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from 50.0 per 100,000 live births to 35.5 per 100,000. Managers and teams across 

Aswan demonstrated increased commitment and capability to improve services. 

 

Lessons learned: Even with few resources, teams can transform the way they work 

together and develop their own solutions when they learn and apply leadership and 

management practices and have simple tools to prioritize and tackle challenges. 
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Background 

 

For ministries of health around the globe, well-led and -managed health programs are 

crucial for producing health improvements that can be maintained. In Aswan 

Governorate in Egypt, a locally led and sustained leadership development program 

(LDP) has empowered health workers in more than 180 primary health care facilities to 

contribute to improvements in health. The participants in this program did what many 

others have been unable to do: when external support ended, they took a successful 

program and expanded it. 

 

With the benefit of many years of donor funding, Egypt succeeded in reducing the 

maternal mortality ratio (MMR) from 174 per 100,000 live births in 1992–93 to 84 in 

2000. The rapid decline in the MMR was due to factors that included “improved access 

to and quality of maternal and reproductive health services, reduced fertility rates, 

prenatal care utilization and skilled attendance at delivery” [1].  

 

In spite of many improvements, however, gaps remained in access to and quality of 

services, especially in underdeveloped governorates. In Upper Egypt the MMR 

averaged 89 per 100,000 in 2000, while urban Egypt had an MMR of 46 [1]. Aswan, a 

governorate of more than two million people, is typical of the governorates in Upper 

Egypt, with a rural and mostly impoverished population. 

 

Weaknesses in management at the local level are a major barrier to improved health 





 6

from local managers.  

 

In June 2002, with support from Dr. Ayman Ragab, General Director of Health for the 

governorate of Aswan, the LDP pilot, co-led by MSH and the MOHP, was launched for 

10 teams of doctors, nurses, and midwives. The teams came from five primary health 

units, three districts, and one rural hospital and included one team of governorate 

managers. Over several months, these teams participated in four one- or two-day 

workshops, learning leading and managing practices (see Figure 1) and applying simple 

planning and performance improvement tools to identify and address their challenges.  

 

The purpose of the LDP was to empower local managers and health workers to improve 

the quality and accessibility of health services. The program supported district and 

health facility teams in leading performance improvement projects to address service 

delivery challenges, increasing their skills in mobilizing local resources, monitoring 

results, and improving the climate in their work groups and workplaces. 

 

The LDP used two tools to guide the work. Teams used the Challenge Model to work 

together toward a shared vision of the health outcomes they desire. The second tool, 

the Leading and Managing Practices Framework, provided a simple way to understand 

the leading and managing activities required to enable others to face challenges and 

achieve results (Table 1). 

 

Each team assembled baseline data and established a measurable performance goal. 
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� all action plans used existing resources available to the teams; none required 

new human or financial resources. 

 

Teams from the program were eager to go to Cairo to present their success to the 

Ministry and demonstrate that, by improving their own leadership, they had improved 

service indicators. Nurses were among the proudest presenters. 

 

Sustaining the program. When USAID funding ended after one year, in 2003, Dr. 

Abdo El Swesy, an obstetrician/gynecologist from Kom Ombo District Hospital, and Dr. 

Mohamed Souror, the District Family Planning Director from Kom Ombo District, 

convened a group of participants to discuss how to continue without outside funding. 

They faced many challenges initially. In the donor-funded LDP pilot, participants had 

attended meetings in hotels and received allowances for food and transportation. In the 

second year, meetings were held at health facilities, and the costs of materials and 

transportation came out of facilitators’ and participants’ pockets. Nevertheless, 

participation remained high. Using a 10-page booklet of handouts and modules adapted 

from the original program, facilitators from the three districts took the revised program to 

15 new health facilities. 

 

In the second year, teams from Aswan District raised the number of prenatal visits per 

woman from 1.3 to 3.7, and child care visits increased from 1.1 to 3.5. These 

improvements helped to change clients’ perceptions of the health facilities and workers 

and influenced other health practices positively.  The second generation of the Kom 
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