECHO strategy. The Project addressed extremely marginalized communities, and was able to build a participatory mechanism for identification of these communities based on policy and program dialogue with the main primary healthcare providers in the field. As reflected in the Project documents, reports and data from the field, the Project was successful in reaching some of the hardest hit communities and hence accumulated an extremely positive response about relevance, need and satisfaction of different stakeholders. 

Participants in the focus group discussion in the South of the West Bank elaborated:

"This mobile clinic made us feel our humanity. We could never get back to the life before this program because health means life. With this project we started to feel the difference, before, a child would remain sick for weeks and weeks before getting treatment. Now living conditions got better because of reduced cost of treatment and its availability"

توانة، خربة ذكريا، تل الرميدة، البويب فأم موسى من خربة ذكريا : " لقد جعلتنا هذه العيادة نشعر بآدميتنا فكيف لنا العودة من جديد إلى العهد البائس السابق، فالصحة تعني الحياة، و إقامة ها المشروع في منطقتنا أحيانا و بدأنا نلمس الفرق بين ما كنا عليه و بين الوضع الحالي، فكان الطفل قديما يمرض لاسابيع و أسابيع دو ن الحصول على العلاج أما الان فقد تحسنت الظروف المعيشية بسبب انخفاض تكاليف العلاج و الأدوية و الفحوصات التي أصبح بمقدور الناس دفعها و بالتالي متابعة أوضاعهم المرضية"
Due to highly perceived relevance, need and positive reputation of CARE International as a leading international organization working in health, CARE staff were able to initiate and lead a sensitive and a strategic political dialogue about the role of primary healthcare providers and the opportunity to formally engage in partnership to complement each other in providing healthcare for communities in need. This dialogue resulted in the creation of the pioneer form of agreement between the Ministry of Health and other NGOs for the aim to share responsibility for healthcare and complement programs within the project locations. The “Hosting Agreement” between the Ministry of Health and NGOs implementing the Project formed precedence and indeed a step forward towards the harmonization of healthcare provision in the country. The value of such an agreement goes beyond the current emergency and is expected to help for the development of coordinated services in the long term.  

Dr. Asad Ramlawi; Director General for Primary Healthcare at the Ministry of Health and a member of the steering committee elaborated on the Project as follows:
"The Project is highly relevant and needed because it supported care provision to some of the poorest communities in a difficult time. It also provided a good frame for working with NGOs through the hosting agreement, which organized the relations between partners"

B. Relevance to CARE International Humanitarian and Community Development Strategy

CARE WBG has developed a mission to:

"Engage with Palestinian communities in development processes that enable them to determine their future, realize their rights and live in peace and dignity"
Under this mission, CARE WBG has articulated the following strategies:


1- Meet the humanitarian needs of the most vulnerable Palestinian communities in times of emergency

2- Develop the livelihood capacities and social positions of the most vulnerable communities by working in an integrated and sustained way

3- Strengthen the processes and structures of governance in Palestinian organizations

4- Advocate for the development, humanitarian and governance priorities of vulnerable Palestinian communities on the basis of sound policy analysis and field experience
5- Extend our sphere of understanding and influence through stronger linkages with a wide range of development partners."

Through this Project, CARE WBG was highly successful in translating its mission and strategies into a working programmatic intervention. The Project was able to properly define and meet a basic humanitarian need in marginalized communities living under chronic emergency of poverty, political unrest and lack of health services. Through adopting a rights-based approach, CARE and partners have shown a remarkable commitment to reach extremely remote communities, where very few developmental organizations worked, with a basic right (right to access quality health services).  Through working in close partnership with Palestinian organizations and target communities, CARE demonstrated a practical example of supporting and strengthening local communities and community institutions and offered these communities an opportunity to contribute and participate in the design and operation of the Project. 
Partnership and work with target communities through their representatives was a marker in the operation that not only reflected the strategy of working with the communities, but also showed that communities had a significant role to play in supporting the operation with valuable resources as a cost share that enhanced the Project implementation and will increase the opportunities for its sustainability.    
C. Relevance of vulnerability assessment procedure 

As per proposal, criteria used for identification of benefiting communities included the following:
1- Availability of health services

2- Proximity of the community to the Wall and settlements

3- Low access to labor and economic opportunities

4- High percentage of the population is vulnerable

5- High dependence on Israeli labor market

6- Lack of access to nearby cities, towns and neighboring villages (due to road blocks)

7- Degree to which the sites are not being targeted by other implementing agencies (ECHO partners and other NGOs)

8- Field presence and experience of CARE in the community

This set of criteria enabled in-depth understanding of target locations, and largely helped in matching the intervention with the demographic and geographic distribution of healthcare needs. Even with the qualitative nature of these criteria, lack of clear definition of measurement for each criterion and in some cases the wide definition of vulnerability in given criteria, this approach seems correct and highly relevant in setting the frame and definition of vulnerability within and among communities. The fact that the communities targeted by the project belong to hardest hit and most marginalized testifies for the appropriateness of selection criteria used by the project.
4.1.1. Outcomes compared against project plans
Table 9: Outcomes of the project compared with plans
	Indicator
	Per proposal
	Corrected (according to report end July 2006)
	Actual (end June 2006)

	Beneficiaries from 60 mobile clinic team services
	99,889
	70,000
	62,052

	Beneficiaries from 11 stationed clinics 
	340,968
	260,000
	198,569

	Beneficiaries from training 
	150
	
	167

	Health localities rehabilitated
	60
	
	60

	Improved knowledge about key health issues among beneficiaries
	20%
	
	12%

	Improved knowledge about key medical issues among health staff
	20%
	
	More than 20%

	Patients referred to specialized services
	10%
	
	11%


Table (9) above, shows that CARE and partners were generally able to achieve and fulfill proposed objectives and targets. In some areas such as training and improvement of knowledge among beneficiaries, the project achievement exceeded the planned levels. Concerning the direct users of mobile services, the Project was able to reach the planned number of beneficiaries in spite of the two months preparation phase at the start of the Project, leaving the actual Project implementation time at 10 months only. This was possible to achieve through the compliance with the plans and specifically the high level of continuity and regularity of services provision throughout the Project and in all communities.
As reported by partners, beneficiaries and Project staff, the mobile services were offered exactly as planned twice a week to Project locations. Beneficiaries reported that because of regular visits of the mobile teams, availability of basic services within the mobile clinic, people no longer needed to travel for health services and the mobile teams were always loaded by people, who waited for the services to come.

The Project was able to provide basic refurbishment to 60 facilities as per plan. Although this component of the Project was not a large one, it was an important component to ensure a quality physical environment in which services are to be offered. In addition, improving infrastructure became an important asset to ensure continuity of services beyond the Project lifetime. 
Both the number of trainees and the level of improved knowledge among them were beyond plans. The Project was able to reach 167 trainees in 5 topics for a total period of 16 training days exceeding the planned number by 17 trainees. As described in the training report and through the pre-post test measurements, level of knowledge in general improved by more than the planed 20%. 

Although health education did not comprise a large component, overload of mobile clinics and high demand on medical services hindering the time allocated for health education activities, health education activities were able to achieve remarkable improvement in knowledge. Although the planned improvement of 20% was not achieved, it is important to mention that it is not clear how this level of 20% was suggested and what makes it a reliable standard to achieve within such a project. These are the theoretical discussions raised within health education programs and it remains a fact that the health education component succeeded in two areas:

1- The articulation of topics and health education activities in line with the real needs and priorities in target areas.

2- The development of tools for measuring changes in knowledge in the pre-intervention period and the repetition of this measurement after the intervention took place.

4.1.2. Management and Partnership:

Management of the Project was as such: the Project Manager is based in Ramallah, and following operation both at the central level within CARE, and with central level representatives of partnering organizations.

The Project Manager was a member of the steering committee that had an overall policy and coordination role to guide the project implementation, and to assist in formulating procedures and policies to support the implementation and ensure political level agreement on strategic issues.

The Project Manager directly supervised two field representatives (FRs) located in Jenin and Hebron areas respectively. The FRs had the responsibility to oversee the project implementation, collect data and coordinate with partners and target communities. 

Field representatives based in Jenin and Hebron are 100% CARE staff. Through continuous visits to the field, they were expected to monitor the progress of operation and coordinate with partners on unilateral bases about issues arising in the field. Field representatives had a critical role in ensuring formal communication of information within CARE and with partners in the field including reporting. 
Partner organizations assigned project coordinators to oversee the mobile clinic work and communicate with CARE field representatives about progress of operation.
Project coordinators were linked to respective organizations and therefore, the role of field representatives was not given a managerial or program authority although practitioners working in the mobile teams were contractually CARE employees under agreement with partners.


[image: image1]
The central level management with the formation of a steering committee proved to be an important communication and management style. Through at least three meetings during the lifetime of the project, the steering committee agreed on policy level issues such as the complementary nature of the project, locations to be covered by each partner, training and formal relations among implementing organizations. 
Representatives from partner organizations belonged to the highest level policy makers, which made it possible to agree on a number of strategic issues. The development and signing of the hosting agreement between the Ministry of Health and partner organizations formed a significant innovation and a clear step forward in terms of health policy in the country.  

The ability of partner organizations to operate mobile clinics in a high level of regularity and stability in defined locations ensured a reliable access to basic primary healthcare services, and improved already existing services to a significant degree. This effort was well designed at the steering committee level and then linked to the operational level with the same degree of organization. This enabled the provision of services to target communities in a manner to meet the urgent need for services and to avoid overlapping as well.
4.2. Sustainability:
Compliance with the overall ECHO strategy in supporting defined geographic locations with diverse healthcare providers and to linking this support with sustainability of services formed a clear area of success in this Project. Through the review of partners` interest and willingness to sustain services, combined with perceived benefit and community willingness to support the operation and its sustainability, it is possible to objectively conclude that almost 70% of Project services will be sustained through resources from partners and/or benefiting communities. 

The following examples on community contributions support both the active role and ownership demonstrated by communities and the realistic opportunity for sustaining these critical services within target locations:

· The Mayor of Idna contributed the value of his sons` wedding party to support the program, why do not we support such initiatives to support the continuation of the program after the project. We could ask the rich people from the city to contribute to this

· The local community is the moving force in khirbet Zakaria and Twaneh. They collected for building a clinic in Twaneh and constructed the clinic in spite of difficult conditions and the settlers` complain to the higher court against building the clinic

· In Myslieh, the village council paid for the rental of the clinic space and provided free of charge needed water supply and electricity

· In Tinnik, the village council provided the space, provided electricity and helped poor people to access services in coordination with the PMRS 

· رئيس بلدية اذنا الذي تبرع بقيمة غذاء عرس ابنه " فلماذا لا ندعم مثل هذه المبادرات ونشجعها من خلال تعزيز مبادئ التوعية لديهم كما أن هناك امكانية لجمع التبرعات من خلال السكان المحليين المقتدرين. 
· المجتمع المحلي هو الدينمو الحقيقي للعمل المجتمعي في خربة ذكريا وتوانه بأيديهم و من تبرعاتهم عملوا على انشاء العيادات في مناطقهم رغم كافة الظروف الصعبة التي تحيط بهم، فالمستوطنات تطالب بمحاكمة اهل خربة ذكريا لبنائهم للعيادة
· المجتمع المحلي في مسلية ساعد العيادة بشكل منيح تم استئجار العيادة على حساب المجلس (550 دينار اردني سنويا) كمان الكهرباء والمياه على حساب المجلس كما بنحفز الناس وبنساعدهم من خلال مكبرات الصوت اللي في المساجد .
When asked about how to sustain the services, people form target communities showed a high level of anxiety and considered the cease of project activities as a drastic loss that will severely harm them as they got used to receiving basic health services. Representatives of the communities expressed their fear from halting services and were positive towards cooperation, but were less sure about their ability to cope with the financial burden associated with sustainability as situation is so bad from the economic point of view.
Sustainability of services seems to be a difficult issue for the NGO sector in general due to lack of resources and extensive resources requested to sustain this type of operation. The Ministry of Health however thought that sustaining services within the project locations will be high on the agenda because the expansion to MOH primary healthcare services forms a momentum that should be maintained. The Ministry of Health Directorate in the north of the West Bank was eager to explore all possibilities to hire the mobile team professionals within the Ministry system to sustain the services. 
As for the NGOs, all representatives stressed their interest in sustaining the mobile services within available resources. According to NGO representatives from both regions, this will however lead to a decline in the frequency and scope of services offered. 
The extension of the Project for another year of operation was perceived as a realistic chance for addressing sustainability in a more systematic way, mobilizing own and community resources to achieve a sustainable provision of services at this level of intensity and quality.

Through a repeated interview with Dr. Kamal Zeineh 10 days after the project ended, he stressed that the HWCs are still running the mobile services in target locations for two reasons:

1- Offering services to marginalized communities is a critical issue within the mandate of the organization and it is a moral obligation that they will not abandon without finding alternative solution

2- It is expected that the project funding will continue for another year, which will offer the organization and other partners to seek solutions to the issue of sustainability
4.3. Evaluation of operation against stated results

4.3.1. Result 1- Increased access of communities affected by closures to quality and affordable primary health services

4.3.1.1.  Relevance

In many instances, and due to severely compromised access to basic health services within most of the Palestinian territories reaching the extent that the West Bank became divided into 300 completely isolated communities, emergency response to access problems was in the form of establishing new healthcare facilities. Primary health care centers and hospitals were built in an intensive trend during the period 2001- 2003. in the same period and as a result of strict closures, another in parallel operating network of mobile health services provided mobile healthcare services to communities under closure. This expansion in healthcare provision was far from being systematic or coordinated and resulted in a huge expansion of medical infrastructure, which was not possible to run or sustain at any level of quality. In fact, it formed a critical challenge and burden on the system rather than a solution to strengthen access to appropriate and quality care. 
Randomly operated mobile health services formed a palliative solution to a serious access problem.  Because of its irregularity and lack of coordination in operation, mobile health services could not provide reliable solution for remote communities, and basically did not solve the access problem in a sustained way.

Due to proper methodological and participatory approach to identification of target communities, coordination of operation among the three main primary healthcare providers in the regions and systematic operation of mobile health care services, CARE International Project was highly relevant and successful in reaching marginalized communities with a basic package of services.  
As was evident from data collected in the field and centrally, all stakeholders agreed that the Project was a success story in reaching marginalized communities with basic medical and health services.

The MOH and other partners expressed their appreciation to the Project’s approach and its consistency with the development of healthcare services in remote areas. All thought that the Project was able to coordinate the community health activities and supported the capacity of all partners in improving their coverage.
Dr. Mohamed Tafakji, Director General of primary healthcare in Jenin Directorate commented that the project enabled him expand and strengthen the operation of primary healthcare services to underserved communities and also enabled him reaching larger number of communities within his directorate. 

Dr. Jamil Hamad, Director of PMRS operations in Jenin also commented that this project enhanced the capacity of PMRS in continuing the operations reaching the communities affected by the wall and enhanced the coordination of services among NGOs working in the field.

Dr.  Kamal Zeineh, Director of Health Work Committees stressed the value of the project in reaching areas deprived from health services and reducing overlap among healthcare providers. He strongly supported the mobile nature of services and commented that this approach should be even further developed to more regular, resident form of services in target locations to ensure availability and continuity of services.
Dr. Abdel- Nassir Daraghmeh, Director of HWC operations in the north commented:

"From the beginning, selection of locations was based on principles of healthcare provision, as all these communities lack health services. In addition, dialogue with partners and coordination of the operation was the basis for selection to avoid overlap"
في البداية تم اختيار المواقع تبعا لاسس الرعاية الصحية حيث ان المواقع تفتقر الى الخدمات الطبية هذا بالاضافة الى التشاور مع المؤسسات الشريكة تم اختيار المواقع العشر .
Partner staff in the south and north expressed their satisfaction with the project mainly as it did reach communities they thought in extreme need for healthcare services. They stressed the ability of the project to offer a unique opportunity in networking and partnership among local health care providers, which in turn resulted in avoiding duplication of effort and increase in efficiency and continuity of services to target population.
In the northern area, partners were satisfied with the achievements of the project and the MOH representative indicated that the project had a strategic value in raising the capacity of 10 level one healthcare facilities to level two through making available human and materials resources.
Dr. Mohamed Tafakji, General Director of primary healthcare in Jenin commented:


"The upgrading of 10 level one primary healthcare facilities to level two is an achievement. Implementation of chronic disease care within remote villages is an excellent achievement.

The mobile health services support local communities with a plenty of activities such as provision of treatment and education, which was reflected in saving time and cost of transportation needed to reach the city-base services.

A sort of satisfaction with life is even felt among people after having the health issues and concerns solved"
انتقال 10 قرى من المستوى الاول الى المستوى الثاني في الرعاية الصحية فهذا انجاز .
تطبيق خدمات الرعاية الصحية لمرضى الامراض المزمنة هذا رائع جدا.

العيادة المتنقلة تدعم المجتمع المحلي بالكثير من النشاطات منها العلاج والتثقيف

المشروع وفر الوقت والمواصلات على الناس في القرى العشر .

اصبح نوع من الرضى عن الحياه لدى المواطنين في الموضوع الصحي.
Direct and indirect beneficiaries were satisfied with the Project and felt the positive impact it had on their ability to access basic health services. Most of those interviewed on individual basis or within the focus group discussions highlighted the fact that people were able to get most of their health needs through the Project activities, which minimized inconveniences related to travel for these services.

Both physical and economic access problems were successfully met through this model. This fact was highly present in the comments of both providers and beneficiaries showing a clear success in achieving this core objective of the Project.

Beneficiaries participating in the focus group discussion in Sir in Jenin district commented:
"They (the mobile teams) collect three NIS for the unit of medication. We hope they continue because they relief us from paying for transportation and difficulties experienced in traveling to Silet Daher or Jenin. We pray to God that the services would continue as there is no Work and income to cover the cost of treatment otherwise"
بيوخذوا منا 3 شيكل ثمن علبة الدواء  وياريت يستمروا اكثر  لانهم ريحونا من كثير من المصاريف والغلبة على الطرق نروح على السيلة او جنين  ويارب تظلها المؤسسة تستمر لانو يا خالتي ما فيش شغل .
The stability and regularity of mobile clinic operation was another positive side of the Project. This was reflected in the stability of patient numbers attending the clinics at a certain level after the huge numbers of people utilizing the mobile services at the beginning of the Project for the fear of halting service. Such an observation used to be common during operation of random mobile clinics, where people would try to collect as much medications as possible to have as a stock in their homes.

Mothers participating in the focus group discussions in Mislyeh commented:

"They treat us very well, only sometimes, when the women quarrel for their turn the health worker gets angry.
God bless them, they talk to us and educate us about many things like diarrhea… also, they examine us, give us medication for less that the price of can of Coca Cola.

What would we want better that this, we never expected to have blood testing in the village. We are blessed."
انواع الخدمات من خلال تعليق بعض المستفيدات :
بيتعاملوا بشكل ممتاز معنا بس احيانا لما بيتقاتلن بعض النسوان على الدور بتنرفز احدى العاملات الصحيات .
هالجماعة ربنا يطرح فيهم البركة بيحكولنا عن شغلات كثيرة زي الاسهال ..... وكمان بيعالجونا وبفحصونا باقل من حق علبة كولا .

شو بدنا احسن من هيك ما حدا بيتوقع انو نفحص الدم في القرية  احنا في نعمة.
4.3.1.2.  Efficiency:

In general, the operation of mobile team services to target areas went through the following milestones:
Table 10: Critical milestones and dates in the life of the Project

	
	Official start date
	Recruitment of teams
	Provision of furniture
	Provision of equipment
	Provision of vehicles
	Start of mobile services provision

	MOH North
	1/9/2005
	1/12/2005
	December

2005
	Dec.2005-March 2006
	End Jan.2006
	March 2006

	MOH South
	1/9/2005
	1/10/2005
	December

2005
	Dec.- March
	End Jan.
	January 2006

	PMRS

N/S
	1/9/2005
	1/10/2005
	December

2005
	Dec.- March
	End Jan.
	October 2005

	HWC

N/S
	1/9/2005
	1/10/2005
	December

2005
	Dec.- March
	End Jan.
	October 2005


The table above shows the clear variation in the Project operation startup. While the Palestinian Medical Relief Society and the Health Work Committees readily started the operation in target locations one month after the official start of the Project, the Ministry of Health in the north started part of the operation in January, but went for the full implementation of the project in March due to reported delays in supplies with medical furniture and equipment. 
According to the officials of the NGO partners, these utilized their own resources in operating the mobile services in the early period of the Project. Medications available in their stores and those provided by other projects such as the Emergency Medical Assistance Program (EMAP) implemented by CARE, equipment readily available and means of transportation also available and flexibility in their system allowed for this early start of operation. Also CARE International support to compensate for the cost of this early operation in terms of covering the transportation cost during the period until the project vehicles arrived helped in facilitating the early start of services provision.

Such flexibility was not possible at the MOH system that is already overwhelmed by the load on governmental services in the Project locations. This, in addition to delays in the provision of furniture and equipment according to the agreement with the Ministry resulted in the delay of services provision in the MOH-operated services with particular delay occurring in the northern area.
Operation of the mobile services was generally a smooth one in most cases. Mobile teams visited identified locations twice a week and very few modifications occurred based on felt emergency or unexpected events. These were not documented in our review and will not be discussed as they did not form any significant threat to the Project operation. 

This smooth and systematic operation of the mobile teams program reflected three critical points to highlight:
1- Clear design of the Project activities and the common agreement among partners on its frame, content and methods

2- Significant commitment of partners at the central and operation levels to serve marginalized communities and abide by the agreement with CARE International

3- Clear need for and demand of services within the served communities 

4.3.1.3.  Quality:

Quality was assessed through the review of internal and external customers` perception about the Project and its activities. A significant part of the evaluation effort was designated to this component as quality remained an unsolved issue within emergency response programs and interventions in general. 

Internal customers consisted of those working with the Project at different levels, which comprised CARE International staff and partner staff. Qualitative review of the quality domain through individual and group discussions with relevant staff was conducted both in the field and centrally. In general, the project workers were highly satisfied with the mobile services because they felt that they were involved in an important mission of meeting the needs of extremely poor and marginalized communities. They were satisfied that their services are well coordinated, with no effort being lost for duplication of services among different healthcare providers. The major source of workers` satisfaction was their ability to uncover and help a high number of patients, who otherwise would have remained neglected, undiscovered and hence untreated for the reason of inability to access care for the physical and financial barriers.  
Workers in the north through that psychological comfort and satisfaction is an indication about the quality of services they are providing to target communities. They thought that health education within the clinic or outside is another indication of quality and a significant important component of the project.
The ability to provide laboratory testing within locations was reported as another indication of quality in addition to referral to specialized care. This became a frequently mentioned quality issue stressed by partner staff in the north and south.

الراحة النفسية والرضا عن الحياة لدى الكثير من المرضى ان كل اسبوع بيراجع الدكتور.
التثقيف الصحي للمرضى بشكل مستمر سواء في العيادة المتنقلة او خارجها.
الفحص المخبري في الموقع لعدد من الفحوصات .

التحويل للمختصين لبعض الحالات.
Adherence to protocols, increased patterns of utilization and adequate supply with medications were positive quality indications reported in the south. Partner representatives indicated that such quality and coverage of services is a human right, which people should enjoy in target communities.

Shortage of laboratory and specialized medical services within the mobile services operation was however perceived as a quality issue that is limiting the ability of the teams to adequately cover services needs in target communities. 
Partner teams thought that the provision of more vehicles, staff and equipment will allow them provide more services and service days to target communities, which will improve the quality of care.

Direct and indirect beneficiaries thought that the existence of services is by itself a quality marker as they said that God has sent to us these teams to help us out. This sentence was repeated in almost all locations visited during the field work. Positive communication and respect demonstrated to beneficiaries was perceived as another marker of quality highly appreciated by them. Low fees and medication prices were reported as a quality issue enabling people to access care within their own communities. Last, but not least, the efforts devoted to health education was a critical quality issue highly appreciated by the beneficiaries, especially mothers, who reported that they benefited from the education about management of diarrhea, respiratory infections, nutrition.  This, according to them enabled better understanding of important health issues and improved their capacity in dealing with their children's health.

As presented in the responses of participants in the individual interviews in the north, quality of the project was reflected in the commitment and dedication of project staff, the availability of laboratory services and regular visits to locations.

Communication with people and understanding of their economic limitations with the free of charge services offered to those in need became another area, where the project was perceived as of high quality. 

Community representative in Fundoqoumyeh commented:

"The project people do their best and even more

The laboratory helped us a lot because before, we had to go to Al-Sileh to get tested

People use the services in high numbers and it would be better if they shift days to become Saturday and Tuesday instead of Monday and Saturday

The team members have a very good spirit and communication with people. They try to assure people and offer free of charge services to those in need in coordination with the village council"
الجماعة بيقوموا بالواجب وزيادة.
المختبر خفف عنا كثير لانوا في السابق بيفحصوا في سيلة الحارثية .
عدد المراجعين كبير بس بدنا تغيروا هالمواعيد بدل سبت واثنين الى (سبت وثلاثاء)
عندهم روح تعاون بمتصوا غضب هالناس  وعندهم اعفاءات للناس عن طريق المجلس بيتم غالبيتها 
Demand for specialized services such as ENT, orthopedics and gynecology in addition to more laboratory services and 24hours emergency services were the quality issues bothering the people in target communities.
Community leaders thought that the operation of 24hours services in target communities with an ambulance will allow better management of emergency conditions when arise. They stressed the need for resident health professionals and for specialized clinics at least on mobile basis.

4.3.1.4.  Challenges:

A clear challenge noticed at the start and during operation of the mobile services was the communication flow among CARE International and partners. The late start of MOH operation in the north, reported lack of knowledge and coordination among partners in the field and the lack of coordination and agreement on the quantity and type of medications and disposables provided to MOH in the north formed a clear communication challenge and resulted in repeated need of higher level of coordination. This was reported by partners both at the central and regional levels and forms a clear area of investment and improvement.

As reported by partner staff in the north, change of staff in the field was another challenge faced by them. The change of three CARE International field representatives during the Project life time reportedly hindered the flow of operation and confused partner staff. 

Centrally interviewed partner staff showed the respect to CARE as an organization and individuals working with them, acknowledged clearly the added value of CARE as a mediating organization between donor and Palestinian institutes and demonstrated the added value of CARE International in the community development and emergency response programming in the country. 
However, the Deputy Mayor of Tinnik could not tell who the donor agency behind the mobile team operation was. The MOH, and PMRS representatives in the field could not articulate an added value of the CARE International representatives in the field or demonstrate an understanding of his/her role in supporting the operation. These two examples highlight a clear challenge in the CARE International field-level representation. It highlights a question about the availability of a job description for field representatives and about the ability of these representatives to perform in a manner to add value, show this added value of their work with partners and eventually ensure adequate programmatic and ethical visibility to their organization and its donors.
4.3.2. Result 2- Improved knowledge of medical staff of MoH, PMRS, HWC in Jenin, Tubas and Hebron districts
The mobile team members and other workers from implementing partners underwent training on different topics for the purpose to improve their capacity in providing high quality health services to communities under the project. The training was separated according to region and therefore two courses were held, one in the north and one in the south. Furthermore, trainees were divided into two groups in each location. One group included physicians and the other included Community Health Workers, Nurses, laboratory technicians, and others. 
A total of 4 training sessions were devoted to physicians (2 in Jenin and 2 in Hebron), and 5 sessions for the other groups of health professionals (2 in Jenin an 3 in Hebron). Participants received packages of training materials to support their work in the field and enable them refer to materials upon need. 

Evaluation of the training used different methods, but most importantly utilized a pre and post test to measure changes in knowledge achieved as a result of the training.
Selection of trainers was suggested by the school of community health and shared with CARE and partners. After agreement with all partners, a total of 40 trainers were involved in the delivery of training in all locations.
A total of nine 16-day training courses were conducted with 6 hours provided in each day totaling to 864 training hours. A total number of 167 health professionals completed the training courses in all five selected topics and were certified accordingly. Trainees, who did not complete the five topics, or whose attendance was not regular were not certified neither they were reported as beneficiaries from this training.
Table 11: Distribution of trainees according to their profession and region

	Profession
	No

	
	Jenin
	Hebron
	Total

	Physician  
	21
	24
	45

	CHW
	10
	13
	23

	Nurse 
	11
	40
	51

	Health educator 
	8
	12
	20

	Project coordinator 
	1
	1
	2

	Social worker
	2
	-
	2

	Lab technician 
	-
	4
	4

	Midwife
	-
	7
	7

	Other 
	
	13
	13

	Total
	53
	114
	167


Table 12: Distribution of trainees according to institute and region

	Institution
	Jenin
	Hebron
	Total

	MOH
	19
	32
	51  (30.5%)

	MRS
	24
	22
	46  (27.5%)

	HWC
	9
	13
	22  ( 13%)

	Other 
	1
	47
	48  ( 29%)

	Total
	53
	114
	167(100%)


4.3.2.1.  Relevance

Within the Project and as part of the capacity building component targeting the project staff and partner staff in general, training courses were implemented addressing critical primary healthcare issues and topics. 
Specifically, the training component aimed at improving the staff understanding and working skills in the following topic areas:

Table 12: Training topics with number of days allocated for each topic

	Topic
	Number of training days
	Notes

	Woman health, antenatal care
	4
	

	Child health
	5
	ARI, CDD

	Rational drug use
	2
	

	First Aid
	2
	

	Chronic diseases
	3
	


The content of the training component was developed through consultation and dialogue within the steering committee. The School of Community Health was contracted for the implementation of the training through a competitive bidding process after agreement with partners. The training was conducted in two locations to avoid the waste of time and resources through extensive transportation and long times of stays associated with central model of training.

Selection of trainers was also based on the dialogue among partners and the community health college selected trainers from PMRS staff, MoH staff and other external sources based on experience in respective fields of primary healthcare. As a result, the following professionals were the key trainers in the topics presented to the project staff:

Table 14: Key professionals involved in the delivery of training

	Topic
	Key trainer
	Organization
	Notes

	Woman’s health
	Nadia Sultan

Dr. Montaha Hamarsheh

Haifa Deibes

Victoria Shukri

Khadra Dweik
	MoH

PMRS

PMRS

HWC

PMRS
	

	Child health 
	Dr. Abdullah Abu Sharar
Dr. Vilicia 

Dr. Jawad Abu Minshar
	PMRS
PMRS

MoH
	

	Rational Drug Use
	Amal Dawoud
	ICPH
	

	Chronic Diseases
	Dr. Nadim Barghouthi

Dr. Joni Khouri
	PMRS

PMRS
	

	First Aid
	Dr. Mohamed Skafi
	PMRS
	


While the topics addressed in the training were perceived as highly relevant to the Project, there were other topics that were recommended for future programs such as mental health, adolescent and elderly health.
Partners reported that the topics were not discussed with CARE International and they were rather imposed by the proposal. This was an area of dissatisfaction for partners at central level. While the central level partners agreed that the training topics and modules were agreed on at early phase, regional directors were unhappy with the topics and content. This issues pin points again the communication with the regional directors with special emphasis on communicating agreements, plans and progress in regular basis to the partners in the field. 
On the other hand, the central level officials expressed dissatisfaction with the delivery of training in terms of qualifications of trainers and the selection of protocols to be used. A specific example on this was given by Dr. Ramlawi, who stressed the need to have more involvement from the MOH people in providing the training for the reason to disseminate the MOH policies in agreed-on topics such as policies in antenatal care, child care. 

On this topic, Dr. Ramlawi commented:

"It is not necessary to get a gynecologist to train on issues related to women's health. Who is needed in this context is the person highly acquainted with the policies, practices and procedures of antenatal care at the primary healthcare level. People from the MOH have the full knowledge about this and therefore should be involved heavily in the delivery of such training, especially in topics with national protocols being adopted."
As was agreed with Project partners in the design phase, the division of the training into two separate courses based on geography was a proper management practice to minimize the need to move trainees to attend centrally located training. This was perceived also as a positive practice to build the capacity of field people in coordinating training events. This however was facing the logistical problem in transporting centrally located trainers, which in some cases resulted in the delays of starting the training days to 11:00 O'clock in the south. However, there was compensation of time lost through extending the training hours in these days, this was an issue raised as hindering the quality of the training. 
While some of the field informants from staff and partner organizations elaborated on the delay in conducting the training, it remains clear that training basically started in parallel with the service delivery. In a project lasting for one year, the process of developing curricula, finalize the bidding for consultant and getting into the training it self would require substantial amount of time usually not visible for people, who attend the training. 
4.3.2.2.  Quality
As shown in the below diagram, the training resulted in significant improvement in the knowledge of those attending it. The diagram and report submitted to CARE International reveals a level of improved knowledge among participants at more than 20%. This improvement had a level of variation with the training on rational drug use, child health achieving highest level of knowledge improvement of about 35% and the training on first aid achieving the lowest level of knowledge improvement of about 20% compared with the pre-test values.

For some trainees, especially physicians, training manager at the school of community health and regional partner respondents the training and information communicated to the audience did not include a lot of new knowledge. Even with this notion, all agreed that the training formed a definite opportunity to update information, refresh skills and communicate unified messages for practitioners in the field. Trainees in particular felt that this training was something very valuable within the project as it provided them with unified understanding about the critical diseases and helped them unify their practice in caring for and educating people.
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Improved knowledge of participants in selected topics

As reported in the data from the field, more time was needed to sufficiently address topics such as child health, first aid. This was especially noted because of the complexity and diversity of topics included under the issue of child care. In addition to the issue of the advanced skills needed within the topic of first aid that needs longer time to cover in depth. 

Respondents working in the mobile teams stressed the need for adequate focus on topics and practical application in relation to communication skills and health education. All respondents at different levels were unified in the message concerning health education and communication skills as they felt the critical importance of educating people within target communities.  
All the respondents in the field and centrally highlighted the importance of Rational Drug Use as an area for further and more in-depth training. Field practitioners elaborated about the practical utilization of knowledge in this field during their work and their ability to change their behaviors    in dispensing drugs to beneficiaries.

PMRS and MOH respondents reported that the MOH staff was not adequately represented among the trainees even with prior agreement on committing the staff to participate in the training. This resulted in the School of Community Health seeking participants through the medical association to fill the attendance gap. As reported by the MOH officials, this was due to misunderstanding and miscommunication with the Ministry about the design of the training, involved trainers and timing. A clear area of the MOH concern was the training on CDD and ARI training by an NGO knowing that the MOH policy is to provide training on the Integrated Management approach (IMCI). This is a clear technical drawback in the training because the MOH and to a large extent national policy in child health was not respected or even an agreement on modification was not reached. Attendance of MOH employees was affected by the shortage in human resources noted within the MOH as a result of cut of salaries affecting the participation of non-project employees. 
The school of community health, the implementing agency of the training component, provided an evaluation after the training and the figures described below illustrate the findings were documented as reflections on the quality of the training. The evaluation was conducted through answering a specially prepared questionnaire exploring different domains of quality as perceived by the participants. In this questionnaire the participant were asked also about the period of training, the importance of the topics, the methods of training the supervision and others. 
Around 60% of the participants thought that the period of the training was enough, 80% thought that the topics were relevant to their work and 90% said that the training will improve their performance at work. 70% of participants in the training thought that methods of training were suitable and 80% reported that supervision was good.
80% of respondents to the evaluation questionnaire were satisfied with the venue and organization of the training.  

Looking at this quantitative evaluation of the training and comparing this with the qualitative findings collected from the field, a high level of consistency is noted and this supports the conclusion that this training has provided a good opportunity for learning, sharing knowledge and clearly has its positive impact on the performance.

4.3.3. Result 3- Increased availability of pharmaceuticals, medical disposables, basic equipment and laboratory materials in 71 mobile and stationed clinics

The Project provided important resources in terms of medications, disposables and laboratory materials. In addition to equipment and medical furniture, this formed the biggest proportion of the project budget reaching more than 30%. 

Medications provided by the project were selected from the essential drug list adopted by the Ministry of Health, and based on discussions and agreement with all partners including the MOH. A list of 40 medications commonly used in primary healthcare settings was developed and adopted by the Project for supply through 3 rounds of distribution directly to benefiting directorates of MOH. Delivery of supplies to the HWC and PMRS was provided at the central level to their warehouses in Ramallah. PMRS and HWC then distributed supplies to the targeted regions.

Disposables supplied within the project followed the commonly provided items and needs defined by partners. The selection of kinds and quantities of disposables took into consideration the higher need for medical disposables during emergencies and the need to provide adequate supplies for long periods.

Throughout the operation of the project, three rounds of distribution were conducted in which similar amounts of medications and disposables were provided to the three partners. 

Procurement of medications, supplies and laboratory materials followed CARE International procurement policies about bidding, tendering and documentation. In addition, CARE International has developed a system for tracking the supplies down to the beneficiaries including a daily (weekly) inventory system.

4.3.3.1.  Relevance 
Review of list of medications, disposables and laboratory materials in addition to interview with key stakeholders revealed high relevance of the supplied materials with the needs at the primary healthcare level in periods of emergency. 
In spite of the fact that the number of provided items comprises only a small part of those listed in the national drug list as reported by the MoH officials (40 items out of 416 EDL items), it remains clear that the Project was able to cover a significant portion of needs within target communities given the budget, period of operation and most importantly the fact that the Project aim was to support the current healthcare provision and not to establish a new system within targeted locations. 
To compensate for the shortages with medication types and quantities, partners used their own resources forming a significant cost share to the project enhancing its coverage and it ability to satisfy the community needs.

In general, partners were satisfied with the kinds and quantities of medications and supplies provided by the Project. However, the MoH representatives in the field expressed some concern about the types of medications provided and the types and quantities of disposables provided for the northern area. Through exploration of this concern by review of lists of supplies and quantities provided, it seems that this concern is reflecting a communication issue rather than a real issue about the quantity or quality of supplies. It is highly advisable in future programs to build a consensus over such an issue at early stages to avoid misunderstanding.
The distribution of equal amounts of supplies to all partners is an issue that needs to be reconsidered especially knowing that the number of beneficiaries entitled for the MoH services is much higher due to high enrollment in the National Health Insurance Scheme.

4.3.3.2.  Quality:

Within its bidding procedures for medications, CARE International has installed a quality control practice that consisted of a routine laboratory examination to all medication batches purchased locally or internationally. This practice was used to ensure compliance of medications with the international and local standards of quality and patient safety. CARE International is commissioning the Center for Environmental & Occupational Health Sciences/ Birzeit University, certified laboratories for conducting this type of examination.
The research team feels that this practice is a highly relevant one especially that the issue of medication quality and its safety have been serious issues occurring in the last years within the emergency response programs.

4.3.4.  Result 4- Improved health awareness among target communities
Even with its nature as a medical emergency response Project, it included health education and raising health awareness among beneficiaries as a key objective. Investment in health education in Palestine remains an important area of healthcare provision as human behaviors continue to play a key role as a determinant of health side by side with the deteriorated socio-economic and political determinants.

The example of malnutrition and anemia among children and mothers is a clear demonstration of the interlinked impact of political environment affecting access to resources and social environment affecting awareness and health practices. 

A best practice noticed in the health education component is the development of tools to evaluate impact of health education program on knowledge of beneficiaries in target communities. A simple, but well informative questionnaire to explore the change of knowledge as a result of health education intervention was used and applied twice at the beginning and at the end stage of the project highlighted the changes occurring between the two measurements. The results are discussed in the tables below in detail.

Health education component of the project was set as an integral part of the health services provision within the mobile health services. As part of the mobile team, there was a clear position for a health educator and community health worker. The project design however did not provide specific mechanisms, tools and messages to be addressed through this component. Therefore, and as was reported by the field representatives and team members, health education activities were not sufficient and depended on needs arising in the field. High number of patients treated by the mobile teams and shortage of time prevented workers from implementing wide health education campaigns.

In spite of all issues mentioned above, beneficiaries highlighted health education as a significant benefit from the Project.  Women participating in the focus group discussions in Hebron stressed the high benefit they gained through education and counseling received about their own health and health of their children.
Women in Khirbet Zakaria described health education program:

"Health education program was great but limited. We hope to have this program extending to cover prevention of infectious diseases, nutrition, breast feeding, and urinary tract infections"

" لقد كانت برامج التثقيف الصحي رائعة لكنها محدودة ، بالتالي كنا تأمل لو أنها شملت مواضيع عديدة مثل الوقاية من الامراض السارية،  التغذية، الرضاعة الطبيعية، التهاب المسالك البولية"
As mentioned above, a clear best practice was the installation of a tool to measure the impact of health education component on knowledge. As part of the quantitative research within this evaluation, the pre and post data about peoples knowledge were analyzed and the below tables illustrate the changes occurring as a result of the health education component.

It is critical to mention however that these changes should be looked at as general observations rather than significant findings for the following reasons:

1- Collection of data in both time period did not follow a structured research methodology and therefore the sample collected and analyzed does not necessarily represent target communities

2- Statistical significance described in the tables is not and should not be the focus of judgment for results. This operation research activity should be viewed in line with the programmatic intervention and recommendations for future improvements of the health education component.
Table 15: Changes in knowledge about health issues among target population

(General population)

	Variable
	Percentage at

Baseline
	Percentage at

Endline
	Percent increase in knowledge
	P-value

	Access to health education services during the last three months
	51.8
	57.9
	12%
	0.091

	Knowledge of RTI danger signs
	80.2
	81.1
	1%
	0.761

	Knowledge about home preparation of ORAL REHYDRATION SOLUTION   
	59.9
	65.8
	10%
	0.075

	Knowledge about administrating ORAL REHYDRATION SOLUTION   
	68.5
	80.1
	17%
	0.002

	Continuation of breast feeding during diarrhea
	61.6
	67.4
	10%
	0.106

	Provision of complementary feeding during the first four months
	56.6
	42.9
	32%
	0.000

	Knowledge about control of hypertension
	60.8
	70.8
	16%
	0.20

	Knowledge about control of diabetes
	70.6
	76.1
	8%
	0.044

	Knowledge about family planning methods
	89.5
	95.9
	7%
	0.000

	Knowledge about causes of anemia
	81.2
	82.5
	2%
	0.349


Table above shows that increase in exposure to health education activities did improve between the pre and post periods. This increase in exposure however is not significant, which supports the opinion that the focus on health education component during the project operation was not as expected due to overload on the medical services in communities lacking any kind of services.

The table however shows a significant trend in improvement regarding diarrhea management. Mothers clearly showed improved knowledge about preparation and use of Oral Rehydration Solution (ORS), proper nutritional practices during diarrhea and infant feeding practices. As was reported by beneficiaries in the north and south, management of diarrhea was a major area of focus within the health education program.   

Table 16: Regional differences in changes occurring as a result of health education  
                component

	Variable
	
	Percentage at

Baseline
	Percentage at

Endline
	P-value

	Access to health education services during the last three months
	Total

North

South 
	51.8

61.9

44.4
	57.9

72.5

43.9
	0.091

0.071

0.495

	Knowledge of RTI danger signs
	Total

North

South 
	80.2

81.8

79.1
	81.1

86.5

76.0
	0.761

0.265

0.250

	Knowledge about home preparation of ORAL REHYDRATION SOLUTION   
	Total

North

South 
	59.9

56.0

62.7
	65.8

61.7

69.7
	0.075

0.300

0.074

	Knowledge about administrating ORAL REHYDRATION SOLUTION   
	Total

North

South 
	68.5

60.0

74.8
	80.1

80.6

79.7
	0.002

0.000

0.124

	Continuation of breast feeding during diarrhea
	Total

North

South 
	61.6

62.7

60.8
	67.4

62.8

71.7
	0.106

0.925

0.005

	Provision of complementary feeding during the first four months
	Total

North

South 
	56.6

50.2

61.1
	42.9

43.6

42.4
	0.000

0.089

0.000

	Knowledge about control of hypertension
	Total

North

South 
	60.8

68.4

55.3
	70.8

78.6

63.2
	0.20

0.037

0.053

	Knowledge about control of diabetes
	Total

North

South 
	70.6

76.4

66.6
	76.1

79.9

72.4
	0.044

0.245

0.101

	Knowledge about family planning methods
	Total

North

South 
	89.5

92.9

86.9
	95.9

97.0

94.8
	0.000

0.053

0.004

	Knowledge about causes of anemia
	Total

North

South 
	81.2

88.4

75.8
	82.5

89.9

75.1
	0.349

0.381

0.476


Table (16) demonstrates the regional differences in impact on knowledge. From this table, it becomes clear that the south West Bank region demonstrated higher improvement in knowledge concerning the majority of variables. Due to the fact that the southern locations targeted by the project form an extreme example of marginalization and that less health organizations are working in these areas, people here showed high interest in the project in general and in its health education component in particular. 
This high interest obviously has lead to higher benefit on knowledge and health practices than in the north. As a general observation, the variables illustrated in the measurement tool form a good and highly relevant topic basis for a health education intervention within similar projects. If applied in a systematic way, it could serve as the content of a health education or in better terms behavior centered intervention leading to even higher benefit on knowledge and practices among target groups. Within this frame, it could be expected to measure changes on knowledge, but also to demonstrate changes on health practices and probably improving health status as an impact level indicator.

4.3.5. Result 5- improved rational drug use practices in selected MoH and NGO clinics
Rational drug use forms a critical area of medical practice at the primary and secondary level of health care in Palestine. This issue was addressed through many programs and interventions ranging from quality improvement programs to protocol development and implementation. With the complicated nature of healthcare system in the country, the issue of rational drug use becomes an even more critical area to address. 
While CARE International previous work on the issue of rational drug use have indicated the complexity of the processes behind this phenomenon involving procurement, storage, distribution and dispensing, it remains clear that waste on unjustified medications occur at the last station. This is mostly when prescription of medication is not consistent with proper practice standards and when prescription is not following standard protocols of case management. 

For this reason and to allow the ultimate utilization of medical supplies provided by the Project, CARE International included rational drug use as a technical and operational area of intervention. This component was implemented through conducting a research activity in MOH clinics to review and assess the current practices pertaining to drug use. Furthermore, training on rational drug use was included as one of the topics addressed through the training component of this project. 
The Institute of Community and Public Health at Bir Zeit University conducted the assessment of drug prescription and use practices. Its report is being shared with MOH to inform policy building concerning practices in this regard. The evaluation of the research activity falls beyond our evaluation review and therefore will not be discussed in this report in detail. However, the review of basic findings of the assessment report reveals the following note-worth points:
1- The assessment forms a critical and comprehensive basis for addressing the effective prescribing practices as it addressed successfully different levels of medication prescribing practices

2-  Findings of the assessment highlights the integrated nature of system failure and the need for systematic intervention to address the complexity of this problem

3- The study shows that system for technical supervision and support allocated to guide the rational medication prescription is heavily focused on administrative issues with little space devoted for learning from experience and knowledge exchange

4- The issue of adherence to internationally recognized protocols in medical practice and setting diagnosis was noted as an area of inconsistency within the organization, which suggests for special attention if rational use of medications is a desired goal to achieve.
According to the director of the ICPH, this research was used to push the agenda of proper prescribing practices forward through provoking the policy and operation level dialogue about current policies and practices. 

The ICPH and following the finalization of the study report conducted a series of training for three levels of MOH officials:
1- Officials responsible for the central level responsible for procurement, storage and distribution of medications
2- Directors of primary healthcare and responsible pharmacists within the governorates

3- Practitioners in the field directly responsible for the prescription and dispensing of medications to users

The training focused on the findings of the assessment and tried to build the connection between the findings and appropriate programmatic practices that could be adopted to fill the gaps in policies and practices. Two training sessions were conducted during the month of August and as reported by the Director of ICPH, these training sessions provided a valuable opportunity for discussions, learning and most importantly highlight issues and concerns of practitioners in the field. 
As reported by Dr. Rana Khatib, Director of ICPH, there is still a long way to go concerning the adoption of policies and best practices in this regard. However, she reports that the assessment and the training following it form the starting point that needs to be further developed and mainstreamed into the MOH and possibly NGO system.

As a separate activity, ICPH was involved in the provision of training component of the project through the rational drug use training part. Training on rational drug use was offered to all project workers and to extended number of MoH, NGO and private practitioners. In our evaluation, the research team focused on evaluating this training component in addition to exploring the impact of this training on practitioners practices in the field.

Team members participating in focus group discussions and individual interviews stressed the extreme importance of training on rational drug use within the training module in the project. They emphasized the high relevance of this part, the high training skills of the trainer and ultimately the impact of this on their clinical practice after they attended the training.

Within the evaluation of the training component, trainees requested more time and in-depth address of this issue in addition to utilization of protocols to guide the drug prescription practices as a way to reduce waste and improve the quality of care. This became in support to the appropriateness of CARE International`s decision to include this as part of the project objectives and further emphasis on the issue within current and future programs and projects.

Lack of measurements to inform about the ability of this component to lead to improvement in practitioners prescription practices or reduction of waste on unjustified use of medication however limits the ability to inform about the extent to which rational drug use has become an organic part of medical practice in target facilities. Further investment and installation of measurement system is clearly forming a need and a quality improvement opportunity for the project in the next phase.

5. Conclusions
The Emergency Assistance to primary healthcare Project demonstrates a realistic and a practical example to coordinated emergency programs that have a clear developmental added value to beneficiaries and to the Palestinian healthcare system.

A very strong point in the Project was its ability to reach some of the most hardly hit communities and to offer them a package of essential primary healthcare services and education in a systematic and reliable manner with continuity and quality
Beyond its value as a services delivery Project, it provided a pioneer example about the strategic issue of coordination among governmental and non-governmental healthcare providers. The hosting agreement formed an unprecedented example on formal cooperation among healthcare providers.

The steering committee provided an appropriate platform for policy dialogue and coordination resulting in a smooth implementation of the Project and in solving many of the operational issues arising in the field. Field level coordination however did not reach this level of efficiency and success. Partners in the field did not have a coordination platform and this has lead to some misunderstanding and miscommunication. 
The management of the Project had a heavy middle level management represented by the CARE International field representatives and project coordinators assigned by different partners. A question is raised here about the roles and responsibilities of these all and ultimately the added value such a structure had on the implementation of the Project.

Training component of the project appeared to be controversial concerning its content, quality and operation. While there was a common appreciation to the rational drug use part of the training, other parts were criticized for content, quality and method of delivery.
System for procurement, distribution and dispensing of medications, disposables and laboratory materials adopted within the project demonstrates a strong and reliable system for providing quality products to users of care. This system helped the Project meet significant needs of providers and communities, and also if taken one step further, it will enable proper assessment of the rational drug use policy once implemented in the field.

The health education component was a significant success in terms of content, messages and delivery. Although the opportunity to offer a structured health education program was hindered by high demand on medical services, the teams were able to demonstrate acceptable level of investment in education. This level of investment has resulted in significant improvement of people's awareness about key health issues of concern.

Rational drug use assessment and training formed a proper starting point for advancing the agenda of rational drug use at primary healthcare settings. As perceived by practitioners attending the training, there is a momentum for improving the healthcare providers' practice that should be maintained and monitored to demonstrate impact on reducing unjustified waste on medications within the system. 
6. Recommendations

In order to achieve deep positive impact on the lives of marginalized communities, improve their access to services and enable proper consideration of sustainability of the services within the MoH or other providers, another year of project operation seems critical. This time will allow partners and communities to allocate needed resources for sustainability as well as continuation of the services.

The model of emergency response implemented through this Project should be replicated and advocacy work should aim at the generalization of this intervention and the use of this experience as a prototype for emergency response projects in Palestine.

Management and operation model of the project needs to be reassessed to enhance communication among partners and to avoid potential misunderstanding and miscommunications hindering the healthy flow of information and satisfaction of partners

Training model needs to be revised and owned by all implementing partners through dialogue and communication to all levels. In addition to this, selection of trainers and training schedule should match the objectives of the training and reflect the interests and policies of various partners to ensure consistency with the project goal and objectives.
Training in areas of adolescent health, mental health and communication skills for behavior change needs to be added to the training models in future interventions. This will enhance the benefit of those targeted and will enable more efficient implementation of health education programs and activities.
Health education component should remain a critical one in future programs. The currently implemented model needs further strengthening with clear messages, tools and plans for effective implementation. This will allow even higher impact on knowledge, health practices and even health status of target population. 

The evaluation of health education program through a pre and post testing was a clear best practice that needs to be standardized and systematized, even within an operational research frame to allow judgment of results and learning from experience.

The assessment conducted by Birzeit University forms a critical knowledge base about the issue of drug use. Rational drug use component and based on achievements made so far needs to be taken step forward by defining programmatic interventions that could be monitored and measured. Completing this cycle will allow dissemination of experience based on evidence from the field.

7. Annexes

1- Tools used for data collection

2- Photos from the program implementation and field work
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� Table as presented in the training report submitted by the school of community health 


� Table as presented in the training report submitted by the school of community health 
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