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Executive Summary

The UNFPA 2001-2005 program of assistance was implemented in an extremely challenging context of heightened conflict (including the large-scale Israeli re-invasion of Palestinian towns and villages in 2002), severe mobility restrictions, the erection of the Separation Wall, and rising poverty.  Under such conditions, the provision of health care, including reproductive health, has been a heavy burden on the deteriorating governmental system, with detrimental consequences to access and quality. 

In its second cycle, the Reproductive Health Sub Program aimed to contribute to the increased utilization of quality reproductive health services and information by women, men, youth, and adolescents.  UNFPA adopted a results- based management approach in programming whereby the six outputs of the Sub program were outlined in a logical framework matrix with clear benchmark indicators to assess progress in achieving program aims
.  The purpose of this evaluation was to identify the areas of strength and weakness of the second program cycle, in order to detect the aspects of service delivery in need of improvement in the coming cycle and to build on positive aspects and success stories.  

The five outputs of the Sub program covered by this evaluation include: Strengthened integration of quality RH services and information in 39 PHC service delivery points; Strengthened essential obstetric care in 6 health care facilities at the secondary health care level; Strengthened capacity of three women’s health centers run by local non-governmental organizations to sustain integrated RH services as well as psychological, social, and legal counseling within a gender framework; Strengthened management of RH programs; and Increased awareness and knowledge among women and men of reproductive age about priority RH issues and practices.

In order to assess the management of RH programs and the readiness, quality, and impact of services, a sample of 19 facilities was selected (10 facilities in the West Bank and 9 in the Gaza Strip), and a number of data collection methods were used.  Those included detailed facility audits covering staff, equipment, and the distribution of time on the different components of the RH package; interviews with 110 health care providers in the clinics (39 in the West Bank and 71 in the Gaza Strip); exit interviews with 349 reproductive health care clients (149 in the West Bank and 200 in Gaza); 12 group discussions (6 in each region); 204 observations of client-provider interactions (121 in ANC sessions and 83 family planning sessions); reviews of program documents and service statistics; and interviews with policy makers at the Ministry of Health. 

In terms of Readiness, the findings of the evaluation point to the necessity of updating the list of facilities to be supported in the coming cycle, for proper monitoring and evaluation.  According to the findings, some governmental clinics are not providing the agreed-upon package of RH services; while non-governmental clinics have been excluded from the second cycle practically, and yet they continue to be listed as part of the Sub program.  In both regions, clinics were sufficiently equipped for the provision of RH and IEC services, but there was duplication in some major equipments and deficiencies in expendable/consumable items.  This finding points to the need for more active coordination at the administrative levels and for re-distribution to other facilities at the primary or even secondary care levels.  The evaluation also found the need for reorganizing service provision to increase the availability of the physician and of specialized services in the clinics and to expand the nurse/midwife’s scope of practice, in order to meet the heavy client load.  In the West Bank, there is a shortage of female physicians, while in Gaza, redistribution of providers could help in providing services more efficiently. Cytologists are needed to read pap smears, and that affects the availability of the service.  The large majority of providers have participated in at least one training activity in the last three years, with an average of 5 and 3 such activities in the West Bank and Gaza, respectively.  However, the effects of training were limited, because of limited dissemination and contextual constraints.  Supervision was found to be inadequate, especially in the technical domain.  Evaluation mechanisms were also unsatisfactory to providers, as they were done in secret with limited or no feedback.  Protocols and guidelines have been developed and were available in most clinics visited.  However, only around a half of the providers reported using them in their daily practice, citing the heavy workload as the main reason for not using them.

In terms of the assessment of Quality, the constellation of services was incomplete in some of the clinics sampled, and the continuity of services was sometimes interrupted. Antenatal care was provided in all clinics, and 6 out of the 7 clinics visited in each region had at least 3 types of contraceptives.  However, in both regions, breast examinations, pap smears, and postpartum home visits were inadequately integrated into the package.  The limited human resources, lack of a system for “alternates”, and the limited scope of practice for nurses and midwives, caused the interruption of much-needed services in more than one clinic.  Client-provider interactions showed that inter-personal relations, counseling, information exchange, and physical assessment were inadequate in the ANC and FP visits.  

Client knowledge, and to some extent, their satisfaction, were used to gauge the Impact of the services.  In exit interviews, only 11% and 2% of clients in the West Bank and Gaza reported being not satisfied at all with the services they received.  However, in the group discussions, negative perceptions of the quality of services emerged.  Knowledge questions showed that IEC messages needed to be more focused and clear, as only a third of the women questioned could identify correctly two danger signs necessitating immediate care in pregnancy; less than 10% were able to identify correctly the timing and frequency of breast examinations; and less than 20% were able to identify correctly a side effect of IUD use.     

The Women’s Health and Development Directorate in the West Bank and Gaza Strip oversees women’s health strategies and policies. At the primary care level, reproductive health services are provided under the PHC Directorate umbrella.  Information, education and counseling in relation to reproductive health are largely the responsibility of the Health Education and Promotion Department (HEPD).  In both regions, Steering and/or Coordination Committees were set up to assist in the management of RH programs and activities.  The findings of this evaluation indicate that, in some cases, lack of integration at the top level could have negative consequences for integration at the level of services.

The focus on quality of care is a strategic choice that should be pursued in the coming program cycle, as the process of improving quality in the difficult Palestinian context is intensive and gradual.  Evaluation of the quality of care is essential for strengthening the culture of quality among service providers, before this notion can be transferred to women, with the long term objective of creating a culture of consumer demand for quality care.  On the level of service provision, the main recommendations are to re-organize the services to address the heavy demand; strengthen supervision, especially the technical aspects of it; change the strategy of training towards on-site, long-term training that is linked to supervision; clarify the bases and mechanisms of evaluation, and link performance to promotion; and increase accountability at all levels. 
Part I: Introduction

With the latest political developments, it would appear that closure, conflict, and rising poverty will unfortunately continue to define the environment of programming for development in the OPT.  The poverty level for 2006 has been estimated at 56% (World Bank) with rising unemployment. Most women are excluded from the formal economy and welfare benefits do not exist. The fertility rate remains high in the OPT; early marriage continues to be practiced (with one quarter of girls marrying at less than 18 years of age) and there is a rapidly growing youth population. This ‘youth bulge’ puts an even greater strain on overcrowded services and accentuates the frustration over the lack of perspectives for the future. The on-going process of rapid unplanned urbanization with increased demand for insufficient services is a further cause of deterioration in health and well-being. Households have little financial protection. The ‘bantustanization’ of the OPT has further contributed to the breakdown of social networks and of the protective effect of the extended family. Women’s work, whether in the family, community, informal sector or labor force, continues to be invisible. Women do most of the household work, frequently in conditions that are physically exhausting due to lack of services and amenities. Women are the primary care-givers for their husbands, children, the elderly, the sick and the disabled. They must compensate for the lack of social services available, particularly in certain regions and rural areas of the country. They must deal with unemployed family members, limited family income, and high levels of frustration that can lead to discord and violence within the family. 

In this most challenging environment, The United Nations Population Fund (UNFPA) closed its second program cycle in the OPT (2001-2005), and is preparing to launch the third.  A significant proportion of the overall resources of the program were dedicated to the Reproductive Health Sub program in the past cycle.  The Sub program focused on strengthening reproductive health care provision and management at the primary and secondary care levels, and on improving access to information, education, and counseling related to changing reproductive behaviors in men, women, adolescents, and youth.  But, in addition to its planned program, UNFPA also contributed substantially to addressing the emergency situation that was precipitated by the 2002 Re-invasion and by the erection of the Separation Wall.  The responsiveness of UNFPA in addressing the crisis was critical in providing much-needed services and support to vulnerable Palestinian communities.  With the future political and security environment looking bleak, increasing access to quality reproductive health care will continue to be a challenge on both the emergency and development fronts.  

The purpose of this evaluation was to identify the areas of strength and weakness of the second program cycle, in order to detect the aspects of service delivery in need of improvement in the coming cycle and to build on positive aspects and success stories.  It is hoped that the findings of this evaluation will assist UNFPA in making strategic choices about the upcoming cycle and in focusing on the most effective interventions in this challenging context, as quality improvement is a gradual and intensive process under the best of conditions.  It is also hoped that the findings will be helpful for the Ministry of Health in guiding decision about service provision, which will be shaped by increasingly-shrinking resources and growing demand.  As an indirect effect, measurement and evaluation of quality are also important to build and strengthen the culture of quality among service providers, before this notion can be transferred to women, with the long term objective of creating a culture of consumer demand for quality care.  

Part II: Evaluation Methodology

I. Terms of Reference

The Terms of Reference (ToR) agreed upon by the United Nations Population Fund (UNFPA) and the Institute of Community and Public Health (ICPH), Birzeit University are attached to this document as Appendix 1.  The ToR describe five RH Sub Program outputs to be covered by the evaluation, the expected outputs, and the methodology to be followed.  With very few exceptions, the outlined methodology, including sampling and data collection, was followed closely.  The following section describes in detail the actual implementation, including any deviations from or modifications to the original plan.

II.  Time Frame and Other Considerations

For the most part, data collection took place between October 2005 and January 2006.  Data entry, coding, and analysis occurred in an overlapping manner, beginning in December 2005 and continuing until report writing in March 2006.  Two significant events occurred during that time:

· Ramadan (month of fasting, October 2005): during that time, only health provider interviews and facility audits took place, as it was understood that any activity involving clients would be affected by this event.  Many Muslim women prefer not to visit a doctor (especially a gynecologist or a male doctor) or to conduct invasive blood tests, as they believe that these activities may violate their fast.

· Nurses strike: this event began on October 22nd, with working hours returning to normal only after Eid al Fitr (early November 2005).  During that time, patients could not be received in clinics, although clinics were open, and nurses were on site (but not working) in some cases.  This period was used to conduct the facility audits and some of the doctor’s interviews, but interviews with nurses were avoided to minimize the possibility of information bias.

III. Sample of Facilities

As per the ToR, a sample was drawn from the total number of UNFPA-supported facilities providing RH services.  Facilities included both primary health care (PHC) clinics and hospitals.  PHC clinics are divided into comprehensive health centers (CHC) and service delivery points (SDPs).  In principle, CHC are meant to provide comprehensive RH services that include, antenatal care (ANC), including care for high risk pregnancies, postnatal care (PNC), family planning (FP) services (including counseling), cervical smear tests, manual breast examinations (MBE), management of sexually transmitted infections (STIs), and health education.  In contrast, SDPs were meant to provide a more limited package of essential RH services, including ANC, PNC, FP (including counseling), MBEs, and health education.  In total, 37 governmental clinics were supported at the primary care level.  Six governmental hospitals (four in the West Bank and two in the Gaza Strip) were included in the Sub Program, with the purpose of strengthening essential obstetric care at the secondary level, by providing essential equipment, protocols, and training. 

Although the large majority of the facilities supported by UNFPA (and consequently of the ones included in the evaluation) are governmental, there were also different levels of support to non-governmental organizations.  Specifically, three non-governmental comprehensive women’s health centers (one in the West Bank and two in the Gaza Strip) were included in the Sub Program, as well as 7 non-governmental clinics (5 in the West Bank and 2 in the Gaza Strip).  The women’s health centers (WHC) provide, not only comprehensive clinical reproductive health services, but legal, social, and psychological counseling services as well.  As for the 7 non-governmental clinics, in the 2001-2005 program cycle, they were supported in a very limited manner through their administration (i.e. not directly to the clinics), mainly in the form of training.  In the previous cycle, those non-governmental clinics were supported with equipment as well (see Appendix 2 for list of all facilities supported by UNFPA).  

In order to construct the sampling frame, information on the facilities was obtained from the UNFPA office in Jerusalem and from the offices of the Women’s Health and Development Directorate (WHDD) in the West Bank and the Gaza Strip.  The lists obtained from WHDD included PHC clinic locations, their schedule of RH services, contact information, and an estimate of their monthly client load.  It is important to note that there was some discrepancy between the lists of PHC clinics provided by the UNFPA office and those provided by the Ministry of Health, especially in the West Bank.  The discrepancy might have been due to the modifications made in the second cycle of the program to the service delivery points (SDPs) that would be supported, but it points to the need for an updated and standardized list of supported facilities endorsed by both the Ministry of Health and the UNFPA office.  The final distribution of the PHC clinics by type and region was taken to be as follows:

Table 1.  Distribution of UNFPA-supported facilities by type and region

	
	CHC
	SDP
	NGO clinics
	WHC
	Hospitals
	Total
(by region)

	West Bank
	6
	13
	5
	1
	4
	29

	Gaza Strip
	5
	13
	2
	2
	2
	24

	Total (by type)
	11
	26
	7
	3
	6
	53


The facility (clinic or hospital) was considered the unit of sampling.  Facilities were stratified based on region (West Bank and Gaza), type (service delivery point vs. comprehensive clinic), location (north, center, and south), and client load.  In total, 3 comprehensive clinics and 4 SDPs were selected in each region.  Two out of the three non-governmental comprehensive women’s health centers and three out of the six governmental hospitals were selected (2 in the West Bank and 1 in the Gaza Strip) for inclusion in the sample.  Thus, in total, 19 facilities were visited (10 in the West Bank and 9 in the Gaza Strip), and their distribution by name, type and region was as follows:

Table 2.  Distribution of facilities included in the evaluation, by name, type and region

	
	CHC
	SDP
	Comprehensive WHC
	Hospital

	West Bank
	Jenin Central 
	Kufr Rai


	Palestinian Family Planning and Protection Association  (Hebron)
	Rafidia

	
	Al-Bireh 


	Ni’leen
	
	Ramallah

	
	Yatta 
	Dura

Tarqumia
	
	

	
	
	
	
	

	Gaza Strip
	Jabalia
	Shuhada’ Beit Lahia (Old)
	Al Bureij Women’s Health Center
	

	
	Rimal
	Sabha Harazeen

Sorani
	
	Shifa



	
	Khan Younis (Bandar)
	Al Qarara
	
	

	TOTAL

WB&GS
	6
	8
	2
	3


The facilities chosen for inclusion in the sample are distributed in the three locations (north, center, and south) of each region.  In each region, almost one half of the CHCs were visited (3 out of 6 in the West Bank and 3 out of 5 in the Gaza Strip).  For SDPs, almost one third were visited in each region (4 out of 13).  Only one non-governmental comprehensive women’s health center (Jabalia Center in the Gaza Strip) was not visited, and this particular center has been evaluated previously by the Women’s Study Institute at Birzeit University, and Al Bureij center was preferred because of its location in the middle zone.  None of the 7 non-governmental clinics were included in the sample.  Based on information obtained from the administration of the NGOs through telephone interviews, it was found that these clinics were not identified as being specifically supported by UNFPA.  In fact, one of the clinics (Za’tara) has since been closed down.

IV. Data Collection Methods and Tools

The concept of quality in health care services is a complex and multi-faceted one, as it involves several components and more than one perspective.  As such, it can only be captured reasonably by using multiple data collection methods.  In this evaluation, facility audits (FA), client-provider interaction (CPI) observations, provider interviews, client exit interviews (CEI), and focus group discussions (FGD) were utilized.  Each data collection method contributes a certain type of information and involves the perspective of a particular stakeholder in the service provision process.

Before addressing each type of data collection method and the tools used, it should be noted that there were two local teams working on the evaluation: one for the Gaza Strip and another for the West Bank.  The team leader was from ICPH at Birzeit University in the West Bank, and the team in Gaza (consisting of a nurse-midwife, a midwife, and two fieldworkers living and working there) were headed by a coordinator (researcher) also from Gaza who liased with the team leader in the West Bank on a regular basis.  It was essential to have a team that was familiar with the local service provision environment, but it was unfortunate that, throughout the months of the evaluation process, the team leader was not able to obtain a permit to visit Gaza, due to the Israeli-imposed restrictions.

1. The Facility Audit:

The facility audit measures the readiness of the facility.  Readiness is operationalized as the availability of contraceptives and supplies, the state of facilities and availability of equipment needed for the provision of RH services, as well as the availability of IEC materials to use in support of these services.  Additionally, the audit provides an insight into usual RH practices as understood and reported by providers, and it accounts for the use of time by the different provider types: physicians, nurses, and midwives.

In this evaluation, facility audits were conducted in all 19 facilities included in the sample, using the Facilities Data Collection Form of the Mother-Baby Package for costing RH services (Appendix 3).  The form contains an audit of clinical staff, support staff, equipment, and emergency transport vehicles.  In addition, it collects data on the reported number of clients, visits per client, drugs and supplies, laboratory tests, and clinical staff time for the following components of the Mother-Baby package: antenatal care, severe anemia, abortion complications, eclampsia, family planning, neonatal complications, normal delivery, obstructed labor, postpartum care, sepsis, and sexually transmitted diseases (STDs).  Two main modifications were made in order to adapt the forms to the requirements of the evaluation.  First, questions were added about preventive services such as the frequency and providers of manual breast cancer and cervical smear examinations, high risk pregnancies, and home visits, since these services are part of the UNFPA-supported RH package provided at the service delivery points (SDPs) and/or comprehensive health centers (CHCs).  Second, the list of equipments inventoried was expanded beyond what was available in the form (see Appendix).  However, the added components were not included in the costing exercise, which is reported on separately.

The facility audit was conducted in all SDPs, CHCs, non-governmental comprehensive women’s health centers, and hospitals included in the sample.  Naturally, for the first three types of facilities, the irrelevant sections of the data collection form were excluded, namely the sections on delivery, obstructed labor, and neonatal complications, as these services are available only at the hospitals.  The information on reported practices was obtained from the nurse or midwife in the facility and/or from the doctor, based on their familiarity and involvement with the service and on their scope of practice.  Thus, for example, nurses were asked about practices pertaining to home visits and manual breast exams, while doctors were asked about their management of high-risk pregnancies and sexually transmitted diseases.  Whenever the nurse/midwife and the doctor both participated in providing the service (for example in giving a woman a family planning method), both were asked about their practices.  To the extent possible, every attempt was made to reconcile any differences in reported practices between the different providers by checking the responses with them again and by consulting with available records at the clinic.

2. Client-Provider Interaction (CPI) Observations:

Observing client-provider interactions during counseling and clinical sessions allows the evaluation of the provider’s counseling and clinical skills and the extent to which the client is involved as an active participant in the encounter.  In this evaluation, CPIs were conducted by a nurse-midwife in the West Bank and by a midwife in the Gaza Strip in all the governmental primary health care clinics included in the sample as well as in the non-governmental comprehensive women’s health centers, but not at the hospitals.  Thus, in total, CPIs were conducted in 16 facilities.  Physicians, nurses, and midwives were observed providing family planning, antenatal, and gynecological services.  Permission was first obtained from the provider to attend the clinical sessions, after explaining the procedure and assuring the provider that the observer would not interfere with the clinical encounter in any way.  Oral consent was also obtained from women before the start of the visit in all but one clinic in the West Bank (in that particular case, the physician refused to allow the observer to address the women).  The following table shows the CPI observations that were conducted in the evaluation survey, by region and type of visit:

Table 3.  Distribution of CPI observations by region and type of visit

	Type of Visit
	Region

	
	West Bank

N 
	Gaza Strip

N 
	Total (by type of visit)

	Antenatal Care
	41
	80 
	121

	Family Planning
	39 
	34 
	73 

	Gynecology
	9 
	1 
	10 

	Total (by region)
	89 
	115 
	204 


On average, 11 and 14 observations were conducted in each clinic in the West Bank and the Gaza Strip, respectively.  Two observation checklists were used: one for antenatal care visits, and the other for family planning and gynecology visits.  The checklists were adapted from the package of resources available from the (Reproductive Health Response in Conflict Consortium), with modifications to suit the local context (Appendices 4 and 5).  Verbal and non-verbal communications were observed, and qualitative observation notes were also recorded.  

3. Client Exit Interviews:

The client exit interview (CEI) is a very important source of information, as it represents the voice and perspective of the client in determining the quality of RH services received.  In this evaluation, 349 client exit interviews were conducted (149 in the West Bank and 200 in the Gaza Strip).  The average number of exit interviews conducted was 21 per clinic in the West Bank and 25 per clinic in the Gaza Strip.  Depending on the patient load in the clinic, three to four field workers conducted the interviews.  Of those, one was designated as an organizer, directing the women to the unoccupied fieldworker, and the rest conducted the actual interviews.  The distribution of exit interviews by region and clinic were as follows:

Table 4.  Distribution of Exit interviews by region and clinic 

	Region
	Name of Clinic


	Number of Exit Interviews

	West Bank
	Al Bireh 
	9*

	
	Ni’leen
	18

	
	Dura
	21

	
	Tarqumia
	28

	
	Jenin
	29

	
	Kufr Rai
	26

	
	Hebron Comprehensive Center
	18

	
	†
	

	
	TOTAL for West Bank
	149

	
	
	

	Gaza Strip
	Sabha Al Harazeen
	21

	
	Shuhada’ Jabalia
	29

	
	Al Sourani
	31

	
	Shuhada Beit Lahia (Old)
	20

	
	Shuhada’ Al Rimal
	30

	
	Al Qarara
	20

	
	Bandar (Shuhada’ Khan Younis)
	29

	
	Al Bureij Comprehensive Center
	20

	
	
	

	
	TOTAL for Gaza Strip
	200

	
	Grand Total of Exit Interviews
	349


* This clinic was visited twice, but the patient load there is quite low. 

† Exit Interviews could not be conduced in Yatta clinic, due to the nurses’ strike on one occasion and the absence of the doctor on two other occasions. 

In low and moderate-load clinics, all clients were interviewed as they exited.  Thus, in the West Bank for example, only 9 women (in 3 clinics) could not be interviewed because of the high patient load.

In terms of the exit interviews according to the type of visit to the clinic, the distribution in each region was as follows:

Table 5.  Distribution of exit interviews by region and type of visit

	Type of Visit
	Region

	
	West Bank

N 


	Gaza Strip

N 

	Family Planning
	55 
	61 

	Antenatal Care
	75 
	118 

	Postnatal Care
	0 
	0 

	Newborn 
	5 
	7 

	Ob/gyn
	14 
	14 

	TOTAL
	149 
	200 


In both regions, the most frequent type of visit was the antenatal care visit (total 193 or 55% of the total interviews in both regions), followed by the family planning visit (total 116 or 33% of the total interviews in both regions).  It is noteworthy that no postpartum visits were picked up in the sample in either region.  

The exit interview questionnaire contained the following sections: background information, access to clinic, reported components of the visit, counseling and information exchange, overall satisfaction, knowledge questions, and suggestions for improvement (Appendix 6).  It should be noted however that, although the questionnaire contained several sections, its administration took only about 15-20 minutes to administer, which encouraged women to cooperate with the fieldworkers.  In general, the rate of non-response was very low, as only a few women refused to participate in the interview (for example, only a total of 6 women in 2 clinics in the West Bank and one woman in a clinic in the Gaza Strip refused to participate).

4. Provider Interviews:

Increasingly, evaluation literature has been drawing attention to the importance of the perspective of the provider in terms of his/her satisfaction, commitment, motivation, and perspective on the most pressing problems and their solutions at the workplace.  

In this evaluation, all health care personnel who were involved in the provision of RH in the selected sample of clinics were interviewed.  In general, a physician, who is assisted by nurses and/or midwives, provides reproductive health services.  The system is such that nurses and midwives are permanently assigned to the clinics, whereas doctors may rotate among different clinics, especially in the rural areas.

In total, 39 providers were interviewed in the West Bank (13 physicians, 19 nurses and midwives, and 7 health workers/educators).  In the Gaza Strip, 71 providers were interviewed (38 physicians and 33 nurses and midwives).    

The health provider questionnaire covered the following topics: background information on the provider’s education and work experience; the use of protocols and guidelines in clinical practice; roles and responsibilities at the facility; clinic management; supervision; evaluation; use of IEC materials; challenges for practice and suggestions for improvement.  In order to evaluate the role and perceived impact of the various training schemes, providers were asked to fill out a supplementary section to their questionnaire on the training sessions attended in the last three years (number, topic, skills learned, and overall rating) as well as future training needs.  The fieldworkers picked up that section of the provider’s questionnaire on subsequent visits to the clinic (Appendix 7).  In total, 38 out of the 39 West Bank providers and 60 out of the 71 providers in Gaza returned those forms, at response rates of 97% and 85%, respectively.

5. Focus Groups and Group Discussions:

The perspective of the community is also important, as it is an expression of the demand for services.  Different subgroups of the community can give their perspective on their RH needs, the extent to which they perceive the clinic as fulfilling those needs, and suggestions for improvements.  

In each region, six focus group discussions were conducted.  The group discussions were arranged through local organizations, such as clubs, charitable societies, and other community organizations, but not through the clinics.  Qualified research assistants conducted the group discussions, and for each group, there was a moderator, and at least one note-taker.  In the West Bank, a female research assistant conducted the group discussions with married and unmarried women, and a male researcher conducted the group discussions with the males.  In the Gaza Strip, a female researcher (the project coordinator in Gaza) conducted all the group discussions, as she had previous experience with male groups and could anticipate that it would not be a problem.  However, a male medical student was the note taker in the men’s discussion groups.  In all groups, the moderator first gave a brief introduction of the purpose of the discussion, followed by an explanation of its basic rules.  In summary, the moderator clarified that responses to any particular question were voluntary, and there was no pressure to respond or comment if the participant did not wish to; there were no right and wrong answers; all opinions were welcome; differences would be respected, and confidentiality of the discussion was assured (responders would be identified by number in the transcripts and not by name).   Group discussions lasted generally between 1.5-2.5 hours.

The three target groups of the focus groups discussions were married women, young, unmarried women, and men (both married and unmarried).  In general, the group discussions aimed to solicit community views on reproductive health needs, the extent to which needs were being met by current services, and their most important health concerns, especially with regard to reproductive health.  A structured focus group discussion guide was prepared to assist in initiating and focusing the discussions for each type of target group, but all relevant comment and issues raised by the participants were discussed and pursued.  Naturally, the focus of the questions and the nature of the discussions varied with each target group.  In particular, married women were likely to be users of the governmental clinic services, although that was not a condition for their inclusion in the group.  In contrast, young unmarried women, and men (whether married or unmarried) were less likely to use RH services in the clinic, if at all.  In fact, it was quite expected that, because of social stigma and cultural barriers, those two groups would have unmet needs for services and for information on reproductive health.  

The characteristics of the groups were as follows:

Table 6.  Distribution of the Focus Groups and Group Discussions by Location and Target Group
	
	Location
	Target Group
	Participants

	West Bank
	Ramallah (urban)
	Unmarried women
	14

	
	Jenin City (urban)
	Unmarried women
	20

	
	Hebron City (urban)
	Unmarried men
	21

	
	Ni’leen (rural)
	Married men
	10

	
	Dura (semi-urban)
	Married women
	12

	
	Kufr Rai (rural)
	Married women
	25

	
	
	
	

	Gaza Strip
	Al Rimal - Gaza (urban)
	Unmarried women
	10

	
	Jabalia (rural/camp)
	Unmarried women
	13

	
	Beit Lahia (rural)
	Men
	12

	
	Khan Younis (urban)
	Men
	11

	
	Al Qarara (rural)
	Married women 
	12

	
	Al Shija’ieh -Gaza (urban)
	Married women
	9


A seventh focus group was planned for each location with a previously un-determined target group, depending on the findings of the focus groups and where there was need for more information.  However, the transcripts of the different groups were judged to be sufficiently informative and did not point to the need for further discussions (see Appendix 8 for focus group guides).

6. Interviews (Personal and Telephone):

Apart from the interviews with health care providers in the clinics, three other groups of interviews were conducted.  The first type was with key stakeholders and decision makers in the program at the Ministry of Health (see Appendix 9 for list of interviewees).  For the most part, interviews with this target group were conducted towards the middle and end of the evaluation process, in order to seek their explanation for certain findings and solicit their perspective on the strengths, weaknesses, challenges, and future plans for cooperation.  In the West Bank, interviews were conducted in person, while for Gaza officials, the interviews had to be conducted over the telephone, as none of the evaluation team members from ICPH were able to obtain permits to visit the Gaza Strip.  The same researcher conducted all the interviews.  

As reported earlier, in the 2001-2005 program cycle, UNFPA provided very limited support to a number of non-governmental PHC clinics, mainly in the form of training (in the previous cycle, those clinics were supported with equipment), although it continued to work with NGOs in other capacities.  Telephone interviews were conducted with officials from those non-governmental organizations (Appendix 10).  The purpose of those interviews was to establish the type and level of support received (e.g. equipment, training, projects, etc) before a more detailed interview would be conducted.  With the exception of Palestinian Medical Relief Society (PMRS), none of the NGOs addressed appeared to have a level of support during the program cycle being evaluated that would necessitate an in-depth interview or a visit to the clinics.     

Finally, the non-clinical staff of the comprehensive non-governmental Women’s Health Centers was interviewed, in order to portray the psycho-social and legal services available to their clients.  In the Gaza Strip at Al Bureij centers, interviews were conducted with a psychologist, a social worker, and a lawyer (all females), as well as a male psycho-social health worker in the men’s intervention unit.  In the West Bank, at the Palestinian Family Planning and Protection Association/Hebron, the social worker and the lawyer were interviewed (see Appendix 11 for list of interviewees).  

7. Document Reviews:

Documents relevant to the RH sub program and to its various component projects were obtained from UNFPA and from the Ministry of Health, and they were reviewed before the start of the evaluation and throughout the evaluation process.  The starting document was the RH sub program’s log frame, including the outputs and indicators, and included other types of documents, such as sample clinic records, statistical service reports, project narrative reports, original project documents, and publications of projects (e.g. studies, brochures, etc.).

III. Methodological limitations

The evaluation survey suffered from some limitations that could not be overcome, and that should be taken into consideration when looking at the results:

· Because of time and resource limitations, not all clinics involved in the UNFPA-supported RH sub program could be visited.  In trying to balance representation with depth and wealth of information, the team decide to take a sample of the clinics, so that each clinic could be visited a number of times, and multiple data collection methods in each clinic would allow for as holistic and realistic a view as possible.  Although some clinics might have specific issues or unique concerns that could not be covered by this evaluation, the sample took into consideration geographic distribution, patient load, and type of clinic (comprehensive vs. SDP).

· CPI observations were considered an invaluable addition to this evaluation exercise, and to our knowledge, this method has not been used widely in the country before.  However, whenever observations are used, one cannot discount the possibility of behaviors being altered because of observation (the Hawthorne effect), especially since observers only spent one or two days in each clinic, and thus did not give the staff the opportunity to get used to their presence.  Still, the fact that the clinics were extremely busy in most of the cases meant that business had to go on as usual with little room for changing routines and practices.  Another limitation related to the CPI observations was the fact that two different persons conducted the observations in the West Bank and Gaza, which could have introduced some inter-rater differences.  Although procedures and checklists were discussed (over the phone due to the impossibility of travel between Gaza and the West Bank), the fact that both observers could not share in the observations of some sessions precluded the possibility of quantifying inter-rater reliability.

· Client exit interviews have the problem of recall bias and courtesy bias (especially in this culture where women are very appreciative of the services being offered and are afraid of the consequences of negative responses).  However, their open-ended comments on the needs for improvements reflect more accurately some of their concerns.

· In facility audits, the team tried as much as possible to audit the equipment and supplies available.  However, due to time limitations, the very heavy workload in most of the clinics, and our status as external evaluators, it was not possible to quantify equipment and supplies exactly.  The audit gave a general view of what was present (sometimes in excess), missing, or malfunctioning in the clinic, but it cannot replace an official and detailed inventory.

· A very significant limitation was the inability of team members in Gaza and the West Bank to meet in person and train together.  All communication was either by email, fax, or telephone.  Thus, some of the apparent differences between Gaza and the West Bank may be partially explained by subtle differences in collecting the data, although every effort was made to standardize the process.

Part IIIa: Findings (Service Provision)
The findings of this evaluation will be presented using a slightly modified version of the Situation Analysis conceptual framework.  Specifically, the findings will be organized in such a manner as to provide a description and an assessment of the readiness, quality, and impact of the reproductive health services provided in the UNFPA-supported facilities.  Naturally, service provision in the clinics is the net result of a number of factors, not the least of which is the management of RH programs at policy-making and ministerial levels.  This aspect of the program will also be addressed in another section of the evaluation.  

Figure 1.  Quality of Care Conceptual Model


[image: image2]Reproduced from:  A User’s Guide for Monitoring Quality of Care in Family Planning.  Measure Evaluation Manual Series, No.2.  Measure Evaluation Project and the Monitoring and Evaluation Subcommittee of the Maximizing Access and Quality (MAQ) Initiative.  February 2001.

 READINESS

1.  Facilities and Equipment & Contraceptives and Supplies

In the second UNFPA program cycle (2001-2005), the RH Sub program was designed to support 39 service delivery points in order to strengthen the integration of quality RH services and information at the primary health care level.  Of those, 11 would provide a more comprehensive package of services than that provided by SDPs (details of the packages are described in the Methodology section).  This particular component took up a large proportion of the Sub program’s resources, as the number of non-governmental comprehensive clinics (Women’s Health Centers) supported was much smaller (3), and the secondary care component (6 hospitals), comprising equipment provision, protocols development, and training, was relatively limited.  

Facilities

The governmental primary care clinics were chosen by the Ministry of Health after on-site visits, based on such criteria as regional distribution, population size, the existence of a MoH clinic that could be upgraded through UNFPA support, a satellite location that can be accessed relatively easily, and the number of other providers of similar services in that location.  As reported in the Methodology section, 37 governmental clinics were supported at the primary care level, in addition to 7 non-governmental organizations, bringing the total number of CHCs and SDPs to 44 (not including the three comprehensive women’s health centers).  However, in the second program cycle (2001-2005), non-governmental   clinics were not supported directly.  Rather, their administering organizations were supported centrally with contraceptives, protocols, and through training.  Furthermore, some of the governmental clinics are not providing the RH package as originally proposed in the Sub program document (see section on Constellation of Services).  Therefore, it is strongly recommended that a final list of clinics be agreed upon, updated, and endorsed by both UNFPA and the government for the upcoming program cycle. 

Infrastructure 

In some cases, the infrastructure in some clinics was inadequate for the comfort of women waiting to see the doctor and/or for privacy for counseling sessions.  In the West Bank in Jenin, the women’s waiting area was outdoors, although in that region in particular, construction and upgrading of the clinic infrastructure is underway.  According to the CPI observations, the waiting room in Kufr Rai does not have adequate seats for women.  In Yatta, most women were standing up, and in Dura, the waiting area was a long and cold corridor.  In fact, even when heaters are present, they are not always functioning, because of the lack of heating fuel (on one of the visits to Dura, the doctor brought her own heater, and the interviewers could not take their coats off.  It was hard to imagine how women would be expected to take off their clothes for an examination). The infrastructure in Tarqumia, al Bireh, and Ni’leen was adequate, with sufficient space for waiting and privacy in consultations.  Thus, in total, in the West Bank, 3 out of the 7 clinics visited had adequate infrastructure.  In Gaza, there were also some issues with regard to privacy, as in 3 clinics (Bureij, Rimal, and Harazeen) the observation notes indicated that the doctor and nurse shared the same room, and the infrastructure in Old Beit Lahia is quite poor, which is partly why services were transferred to Shaima clinic.

Access to the Facilities 
Access to services has multiple layers.  Economic access and physical access are usually better recognized and described in the literature.  However, cognitive access, which is knowledge of what services are available and how and when to access them, is also very important.  One might argue that it is indeed the first level of access that should be considered, for without knowing about services available, women cannot be expected to brave other barriers (such as financial and physical access) to get to the service.  

Knowledge and Suitability of the Clinic Schedule 

In the West Bank, approximately two thirds of women reported knowing the clinic’s FP and ANC schedule.  A much smaller proportion (35%) knew when they could access gynecological services.  This is probably because gynecological services are not advertised as such, but rather managed by the FP provider for non-pregnant women and by the ANC physician for pregnant women.  In all cases, around a quarter of the women said that there were not enough days of service, and around a fifth said that the hours of service per day were insufficient for their needs.  When asked to elaborate, most women said that the clinic was too crowded, and the doctor did not come to the clinic often enough.  Furthermore, women felt that their responsibilities at home (and for a few, their responsibilities at work) made the working hours too short and inconvenient.  In Gaza, women’s satisfaction with the clinic schedule was surprising, given the greater client load there.  The expressed satisfaction could be partially explained by the presence of a much larger number of providers per clinic, by the fact that RH services are more integrated into the clinic schedule (i.e. available on more days of the week) compared to the West Bank, and because of easier physical access (shorter distances to the clinic compared to the West Bank).  However, courtesy bias cannot be excluded, especially in light of the comments in the focus group discussions, which expressed women’s frustrations at the very limited working hours and the delays in the arrival of the doctor.

Table 7.  Women’s knowledge of and satisfaction with clinic schedule

	
	West Bank
	Gaza Strip

	% women knowing the clinic’s ANC schedule
	63
	81

	% women knowing the clinic’s FP schedule
	61
	58

	% women reporting working hours for the ANC clinic sufficient 
	67
	93

	% women reporting working  hours for the FP clinic sufficient
	80
	97

	% women reporting working days for the ANC clinic sufficient 
	77
	97

	% women reporting working  days for the FP clinic sufficient
	75
	98


Physical Access to the Facilities
In the OPT, access and mobility are always a concern because of the shifting situation on the ground with regard to permanent checkpoints, transient checkpoints, and the path of the Separation Wall.  Obviously, asking women about access and mobility difficulties through exit interviews will likely underestimate the problem, as women from isolated communities who were not able to reach the facility will be missed.   
In this sample of clinics, access in terms of physical distance and even cost of travel does not appear to be a significant problem for clients.  According to the client exit interviews, women in the West Bank reported that it took them an average of 22 minutes to get to the clinic, and the average cost was 9 NIS.  In Gaza, women reported that it took them 14 minutes on average to reach the clinic, and the cost was about 3 NIS.  Because of the smaller distances and the difference in transport costs, approximately three quarters of the woman interviewed in Gaza (78%) found the amount of money that they had to pay to reach the clinic acceptable and suitable for their conditions, compared to about one half of the women in the West Bank (56%).

At the time of the evaluation, checkpoints also did not appear to pose a problem for women to reach the clinic.  In the West Bank, 4% and 5% of women reported having to go through a permanent or temporary checkpoint, respectively, to get to the clinic.  In Gaza, checkpoints were not an issue, because of the Israeli disengagement.  Of course, with political developments and the shifts in Israeli responses on the ground, the situation with regard to checkpoints and mobility restrictions is always subject to change.
Equipment and Supplies

Appendix 11 presents detailed information by facility on the available expendable supplies and equipment (both general and essential
).  Naturally, a detailed inventory of equipment, and especially of expendable supplies, is beyond the scope and authority of this evaluation.  However, the audit conducted provides a reasonable semi-quantitative assessment of the clinics’ readiness in terms of supplies and equipment.  

By looking at the lists in Appendix 11, it appears that the deficiency is greater in expendable/consumable supplies or in some specific essential equipment, while other major pieces of equipment were available in excess in some clinics (see summary sheet at the end of the Appendix for excesses and deficiencies).  It was also observed that there was a level of maldistribution between the PHC clinics and hospitals in the same region.  This indicates the need for better coordination at the same level and between levels of care, as well as the need for re-distribution within the MOH facilities.  There are some duplicate essential equipments in certain clinics that are highly needed in hospitals, such as infant scales, surgical equipment, portable lights and Doppler for checking fetal heart rates. 

More specifically, in terms of general equipment in the West Bank, it was found that all governmental facilities had basic equipment/furnishings, including gynecological examination beds, couches, bed screens, vaccine refrigerators, and portable refrigerators (the non-governmental Hebron center does not have a portable refrigerator).  However, three out of the four SDP clinics and one of the CHCs (Yatta) had no means of communication, which is essential in a clinic for purposes of emergency and referral.  For infection control purposes, all clinics had functioning sinks, soap, disinfectant solution, autoclaves, and autoclave tape and/or roll (where needed depending on the type of autoclave), gloves, and sharp boxes.  However, although all clinics had bed sheets, no extra sheets were available, and we were told that sheets are washed only when they get visibly dirty by the cleaner (who usually takes them to her home).  Towels were not found in any of the CHCs.  

In terms of essential equipment, there were only a few deficiencies.  All CHCs had ultrasound devices, as did three of the 4 SDPs surveyed.  All clinics had IUD insertion and removal sets, and all but 2 clinics (1 SDP and 1 CHC) had Pap smear kits at the time of the visit.   Almost all West Bank clinics did not have urinary albumin dipsticks (which are a cheap and essential component of focused antenatal care), vaginal crème’ if a vaginal exam is to be performed, and IV solution in case of emergencies.  There were two clinics in the West Bank that had no Pinards to use to check fetal heart beats in case the available Doppler malfunctioned or in case of an electricity cut. This is critically needed in Kufr Ra’i clinic since the clinic only has a sonicaid, while in Jenin Central clinic, there is a sonicaid and an ultrasound device to check fetal well being. Its worth noting that at the time of conducting this audit, it happened that some clinics (Tarqumia and Dura) were lacking vitamin A & D drops for newborns and iron tablets for pregnant women.  All clinics had family planning methods available (details in the constellation of services section), but all reported that femulin (oral contraceptive used by lactating women) had been out of stock for more than a year, and in one clinic (Ni’leen) condoms were out of stock as well, although they are available at the Central Warehouses.

Excess of equipment in some clinics of the West Bank region was due to receiving certain items from different donors, such as autoclaves in Yatta, Tarqumia and Al Bireh clinics.  There were other equipment in al Bireh and Tarqumia clinics that are not necessary or not used, such as ECG machines, suction machines, and cauterization machines. Most clinics were found to have at least one computer and printer that are not used at all.  There were extra surgical equipment in some clinics like Al Bireh, Yatta, Tarqumina, Jenin Central and Hebron clinics.

In Gaza, basic furnishings and equipment were available at all clinics.  All clinics had refrigerators and portable refrigerators, bed screens, and couches and all but one (Old Beit Lahia) had gynecological examination beds.  The needed equipment and supplies for infection control practices were also available, as all clinics had functioning sinks, soap, disinfectant solution, autoclaves, autoclave tape and/or roll, gloves, and sharp boxes.  According to the CPI observations, sheets were not changed between patients, indicating that sets of extra sheets were probably not available or at least not in adequate amounts.  Similar to the situation in the West Bank, there was an excess of some machines and equipment, especially in al Harazin and Jabalia clinics. All Gaza clinics have at least one telephone with one external line.  Deficiencies in the clinics were more likely to be in expendable equipments, such as culture swabs and dip sticks for albumin.  Beit Lahia clinic was the only clinic that lacked some specific equipment, such as towels, sheets, and culture swabs, urine dip sticks for albumin, and a portable light.  This clinic provides only ANC and health education.   

2. Staff Training and Attitudes 

Scope of Practice and Distribution of Work within the clinic

Reproductive health services are provided mainly by physicians, assisted by nurses and/or midwives.  The clinics are open from 8:00am-2:00 or 2:30 pm 6 days a week, but the doctor may not be available at the clinic every day.  Patient contact time is actually shorter than the opening hours, because of the limited time in which the doctor is available at the clinic and the amount of time spent on administrative work (filling records).  The number of nurses / midwives interviewed who are responsible for reproductive health services per clinic ranged from 2-5 in the West Bank and from 1-10 in Gaza, depending on the type of clinic (CHC vs. SDP) and on the patient load.  Similarly, the number of physicians per clinic was higher in Gaza than in the West Bank.  In the West Bank, physicians were more likely to rotate among clinics, while nurses and midwives tended to be residents of the same community in which the clinic is located.  In both regions, physicians’ work in the clinic is mostly clinical (i.e. treating patients) with minimal or no administrative responsibilities.  On the other hand, nurses and midwives provide care for beneficiaries and do a considerable amount of administrative work.  Caring for beneficiaries includes pregnant women care (weight and blood pressure measurements and urinary albumin checks), child care (vaccinations and growth monitoring), home visits for post partum women in limited locations, manual breast examinations for new ANC and FP clients, dispensing family planning methods in repeat visits (except for IUDs), provision of health education and counseling, and assisting the doctor while seeing women in his/her clinic.  The administrative work includes taking appointments for the doctor’s visit, filling out records (for new and continuing clients) and forms, dispensing iron, and ordering stocked out supplies, etc.

The scope of each provider’s practice and his/her roles and responsibilities should be outlined clearly in a written job description.  In the West Bank clinics that were visited, less than one third of providers (11 out of 39) reported having a job description, and 4 said that they did not know if they had one.  In Gaza, less than one half (34 out of 71) of the providers interviewed reported having job descriptions.  However, in both regions, the large majority of those who said they did have job descriptions also said that the descriptions were in writing.

The multiple services provided in reproductive health clinics require a team approach, with different types of providers contributing according to their expertise.  The following table shows providers’ roles and attitudes in the clinics.  Expectedly, all doctors (general and specialists) reported having a role in clinical decisions, but not all nurses or midwives reported having such a role, despite the fact that they provide care for women and children.  Doctors and nurses were more likely to report informal meetings about clinical issues or issues pertaining to clinic management.  In other words, because of the structure of work in the clinic (stable nursing staff with a rotating physician, in many cases), there were no formal meetings to discuss clinical or administrative management.  From our observations, nurses and midwives tended to work most of the time with each other, and when the physician is in the clinic, they assume an assisting role (preparing files, preparing women for examination, standing in the room while the doctor examines the patient).  In general, doctors expressed their satisfaction with the preparations that the nurses made for them when they came to clinics.  Despite the apparently segregated work, the majority of providers in both regions said that they felt that they were members of a team.   

Table 8. Clinic providers’ roles and attitudes

	
	Doctors

 (n)
	Nurses/midwives

(n)

	West Bank
	N=13
	N=19

	Have a role in decisions about beneficiaries’ care
	13
	14

	Meet regularly with other clinic personnel to discuss patient care
	1 (formally)

5 (informally)


	2 (formally)

13 (informally)

	Meet regularly with other clinic personnel to discuss clinic management issues


	0 (formally)

4 (informally)
	6 (formally)

8 (informally)

	Feel that they are members of a team


	11
	19

	Gaza Strip
	N= 38
	N= 33

	Have a role in decisions about beneficiaries’ care


	33 (out of 33)
	23

	Meet regularly with other clinic personnel to discuss patient care


	14 (formally)

14 (informally)
	5 (formally)

19 (informally)

	Meet regularly with other clinic personnel to discuss clinic management issues
	10 (formally)

11 (informally)
	12 (formally)

17 (informally)

	Feel that they are members of a team
	35
	32


 Training

Capacity building has been one of the most important strategies used by the Ministry of Health to improve the quality of its services, and training has been a cornerstone of this strategy.  Over the past years, considerable investments have been made in training the Ministry’s staff (both clinical and administrative) in a variety of areas, with the involvement of local and international parties.  To our knowledge, there has not been a comprehensive assessment of the quality and impact of these training schemes, although many at the administrative and service provision levels have expressed concern about duplication and about limited dissemination of training results.

In this evaluation activity, a module was appended to the providers’ questionnaires dedicated to describing the various training schemes in which they were involved over the last three years (from UNFPA and other sources) and to gauging the providers’ own assessment of the impact of this training “on the ground” in their daily practice.

The large majority of providers interviewed reported having participated in at least one training activity in the last three years: 83% in the West Bank and 93% in the Gaza Strip.  The median number of trainings attended in the last three years was 5 in the West Bank and 3 in the Gaza Strip.  

Table 9.  Topics on which providers were trained in the last 3 years

	
	West Bank

N=38
	Gaza Strip

N=60

	Infection Control
	12
	10

	Breast Examination
	6
	9

	IUD and Cervical Smears
	1
	6

	STDs/AIDS
	7
	7

	Emergency Delivery and Obstetric Care
	10
	26

	Postpartum Care and Home Visits
	10
	11

	Referral System
	3
	9

	RH protocols and guidelines
	11
	25

	Counseling, communication, and health education
	9
	13

	Statistics, computers, records
	10
	10


Trainings were generally rated highly by the providers, in terms of their content.  However, both the providers, and other policy makers we interviewed expressed their doubts about implementation of training material on the ground and the actual impact on the quality of services.  At both the service provision and the policy-making levels, the following concerns were raised with regard to training:

· Training opportunities were sometimes used as rewards, given out on non-professional criteria.  Consequently, the most appropriate person was not always the one trained.

· The impact of training was limited because of poor dissemination by the trainee to others in his/her setting.

· Trainees sometimes feel that training courses do not relate to their practice, as they do not take into consideration realistic constraints.  For example, given the enormous workload and pressure on the provider (both nurse and doctor), comprehensive counseling and in-depth health education seem impossible.  Similarly, in the absence of an extra set of sheets for the examination bed, or soap and towels, training on infection control becomes less relevant.  As an integral component of any training scheme, mechanisms should be explored on how to implement in within existing limitations.

· Supervision and follow-up on training are generally inadequate.  In some cases, trainees are asked to write reports about the trainings that they had attended.  However, it was not evident that there were mechanisms to hold them accountable for implementation or at least for providing a reasonable explanation of structural or contextual constraints that prevent implementation.  

Training can be a very powerful tool of change in an organization, and there can be no doubt that the knowledge base has been expanded and a measure of capacity has been built in the area of RH because of training opportunities.  However, on balance, greater benefit can be derived from training schemes if their design takes into consideration realistic possibilities of implementation and builds in mechanisms for follow-up and supervision.

Training on Protocols and Guidelines

Substantial work was invested in producing unified protocols to standardize practices and improve quality in RH services at the national level.  The protocols for service provision at the primary care level were prepared with technical support from UNFPA and with input and contribution from a wide variety of governmental and non-governmental stakeholders and UNRWA.  Protocols have also been developed for the provision of care at the secondary level and for the establishment and operation of a referral system between the two levels.  There is little doubt that the process of developing the protocols was in itself a valuable capacity building experience for participating providers and that the participatory approach that was adopted promoted ownership. 

The protocols for provision of care at the primary level have been widely distributed, especially in governmental clinics, and many providers were trained on how to use them.  The following table describes the use of protocols in the clinics.

Table 10.  Providers’ reported use of protocols in practice 

	
	West Bank

 N=39
	Gaza Strip N=71

	Providers reporting having written protocols and guidelines for their work


	25 
	44 

	Providers reporting being trained on the protocols


	18
	41

	Provider reporting that they follow the protocols in their practice 


	19
	42


To begin with, not all providers interviewed were aware of the availability of protocols to guide their practice.  Only around one half of providers (49% and 59% of those interviewed in the West Bank and Gaza Strip, respectively) reported actually following the protocols in their daily practice.  When asked about the main reasons for this, providers cited high workload (not enough staff or time) and insufficient equipment.  These answers indicate that providers do not necessarily see protocols as an integral tool to improve their practice, but rather as a burden that they can do without.  Other reasons for not following the protocols according to the providers were lack of staff commitment and the absence of any motivations/incentives for good performance.  These responses reflect the demoralization of the providers and to some extent, inadequate accountability measures.  Finally, other reasons mentioned for not using protocols had to do with them being in English (and therefore not easily readable to some) and to the fact they are now in need of updating.  

3. IEC Materials

Appendix 12 lists the IEC-related supplies and equipment in the West Bank and Gaza Strip clinics.  The list shows that clinics are equipped with the basic equipment and supplies needed to provide health education, such as televisions, posters and other printed materials.  The brochures collected from clinics cover a number of health topics including well-being and self-care for pregnant women, breastfeeding, postpartum care, nutrition for children, diarrhea and acute respiratory tract infections, safe child birth, and family planning methods.   However, as the CPI observations showed, these materials are not always clearly displayed to the client, and are often kept in drawers or filing cabinets.  When asked, providers reported that women tend to given them to their children, who then litter the clinic with them.  Furthermore, CPI observations showed that these materials are not always used in the service of health education and counseling.

Table 11.  Providers’ reports on the availability and use of IEC materials

	
	West Bank 


	Gaza Strip 

	% Reporting availability of IEC materials on a regular basis


	76 
	27 

	% Reporting using IEC materials in their work on a regular basis
	68 
	54 

	Ways of using IEC materials:

· % Using the material as part of the counseling sessions
· % Give material to women by hand
· % Leave material on table for woman to pick up


	58 

87 

16 
	89 

61 

8 


In the West Bank, providers reported that their main method of using the material was to give it to the woman to read at home, while in Gaza they were more likely to use the material in the clinic as part of the counseling session.  However, these reports were not supported by our observations in the clinics, which showed minimal use of IEC materials in both regions.  Some providers also reported using the materials outside the clinic, such as distributing them to schools, or using them when answering telephone inquiries from women.

In terms of their participation in generating IEC materials, few providers reported playing a role in selecting topics or in writing the content.  In the few cases that did participate, the effect was positive, as providers reported a sense of ownership and usefulness of the material.

Table 12.  Participation of providers in generating IEC material

	
	West Bank
	Gaza Strip

	% Reporting having a role in setting topics for materials

	29
	33

	% Reporting having a role in writing the content of the  material
	10
	4


When asked about their assessment of IEC materials, all providers in Gaza and 91% of them in the West Bank reported that they found them helpful in their work.  Most providers reported that they would assess the impact of IEC material as useful or very useful (81% in the West Bank and 89% in Gaza).

IEC in the community beyond the clinic

IEC provided in the clinics is limited mostly to married women, as men and unmarried women tend not to attend clinics for RH services due to cultural and social reasons.  Married women coming to the clinics prefer getting their health messages from the doctor, especially the specialist.  Health education materials (brochures and videos) address certain issues, such as pregnancy, breastfeeding, postpartum care, and child health and development.   However, when we asked women (through interviews and in the group discussions) about topics they were interested in but might have been too embarrassed to raise with the provider, we found that some of their concerns (especially with regard to reproductive tract infections, sexual intercourse, and misconceptions about family planning methods) are not addressed by the available IEC materials nor were they topics of health education sessions.  Well-developed and sensitive IEC materials could be helpful in initiating counseling or health education sessions on these issues.

Both clinic observations and group discussions showed that men (married and unmarried) and unmarried women do not attend RH clinics, except very rarely.  Yet, they have several concerns and questions about general health issues and about reproductive health, in particular, which are not adequately addressed by current initiatives.  Here, it is critical to understand, not only the unique and sensitive needs of these groups, but their preferred and trusted sources as well.  For example, our group discussions in Gaza showed that young women refer to their mothers in the first place as a source of information and advice and to the doctor for physiological problems, such as irregular or painful menstruation or unusual secretions.  Women in Gaza also saw religious men and religion classes in mosques as acceptable sources of information on reproductive health issues.    One young woman told the story of a friend who took her sanitary napkin to the Imam (religious figure) to ask if the blood on it was regular menstrual blood or abnormal bleeding.  Television shows hosting medical experts were also considered an acceptable source of information, although many young women were concerned about the influences of inappropriate satellite television images and messages.  

Men had many sexual and reproductive health concerns as well.  In Gaza for example, there were many concerns about infertility and about normal sexual intercourse, and in the West Bank, men talked about infertility, AIDS (especially in the group of workers in Israel), family planning methods, and consanguineous marriages.  In Gaza, men said that it was “impossible” to ask their fathers or family members any questions about sexual or reproductive health (“my father would kill me.”), and most said they turned to their friends.  In contrast to women, men did not see health providers and religious figures as 

an option for addressing reproductive health questions and concerns.  In particular, the issue of trust was an impediment.  In the group discussions, men expressed frustration and lack of trust in the health system, which in their view, was an extension of the “corruption’ and “wasta” of the governmental system as a whole.  The competence of providers was questioned, as some are seen to provide inadequate services on purpose, in order to refer patients to their private practice.  Young men did not trust the discretion of the physician  (“ He (the doctor) tells patients’ secrets to his friends”), and they feared ridicule  (“I want to ask, what is the guarantee that the doctor will not make fun of me… what would the doctor say if I asked about a problem I have during intercourse? I am sure, because I saw this at a private clinic, where the doctor said “look at what he complains about?”).  Very few of the men and women we talked to had heard of hotlines, and even less had used them.  Again, the issue of trust in “who is on the other end of the telephone” was raised.  Schools did not seem to be an option, as teachers and counselors were not seen as authoritative sources of information, and RH-related matters were addressed in a dry and technical manner only.    

In sum, there are many questions on the minds of young men and women little trust in who provides the answers.  What is also not in doubt is that young men and women are bombarded with sexual images and messages through satellite television, and to some extent through the internet, and it is shaping their view of what is normal and acceptable. 


 4. Supervision and Management

Supervision

Supervision at all levels of health care provision is important for the quality of care provided.  The following table shows providers’ responses with regard to their supervision at the clinic.  It is noteworthy that, in both regions, nurses reported that their supervision was almost equally technical and managerial, while the supervision of doctors was mostly managerial (rather than technical). 

Table 13.  Supervision of RH providers in the clinic

	
	West Bank
	Gaza Strip

	% Providers reporting being supervised*
	82
	90

	% Providers reporting that their supervision is adequate (in frequency)
	55
	76

	% Providers reporting that their supervisor is useful (in terms of getting feedback or support for work)
	55
	61

	% Providers reporting that they need extra forms of support
	82
	73


* Most of the supervision is through visits, and the second most frequent type of supervision was through reports

When providers were asked what extra forms of support they needed, the two most common responses were increased field visits by supervisors and moral support and appreciation (even in the form of a thank you note).  Other responses included increasing the cadre of professional working in the clinics and making alternates available, receiving feedback from those in charge, having more authority to make decisions at the clinic level, and training.  

Evaluation

Employee evaluation is meant to be a quality improvement tool.  It is a tool that can motivate providers, guide them towards better performance, and above all, promote accountability.  The following table reflects some indicators regarding evaluation of providers.

Table 14.  Evaluation of RH providers in the clinic

	
	West Bank


	Gaza Strip



	% Reporting that their work is evaluated
	77
	72

	% Reporting that their evaluation mechanism is fair
	39
	46

	% Receiving regular feedback from their evaluation 
	26
	15


In both regions, nurses were much more likely than doctors to report that they were evaluated.  Almost all nurses (95% in the West Bank and 91% in Gaza) reported being evaluated compared to slightly over one half of the doctors.

According to the providers, the most common forms of evaluation were secret evaluations and statistical reports.  Because of the lack of transparency, more than one half of the providers felt that the evaluation mechanisms used were not fair.  In their view, the secret evaluation method allows for personal rather than professional issues to be the basis of the evaluation.  Providers also felt that there was too much emphasis on statistical reports and on numerical targets (number of new patients, number of exams, etc.), while the emphasis on the quality of work was insufficient.  While it is certain that quantitative indicators are needed for monitoring services and detecting areas of weakness, open and more qualitative methods of evaluation need to be added, and evaluations should be shared with employees in a transparent and professional manner.

QUALITY OF CARE

“I hope the services improve, because I have no other choices” married woman, Gaza

Quality of Care is a multidimensional concept.  The findings in this section will be presented using the Bruce-Jain framework as a guide.  Although the framework was designed initially to assess quality in family planning services, its use in assessing the quality of other RH services has long been recognized.  In the following section, we will begin with a detailed description of the constellation of services offered in the UNFPA-supported clinics, in order to ascertain whether the package complies with the original design of the program in its second cycle.  The remaining components of quality of care will be presented separately for antenatal care and family planning services, and under each service, some distinction will be made necessarily between first and follow-up visits.  

1. Constellation of Services:

Facility audits provided detailed information on the range of RH services provided at the different facilities, in order to establish whether the package being provided complies with the original program design.  As the package differs between the two types of facilities (Service Delivery Points vs. Comprehensive Health Centers), details of services are presented in separate tables.

In the surveyed facilities, all SDPs were providing ANC and health education services.   In the West Bank, 3 out of 4 SDPs had at least 3 methods of contraception available at the time of the survey, while one SDP (Ni’leen) provided only oral contraceptive pills.  In that particular clinic, the physician refers women wanting an IUD to al Bireh clinic, because of his limited time at the SDP.  That time is used for examining ANC clients or checking on previously fitted IUDs.  Condoms were also not available there, although condoms are available in excessive quantities at the Ministry of Health Central Warehouses.  Providers report that condoms are not particularly in demand.  However, in the absence of other choices, women should be given condoms as a temporary method until an IUD can be fitted or any other method decided upon.  

In the Gaza Strip, 3 of the 4 surveyed SDPs offered at least three contraceptive methods, while the Old Beit Lahia Clinic reported not providing any family planning services.  Women who come to that clinic for FP services are referred to the new Beit Lahia Clinic (Shaima).  Practically, the only services currently provided at the Old Beit Lahia clinic are ANC and health education.  

Table 15.  RH services provided in the sample of governmental SDPs supported by UNFPA

	Clinic
	ANC
	FP (including counseling)
	PNC
	Health Education
	MBE*†

	West Bank
	
	
	
	
	

	Kufr Rai’
	✔
	3 methods (OC, IUD, CND)
	✔
	✔
	16/month

	Ni’leen
	✔
	1 method (OC)
	✔
	✔
	8/month

	Dura
	✔
	4 methods (OC, IUD, CND, DP)
	✔
	✔
	36/month   

	Tarqumia
	✔
	4 methods (OC, IUD, CND, DP)
	✔
	✔
	29/month

	Gaza Strip
	
	
	
	
	

	Beit Lahia (old)
	✔
	X
	X
	✔
	52/month

	Sabha 

al- Harazeen
	✔
	4 methods (OC, IUD, CND, DP)
	✔
	✔
	62/month

	Al -Sourani
	✔
	4 methods (OC, IUD, CND, DP)
	X
	✔
	24/month

	Al-Qarara
	✔
	4 methods (OC, IUD, CND, DP)
	X
	✔
	8/month


* The number of MBE/month is an average (over 3 or 4 months) of the breast examinations reported for new ANC cases and new FP cases.

† In Gaza, the number of MBE is based on family planning records only (i.e. the breast examinations conducted with new FP visits).  We were told by the Family Planning Department that breast examinations were not conducted as part of antenatal care.

Comparing the number of new newborn files opened at a clinic in a given month to the number of postpartum home visits or even clinic visits shows that postpartum coverage is still very low in the West Bank, and in Gaza, postpartum services are not available at the clinics.  This was also evident from our client exit interviews, which failed to detect any PNC clients.  In the West Bank, the statistics on clinic PNC visits are not integrated with the statistics for home visits, with the former being maintained with the Community Health Department and the latter being kept with the WHDD.  In Gaza, statistics on the number of home visits were not available from the Family Planning Department.

Table 16.  Sample statistics of newborns registered at the clinic vs. number of postpartum visits (home or clinic) recorded for the same month  in the West Bank SDPs

	
	Postnatal Care visits (home and/or clinic) per month
	Newborn files opened in clinic per month

	West Bank* † 
	
	

	Kufr Rai’
	16
	16

	Ni’leen
	7
	13

	Dura
	16
	41

	Tarqumia
	21
	46


* average for November and December only, with the exception of Ni’leen: October-December (Source: Community Health Department,  March 9, 2006) 

† Similar data could not be obtained from the Family Planning Department in Gaza, because we were told that there were no postpartum visits at the clinics.  Midwives/nurses conducted home visits when they learned of a new birth in the community, but not statistics were available on that.

In Gaza, three out of the SDPs visited reported not providing any postnatal care services at the clinic.  The program of Home Visits, which was meant to address the problem of low PNC coverage, is still in its early stages and cannot be assessed sufficiently.  However, we have learned that, in the West Bank, some of the home visit forms are being filled out in the clinics, rather than in the homes.  It is recommended that that the home visit forms be modified so that they include a variable that specifies where the visit was conducted, as sometimes the child may be brought to the clinic by a relative, other than the newly-delivered mother.  More importantly, the reasons for this practice should be understood and addressed.  Since the program is in its early stages, the barriers to conducting home visits should be explored fully.  Is it a matter of lack of time on the part of the nurse, non-acceptability by the community, or insufficient compensation for transport (nurses and midwives are compensated around 5$ for the visit)?  Perhaps the system can be tailored for the specific conditions of every clinic.  For example, in some clinics, the doctor is only there for one day, and for the rest of the week, the workload is very low, while the load is very high daily in other clinics.  Frank discussions with the nurses themselves should be conducted in order to make sure that the design of the program is not unrealistic.  The supervision should also make sure that the content of the visit is standardized, as the facility audits suggest otherwise

According to the National Unified RH protocols developed by the Ministry of Health and various non-governmental partners, manual breast examinations should be conducted for women who seek FP services or ANC services for the first time (i.e. new files).  Thus, the adherence to these protocols can be measured by comparing the reported statistics for MBE with the number of new files opened in ANC and FP clinic.  When this was done (for an average of 3-4 months/year), it was found that adherence to the protocols varied between SDPs, with Dura and Tarqumia showing better adherence to the protocols than the other SDPs in the West Bank, despite their higher case loads. It is noteworthy that the reports on breast examinations are also not integrated, i.e. they are reported on separately (in ANC and FP reports).  Thus, it is not easy to make a judgment on how well MBE is being integrated in FP compared to ANC services, and therefore to understand the systemic barriers to implementing this component.  

The CHCs are meant to provide a wider range of RH services, including antenatal care for high risk pregnancies, screening for STIs, and cervical smear examinations, in addition to the basic package provided at SDPs.  

Table 17.  RH Services in the sample of governmental CHCs supported by UNFPA

	Clinic
	ANC (incl. high risk)
	FP 
(including counseling)
	PNC
	STDs
	Health education
	MBE*


	Pap Smear†

 

	West Bank
	
	
	
	
	
	
	

	Jenin
	✔
	3 methods (OC, IUD, CND)
	✔ including home visits
	✔
	✔
	27/m
	4/m 

	Al-Bireh
	✔
	3 methods (OC, IUD, CND)
	✔
no home visits
	✔
	✔
	18/m
	8/m 

	Yatta
	✔
	4 methods (OC, IUD, CND, DP)
	✔
including home visits 
	✔
	✔
	23/m
	2/m 

	Gaza Strip
	
	
	
	
	
	
	

	Jabalia
	✔
	4 methods (OC, IUD, CND, DP)
	X

home visits only
	✔
	✔
	60/m
	X 

No specialist to read the slides

	Rimal
	✔
	4 methods (OC, IUD, CND, DP)
	home visits only X


	✔
	✔
	22/m
	Doctor was away

	Khan Younis
	✔
	4 methods (OC, IUD, CND, DP)
	X

home visits only
	✔
	✔
	32/m
	X 

Referral hospital not ready


* Figures based on a 4-month average (in the West Bank from ANC and FP reports; in Gaza from FP reports only)

† Pap smear numbers in the West Bank are based on a 4-month average

ANC services, including care for high-risk pregnancies, are provided by all CHCs in the West Bank and the Gaza Strip.  In terms of content of ANC, all CHCs were providing at least the basic care in terms of tetanus vaccinations, hemoglobin tests and iron supplementation, and other laboratory tests.  However, there were some variations in reported practices.

All the providers interviewed at the CHCs were familiar with the tetanus vaccination guidelines disseminated by the Ministry of Health.  As for the iron supplementation, universal supplementation (i.e. supplementation regardless of iron status) appears to be the policy.  In the West Bank, providers reported that folic acid was given to all women for the first trimester, and then iron (Fe) was given until delivery.  However, according to the Director of PHC in the West Bank, the use of folic acid has been stopped recently because the dose of folic acid provided to the Ministry is not in compliance with WHO guidelines (March 2006, Dr. Assad Ramlawi, personal communication).  In the Gaza Strip, providers also reported that all pregnant women were given iron supplements throughout the pregnancy.  These reports were confirmed by the client exit interviews and by the client-provider interaction observations, which showed that physicians were consistent about asking the pregnant woman about her supply of iron and to giving prescription when necessary.  

As for other laboratory tests, providers in all CHCs reported that all women have their hemoglobin tested at least three times during the pregnancy, and possibly more frequently for anemic women.  Blood type was also established for new pregnancies.  Fasting blood sugar (FBS) was conducted at least once in all CHCs, with a range of 1-3 times during the pregnancy.  All CHCs conducted urinary albumin (UA) at least once, with a range of 1-4 times during the pregnancy.  Thus, in conclusion, all facilities conducted the basic tests of hemoglobin, FBS, UA, and blood typing at least once, with slight variations in frequency and timing.  It appears that the weakness in ANC visits lies in the physical exam and focused health education messages (as observed in the CPIs), but not in the lab tests or provision of iron supplements.  Compliance to iron supplementation may be a problem, as statistics show that the prevalence of iron deficiency anemia has not been reduced in pregnant women
, and CPIs showed that doctors ask women about the availability of iron, but do not give advice on how to take them, or try to investigate their compliance.  Without proper nutrition counseling, iron supplements are not sufficient.  

All CHCs provide at least three contraceptive methods, with only Jenin and al-Bireh clinic not offering injectables in the West Bank.  As with SDPs, postpartum care coverage in CHC is also very low, and the reported content of the visit is variable.  Postnatal home visits are provided by two of the three CHCs in the West Bank and all CHCs in the Gaza Strip, but their content is not standardized, and the coverage is low when compared to the number of newborns registered at the clinic.

Pap smears are poorly integrated, with very low numbers in all three CHC clinics in the West Bank.  In the Gaza Strip, two of the CHCs reported not doing pap smears because of the unavailability of anyone to read the slides, and in a third, the tests were done at a very low rate because the provider was away.  Pap smears often depend on the sex of the provider, which explains the very low load in Yatta, despite being a very busy clinic.  ON the other hand, SDPs such as Dura and Tarqumia provide these services, because the provider is a female who appears to be appreciated by her clients.

All CHCs provide STD symptomatic treatment. Medicines prescribed (antibiotics, anti-fungal medications, etc.) depend on availability at clinic.  The husband does not come to the clinic, so the provider gives medicine for both the woman and her husband.  However, from the providers, and from the interviews with women, we have learned that recurrent infections are a problem, indicating that treatment may not be effective.

2. Quality in Antenatal Care (first and follow-up visits)
All clinics are equipped with the basic and essential equipment needed to provide ANC, and all clinics have qualified staff to provide the service.   The service is mainly provided by specialists assisted by nurses and/or midwives in the West Bank and Gaza. ANC is provided at least once a week in all clinics, and up to 6 days per week in some of the comprehensive health centers.  Although clinics are open from 8:00 am till 2:30pm, antenatal care services in most clinics are provided for limited hours, depending on when the physician gets to the clinic (for example, in some clinics, services were provided from 9 am till 1 pm, and in others the service may be provided for only 2-3 hours during the working day). 

A total of 121 observations for client-provider interaction during ANC services were conducted: 41 in the West Bank and 80 in Gaza Strip.  Of the 117 ANC visits for which the type of visit was identified (there were 4 missing cases), 38 (32%) were first visits and 79 (68%) were follow up visits.  The mean duration of the first and follow-up visits is shown in the following table.  Expectedly, first visits were slightly longer than follow-up visits in both regions, although it is evident that the workload is high and the duration of visits is very limited, especially considering how long women wait to see the physician.  The consultation time is too short to allow the implementation of the recommended practices. 

Table 18.  The average duration of first and follow-up ANC visits by region

	
	West Bank
	Gaza Strip

	First ANC visit (minutes)


	10
	8

	Follow-up ANC visit (minutes)
	6
	6


Interpersonal relations in ANC (First and follow-up visits)

Interpersonal relations were assessed by observing the ANC providers for: providing privacy, greeting the client, assuring confidentiality, giving the client a sense of concern or empathy, encouraging the client to ask questions, and generally treating the client with respect.  Compared to other aspects of the CPI observations, interpersonal relations were the most difficult to assess, as their perception is shaped to some extent by cultural or background characteristics.  
In all clinics in the WB, ANC sessions can be characterized as physician-driven in terms of initiation of verbal communication, types of questions asked and information discussed, and the manner of ending the session.  Due to the heavy client load and severe time limitations, the service is sometimes provided with inappropriate basic interpersonal provider behavior, such as limited eye contact and talking down to women (in Gaza, for example, women were greeted by the provider in less than half the encounters observed).  The interaction style is mostly brief and very technical, where the physician is the one asking and talking most of the time.

From the observations, ANC care services were provided mostly in private, although conditions of privacy seemed to be inadequate in Gaza clinics (61%).  During the ANC session, the door was usually closed, and there was a bed screen in all clinics that was sometimes used to protect privacy inside the room.  In the West Bank clinics, providers did not always assure clients of confidentiality when taking their medical and reproductive history (59%).  Providers in both regions tended to ask open-ended questions (90%), which is very important to allow women to express their concerns freely and in their own words.  However, there was a substantial deficiency in encouraging women to ask questions during the session.  This could be due to time constraints and the heavy client load, but it is an especially wasted opportunity for education, as women in the focus groups in both regions indicated that their physician was the most trusted and sought after source of information.  In general, despite the fact that providers sometimes made no eye contact with women or did not answer their questions or even blamed them, women were treated with respect according to the local cultural accepted values (for poor women perhaps!). The following table shows the quality of interpersonal relations of providers during ANC in both regions.

Table 19.  Interpersonal relations of providers in both regions

	 Did the provider:
	West Bank (N = 41)

n 
	Gaza (N = 80)

n
	Total (N = 121)

n (%)

	See client in private
	37 
	49 
	86 (71)

	Greet client
	38 
	34 
	72 (60)

	Assure client of confidentiality
	24 
	69 
	93 (77)

	Make the woman feel that provider is empathetic / concerned
	20 
	69 
	89 (74)

	Encourage client to ask questions
	2 
	63 
	65 (54)

	Ask open-ended questions
	35 
	73 
	108 (90)

	Treat client with respect
	38 
	74 
	112 (93)


It is worth noting that women’s answers corroborated those of the observers, in terms of the perception of being treated with respect.  According to their responses in the exit interviews, 91% of women in the West Bank and 98% of women in Gaza said that they felt they were treated with respect by the doctor during antenatal care visits.  Similarly, 94% and 90% of ANC clients in the West Bank and Gaza Strip, respectively, said that the nurse treated them with respect.

Information Exchange 

History taking during the first antenatal visit

According to the WHO antenatal care model, the first antenatal care visit is the time during which the provider is expected to conduct a detailed history assessment, physical exam, and essential laboratory exams to establish baseline data for the pregnant woman
.  The very short duration of the consultation visit in both regions suggests that there are many elements in the history taking, physical examination and necessary health education that might have been missed or performed inadequately. 

In both regions, providers asked about the number of living children and date of the last menstrual period (LMP) to determine gestational age.  However; providers in the West Bank tended not to ask women about the regularity of their menstrual cycle in a consistent manner.  In the West Bank, providers elicited the client’s obstetric history in only 50% of the observations, compared to 78% in Gaza (open question rather than specific indicators of risk).  This omission is serious, as obstetric history is necessary to assess possible complications during the pregnancy and birth.

Providers tended not to elicit adequately the history of family planning use and breastfeeding practices in the first ANC visit.  This is probably due to it not being mentioned in the Unified RH guidelines
 for the first ANC visit or to the belief of providers that the ANC visit is not the appropriate setting for asking about family planning history or interest to contracept after the pregnancy.  However, we tried to observe if family planning and breastfeeding histories were discussed during return visits, but this was either not done at all (in the West Bank) or was very limited and inconsistent (in Gaza). This segmentation suggests that the care provided does not reflect adequately the holistic and integrated approach of all RH elements into different types of services. 

Table 20.  Family Planning and breastfeeding history during ANC visits:

	History
	West Bank (N = 10)


	Gaza (N = 28)


	Total (N= 38)

n 

	Family planning history
	1 
	17 
	18 

	Interest in FP after this pregnancy
	0
	8 
	8 

	Breastfeeding history
	1 
	7 
	8 


Risk assessment during the first antenatal visit

Risk assessment and assessing danger signs during pregnancy are important components of the first ANC visit
 and it is recommended to continue assessing any new risks or danger signs during subsequent visits. 
 We observed if the provider elicited information related to the following risks and dangers during pregnancy: minor illness, antepartum / postpartum hemorrhage, multiple gestation, eclampsia, sepsis, operative delivery, prolonged labor and presence of stillbirth, neonatal death, premature or low birth weight baby.  Risk assessment and assessing danger signs during pregnancy were not sufficiently performed by providers in the WB and Gaza.  Risk assessment is not appreciated by providers probably due to lack of continuity and fragmentation of MCH care between the PHC sector and hospitals where women deliver. When labor starts, women were instructed to go immediately to the hospital and antenatal care files have no pathway out of the PHC clinic to the hospital.  Keeping complete records (ANC clinic records) or a card to be taken with the woman is recommended by the WHO best reproductive practices. 
  Such home-based cards were established a decade ago by UNICEF, but we did not get a chance to observe their use during our field visits. 

Table 21.  Risk Assessment during the first ANC visit in both regions

	Did the provider ask about:
	West Bank (N = 10)

n
	Gaza

(N = 28)

n
	Total

(N = 38)

n

	Minor illness
	3 
	11 
	14 

	Antepartum/postpartum hemorrhage
	4 
	11 
	15 

	Multiple gestation
	3 
	11 
	14 

	Eclampsia
	2 
	0
	2 

	Sepsis
	8 
	1 
	9 

	Operative delivery (surgical, forceps, or vacuum)
	4 
	8 
	12 

	Prolonged labor
	1 
	10 
	11 

	Stillbirth or neonatal death
	2 
	15 
	17 

	Premature/low birth weight baby
	1 
	20 
	21 


Information Exchange during follow-up visits

Reviewing records and asking women about their previous visits are routine procedures that help the provider follow-up on any documented complaints and the care that was given to address those complaints
.  For the most part, providers did review their clients’ previous records, though in the West Bank, providers did not ask women adequately about their previous visits.

Table 22.  Routine procedures during follow up visits per region
	Did the provider:
	West Bank

(N = 31)

n
	Gaza

(N =48 )

n
	Total

(N = 79 )

n

	Review client’s previous records
	24 
	47 
	71 

	Ask number of previous visits
	9 
	46 
	55 


The following table shows to what extent providers obtain information about family planning and breastfeeding during follow up visits in both regions.  As observed earlier, family planning and breastfeeding topics were not brought up in ANC visits.

Table 23.  Family Planning and breastfeeding history during follow up ANC visits

	Did the provider ask about:
	West Bank (N = 31)

n
	Gaza (N = 48)

n
	Total (N = 79)

n

	Family planning history
	0
	23 
	23 

	Interest in FP after this pregnancy
	0
	10 
	10 

	Breastfeeding history
	0
	8 
	8 


Health Education and the Use of IEC Materials in first and follow-up visits

Using and giving IEC material to women were very limited.  Despite the availability of some IEC materials in the form of wall charts or pictures or a few pamphlets, providers were not observed to use any visual aids while instructing women or at least to guide them to look at them while waiting.  In most clinics, physicians reported that health education was the role of the nurse, who is also extremely busy and overworked.  Again, there is a missed opportunity for health education there, since conditions in the examination room are more private and conducive than in the waiting room, and because of the trust that women have in their physicians. 

Table 24.  Use of IEC materials and health education in the ANC clinics 

	Did the provider
	West Bank (N = 41)

n
	Gaza (N = 80)

n
	Total (N = 121)

n (%)



	Use appropriate IEC materials 
	0 
	9 
	9 (7)

	Give client IEC reading material 

(if available and appropriate) 
	1 
	4 
	5 (4)

	Educate client about danger signs
	1 
	44 
	45 (37)

	Care of minor disorders during pregnancy
	4 
	50 
	54 (45)


Educating women about danger signs in pregnancy was deficient, as it was observed in only about one third of the sessions.  Similarly, the important and practical topic of how to care for minor illnesses and complaints safely in pregnancy was inadequately addressed.

Health Promotion in first and follow-up visits

In the West Bank, it was observed that even though there are few cases where topics of adequate rest and nutrition were mentioned, the messages were non-specific, such as “eat and drink well” and “eat food rich in iron”.   In Gaza, the majority of providers (95%) discussed at least one of the following health promotion topics: adequate rest, good hygiene and proper nutrition.  Observation data from Gaza do not provide any details regarding which of the previously mentioned topics was more frequently discussed. The following table shows educating pregnant women about personal well-being issues in the West Bank region.

Table 25.  Health promotion in ANC sessions in the West Bank

	Health Promotion / Personal well-being
	West Bank (N = 41)

n

	Adequate rest
	5 

	Hygiene
	0

	Proper Nutrition
	7 


Technical Competence 

Physical Assessment during the first ANC visit

According to the unified PHC guidelines
, physicians are required to perform a complete medical exam for women during the first ANC visit. We assessed whether providers performed the most crucial elements of physical assessment, including: checking the general appearance, signs of anemia, edema, height, weight, blood pressure, and previous Cesarean Section scar. Providers from Gaza clinics did well in routine check ups for women during the first ANC visit.  The physical assessment component was performed inadequately in the ANC sessions observed in the West Bank.

Table 26.  Physical assessment of women’s well-being during the first ANC visit by nurses and physicians 

	Physical Assessment components performed by Physicians in the West Bank & Gaza

	Did the provider perform the following according to the protocol?
	West Bank (N = 10)

n
	Gaza (N = 28)

n
	Total (N = 38)

n

	Check general appearance
	4 
	27 
	31 

	Check signs of anemia
	1 
	28 
	29 

	Check for edema
	0
	6 
	6 

	Check previous caesarean section scar
	1 
	17 
	18 

	Note assessment of complaints in history
	4 
	21 
	25 

	Physical Assessment components performed by nurses / midwives in the West Bank & Gaza

	Check height (note: < 4’8”/ 140cm)
	8 
	16 
	24 

	Check weight
	4 
	25 
	29 

	Check blood pressure
	5 
	25 
	30 


The Unified RH protocols call for a manual breast examination to be conducted for the pregnant woman on her first visit.  Based on a comparison of the number of new ANC files opened in a month and the number of breast examinations conducted (in ANC visits), it appears that this particular component is not implemented in a standardized manner, meaning that there are variations between clinics in the West Bank.  This may depend on the heavy workload (as in Jenin and Yatta clinics), but other reasons must also be at play, since other busy clinics, such as Dura, were able to implement the protocol.  In Gaza, we were told that breast examinations were not conducted with the opening of a new ANC file (i.e. for a first visit), except upon request by the client.  Therefore, no data are available for Gaza.

Table 27.  Manual breast examinations in ANC services in the West Bank

	
	Number of new ANC files*
	Number of manual breast examinations*

	Jenin
	32
	6

	Al Bireh
	10
	9

	Yatta
	20
	10

	Kufr Rai’
	8
	13

	Ni’leen
	8
	11

	Dura
	17
	29

	Tarqumia
	21
	25


* based on a 4-month average

source: MoH statistics (CHD in WB; FP in GS) obtained specifically for the evaluation

Assessment of the fetal well being was very dependent on the ultrasound device leaving no space to ask women if they feel fetal movements or not or even to attract their attention to this issue, especially for newly pregnant women and those who had a stillborn baby in previous pregnancies.  During the observations in the West Bank, the provider asked only one woman about fetal movements whereas in Gaza it was observed in two thirds of the encounters.  Instead, the ultrasound machine is used routinely.  Based on existing evidence, the Cochrane review concludes that routine Doppler ultrasound in low risk populations does not confer benefit on mother or baby
.  Providers in the West Bank performed very well in checking fetal heart sounds either by using the Ultrasound or the Doppler (100% in the West Bank & 63% in Gaza where the rest from Gaza were documented as don’t know by the observer).  In general, providers in the WB were observed to provide very limited, short and brief explanations while performing the Ultrasound testing to women (30%) while in Gaza, providers tend to explain more while performing examinations (82%). 

Physical Assessment in follow-up visits

Checking weight, measuring blood pressure and assessing pregnant women for edema are crucial assessment components to be performed during every follow up visit. 
 The following table shows the physical assessment indicators during follow up antenatal care visits in both regions, and it is obvious that there are substantial deficiencies, with only a quarter of West Bank providers and less than a fifth of providers in the West Bank checking for edema.  Although weight and blood pressure measurements are usually taken by the nurse, this was sometimes not done when the client load was heavy or, in some cases, this was done on another day before the doctor’s visit. 

Table 28.  Routine physical assessment during ANC follow up visits 

	Did the provider
	West Bank (N = 31)

n
	Gaza (N = 48)

n
	Total (N= 79)

n

	Check for edema
	8 
	8 
	16 

	Check weight
	17 
	34 
	51 

	Check blood pressure
	18 
	35 
	53 


Anemia prevention in first and follow-up visits

Anemia prevention during pregnancy is a crucial aspect of care in the Palestinian pregnant women population due to high prevalence of anemia in this group. Almost all clinics share the same policy regarding folic acid and ferrous sulfate supplementation. The policy specifies that all women are provided with folic acid tablets for the first 3 months of pregnancy, after which they are switched to ferrous sulfate tablets until the end of pregnancy.  Folic acid and ferrous sulfate tablets were provided free of charge to pregnant women. In some distant villages like Yatta and Tarqumia, there were not enough quantities to meet the needs of women at the time of our observations. In general, providers in the West Bank and Gaza were consistent in providing prescriptions for folic acid or ferrous sulfate to pregnant women and were observed to ask almost all women if they needed prescriptions.  However, providers were not equally consistent about providing advice concerning why and how to take the pills, checking compliance, asking about side effects, or providing specific nutritional advice.  The following table shows care providers conduct for pregnant women to prevent anemia in both regions.

Table 29.  Anemia prevention actions in both regions

	
	West Bank

(N = 41)

n
	Gaza

(N = 80)

n
	Total

(N = 121)

n (%)



	Provide iron and folic acid supplementation
	27 
	78 
	105 (87)

	Provide nutritional advice concerning anemia.
	8 
	79 
	87 (72)


Tetanus immunization for pregnant women was mainly followed up by nurses, who keep immunization records. All pregnant women were followed up or given the vaccine if needed.  We observed that all providers in both regions were aware of the Ministry’s guidelines concerning indications and schedules of tetanus immunizations. 

Routine laboratory testing in first and follow-up visits

WHO recommends minimizing the number of screening tests.  Blood typing, blood pressure, and urine tests for proteinuria are essential together with fundal height measurement.  All other tests should be used ion indication only
.  

Blood test for Hb levels and blood grouping and RH were requested routinely for all women during the first antenatal visit in the West Bank and Gaza clinics, while urine analyses were done routinely for 90% of women in the WB and 93% of women from Gaza.  All health care providers in the WB mentioned that they usually repeat Hb tests for all women at least once later in pregnancy while urine analysis would be repeated again if there was an indication or a complaint from the woman.  Rubella tests are not requested in the West Bank clinics and were performed for less than one half of the women observed from Gaza.  Australian Antigen test was requested for 90% of women in the West Bank and for about half of women in Gaza.  This difference in practice reflects the lack of agreement between providers on a national level about the protocols with regard to these tests.  Providers routinely request blood glucose tests either while fasting or by a random test for women during later months of pregnancy (24-28 weeks).  Observation has shown that 90 % of women in the West Bank and 89% of women from Gaza had blood sugar tests requested at least once during their pregnancy. Although checking urine by dipsticks is a cheap effective test that should performed for all women during the first ANC visit
, it was not observed to be a consistent practice while providing ANC. 

Universal precautions (first and follow-up visits)

In general, the universal precaution practices reflect inconsistency of providers to adhere to defined protocols and guidelines. We observed providers for hand washing, handling sharps, and changing sheets between women.  Despite the presence of a functioning sink and soap inside most of consultation rooms in clinics, the practice of hand washing was not consistent. Washing hands before client contact was not observed at all in the West Bank and observed only once after contact.  In Gaza, hand washing before contact was observed only 6 times and after contact only 3 times.  Part of the reason for this could be that the physical examination is actually very limited with clients (as will be seen in later sections), so the provider may not feel that the contact warrants hand washing. 

In terms of handling sharps, there were not many examples to observe.  However, in the West Bank, there was one case in which a nurse was observed to give an injection to a woman, where the nurse recapped the needle using both hands (which is against basic infection control precautions) before discarding it in sharp box.  In Gaza, this practice was observed in two cases out of 6 cases and one case was observed to discard the needle inappropriately (i.e. not in the sharp box).

One concern with regard to infection control was the inadequacy of changing sheets between clients.  Almost all clinics have no second sheet to change the one on the examination bed.  In one clinic, we asked how often the sheets were changed, and we were told that it was whenever the sheets were “felt” to be dirty and in need of washing (which can be less than once a week), and then the cleaner in the clinic would take the sheets home for washing.

Mechanisms for Continuity in ANC (first and follow-up visits)

An important aspect of care during the first antenatal care visit is to encourage women to attend the clinic at least twice during pregnancy. None of the providers in the WB were observed to remind or ask women to attend the clinic at least twice during pregnancy in the first ANC visit, while providers in Gaza are keeping this in mind while conducting first ANC visits (93%). 

In terms of discussing the next visit, physicians in the West Bank clinics did not regularly discuss the return visit with women, but this is usually made up for by the nurse outside the consultation room, as in Tarqumia clinic for example. 

	Did the provider
	West Bank

(N = 41)

n
	Gaza

(N = 80)

n
	Total

(N = 121)

n (%)



	Refer client if necessary
	8 
	77 
	85 (70)

	Discuss return visit
	22 
	70 
	92 (76)


Having a plan regarding how to behave in case of emergency and regarding place of birth is extremely important for Palestinian pregnant women and their families who are living in remote villages where access to safe health care may not be possible due to road closures and unpredictable political circumstances. It is the role of health care providers to alert pregnant women to consider the available resources and alternatives in case of emergency during pregnancy and for birth. This is most appropriately done during the third trimester
. The following tables show to what extent providers in both regions discuss the issue of where to go in case of an emergency or for birth during follow up ANC visits.

Table 30.  Planning for delivery and for emergency situations
	
	West Bank (N = 31)

n 
	Gaza (N = 48)

n 
	Total (N =79 )

n

	Ask client where she plans to deliver
	5 
	9 
	14 

	Ask client how far to closest health facility
	1 
	39 
	40 


In the West Bank, none of the first visits discussed how far the woman was to the closest health facility or where she would go in case of an obstetric emergency, while in Gaza, a little over one half of the visits discussed the closest health facility, and only a quarter discussed what the woman plans to do in case of an emergency.  However, these numbers should be taken with caution as it is possible that the woman was asked these questions in a previous visit.

	Stories from the Field

You Simply Don’t Listen 

She came to the antenatal care clinic, 18 weeks pregnant and patiently waited for her turn.  As soon as she entered the consultation room, the doctor reviewed her file and asked for the report of the ultrasound report that he had requested in her previous visit.  The woman replied that she did not have the ultrasound done, because of the strike in the MoH clinics in the previous weeks. 

The Doctor became very angry and accused the woman of ignoring his instructions, which are extremely important for her care.  He chided her on being irresponsible and told her that it was not his problem that there was a strike.  She should have gone to any private clinic.

The doctor ignored the woman’s reply that she could not afford to go to a private clinic, and added “you really do not understand how important the test is for you. You women don’t appreciate why we ask for certain tests. We know better than you do, so we ask you, and you simply don’t listen! “He looked again to the file and decided that he was not going to examine the woman, “so that you will learn a lesson” he added. 

Spontaneously, the nurse asked the woman to get up on the examination bed, so that she (the nurse) could examine her, but the doctor refused. 

The woman implored him to let the nurse examine her.  She had been waiting since 8 am and was not sure she would be able to leave the children at home again and return the following week.  But the doctor was adamant.  He ignored her pleas and asked her to leave the office quickly so as not to hold up the other women any longer.


3. Quality in Family Planning Visits (first and follow-up visits)

Family planning services are mainly provided by physicians assisted by midwives and nurses in the West Bank and Gaza.  Physicians always see clients for their first family planning visit to conduct a comprehensive assessment and provide the appropriate method.   With the exception of IUDs, follow-up visits are often handled by the nurse or midwife only, who will renew the subscription of pills, provide a fresh supply of condoms, or administer the injection.  The availability of family planning services ranges from once a week in some clinics up to 6 days a week (mostly in Gaza clinics).  

Continuity of family planning services in many clinics was sometimes interrupted due to logistic or administrative reasons. For example, in Al Bireh MCH clinic, family planning services were interrupted for more than 4 weeks because the FP nurse was transferred elsewhere, and the physician did not wish to work with any other nurse.  In Yatta, Dura and Tarqumia, the physician was away from the clinic for several weeks (2-4 at the time of observation), during which the nurse continued to provide FP methods for continuing women and for new clients, unless they desired an IUD.  Availability of family planning services in some clinics could also depend on the physician’s willingness to provide these services (e.g. Ni’leen).  In many clinics physicians see 16 - 25 women in three hours or less rather than in the allotted six hours.  It was noticed that physicians control the number and the type of services to be provided, which imposes a great limitation on women’s accessibility to services in their own communities.  Again, this reflects to what extent reproductive health services in the Primary Health Clinics are medicalized and the imbalances in power and gender that directly affect accessibility and continuity of reproductive health care services.

A total of 83 family planning client-provider interactions were observed (including 10 gynecology cases): 48 observations in 7 clinics in the West Bank and 35 observations in 8 clinics in Gaza Strip.   In the West Bank, we observed the practices of 6 physicians (3 males and 3 females), 3 nurses and 3 midwives in different clinics that provide family planning services. In Gaza, observations were conducted for 7 physicians (all females) and 3 nurses. The average length of the FP visit was as follows:

Table 31.  The average duration of first and follow-up FP visits by region

	
	West Bank
	Gaza Strip

	First FP visit (minutes)
	10 
	9 

	Follow-up FP visit (minutes)
	5 
	6 


In both regions, follow-up visits were slightly more frequent than first visits, and while counseling and information were parts of all the clinical encounters, none of the visits were conducted solely for that reason.  

Table 32.  Reason for the visit by region

	
	West Bank 

(N = 48)
	Gaza

(N = 35)
	Total

(N = 83)

	Reason for the visit
	
	
	

	Information and counseling only 
	0
	0
	0

	Continuing client (using same method/follow-up visit) 
	26 
	21 
	47 

	New client or changed contraceptive method
	13
	13 
	26 

	Other: Gynecology cases
	9 
	1
	10 


For both new and continuing family planning users, the most frequent method of contraception was the IUD in both regions.  Injectables are more likely to be used in the Gaza Strip, and the progesterone-only pill has been out of stock for a couple of years in the West Bank.  

Table 33.  Type of family planning method per type of visit in both regions.

	Family Planning Methods
	West Bank

n
	Gaza

n

	New clients 
	13
	13

	IUD
	6
	7

	Combined Oral Contraceptive Pill (COC)
	1
	0

	Progesterone – only Pill (POP)
	0
	4

	Depo Provera
	1
	0

	Condoms
	3
	2

	Counseling only
	2
	0

	
	
	

	Continuing Client (using same method / follow up visit) 
	26*
	21*

	IUD
	17
	8

	Combined Oral Contraceptive Pill (COC)
	7
	3

	Progesterone – only Pill (POP)
	0
	2

	Depo Provera
	0
	3

	Condoms
	3
	5

	Other: Gyn cases using FP methods
	3
	0

	           Gyn cases without FP methods
	9
	1


* not including gynecology cases without FP methods
Interpersonal relations in FP (First and follow-up visits)

Providers in the West Bank and Gaza did well in their general interpersonal relations during the FP visits.  Still, it was noticed that providers don’t ask or encourage women to ask questions.  The general format is that providers give their instructions, leaving no space and giving no encouragement for women to express themselves.  The net result is more of a one-way communication session rather than an interaction or a dialogue. Although it was observed that women do ask questions sometimes, even without the encouragement of the provider, most women seem to have gotten used to this style and remain passive during the visit, particularly given the short duration of the visit. This style of interaction was noticed in sessions with both female and male providers. The following table shows some observed elements related to interpersonal relations during family planning visits in both regions.

Table 34.  Interpersonal relations during FP services in both regions

	Did the provider
	West Bank (N = 48)

n
	Gaza (N = 35)

n
	Total (N = 83)

n

	See client in private
	39 
	28 
	67 

	Assure client of confidentiality
	29 
	33 
	62 

	Ask open-ended questions
	37 
	30 
	67 

	Encourage client to ask questions
	0
	25 
	25 

	Treat client with respect
	37 
	34 
	71 


Regarding the last item in the previous table, the feeling of being treated with respect, women’s responses in exit interviews agreed with the observer’s rating more so in Gaza than in the West Bank.  In Gaza, 91% of women felt that they were treated with respect by the doctor and 98% by the nurse.  In the West Bank, 93% of women said that they felt they were treated with respect by the doctor and 96% by the nurse.  The differences between observed and reported ratings may reflect differences in the expectations of clients and observers. 

Information Exchange in FP

Routine Procedures for First and follow-up visits

In the West Bank, it was observed that it is not common for the provider to review previous files or to elicit how many previous visits the client had come for, except for some IUD clients who came for check up or for removal. In addition to that, providers did not use or give any IEC materials during FP visits, except in the Hebron Women’s Health Center, where the midwife uses available models during counseling. Most clinics do not have enough IEC material to give out, but almost all have some material to use during counseling. i.e. posters, brochures, and the family planning methods themselves. The situation seems to be better in Gaza in terms of reviewing previous records, asking about the previous visits and using and giving IEC material, although IEC availability and utilization are not up to a satisfactory level. The following table shows some of the routine procedures that providers performed during family planning visits in both regions.

Table 35.  Routine procedures in FP Visits

	Did the provider:
	West Bank

n
	Gaza (N = 35) 

n
	Total

N             n

	Review client’s previous records
	N = 42  ;   20
	32
	N = 77 ;  52

	Ask number of previous visits
	N = 42   ;    6
	32
	N = 77 ; 38

	Use appropriate IEC materials 
	N= 48   ;    0
	9
	N = 83  ;  9

	Give client IEC reading material 

(if available and appropriate) 
	N= 48  ;     0
	2
	N=50;     2

	Refer client if necessary
	N= 7      ;    7
	35
	N = 42;   42


History taking during the first FP visit

We observed providers during first FP visits for history taking skills. The following components of history taking were observed and documented: age, marital status, number of living children, age of youngest child, total number of pregnancies, desire for more children, timing of next child, current pregnancy status, pregnancy complications, partner attitude about FP, previous symptoms / signs of STI, partner previous symptoms / signs of STI, client breastfeeding history, past FP use and reason for stopping, date of menstrual period and regularity of menstrual cycle. During the first FP visit, it was observed that history taking skills according to the previously mentioned criteria was not satisfactory. 
Elements of a woman’s reproductive history provide vital information for understanding reproductive intentions or identifying contraindications. 

Table 36.  History taking during the first FP counseling visit in both regions

	Did the provider discuss the following:
	West Bank

(n = 13)


	Gaza 

(n = 13)


	Total 

(n = 26)



	Current age
	7 
	13 
	20 

	Number of living children
	4 
	13 
	17 

	Age of youngest child
	6 
	13 
	19 

	Total number of pregnancies
	4 
	12 
	16 

	Desire for more children (Want more?)
	3 
	7 
	10 

	Timing of next child (When?)
	1 
	7 
	8 

	Current pregnancy status
	4 
	11 
	15 

	History of pregnancy complications
	4 
	6 
	10

	Partner attitude about family planning
	0
	12 
	12 

	Previous symptoms/signs of STI
	2 
	1 
	3 

	Partner previous symptom/sign of STI
	2 
	0
	2 

	Client breastfeeding (history)
	2 
	5 
	7 

	Past family planning use / reasons for stopping.
	3 
	12 
	15 

	Date of last menstrual period
	7 
	13 
	20 

	Regularity of menstrual cycle
	5 
	13
	18 


Education / Information given in the first family planning visit

The observed health education in the West Bank can be characterized as very general.  Insufficient information was given on the details of methods, such as effectiveness, how to use, side effects, and advantages and disadvantages of the method.  Also, women were not given practical information on what to do in case of a problem with the method, such as dealing with a condom break or forgetting a pill. It was surprising that providers in Gaza did well in terms of the quality of the information given to them during the first FP visit, given the limited duration of the visit. The following table shows quality of information provided to women during counseling in the first family planning visits in both regions.

Table 37.  Health Education during the first FP visit

	Did the provider do the following:
	West Bank

(N= 13)


	Gaza 

(N= 13)



	Discuss range of methods (available at the clinic)
	11 
	13 

	Discuss effectiveness of method
	5 
	10 

	Discuss how to use method
	6 
	13 

	Discuss side effects of method
	6 
	12 

	Discuss advantages of method
	6 
	13 

	Discuss disadvantages of method
	6 
	11 

	Tell client what to do if experiences problems with method
	0
	11 


Counseling skills in the first visit

Counseling is an important prerequisite for the initiation of the use of any family planning method. It helps the woman to form an informed choice that is based on knowledge, choose a method that suits her individual needs and effectively use the chosen method
. In general, separate counseling sessions were rarely observed in most clinics except for Hebron clinic in which the counseling session was conducted in a separate room. A few separate counseling sessions were observed to take place in Tarqumia clinic, but this did not appear to be consistent. We tried to compare the observed counseling skills of providers during FP services by organizing those elements in our observation tool to suit the “GATHER” method of counseling
.  This particular approach is familiar to most local providers in the West Bank and Gaza through local training activities and is included in the PHC Unified Guidelines
. Providers in the West Bank showed insufficient skills in informing women about the return visit (61.5) and unsatisfactory skills in explaining how to use the method (46%).  It is also impressive that providers from Gaza did very well in counseling skills according to GATHER despite the fact that the mean time for the first FP visit was even less than the WB. It is worth noting here that although we have not obtained a specific number for the second element in GATHER (A: asking women about themselves), we did not observe providers giving women time to express their needs, concerns and questions or actively listening to them.  In the best case scenario, providers would ask women the reason for their visit, the method they wanted, and asked for information for the file.  The following table shows indicators for quality of counseling services provided for women during the first family planning visit in both regions.

Table 38.  Counseling skills according to the “GATHER” method for new clients

	Did the provider
	West Bank (N = 13)

n
	Gaza (N = 13)

n
	Total (N = 26)

n

	G = Greet the client
	8 
	6 
	14 

	A = Ask client about themselves
	
	
	

	T = Tell client about FP methods
	11 
	13 
	24 

	H = Help clients to choose a     

       Method
	0
	13 
	13 

	E = Explain how to use method 

       Chosen
	6 
	13 
	19 

	R = Refer or return for follow up
	8 
	13 
	21 


Choice of Methods for first FP visits

In the section on the constellation of services, we presented a table showing the contraceptive methods offered at the clinics in the evaluation sample.  In the Gaza Strip, all clinics in the sample, except for Old Beit Lahia, provided 4 methods of contraception: condoms, injectables, IUDs, and oral contraceptive pills.  Old Beit Lahia clinic did not offer any family planning services, and all family planning seekers were referred to the new Beit Lahia clinic.  In the West Bank, the choice of methods was slightly narrower.  In all the southern clinics (Dura, Yatta, Tarqumia), regardless of their type (SDP or CHC), all four methods were offered.  In Jenin, al Bireh, and Kufr Rai, injectables were not available, and in Ni’leen, only oral contraceptives were available at the time of observation.  Furthermore, the choice of methods was made practically narrower by the unavailability of progesterone-only pills, which are used by breastfeeding women.

In general, injectables are not popular in the West Bank, and we were told (by the Central Warehouses Director) that injectables were in demand only in Gaza.  In both regions, there was not much demand for condoms either, and large amounts of condoms are expected to expire in the Warehouses at the current rate of their use.  Although nurses in the clinics tell us that condoms are not popular choices, they remain important options for certain locations, where men work in Israel and may be exposed to risky sexual relations (e.g. Ni’leen).  In fact, men in some of the focus groups expressed their concerns about STDs and AIDS.  Condoms also remain important temporary methods for women until they are able to get their long-term method of choice (as we saw in several cases, where women came for IUDs but were not able to get them for various reasons).  The lactation amenorrhea method (LAM) was never mentioned, and women should be informed how to use it when breastfeeding.

Although most women usually came to the FP clinic knowing the method they would like to use, we observed some women who were not sure of the method they wanted to ask for. While discussing the method preference, providers in the West Bank sometimes asked guiding questions that reflect insufficient counseling skills, such as: you know that you want to use IUD? ; You don’t want more children and now you want an IUD? ; We will give you condoms; you know how to use them.  Incomplete history taking also limited the choices available to women, as providers were sometimes observed not to ask basic questions that determine reproductive intentions and/or contraindications to the use of certain methods.  The following table shows the providers’ skills and attitudes in assisting women to make choice and providing the method of choice.

Table 39.  Choice and preferences for new clients during the first FP visit

	Did the provider do the following
	West Bank

(n = 13)


	Gaza 

(n = 13)


	Total 

(n = 26)



	Discuss client method preference
	5 
	11
	16 

	Give method of choice or refer client for method of choice
	8 
	12 
	20 


During our observations, six new FP clients were not provided their method of choice of FP in both regions. The following table shows reasons why those women did not receive their method of choice of family planning during their first visit per clinic per region.

Table 40.  Reasons why new clients did not receive their FP method of choice 

	Name of clinic
	Reason

	Tarqumia
	Came several times to have an IUD inserted and doctor was not at clinic.  On the day of the observation, the doctor canceled all IUD insertions due to lack of time  

	Tarqumia
	Came several times to have an IUD inserted and doctor was not at clinic.  On the day of the observation, the doctor canceled all IUD insertions due to lack of time  

	Jenin Central
	The woman is newly delivered and wanted Progesterone only pills, which are not available.  She was given COCs, instead

	Jenin Central
	The woman wanted COCs, but she was given condoms without proper counseling or education.

	Jenin Central
	Came for IUD insertion. Given an appointment and condoms were given to be used until next appointment without proper counseling or education.

	Al Bureij
	The woman wanted an IUD insertion. Dr. was too busy to insert the IUD.


Technical competence in first FP visits

In order for the provider to be able to assist the woman in deciding on the most suitable method of family planning for her individual needs, s/he should perform some physical examinations and elicit necessary information
.  Due to the heavy client load, the average time for the first FP visit was less than 10 minutes.  Providers had very limited time to conduct all elements of care, perform individual counseling sessions, and deliver effective and focused health education messages concerning contraceptive methods.  The following table shows providers skills in providing initial necessary examinations and eliciting information concerning their current health status during the first family planning visit in both regions. 

Table 41.  Care during the first FP visit in both regions

	Did the provider do the following
	West Bank 
(N = 13)


	Gaza 
(N = 13)


	Total 
(N = 26)

	Check blood pressure
	4 
	8 
	12 

	Check/ask about pregnancy
	5 
	10 
	15 

	Ask about smoking
	0
	1 
	1 

	Ask about current breastfeeding
	1 
	7 
	8 

	Ask about chronic health problems
	4 
	6
	10 

	Ask about last delivery date
	3 
	9 
	12 

	Ask about previous pregnancy complications
	4 
	6 
	10 

	Check body weight
	5 
	7 
	12 


Providers’ skills in providing the general care for family planning client were found to be inadequate in both regions.  Without performing some of these basic elements of care, the basis of choosing any one method becomes unclear.

Care during specific method family planning method

a- Care provided for women who received Hormonal methods of contraception (COCs, Progesterone only pills, Depo Provera)

Asking the woman if she is currently pregnant, her breastfeeding status, any medical health problems, smoking status, and checking her blood pressure are vital and basic assessment elements the provider should examine before providing hormonal contraception methods.
  In the limited number of cases that we were able to observe, providers in both regions failed to elicit some basic but essential clinical information from women who were provided with hormonal methods.  All women received adequate number of contraceptive pills during this visit. The following table shows providers’ clinical skills to elicit basic information and conduct needed exams for women who received hormonal methods of contraception in both regions. 

Table 42.  Care provided for women who received Hormonal methods of contraception in both regions

	Did the provider do the following
	West Bank

N=9


	Gaza 

N=12


	Total 

N=21



	Check blood pressure
	2 
	7
	9 

	Check/ask about pregnancy
	2 
	7 
	9 

	Ask about smoking
	0
	4 
	4 

	Ask about current breastfeeding
	0
	4 
	4 

	Ask about chronic health problems
	4 
	3 
	7 

	Ask about last delivery date
	0
	7 
	7 

	Ask about previous pregnancy complication
	1 
	2 
	3 

	Check body weight
	2 
	3 
	5 

	Provide adequate number of packets 
	all
	all
	all


b- Care provided for women who received Condoms

Very few women took condoms for their partners.  All women in both regions received adequate number of condoms during the visit. The number of condom users observed (six were observed in the West Bank and 7 in Gaza) was insufficient to judge the quality of care provided for those women, but the few observed raise questions about the care provided to these women. We observed that women who are receiving condoms for the first time or as a temporary methods (until an IUD would be inserted) were not given sufficient counseling.  For example, we did not observe any provider explaining how to use condoms, what to do if it accidentally ruptured during intercourse, and not all women were asked about allergic reaction to latex (4 out of 6 and 1 out of 7 in the West Bank and Gaza clinics, respectively).  

c- Care provided for women who received an IUD

Providers in Gaza performed a little better than those in the WB concerning the recommended care
 a clinician should be providing for women who use IUD as a contraceptive method.  IUD check up was performed either by an ultrasound or vaginal check, and in several cases, women were not asked about lower abdominal pain or vaginal discharge. 

Table 43.  Care provided for women who had an IUD consultation

	Did the provider do the following
	West Bank

(n = 23)


	Gaza 

(n = 15)


	Total
(n = 38)



	Ask about pelvic pain
	8 
	11 
	19 

	Ask about vaginal discharge
	9 
	12 
	21 

	Inserted IUD following aseptic techniques. (WB n=6, G n=7)
	all
	all
	all


Universal Precautions

Adhering to universal precautions was observed to be poor and not sufficient despite the availability of sinks. In general, providers don’t wash hands before patient contact and very few wash their hands after some patient contact or after removing gloves. Sheets were not changed between clients unless it they were soiled with blood, and the edge of the bed was not cleaned. The following table shows the practices of universal precautions of providers during IUD care (insertion, check up or removal) and Depo Provera injections in both regions.

Table 44.  Universal Precautions during IUD care (insertion, check up, removal) and Depo Provera injections in both regions

	Were the following universal precautions performed correctly?


	West Bank

N                   n 
	Gaza 

N                 n
	Total

N                  n



	Wash hands with soap and water before each patient contact.
	N = 15               0
	N = 18       2 
	N = 68         3 

	Wash hands with soap and water after each patient contact.
	N = 15              6 
	N = 18      11
	N = 67        23 

	Wash hands with soap and water after removing gloves
	N = 13              3 
	N = 18     10 
	N = 37       14 

	Handle sharps safely
	
	
	

	Dispose of needle without recapping or use “one-hand” technique to recap needle
	N = 1               0
	N = 3         1 
	N = 3         1 

	Dispose of needles and other sharps in puncture proof container
	N = 1              1
	N = 3         2 
	N = 4         3


A Perspective on Family Planning Services from the Client Exit Interviews

According to the client exit interviews, there were 116 family planning visits (both first visit and follow-up) in both regions.  Of those visits, 90 women wanted to obtain a new contraceptive method or to change their current method.

Out of the 90 women who wanted a method, 77 got the method they wanted (86%), while 13 said that they did not get the method they wanted.

According to the reports of those women who received a family planning method on the day of the interview, the quality of care was as follows:

-25 % reported that they were not told how the method is used

- 34 % reported that they were not told about side effects 

- 9% reported that they were not asked about their questions (i.e. given a chance to discuss)

 -10% reported that they were not told about the time of their next visit

There were only 23 cases where the woman was a first time family planning visitor AND accepted a method.  Out of those 23 women:

· 20 did not have their blood pressure taken

· 22 did not get a manual breast examination

· 22 did not have their chest listened to

· 22 did not have their heart sounds listened to

· 13 did not get a vaginal exam

· 21 did not get a pap smear.

Most of the 23 women (20) were told about follow-up visits, all were asked if they had questions, 20 were told how to use the method, and 16 were told about the side effects.  Thus, according to these reports, first time visitors were not necessarily given more intensive counseling or a thorough physical examination.

	Stories from the Field

A Matter of Choice!

This was a woman who had given birth 3 months earlier.  She came to the clinic carrying the infant, with another child (who could not have been more than 2 years old) tugging at her dress.  She came seeking a reliable family planning method.  She said she wanted an IUD and handed the midwife her lab results slip.  The slip of paper said that her Hb level was only 9. 

The midwife and doctor refused to insert an IUD.  They were following the MOH protocol, explained the midwife.  

The woman became very agitated.  “What I am supposed to do now? I don’t want more children! I have 6 at home. They are all young. Here are the youngest two” she said, pointing to the ones who had accompanied her to the clinic. She told the midwife and the doctor how her last pregnancy was unplanned.  She was breastfeeding, and as soon as she started to feed her baby at 4 months, she had gotten pregnant again.  “Oh my God! This is going to happen again if I don’t do something” she wailed. She was begging them, but the doctor and nurse held their ground.

She asked what options were available for her situation, since she could not afford going to a private clinic for an IUD.  The midwife told her that the only method that suited her were the femuline pills (since she is breastfeeding), which have not been available at the clinic for years and were probably not even available in private pharmacies either. If she was lucky enough to find some, it would cost her 45-50 NIS a pack.  

At that point, the woman was shouting!   “According to your protocol, it is not OK for me to get an IUD because my blood (meaning hb level) is 9, but it is OK for a woman like me whose Hb is 9 to get pregnant again next month!! What a stupid protocol! “ 

The midwife and doctor asked her to leave the room because she was holding up other women.  They told her that she needs to “fix” her blood first then come back to insert the IUD.  “How do I do that?” asked the woman. 

 “You need to go home, eat well, try to take iron pills, and wait until your Hb level reaches 11. Then we can insert an IUD for you” The midwife said. 

“ya habibti,  I will come back pregnant not with higher blood (hemoglobin)” was the woman’s final reply. 


IMPACT 

In this section, the impact of facility readiness and the quality of care provided is examined by looking at the knowledge and satisfaction of women.  

Knowledge of important RH issues addresses the impact of health education efforts that have been invested in this program.  Satisfaction of women will be assessed by looking at their responses to the exit questionnaire, but the numerical indicators will be placed in the context of the women’s comments and concerns as expressed in the group discussions.  In client exit surveys, responses to single questions on satisfaction are known to be tainted by courtesy bias (i.e. the desire to be polite and “please” the interviewer).  Although group discussions were not limited to users of the clinics, the married women in the groups were often clients of the clinic, and even the men and the single women (who usually did not access RH services in particular) were able to contribute to the assessment of the services provided in the clinic and to express the views of the community in terms of their needs for RH services.  

1. Client Knowledge  

Substantial investments have been made in health education and IEC activities in support of reproductive health.  The existence of the Health Education and Promotion Directorate (HEPD) and a National Committee for Health Education (the technical reference on health education, comprising governmental; and non-governmental agencies) is a testimony to the commitment to the importance of health education in creating the necessary knowledge base, changing behaviors, and ultimately contributing to improved health at the national level.

However, there have been limitations to the work of HEPD, including the insufficient cadre.  In the West Bank, there is one health educator per health directorate, and that means that clinics receive visits from health educators once a month, or sometimes even less.  In addition, the health educators are needed for many other areas, such as school health, dental health, etc.  In Gaza, there are health education teams for primary health care clinics, hospitals, and community organizations (such as diwans, women’s organization, etc.).  The qualifications of health educators vary, ranging from post-tawjihi training certificates to Master degrees.    

As part of the health education efforts, a number of posters, publications, and even documentary films were produced on various topics in reproductive health.  As seen in the previous section on facility readiness, clinics were also equipped with televisions and videos in order to assist in the health education process.  As of yet, there has not been a comprehensive assessment of the impact of all of these various efforts in health education.  As a result, it has not been easy to know which particular interventions are more effective than others in raising awareness, imparting information, and educating the client.

A number of questions were asked in order to assess client knowledge in the area of reproductive health.  Those included questions on breast examinations and cervical smears (preventive care), danger signs in pregnancy, and side effects and contraindications of family planning methods.  All of these are topics which have been extensively addressed in oral and written health education messages, and on which providers have been trained in the last years.

Only 7% of women were able to correctly identify the frequency and timing, of self breast exams (SBE).  74% and 84% of women said that they did not know the answer to the two questions, respectively, and the rest gave wrong answers.

With regard to ANC messages, only about one third of the women (36%) could identify correctly two danger signs which necessitated seeking care immediately.  One in five women (20%) did not know a single sign. 

When examining the answers women gave to the questions on danger signs in pregnancy, it appeared that health education messages were not sufficiently focused.  Women had several general pieces of information (for example about the signs of pre-eclampsia), but they were not specific and focused enough so that the woman would know exactly what to do and when to seek emergency care.

In light of the popularity of the IUD as a family planning method, it was surprising that only about half of the women (54%) said that they knew one side effect of IUD use.  When those women were asked to name one side effect, only one third of those, which means only 18% of all women asked cited a correct answer (cramping, bleeding, and changes in menstruation).  

Again, when the individual responses were examined, it was obvious that women were confusing side effects with complications (such as perforation of the uterus, infections), and there were also answers that revealed the misconceptions that women have about IUDs.  For example, 10% of the responses indicated that women thought that the IUD was a danger to health and could cause ulcers, cancer, or infertility. 

To assess the quality of counseling, women were asked if they knew of any reason that would prevent them from using an oral contraceptive pill (i.e. a contraindication).  Although two thirds of women (61%) reported knowing a contraindication, only one third of them answered correctly (i.e. 21% of all women asked).


It was obvious that some women confused contraindications with side effects or complications, but even as a question on side effects, there were several misconceptions, as almost one fourth of women (24.3%) reported negative effects of oral contraceptives, such as causing infertility.

In the second cycle of the program, emphasis was placed on promoting the cervical smear as an important preventive test.  Providers were trained on taking the smear, and UNFPA also supported the training of cytologists to read the smear.  When asked about it, only 30% of women said that they had heard of this test, and of those, only one third answered correctly the reason why it is done (35% of women who had heard of it, i.e. 11% of all women).

When looking at the answers to the knowledge questions by region, with the exception of the question on the side effects of IUDs, women in the Gaza Strip were worse off with regard to knowledge.  This was even the case with the question on oral contraceptives, which are much more common there than in the West Bank.

2. Client Satisfaction

	“..we’re not satisfied, but a thirsty man needs even a drop of water”

a young man, Ni’leen, when asked about the satisfaction with the services offered in the clinic


Outright dissatisfaction with services in the clinic was very limited in both regions, with a higher sense of overall satisfaction in Gaza than in the West Bank.

Table 45.  Report Satisfaction of clients with RH services, according to exit interviews 

	% clients reporting to be:
	West Bank  (N=149)
	Gaza Strip*

(N=200)

	Very satisfied
	24
	64

	Satisfied
	44
	24

	Somewhat satisfied
	21
	11

	Not satisfied at all
	11
	2


* adds up to 101 due to rounding

Although women report being satisfied when asked in the CEI, the majority of women that we talked to in the focus groups (and even the men who don’t go to RH clinics, but use general clinics) were very negative about the quality of care.  Their main complaints were about the lack of medications, inaccurate diagnoses where people don’t feel that they get better, limited hours of service, need for more specialized doctors, crowding and waiting time.  In particular, the participants (both males and females) in both regions were concerned about the intentional provision of substandard care in governmental clinics in order to justify referrals to physicians’ private clinics.
Satisfaction with waiting time in the clinic

Out of the 287 women who saw the doctor during their visit, responses to the question (in your opinion, was the waiting time reasonable?) were obtained for 282.  In the West Bank, almost three quarters of the women asked (73%) reported that the waiting time was either somewhat long or very long compared to only 42% of the women in Gaza.  

Table 46.  Women’s perceptions regarding waiting time in the clinic and time with the doctor

	
	West Bank
	Gaza Strip

	% women reporting that the waiting time to see the doctor was reasonable


	27
	58

	% women reporting that the waiting time to see the doctor was too long


	58
	20

	% women reporting that the time spent with the doctor was sufficient


	73
	94


Women in Gaza reported spending significantly more time with the doctor than women in the West Bank, with an average length of visit of 9.0 minutes compared with almost 7 minutes for women in the West Bank.  Incidentally, both estimations were close to the visit duration as observed in the CPI.

Despite the short duration of the consultation, the large majority of women in both regions said that the time they spent with the physician was sufficient for their needs.  Only a very small proportion (10% and 2% in the West Bank and Gaza, respectively) was completely not satisfied with the consultation time.  Again, this finding was surprising, given the clinic observations and the women’s comments in the discussion groups, and it may reflect a measure of courtesy bias.  For any type of visit, most women reported that there was not a topic that they wanted to ask about but felt embarrassed.  In the West Bank, 17% of women indicated that there was such a topic compared to only 9% of women in Gaza.

Suggestions for Improvement

Out of 349 women, 123 women said that they thought the services were excellent (29) or that nothing was needed (94).  In addition, 13 women had no specific suggestions (don’t know).  For the remaining 213 women, there were 345 responses, in the following manner:

Table 47. Clients’ suggestions for the improvement of quality of care in the clinics

	Response
	N
	% of responses

	Add more services and specializations


	126
	36.5

	Add more days, hours, providers to lessen the load


	120
	34.8

	Improve infrastructure


	42
	12.2

	Better treatment by staff


	25
	7.2

	Others (cost, distance, schedule organization)
	21
	6.1

	More health education


	11
	3.2


The suggestions for improvement according to the clients exiting the clinics echoed those of the participants in the focus groups. 

Concluding Remarks

There is great need and demand for quality reproductive health services in the OPT.  Integrating RH services at the primary care level and expanding the package beyond the existing MCH services were important steps towards fulfilling those needs.  Equally important are the current Sub program initiatives to strengthen reproductive care provision at the secondary level and to develop the referral system linking the two levels of care.  However, in the current context of poverty, geographic fragmentation, and instability, the challenge is considerable.  Reproductive health services can only be as good as the health system in which they are delivered.  Thus, any RH intervention must also address systemic weaknesses, both infrastructural and management-related, if it is to have any impact and if reasonable levels of access and quality are to be assured.

The inputs of the UNFPA RH Sub program in the 2001-2005 were implemented on several levels.  There were investments in equipment and facilities in order to expand the coverage of RH services, including RH-related education and counseling.  Unified protocols were developed to standardize practices, and providers were trained on a number of RH-related issues.  Furthermore, UNFPA’s program was responsive to the emergency needs that arose in the OPT, by investing in emergency obstetric care in vulnerable communities.  

The findings of this evaluation show that, though much has been achieved, there are still gaps in the services provided, and the quality of care is sometimes deficient.  Furthermore, there are groups that have not yet been included in the services, such as men and unmarried women.  In addition to continuing with the initiatives that began in the previous cycle, future investments need to focus on difficult systemic issues, such as the organization of services, providers’ scope of practice, the quality of supervision, and mechanisms of increasing accountability.  If systemic changes are not made, there is a risk that previous achievements will not be sustained and that future investments will not be sufficiently effective.  Finally, appropriate strategies must be identified to extend RH services and information to vulnerable groups with limited access.      

Part IIIb: Findings (RH Program Management)
There appears to be a gap between the program plan and its implementation in the field. Assessment of the components of RH care has pointed toward sub-optimal care in the clinics and maternity hospitals of the governmental sector.  Specific weaknesses in the provision of care have been identified by observations, audits, provider and client interviews, and group discussions. However, it is difficult to pinpoint specifically the reasons for the problems in quality of care, given the numerous factors other than delivery in a rapidly changing environment that impact on the provision of health care. What remains essential for deriving the maximum benefit from program inputs and for the improvement in care is to identify the weak links so that change can take place. With this in mind, we will raise in this section certain management issues, which are related to identified problems, and then propose how they might be addressed.

Program Design and UNFPA Management
The UNFPA Country Program was the net result of an exhaustive process of studying the situation on the ground (reproductive health issues of concern in the OPT, services available, deficiencies and needs, etc.) and consulting with partners and with the local community on the most appropriate interventions for addressing those needs.  In the Reproductive Health Subprogram for example, the consultation process began from the earliest stages of selecting the clinics to be upgraded.  
The conceptual framework of the UNFPA program addresses individual, interpersonal, organizational, community and health policy factors,
 with the aim of supporting interventions at different levels that will be synergistic and contribute to enhancing overall outcomes. Thus the relevance of the UNFPA program in the Palestinian context and the holistic approach in both program content and the levels of intervention contribute to making up a program that is appropriate, comprehensive, and in line with the essential needs of the country.  The log frame matrix for the RH sub-program lays out clear goals, objectives, means of verification and risks and assumptions. Specific activities are listed along with how they will lead to the accomplishment of objectives and program goals.  The Reproductive Health Situation Analysis conducted in 2005 and the implementation of an Emergency Project were examples of the responsiveness of UNFPA to the rapidly shifting situation on the ground, and its attempt to understand and react to emerging needs in a timely manner.

According to the decision makers interviewed in the process of this evaluation, that flexibility and the constant dialogue with partners are valued management tools utilized by UNFPA, and they help create a positive atmosphere of cooperation and working for a common goal.  
However, there were also concerns expressed about the lengthy and sometimes complicated administrative procedures (such as reporting and filling out financial forms) that place a burden on the staff of the Ministry.  An example was given of the administrative burden that accompanied the implementation of the Emergency Project that was not accounted for in the design of that project.  Along those lines, it would seem necessary for UNFPA to continue to work with partners from the very outset of a project on clarifying administrative and management procedures and rules.  
Another important consideration in the design and implementation of the RH Sub-program is the increasing divergence on the ground (both structurally and socioeconomically) between Gaza and the West Bank.  This divergence suggests the necessity of reviewing the program’s logical framework and implementation modalities to ensure the appropriate level of flexibility in local management required to respond to specific needs.  In turn, this flexibility in local management should be supported with dialogue and supervision from UNFPA.  Thus, while acknowledging the political and security constraints on the ground, it is important that UNFPA continue its efforts to overcome the Israeli-imposed separation between the West Bank and Gaza by intensifying its supervision and coordination visits to partners in the Gaza Strip especially.
Concerns about the shortage in clinical staff to implement components of the project have been discussed elsewhere.  Given the on-going situation of conflict in the country and the increasing burden on the Ministry of Health, it would appear that UNFPA must continue its intensive involvement in follow-up and monitoring in the new cycle.

Coordination among MOH departments and their link to the field

The MOH with the support of UNFPA and other donors established the Women’s Health and Development Directorate (WHDD) in 1995 with the mandate for developing national policies and strategies regarding women’s health, and reporting directly to the Minister of Health. The Directorate also plays a role in monitoring and evaluating women’s health policies and programs, in coordination with the PHC Directorate and other parties in the Ministry. The Health Education and Promotion Directorate (HEPD) was created at the same time and is involved in RH IEC activities.  
A RH Steering Committee, headed by WHDD, was set up by Ministerial decree, as a coordinating body for RH services and projects within the Ministry.  In the West Bank, according to more than one decision maker interviewed, this Committee has not been active since the second Intifada.  Another committee, the RH Coordination Committee, is a national level body headed by WHDD and composed of members from relevant departments of the Ministry and non-governmental providers who are UNFPA partners working in reproductive health.  This committee meets regularly for the purpose of information-sharing and coordination.  In Gaza, the structure is slightly different, with one expanded committee that is both the Steering Committee and the Coordination Committee for WHDD.  Its function is also to approve WHDD’s action plan for the year and to coordinate activities and services in reproductive health.   

The establishment of WHDD and its position in the Ministry’s hierarchy can be seen as a mechanism for strengthening the Ministry’s commitment to reproductive health.  However, the overlapping roles of the different departments in relation to the provision of RH care creates some ambiguity and a complex mechanism for management and coordination in an environment where implementation is problematic.  The situation is further complicated by the fact that the West Bank and Gaza have slightly differing structures for service provision.   In Gaza, three departments within the PHC Directorate are responsible for RH care provision, namely MCH, FP, and Child Health, each of which has separate staff, directors, and nursing supervisors, while in the West Bank, these departments are combined.  It is difficult to imagine how this could be conducive to the integration of services.  In fact, it would seem that services lack integration at the top level.  For example, the component of home visits in postpartum care provision has become “WHDD’s work” (as UNFPA is supporting this) and follow-up is reported to this department, fragmented from other maternal health projects.  Furthermore, the duplication and excess of equipments in some clinics and their deficiency at the secondary care level would suggest that the mechanisms of coordination are not functioning very efficiently. 

With the onset of the Second Uprising in September 2000 and the prolonged closures and sieges that have been on-going since that period, only those service providers who already had experience in decentralized management were able to maintain functional service delivery and to adapt their methods to the changing situation. In the case of the MOH, it would appear that the ability to adapt depended very much on the district leadership and the capacity of certain local decision-makers to make things work, but not on the previously mentioned system itself.  It would seem that the current context requires decentralized management and decision-making to the district and community level, while creating standards which are maintained through supportive supervision in the field.

The Management style of the MOH

As mentioned in the UNFPA Position Paper, the overly-centralized and top down decision-making of the MOH along with lack of clear management structures, frequent turn-over of ministers and multiple directors and administrators, has resulted in poor quality of care, with insufficient supervision and monitoring and no accountability to the beneficiaries.
 Even the WHDD, which is situated in the top levels of the Ministry’s administrative hierarchy has suffered from these changes, with 6 Health Minister changes in its lifetime.  The gap between the central Ministry and the field contributes to low staff morale reported in the providers’ interviews and observed in the site visits. There also appears to be a gap between physicians and the other health workers (midwives, nurses, village health workers etc.), which is widened by the midwives and nurses’ feeling of disempowerment and lack of appreciation of the difficult routine tasks they are faced with. The policy and decision-making in the MOH is physician-driven. Midwives and nurses are represented by a few positions without any real power.  Other professions essential to public health policy, planning and management are also under-represented. 

Human Resource Management

If management style at the top of the Ministry is based on trust and encourages communication, dialogue and accountability, then this will be reflected in the doctor/nurse-midwife relationship and in the patient/provider relationship. Because provider attitudes and practices towards patients are shaped by their own relationships with their managers, it is necessary to change management practices from the top down as well as from the bottom up. This evaluation observed and documented frustration and a measure of distrust among providers (example their impressions of how they are evaluated or how training opportunities are given out).  Without dealing with these negative attitudes throughout the system, it is doubtful that the patient/provider interaction will improve.

Nurses and midwives report low staff morale, burn-out, lack of support, and the feeling of not being appreciated for what they do. There is no system of supportive supervision or incentives. They perceive that the system of rewards is based on wasta rather than on hard work and competence. The large discrepancy in salary between midwives/nurses and physicians and the considerable difference in the number of hours of service lead to frustration and apathy.
There is clear evidence that supportive supervision results in better patient outcomes and that lack of supervision is harmful to patients. Investing in improving the quality of supervision, while requiring more human resources and time, would pay off in the long run by more effective and efficient services and improved patient outcomes. Physicians, nurses, midwives, and village health workers need to be supervised. At present, there is no apparent system of supervision of physicians’ work in the clinic. There may be some control of records at the district level, but this doesn’t monitor the physicians’ technical, interpersonal or management skills on the job. 

The nurses/midwives, on the other hand, are visited by a nursing supervisor. However, the process appeared to involve inspection and control rather than supportive supervision and teaching on-the-job.  How many of the health providers expressed the frustration that no one ever said thank you to them for their hard work! During the visits, we heard from several midwives and nurses: “Yaa reet, if only she (the supervisor) would say yatiki al afeya’.   The quality of the relationship between supervisor and supervisee is the single most important factor in the effectiveness of supervision.
 In these observed situations, the supervisee did not receive any empathy, support, instruction or respect; only lack of praise and awareness of deficiencies, without any joint problem-solving which would help the nurse to overcome her weaknesses in the future.

Health educators are few in number and must rotate between a number of clinics in the district, such that clinics may not receive a visit more than once a month in some cases, in the West Bank.  Furthermore, they are needed for other departments (school health, etc.).  Nurses in the clinics are too burdened to deliver all the health education messages, and the role of health educators is very important in responding to the information needs of women, provided that they are motivated, good communicators, and are trained to respond accurately and with up-to-date information to sensitive questions. 
Redefining the roles of health providers to improve access and sustainability

This evaluation of PHC/RH services has identified the challenges of access and adequacy of RH care in the MOH PHC services. The midwives/nurses live for the most part in the community where they work, but they have not been defined as the key providers. Physicians are the main providers of RH care; however, field visits have shown that frequently they do not reach the clinic, and when they do, the time available for consultations is very short. Much of their working time is spent in transportation, trying to get to the various clinics. This leads to unmet needs and to poor quality of care with overcrowding and insufficient time for counseling, health promotion and informed choice.

Stories from the field during this evaluation illustrate that women lack access to health care services, not only geographical access, but also the acceptability and adequacy of services. One woman seen in the antenatal clinic during fieldwork had ten children; she had come to the clinic previously to have an IUD inserted; the doctor was not there; when she came back to the clinic, she was already pregnant. This is only one of the examples illustrating that if the nurse or midwife were trained, supervised and followed-up to provide RH care rather than only assist the doctor, then access would be increased. At present the nursing/midwifery care is substandard and all nurses/midwives need upgrading and on-going supervision. However, studies elsewhere have shown that midwives/nurses have equally good outcomes compared to doctors in the provision of low-risk antenatal, postnatal and family planning services; women have greater satisfaction with the care, and the services are more accessible and sustainable than if physicians were the key providers.  Surveys of clients in developed countries illustrate that most are willing to be seen and treated by nurses in order to have easier and more flexible access to primary care services.
 Palestinian midwives/nurses in the government clinics could provide routine care from 8AM to 2:30PM, whereas the fieldwork has shown that the obstetrician frequently squeezes all the consultations into a 2-hour period from 10-12AM and is only present certain days. There are long gaps, it would appear, when the specialist doesn’t make it to the clinic (ex. Tarkumia clinic hadn’t been visited by the doctor for 40 days).
 In addition, as the midwife/nurse usually lives in the community where she works, she could be more involved in health promotion, and in case of emergency, she could utilize the facilities and supplies of the clinic, for example, for emergency childbirth and postpartum hemorrhage.

Increasing the skills and responsibilities of the nurse/midwife would reduce the fatigue, expense and frustration of women coming several times in vain to the clinic to try to see the doctor. Using the nurse/midwife more effectively would improve the quality of care by increasing the patient-contact time enabling more information, listening and health promotion, and by respecting women’s preference for female providers of RH care; it would reduce the wastage from frequent ultrasound examinations during pregnancy at the expense of the evidence-based components of antenatal care. Finally, it would contribute to greater sustainability, as the doctors are paid considerably more than the midwives for significantly fewer hours of work. Each member of the health care team would be used more effectively, according to the needs and to their particular skills, to increase access for women to care. Relieving the obstetrician/general practitioner of the low-risk antenatal and RH care would leave time for better care of the high-risk cases and for one thorough physical examination of each pregnant woman for undiagnosed medical problems, which is absent according to the observations of current practices.  Of course this would entail considerable training, on-the-job supervision of the nurses/midwives in the community and clinic, team-work, and strengthening of the management and referral system to provide quality care, as well as revisiting the accreditation system. UNFPA is in a good position to redefine the roles of the health providers, as a component of their project of standardized RH protocols, which should include a rational evaluation of the roles of different types of health providers within the health care system. 

Implementation of guidelines and protocols and the referral system

The production of guidelines and protocols by different types of maternity care providers (obstetricians, physicians, midwives, nurses) from the four sectors was an achievement in and of itself which encouraged coordination, ownership and consciousness-raising of evidence-based practices. It was a necessary initial step to standardization of practices. However, observation in the clinics showed that the protocols are not being followed by the providers for the various reasons discussed in the previous section.  The challenge of implementation is the next critical step. Application needs to be considered within the framework of the overall clinic and maternity hospital management, by resolving the problems of staff shortage, reorganization of roles, basic supplies and infrastructure and sustainability.

A functioning referral system is a necessary link on the road to Safe Motherhood. There is some evidence that governmental maternity hospitals are understaffed and not using evidence-based practices.
 Childbirth in hospitals is not necessarily safe, unless quality care is provided. How to improve care for normal birth and high-risk cases or complications needs to be addressed by a platform including all stakeholders to establish a plan of action and initiate change.
Effective training and use of evidence-based practices

A considerable number of training workshops have been carried out for RH staff in the PHC clinics. There is evidence from the RH care observed in the clinics, that trainees, whether physicians or midwives/nurses, are not able to transfer the skills and attitudes that were taught in the workshops to their work place. Isolated training without follow-up is rarely effective. On-the-job training might be more useful, as reported by some trainees in the OPT.
 By aiming to improve the technical skills and behavioral changes within the context where they are working, the team would be obliged to deal with the managerial questions that are impeding best practices. For example, training on infection control when there are no spare or disposable sheets in the clinic requires problem-solving in the field. On-the-job training would have the potential to increase motivation, enhance effective management of the clinic, promote teamwork and encourage the continued use of best practices. Supportive supervision and follow-up would be an integral part of the training. 

Appropriate technology and use of equipment

This evaluation has identified duplication and wastage of equipment, the use of inappropriate technology, and lack of guidelines and evidence-based practices for the use of technologies. In some cases, expensive equipment has been seen stored in clinics and not utilized. This is due to duplication (one clinic had ten refrigerators); in other instances the technology is inappropriate (for example, some clinics do not have sufficient electricity for sophisticated machines); maintenance of equipment is an issue when it depends on Israeli infrastructure and repair (electric fetal monitoring machines in hospitals). Unusable machines are seen in those same clinics where basic infrastructure (ex. running water to wash hands) and supplies (sheets or paper to put on the examining table; soap) are not available. Finally, the inappropriate use of technology constitutes waste of excess and unnecessary examinations and of out-of-pocket expenses of poor women.  Ultrasound examinations of the fetus during antenatal care are one example. Appropriate and cheap equipment, such as the fetal stethoscope and the urine dipstick to check for proteinuria are not available or not used routinely in antenatal care.  Equipment should be redistributed according to need; indications for its use should be standardized according to the best evidence; and appropriate tools should be made available in all clinics.  

Increasing the capacity for information and choice and empowering women to make demands for quality care

Observation in the clinics has shown that information-giving and counseling is insufficient, both in quantity and in quality, in spite of the extensive training of the UNFPA in this area. Findings have also indicated that women’s knowledge of danger signs is weak, and that few women are given the opportunity for informed choice in methods of contraception. It would appear that the over-riding utilization of the IUD is a demand created by physicians’ preference for this method rather than women’s informed choice. Women in reality have little choice in the type of contraceptive they use and do not participate in the decision-making. Determining what individual women’s preferences really are depends on their being informed of all the alternatives. The lack of clear indicators for ‘continuation of method’ does not permit an assessment of women’s satisfaction with the method or eventual complications linked to poor insertion techniques. Building women’s capacity for information and choice is essential to improving women’s health status and empowering them. Raising their awareness of the right to quality RH care needs to accompany the strategy of improving services. 

Health messages need to be standardized and focused. Health promotion should be an integral part of routine daily health care with key providers having the skills to communicate these messages. Particularly in a situation of scarce resources, the approach to PHC should focus on promoting health and well-being.
The Health Information System
It would appear that a considerable amount of data has been generated in the UNFPA program. It is less clear what useful information exists to monitor and evaluate the program. Indicators and systems of data collection and monitoring need to be reviewed to maximize the production of effective information to track changes in RH (for example the continuation rate of contraceptive methods is important to track the complications of  certain methods and women’s satisfaction.) Observations and interviews in the field showed that health providers spent a lot of time with paperwork to the detriment of hands-on care. Given the high caseloads and understaffing in many of the PHC/RH clinics, record-keeping needs to be revised along with overall management issues including clarity of roles, teamwork, and the work/flow.

In Closing,

The government must be responsible for providing adequate health care to the poor. How they do this is a complicated political and economic question with no fixed model or quick solution. The configuration of RH services in the long-term will depend on the ability of the MOH clinics to improve their basic services. Hopefully this evaluation will be used in a constructive manner, so that all interested stakeholders can openly address the sub-optimal quality of RH care and work together for improvement. 

Part IV: Recommendations

At the Strategic Level

1. The focus on quality of care has been a strategic choice for UNFPA in the past program cycle (2001-2005), with the central idea being that women deserve access to services that are gender-sensitive, evidence-based, and respectful of their dignity.  Improving quality is a slow and intensive process under the best of conditions.  In the complex and deteriorating Palestinian context, the challenge is even greater, and quick fixes should not be expected.  The focus of the coming cycle of the program should continue to be on quality of care.  Though much has been accomplished, the results of this evaluation show that there is clearly room for improvement in services provided to women. The routine care needs to be focused and targeted, avoiding unnecessary and harmful practices and applying systematically those that are the most beneficial for women’s and newborns’ health.  Therefore, rather than expand its support to more governmental clinics, UNFPA should build on the efforts of the previous Sub program cycle and continue to work more intensively with the clinics already supported, with more hands-on involvement in the implementation, supervision and follow-up.  

2. There is unmet need for quality RH services, so the package of services in SDPs should expand until the comprehensive package is attained.  However, this process of expansion should be slow and studied, as providers are already stretched to the limit.  The point is not to compromise quality in the process. Studies around the world have shown that women want and will use high quality services, regardless of the constellation of services. Some changes in the existing services should be addressed immediately, so that access is increased and women are provided with basic RH care.  

3. The need for balancing long term development objectives with emergency needs has been widely advocated by the Palestinian community and by agencies working in the development field, and it has been highlighted in the Ministry of Planning’s Mid Term Development Plan (MTDP) 2005-2007.  The objectives of the Plan include assistance to the poor and marginalized, strengthening services provided by the PNA and developing community programs, among other priorities.  UNFPA’s program has been in line with this approach, by investing in emergency obstetric care and in development programs for vulnerable communities, while continuing to support the Ministry of Health in providing RH Services.  The demonstrated flexibility and responsiveness to the emergency situation are commendable and should be continued, especially in light of the recent political developments and the growing uncertainty.  However, it is equally important that emergency projects have the appropriate level of administrative support from UNFPA so that they not become an added burden on the system.   

4. A strategy must be devised to reach groups that need reproductive health services but have not been accessing them, due to social and cultural barriers.  In light of the Palestinian demographic reality and the expected youth bulge, the exclusion of young unmarried men and women from services and from counseling cannot be allowed to continue.  The strategy for their inclusion in services should be carefully drawn as to ensure some level of acceptance and cooperation from the community and to respond to youth’s unique needs and methods and sources of learning. 

5. Indicators need to be finalized to assess the readiness, quality, and impact of the interventions of the coming program cycle.  This should guide the future evaluation of UNFPA-supported interventions and allow program managers to identify gaps and weaknesses.  There is a long list of indicators that can be used, so there should be a discussion and agreements between UNFPA and the Ministry of Health on the indicators that will be chosen to reflect changes over time.  The meaning and importance of each indicator should be discussed and understood, and all parties should ensure that the needed documentation and records are available for providing these indicators.

At the Service Provision Level

1. A list of the clinics that will be supported by UNFPA in its third program cycle should be updated, finalized, and endorsed by the Ministry of Health.  The package of services to be provided by each of these clinics should be defined clearly. Services must be standardized, as there is no clear distinction on the ground between SDPS and CHC, and it very much depends on the provider.

2. The findings of this evaluation show that specific services, namely breast examinations, cervical smear tests, and postpartum care are not sufficiently integrated into the RH package.  These components are treated as extras to be implemented only when the time allows and not as integral components of a comprehensive package.  Cervical smears depend to some extent on the presence of a female provider, and postpartum home visits within the first week of delivery are seen as an added burden on the nurse/midwife.  Supervision needs to ensure that manual breast exams and cervical smears are conducted according to the RH protocols.  The number of female providers must be increased in order to conduct cervical smear examinations.  As for postpartum home visits, the situation needs to be tailored to the unique conditions of each clinic (workload, number of nurses available, etc.).   If the situation precludes the possibility of the home visit, postpartum care can be conducted at the clinics, provided it is done so in a standardized manner (standardized components addressing women’s well-being after the delivery) and properly noted on the postpartum record (i.e. add a variable that indicates the location of the visit).

3. Although providers have been trained on the protocols for RH care provision at the primary care level, the findings of this evaluation have shown that several aspects of care are being provided in an inadequate manner, such as the physical assessment and counseling of ANC and FP clients, and the investigation of anemia and compliance to iron supplementation.  These inadequacies should be addressed in supervision, and retraining if necessary.  Training for all the protocols under development (referral; obstetric care) should be conducted with a focus on how to implement under current constraints.

4. For each component of the package, clear monitoring indicators should be defined.  The indicators should not only be descriptive (i.e. number of times a procedure was done), but informative as well (e.g. to what extent do these numbers reflect compliance with protocols and guidelines?).  Along those lines, a comprehensive and in-depth assessment is needed of the health information system at the Ministry, where indicators for reproductive health services are seen as a part of the health system as a whole.  

5. Training remains an important and potentially effective strategy for building the capacity of providers.  However, the design and implementation of training schemes in the country and in various aspects of health care provision have caused it to lose credibility.  At present, providers perceive training as a privilege given out to certain people on unprofessional bases.  Furthermore, negative perceptions of training are due to the limited possibilities for implementation on the ground and to the frustration of knowing more but not being able to make changes.  Therefore, it is essential that criteria for selection of trainees be re-assessed, justified by the relevant parties, and made transparent to providers.  Furthermore, through effective supervision, trainees need to be held accountable for disseminating their acquired knowledge and using it in practice.  However, before trainees can be held accountable, the design of training schemes has to take into account local constraints and the realistic changes that can be made given those constraints.  The Reproductive Health Steering committees need to be more active in preventing duplication of trainings and in evaluating their design and impact.

6. A detailed inventory of the equipment and expendable supplies should be conducted, as the findings of the facility audit indicate there is an excess of equipment in some clinics, often at the expense of secondary level facilities.  In contrast, there was a problem with expendable/consumable supplies, some of which are necessary for infection control (such as sheets and towels) and others for basic care, such as urinary albumin dipsticks.  Furthermore, all clinics should have a means of communication, especially in times of closure and emergencies.    Reallocation to less equipped clinics or even to secondary level facilities should be considered.  Coordination bodies (such as the RH Steering committees) need to be more active in preventing this kind of wasteful duplication. 

7. The contraceptive logistics system should be strengthened to prevent the expiration of large amounts of condoms in the Central Warehouses, while other methods, such as femulin pills, were not available for a long period of time.

Management of Clinic Staff

1. Supervision needs to be strengthened for all staff, including nurses, midwives, health educators and physicians.  The supervision should be, not only administrative, but technical as well.  In order for the supervision to be effective, its results need to be fed back to the provider and linked to accountability.

2. Evaluation of staff needs to be conducted on a transparent and professional basis, with a clear link between performance and promotion.  The feeling that no one evaluates the work or appreciates it demoralizes staff and promotes apathy and mediocrity.

3. Staffing of clinics is inadequate in many clinics.  There is a shortage in nursing and midwifery cadre (who do most of the work) and in female physicians in the West Bank.  In Gaza, there is a large number of staff, and their redistribution might increase the efficiency of service provision.  Because of the limited cadre, services are provided on a limited number of days, and even then, they are squeezed into a few short hours.  This leaves no time for counseling and thorough examinations, and leaves the provider stressed and the client dissatisfied.

Recommendations for IEC

1. The quality of health education messages needs to be monitored more closely and evaluated to ensure that messages are clear, focused, and standardized.  Health education needs to extend beyond the traditionally addressed topics (pregnancy care, child development, etc.), to address sensitive and real information needs, on topics such as reproductive tract infections, sexual intercourse and intimate marital relations, infertility, and sexually transmitted diseases.

2. The system for the distribution of IEC materials should be revised, as they are not available regularly and in sufficient quantities in clinics.  Samples of the materials available at the clinic should be clearly displayed (on bulletin boards for example), so that women can ask for copies to read.  This deals with the problem of inappropriate and wasteful use of the brochures and pamphlets.

3. Whenever possible, health providers in the clinics should be consulted and involved in the process of writing these materials.  Their experience and intimate knowledge of the women are valuable in knowing, not only what topics and questions women need to know about, but also what kind of messages are easily understood. 

4. For the program as whole, there is the challenge of reaching difficult to access groups, such as unmarried men and women.  Youth groups and schools are not seen as comfortable and trustworthy sources.  Trusted sources are different for young women and men and that difference should be understood and respected.

5. The number of health educators needs to be increased, as they are insufficient in the West Bank, especially.  
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