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The	 main	 target	 audience	 of	 this	 report	 is	 Medical	 Aid	 for	
Palestinians	 (MAP)	 and	 the	 Foundation	 of	 International	
Development	for	Family	Medicine	in	Palestine	(FIDFMP).	
	
Other	 audiences	 include	 the	 Ministry	 of	 Health,	 Palestinian	
Authority,	the	An	Najah	University,	the	World	Health	Organization,	
Palestine,	 the	 Italian	 Co-operation,	 the	 British	 Council	 and	 the	
Palestine	Family	Medicine	Association	
	
Background	information	on	Primary	Health	Care	in	West	Bank,	the	
health	status	of	its	citizens	as	well	as	on	the	MAP	and	the	FIDFMP	is	
kept	to	a	minimum	assuming	that	readers	are	familiar	with	these.	
Additional	 information	on	the	MAP	and	the	FIDFMP	can	be	found	
on	their	websites	at	www.map.org.co.uk	and	www.FIDFMP.org	
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EXECUTIVE	SUMMARY	

Introduction	and	Background	
The	FIDFMP	and	MAP	have	been	collaborating	with	The	Ministry	of	Health	(MoH)	of	the	Palestinian	
Authority	 to	 re-orientate	 existing	 primary	 healthcare	 services	 toward	 the	 FM	 approach.	 This	
collaboration	 is	being	 supported	by	a	number	of	other,	 significant	 entities	which	 together,	 form	a	
loose	federation	of	actors	promoting	and	supporting	FM	in	West	Bank.	These	include	the	An-Najah	
University	 (ANNU)	 Palestine	 Medical	 Council	 (PMC);	 UNRWA;	 WHO;	 Italian	 Cooperation;	 British	
Council;	and	the	Palestinian	Association	of	Family	Medicine.		
	
To	 report	 to	 its	 Board	 in	 December,	 2017,	 the	 MAP	 requested	 a	 midterm	 evaluation	 of	 the	
MAP/FIDFMP	FM	support	programme	in	Palestine,	principally	to	identify	what	has	been	achieved	so	
far,	 and	 where	 improvements	 should	 be	 introduced.	 The	 FIDMP’s	 evaluation	 working	 group	
contributed	to	the	development	of	its	Terms	of	Reference	(ToR)	and	together,	they	identified	the	key	
areas	for	investigation.	
	
The	three	areas	of	enquiry	to	be	addressed	were:	
	

i. To	conduct	a	SWOT	analysis	in	relation	to	progress	made	by	MAP/FIDFMP	in	the	three	key	
programme	components	(ANNU	residency	programme,	family	medicine	training	centres	and	
the	transitional	training	programme),	with	reference	to	the	relevant	logframe.	

ii. To	assess	progress	towards	the	seven	pillars	of	family	practice	(Annex	3)	within	the	training	
centres.	

iii. To	assess	 the	effectiveness	of	 relationships	between	FIDFMP-MAP	and	key	partners	 (listed	
above),	in	terms	of	coordination	and	relevance	to	partner	objectives/priorities.	

The	 utilization-focused	 approach	 elaborated	 by	 Michael	 Quinn	 Patton	 (20081)	 was	 used	 for	 the	
evaluation.	 The	 criteria	 used	 to	 assess	 the	 data	 were:	 relevance,	 effectiveness2,	 coordination,	
collaboration	and	sustainability.	The	study	used	mixed	methods	to	include	interviews,	 focus	group,	
documentary	review,	and	a	survey	questionnaire.	A	post--evaluation	workshop	was	held	together	with	
all	key	stakeholder	organisations	to	consider	the	findings	and	conclusions,	and	come	up	with	proposals	
for	the	next	steps.	This	is	compatible	with	the	spirit	of	M.	Q.	Patton’s	evaluation	approach,	particularly	
as	a	method	for	increasing	the	likelihood	of	stakeholder	ownership	of	the	results	and	consequently,	
better	utilisation.	
The	study’s	main	limitations	are	related	to	restricted	resources	and	the	time	pressure	and	work	load	
of	residents	making	it	difficult	to	hold	in-depth	interviews.	
	

Findings		
The	findings	are	based	on	the	data	collected	to	respond	to	the	three	areas	of	enquiry	set	out	in	the	
evaluation’s	Terms	of	Reference.	Table	1	is	based	on	the	data	collected	and	provides	an	overview	of	
the	current	status	quo	of	FM	trainees	and	residents	in	Palestine.	
	
	
	

																																																								
1	M.Q.	Patton,	(2008)	Utilization-Focused	Evaluation,	4th	edition,	Sage	Publications	Inc.	
2	Effectiveness	in	the	context	of	a	developing	programme	relates	to	the	degree	to	which	it	is	likely	to	be	able	
to	achieve	its	objectives	within	a	given	context.	It	therefore	analyses	the	degree	to	which	the	context	is	
conducive	to	change	and	what	are	the	inhibiting	factors.	
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Table	1;	Overview	of	FM	and	FM	training	in	West	Bank	as	at	2017	
Academic	 graduate	 programme	 at	
ANNU	

Started	 in	 2010	 and	 has	 run	 continually	 with	 variable	
annual	 resident	 intake	 since	 with	 the	 exception	 of	 an	
absence	of	intake	in	2015	

ANNU	graduate	programme	received	
PMC	Board	approval	

Approval	 granted	 in	 2010	 and	 reconfirmed	 in	 Summer	
2016	

No	of	Board	Certified	FM	specialists	
in	Palestine	

17	

No	of	residents	currently	in	training	 17	(4	from	2014	intake	and	1	from	2016	intake)	
All	 FM	 residents	 and	 graduates	 are	
MoH	employees	(except	UNWRA)	

Decisions	 regarding	 work	 placements	 during	 and	 after	
training	are	made	by	the	MoH	

University	fees	for	FM	residents	 Paid	by	MAP	since	2016	

MoH	recruited	residents	for	training	
who	 are	 exempted	 from	PMC	 entry	
exam	(for	2016	intake	only)	

15	(2016	intake,	of	whom	2	have	since	dropped	out	of	the	
training)	

No	 of	 FM	 Training	 Centres	 in	 West	
Bank	

2	(Al-Dhahriya	and	Ber	NaBala)	

FM	Graduate	Training	Model	 1	 day	 pw	 in	 ANNU	 with	 lectures	 further	 supported	 by	
online	 tutorials	 as	 developed	 and	 financed	 under	 the	
auspices	of	FIDFMP,		
2	days	pw	in	hospital	and		
2	days	pw	in	PHC	centre	(not	necessarily	with	on-site	FM	
specialist	or	FM	principles)	Originally	 it	was	planned	that	
residents	would	have	2	years	of	2	days	pw	in	hospitals	and	
then	 last	 2	 years	 in	 PHC	 centres.	 	 Due	 to	 shortage	 of	
doctors	in	both	hospitals	in	clinics,	the	original	model	was	
changed	in	2016.	
PLUS	weekly	4	hour	mentoring	sessions	at	Ber	NaBala	FM	
training	 centre	 (again	 this	 has	 been	modified	 to	 1	 x	 per	
month)	
A	research	component	is	envisaged	as	an	integral	part	of	
resident’s	training.	

No	 of	 PHC	 clinics	 introducing	 FM	
model	

30	in	2	Districts	(Salfit	and	Tubas)	

No	 of	 GP	 and	 PHC	 health	
professionals	having	attended	2-day	
FM	orientation	course	

1’065	(381	GPs,	and	684	nurses)	

No	of	MoH	PHC	clinics	in	West	Bank	 431	plus	43	UNRWA	clinics	and	22	military	clinics	
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Strengths	and	Weaknesses,	Opportunities	and	Challenges	of	the	
MAP/FIDFMP	FM	Programme	in	Palestine	
STRENGTHS	

a) Commitment	 of	 MoH	 and	 primary	
stakeholders	 and	 collaborating	
organizations	

b) A	 funded	 academic	 programme	 that	
provides	 an	 opportunity	 for	 professional	
development	and	academic	certification	

c) Experienced	and	motivated	residents	
d) Approved	FM	academic	curriculum	by	PMC	
e) Possibility	for	residents	to	stay	in	job	during	

training	(and	remain	salaried)	
f) Support	from	experts	with	professional	and	

international	 experience	 in	 training	 and	
education	

g) Fixed	 FM	 practitioner	 in	 FM	 Training	
Centres	

h) Introduction	of	some	of	the	7	pillars	in	some	
PHC	clinics	in	a	few	health	districts	

	
	

WEAKNESSES	
a) Lack	 of	 role	 and	 task	 clarity	 for	 primary	

stakeholders	
b) Variable	 quality	 of	 communication	 between	

stakeholders	
c) Lack	 of	 robust	 planning	 to	 monitor	

implementation	 of	 FM	 in	 PHC	 over	 short	 to	
medium	term	

d) Limited	number	of	faculty	at	ANNU	
e) The	 lack	 of	 supervision	 and	 trainers	 in	 hospitals	

and	FM	clinics	
f) Lack	of	equipment	and	other	training	evidence	in	

FM	Training	Centres	
g) Frequent	 changes	 in	 the	 programme	 and	 action	

plan		
h) Residents	rotate	between	clinics	rather	than	being	

assigned	to	one.	
i) Lack	of	coordination	between	university	and	work	

placements	regarding	learning	objectives		
j) FM	clinical	leadership	role	and	relevant	training	on	

this	aspect	appears	to	be	underdeveloped	
k) Lack	of	clarity	of	FM	trainers/supervisors’	job	

		
CHALLENGES		

a) Limited	 financial	 support	 threatens	 the	
sustainability	of	the	training	programme	

b) Variation	in	working	relations	between	the	
collaborating	organisations	

c) Reliance	on	sole	recruiter/provider	
d) Workload	and	pressure	on	residents	

coupled	with	travel	time	to	current	FM	
Training	Centres	

e) Acknowledgment	and	acceptance	of	FM	by	
other	specialists	and	PHC	professionals	

f) Changes	in	focal	contact	person	for	FM	
programme	in	MoH	

g) Lack	of	clarity	about	implementation	of	
online	FM	Transitional	Training	Programme	
for	PHC	professionals	

h) 	

OPPORTUNITIES	
a) Board	certified	FM	practitioners	could	qualify	for	

further	professional	development	opportunities	
abroad	

b) Development	of	multidisciplinary	FM	teams	in	PHC	
c) Developing	the	FM	residency	training	program	in	a	

way	that	meets	the	needs	of	MoH	
d) Enables	experienced	(and	older)	GPs	to	gain	a	

specialisation	
e) Improvements	to	the	quality	of	PHC	in	Palestine		
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Conclusions	
The	development	of	FM	practice	 in	West	Bank	has	 the	political	and	practical	 support	of	 the	MoH.	
Equally,	a	number	of	organisations	have	come	together	to	collaborate	with	the	MoH	in	its	efforts.	The	
achievements	 over	 a	 relatively	 short	 time	 are	 commendable	 and	 the	 following	 in	 particular	 are	
noteworthy:	
	
1) Engaged	collaboration	between	the	MoH	and	the	internal	and	external	organisations	

committed	to	advancing	FM	practice	in	West	Bank;	
The	MoH	has	included	the	integration	of	FM	into	PHC	in	its	National	Health	Strategy,	2017-2022.	
It	is	working	in	collaboration	with	the	ANNU	and	a	number	of	external	organisations	to	assure	the	
provision	of	quality	FM	training	and	services.	The	ANNU	and	MAP/FIDFMP	are	working	to	a	large	
degree	 in	 partnership	 to	 support	 the	 MoH’s	 efforts.	 There	 is	 evidenced	 commitment	 and	
professional	respect	between	the	Ministry	of	Health,	WHO,	UNWRA,	the	Italian	Cooperation,	the	
British	 Council,	 and	 of	 course	 FIDFMP	 the	 MAP.	 All	 the	 organisations	 remain	 motivated	 and	
committed	in	line	with	their	expertise	to	supporting	the	establishment	of	FM	in	Palestine.	
	

2) MoH	and	MAP’s	financial	support	of	FM	residents	in	training	assures	the	continued	
intake	of	new	residents	
The	MoH	and	MAP	financial	support	has	been	a	significant	factor	for	attracting	the	current	intake	
of	FM	residents,	as	indeed	is	the	security	of	knowing	that	there	is	continued	employment	at	the	
end.		
	

3) Academically	and	PMC	recognised	FM	training	programme	offered	by	the	ANNU	
The	ANNU’s	 first	 intake	of	FM	residents	dates	 from	2010.	Within	a	 short	 space	of	 time,	 it	has	
developed	an	academic	curriculum	that	is	now	recognised	by	the	PMC.	The	course	attracted	some	
60	applicants	to	the	MoH’s	for	placements	on	the	ANNU	course.	Of	the	15	accepted	for	the	2016	
intake,	2	have	dropped	out	for	personal	reasons	and	13	remain	highly	motivated	and	committed.	
	

4) ANNU	and	MoH	commitment	in	principle	to	continue	the	training	programme	for	FM	
residents		
The	MoH	have	stated	their	commitment	to	continue	to	recruit	residents	for	the	ANNU	residency	
training	 programme.	 Equally,	 the	 ANNU	 will	 continue	 to	 deliver	 and	 further	 develop	 a	 PMC	
recognised	academic	programme	to	the	residents.	The	number	of	FM	specialists	needed	over	the	
medium	to	longer	term	needs	to	be	defined	to	improve	planning,		
	

5) MAP/FIDFMP	commitment	to	continue	providing	academic	support	to	the	ANNU	
training	programme	in	the	short	to	medium	term	
The	MAP	and	FIDFMP	have	made	a	significant	contribution	to	the	development	of	the	ANNU	FM	
residents	academic	programme.	Both	have	been	supporting	ANNU	academic	staff	and	residents	
with	specialist	knowledge	and	experience,	as	well	as	practical	input.		
	

6) MoH	FM	Training	Centres	(N=2)	and	FM	practice	gradually	being	introduced	into	PHC	
clinics	in	some	health	districts	
Two	FM	Training	Centres	are	now	established	 in	principle,	and	a	 third	 is	planned	 for	 the	near	
future.	 A	 two-day	 orientation	 training	 programme	 for	 PHC	 health	 professionals	 has	 been	
implemented	to	support	the	gradual	 introduction	of	FM	practice	 in	PHC	clinics	 throughout	the	
West	 Bank.	 There	 is	 evidence	 to	 suggest	 that	 some	 health	 districts	 have	 already	 started	 to	
implement	some	of	the	7	pillars	of	FM	practice.		
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7) Newly	established	Association	of	FM	in	Palestine		
There	 is	a	newly	established	Association	of	FM	in	Palestine.	More	than	200	participated	 in	the	
inaugural	conference	which	took	place	in	April,	2017.	The	association	could	take	a	leading	role	in	
supporting	 FM	 training	 and	 FM	 practice	 in	 PHC	 clinics	 throughout	 the	 West	 Bank.	 It	 is	 now	
planning	to	establish	and	prioritise	a	programme	of	activities	relevant	to	the	developing	needs	of	
FM	in	Palestine.	

	
There	are	several	issues	and	concerns	that	have	come	to	light	through	this	evaluation,	and	especially	
when	introducing	fundamental	changes	to	the	PHC	sector	in	a	complex	context	such	as	the	West	Bank.	
It	is	to	be	expected	that	there	will	be	many	teething	problems	that	will	challenge	development.	Some	
will	 probably	 find	 their	own	 solutions,	whilst	others	need	more	direct	 intervention.	 The	key	areas	
which	 are	 hindering	 progress	 are	 listed	 below	 and	 should	 be	 considered	 priority	 areas	 for	
improvement:	
	
8) Variation	in	working	relations	between	the	collaborating	organisations	

There	was	evidence	of	substantial	variation	in	the	nature	of	the	working	relations	between	the	
collaborating	organisations.	Since	the	Memorandum	of	Understanding	was	signed	in	April	2016,	
the	MAP,	FIDFMP	and	ANNU	have	been	in	regular	contact	and	share	a	common	vision	and	strategy	
for	providing	a	quality,	qualified	FM	medical	workforce	to	support	the	MoH’s	plans.	However,	it	
was	evident	than	some	of	the	provisions	of	have	not	translated	well	into	practice,	and	there	seems	
to	 be	 a	 significant	 gap	 between	 the	 expectations	 of	 many	 of	 the	 signatories	 with	 regard	 to	
mutually	agreeing	and	committing	to	a	work	programme.		From	their	perspective,	the	MoH’s	focus	
appears	to	be	on	ad	hoc	needs	rather	than	priorities.	The	frustration	is	expressed	in	references	to	
a	 lack	of	 feedback	on	planning	and	regular	communication	between	the	MoH	and	others.	The	
roles	and	tasks	of	some	of	the	different	organisations	involved	thus	need	to	be	made	more	explicit,	
so	that	any	misunderstandings	can	be	resolved.	
	

9) FM	residents	training	and	FM	training	centres	
The	 academic	 programme	developed	 at	 the	ANNU	 is	 PMC	 recognised	 and	 appreciated	by	 the	
residents	but	 there	are	 some	areas	 calling	 for	 improvement,	 such	as	with	 the	online	 tutorials.	
There	is	also	a	need	to	provide	training	for	the	development	of	research	skills	and	competencies.	
Whilst	 the	 academic	 programme	 benefits	 from	 an	 integrated	 curriculum,	 the	 on-site	 training	
aspect	is	uncoordinated.	From	the	residents’	perspective	in	particular,	there	seems	to	be	a	lack	of	
learning	objectives	that	have	been	mutually	agreed	between	the	MoH	and	the	ANNU	for	residents	
during	their	training	in	clinical	placements.	The	computers	and	other	equipment	provided	by	the	
MAP	 are	 not	 visible	 in	 the	 FM	 Training	 Centres,	 and	 supervision	 during	 clinical	 placements	 is	
extremely	limited.	Supervision	in	the	two	FM	clinics	is	inadequate.	It	follows	that	the	question	of	
developing	 a	 new	 generation	 of	 leaders	 to	 develop	 and	 lead	 teams	 in	 FM	 clinics	 is	 yet	 to	 be	
addressed.	 This	 also	 raises	 the	 question	 as	 to	 how	 the	 body	 of	 existing	 board-certified	 FM	
specialist	doctors	could	be	better	used,	not	only	in	the	training	and	PHC	centres,	but	also	to	build	
synergies	 between	 the	 FM	 specialist	 training	 programme	 and	 the	 PHC	 staff	 involved	 in	 the	
transition	 to	 Family	Medicine/Practice?	 Information	on	how	 the	existing	17	 FM	 specialists	 are	
currently	being	used	to	promote	FM	and	support	FM	residency	training	was	not	within	the	scope	
of	this	evaluation,	but	there	is	some,	albeit	limited	evidence	to	suggest	that	their	expertise	is	not	
being	adequately	exploited.	

	
10) Sustainability	of	the	FM	academic	training	programme	

For	GPs	to	become	FM	specialists,	in	the	first	place,	there	is	the	question	of	motivation;	who	wants	
to	take	up	such	training	and	why?	Then	information	about	such	training	needs	to	be	available,	at	
the	 ‘right’	 place.	 To	 what	 degree,	 therefore,	 is	 information	 about	 FM	 and	 specialist	 training	
available?	Secondly,	funding	then	becomes	an	important	issue.	Are	there	private	funds	available	
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or	is	a	salary	during	training	essential?	Last,	but	not	least,	who	will	pay	the	university	fees?		At	
present,	recruitment	for	new	residents	is	reliant	on	the	MoH.	The	fact	that	residents	are	currently	
the	MoH’s	employees	and,	for	the	present,	continue	to	receive	their	salary	makes	it	difficult	to	
think	of	recruiting	from	outside.	The	MoH	appears	to	have	no	agreed	targets	as	yet	regarding	the	
number	of	FM	residents	 it	would	need	 to	 train	 to	complement	 training	of	 the	existing	GP	and	
health	 professional	 workforce	 so	 as	 to	 assure	 the	 continuous	 introduction	 of	 FM	 practice	
throughout	 the	 West	 Bank.	 Yet,	 at	 the	 same	 time,	 the	 reliance	 on	 MoH	 as	 sole	 supplier	 is	
challenging	 for	 the	 ANNU	 as	 it	 appears	 to	 limit	 its	 ability	 to	 plan	 and	 develop	 its	 academic	
programme	including	research	capacity	and	competencies.	Stakeholders	feel	that	other	channels	
for	recruiting	FM	residents	could	ease	the	current	situation	and	feel	that	other	stakeholders	need	
to	be	identified	and	involved.		

	
11) Introduction	of	the	7	pillars	of	FM	practice	throughout	the	West	Bank	

The	 MoH	 has	 put	 the	 introduction	 of	 FM	 practice	 high	 on	 the	 political	 agenda	 for	 PHC,	 as	
demonstrated	 in	 its	 current	 National	 Health	 Strategy.	 Measuring	 how	 well	 such	 plans	 are	
developing	is	limited	to	a	few,	quantitative	indicators.	These	focus	on	the	output	level	and	not	on	
outcomes.	A	specific	plan	and	timeframe	to	follow	up	and	assess	implementation	of	the	7	pillars	
in	PHC	clinics	has	yet	to	be	formalised.	For	instance,	there	is	an	absence	of	any	specific	monitoring	
plan	to	include	relevant	indicators	and	an	action	plan	for	putting	it	into	place.	Otherwise	it	will	be	
difficult	to	assess	progress	over	the	coming	years.	
	

Next	Steps	
The	following	proposed	“next	steps”	are	based	on	the	outcome	of	a	stakeholder	workshop	that	was	
held	in	Ramallah	on	October	19th,	2017	to	consider	the	evaluation	findings	and	conclusions,	and	to	
see	where	improvements	could	be	made.	They	are	presented	below	according	to	the	following	four	
themes:	 coordination	 and	 collaboration;	 the	 Transitional	 Training	 Programme;	 monitoring	 and	
evaluation	and	raising	awareness	about	FM	in	the	community	and	amongst	other	medical	specialists.	
	
1)	On	Improving	Coordination	and	Collaboration	
	

- Establish	a	stakeholder	committee	under	the	leadership	of	the	MoH	to	help	coordinate	the	
development	of	FM/FP	in	West	Bank.	

	
An	all	stakeholder	meeting	should	be	organised	with	the	MoH	as	soon	as	possible	to	discuss	setting	
up	such	a	body	in	Palestine	under	the	leadership	of	MoH	as	the	recognised	authority	responsible	for	
FM	Implementation.		
Its	Terms	of	Reference	(ToR)	should	clarify	that	such	a	body	would	be	a	support	committee,	having	an	
advisory	 role.	 Having	 such	 a	 committee	 that	would	meet	 at	 regular	 intervals	would	 help	 improve	
communication	 and	 collaboration	 between	 the	 stakeholders	 themselves	 as	 well	 as	 between	 the	
stakeholders	and	the	MoH.	Specific	task	forces	/	technical	working	groups	according	to	the	different	
themes	could	then	be	established	and	coordinated	through	such	an	Advisory	Committee,	e.g.	FM/FP	
implementation,	TTP	etc.	Such	working	groups	would	need	to	work	closely	together	with	the	regional	
Primary	Health	Care	(PHC)	Directors	as	well	as	with	the	Director	General	of	PHC	at	the	MoH.		
	
Such	a	committee	should	also	be	sensitive	to	the	needs	of	the	different	levels	involved	e.g.	practical,	
middle	and	senior	levels,	as	sometimes	things	seem	clear	at	the	senior	level,	but	not	always	so	on	the	
ground.	Similarly,	the	proposed	Advisory	Committee	could	take	this	point	up	in	its	deliberations	on	
proposed	actions.	
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This	stakeholder	committee-based	approach	would	help	share	tasks	and	improve	overall	collaboration	
and	coordination.	
	
2)	On	the	Transitional	Training	Programme	(TTP)	
	

- The	current	body	of	trained	FM	specialists	in	West	Bank	could	be	better	used	as	a	valuable	
asset	to	support	the	Transitional	Training	Programme.	

	
There	 are	 both	 system	 and	 individual	 changes	 (attitudes,	 leadership,	 teamwork	 and	 other	
interpersonal	skills)	needed	to	orient	PHC	towards	an	FP	approach.	The	development	of	FM	specialists	
is	not	the	only	requirement,	but	it	is	certainly	an	essential	element	which	can	be	achieved	at	least	in	
parallel	with	the	system	changes.	To	this	end,	the	MoH	has	already	held	orientation	courses	for	the	
existing	body	of	PHC	professionals	whilst	supporting	FM	specialist	training	at	the	same	time.	They	will	
be	provided	with	further	support	once	the	TTP	on-line	modules	are	available.	Currently,	the	modules	
cover	 the	core	concepts	within	 family	medicine	as	well	 as	 relevant	others	 such	as	evidence	based	
medicine	and	the	critical	appraisal	of	published	research.	Modules	covering	the	core	 interpersonal	
skill	needs	of	FM	such	as	team	work,	interpersonal	communication	skills,	leadership	etc.	are	 either	
under	development	or	planned.	Ideally,	however,	all	TTP	training	will	need	to	be	supported	by	skilled	
supervisors/mentors	in	the	PHC	setting.	Wherever	appropriate	and	possible,	the	FM	graduates	should	
be	involved	in	such	supervision	and/or	mentoring.	
 
3)	Monitoring	and	Evaluation	(M&E)	
 

- The	need	 for	 regular	monitoring	and	 formative	evaluation	of	 the	overall	FM	programme	
was	emphasised	during	the	stakeholder	workshop	
 

Monitoring	 FM	 implementation	 is	 absolutely	necessary.	 It	means	establishing	 a	baseline	 and	 then	
looking	for	changes	relative	to	specific	targets.	It	means	thinking	about	reliable	sources	of	information,	
what	aspects	need	to	be	monitored,	how	often	etc.?		Similarly,	it	means	thinking	about	what	different	
types	of	data	are	needed,	 identifying	the	gaps,	and	at	the	same	time,	assuring	that	the	monitoring	
system	 includes	 qualitative	 as	 well	 as	 quantitative	 data	 so	 that	 performance	 can	 be	 regularly	
measured	and	evaluated	over	time.	
	
FM	and	FP	as	a	pilot,	needs	more	investment;	it	is	essential	to	have	a	robust	M&E	system	in	place	to	
identify	the	achievements	as	well	as	the	gaps	in	implementation	(monitoring)	and	specially	to	go	into	
more	depth	through	periodic	evaluation.		
	
Regular	 information	 about	 the	 FM	 graduates’	 needs	 is	 also	 essential:	 how	 well	 are	 they	 being	
recognised,	how	adequate	was	their	training,	what	are	their	continuing	professional	training	needs,	
and	what	do	the	individual	FM	specialists	want?	Some	may	want	to	be	involved	in	the	development	
of	FM,	others	may	want	to	have	fixed	appointments	in	clinics	to	be	able	to	better	practice	what	they	
have	learned.		It	is	important	to	assess	such	needs	on	a	regular	basis	in	order	to	address	the	important	
gaps.		
	
4)	On	Raising	Awareness	of	FM	and	its	value	to	the	public	and	medical	community	
	

- A	“raising	awareness”	strategy	should	be	developed	to	promote	the	value	and	benefits	of	
FM	and	FP	
	

The	demand	aspect	of	the	demand/supply	of	FM/FP	cannot	be	left	in	isolation;	implementing	FM/FP	
in	 the	 centres	 should	 only	 be	 one	 part	 of	 a	 raising	 awareness	 effort.	 There	 is	 a	 need	 to	 develop	
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measures	to	raise	public	and	medical	practitioner’s	awareness	of	what	FM	and	FP	are,	and	particularly	
of	their	value	to	patients	and	the	health	system.		ANNU’s	FM	training	programme,	for	example,	would	
likely	be	reinforced	through	promotion	and	advertising	If	others	(e.g.	GPs,	medical	undergraduates)	
see	there	is	a	value	in	taking	up	such	a	speciality.	
	
	
	
	

	



Background	and	Context	of	the	MAP/FIDFMP	Programme		
The	Foundation	for	the	Development	of	Family	Medicine	in	Palestine	(FIDFMP)	brings	together	a	group	
of	mainly	UK-based	primary	care	academics	and	educators	providing	support	for	the	development	of	
family	medicine	and	family	practice	in	Palestine.	In	2013	the	FIDFMP	collaborated	with	the	An	Najah	
National	University	(ANNU)	in	Nablus	to	deliver	a	one	week	course	to	the	university’s	post-graduate	
FM	training	programme	(the	only	one	of	its	kind	in	Palestine	today).	There	followed	several	exchange	
visits	which	have	resulted	in	a	continuing	programme	of	academic	support	for	curriculum	and	faculty	
development.		

In	2014,	the	FIDFMP	partnered	with	Medical	Aid	for	Palestinians	(MAP)	to	jointly	expand	their	support	
for	capacity	building	in	FP	in	Palestine.		

Throughout,	the	FIDFMP	and	MAP	have	been	collaborating	with	The	Ministry	of	Health	(MoH)	of	the	
Palestinian	Authority	to	re-orientate	existing	primary	healthcare	services	toward	the	FM	approach.	
This	collaboration	is	being	supported	by	a	number	of	other,	significant	entities	which	together	form	a	
loose	federation	of	actors	promoting	and	supporting	FM	in	West	Bank.	They	are	as	follows:		

● Palestine	Medical	Council	(PMC);	responsible	for	the	accreditation	of	ANNU’s	family	medicine	
curriculum	and	the	training	centres.	

● UNRWA;	 the	other	major	provider	of	 PHC	 services	 in	 the	West	Bank,	 and	 committed	 to	 a	
unified	transitional	training	programme	for	their	PHC	workers	in	conjunction	with	the	MoH.	
UNRWA	services	are	only	available	to	registered	refugees.	

● WHO;	provider	of	technical	and	financial	support	to	the	MoH	for	the	development	of	family	
practice	in	Palestine.	

● Italian	Cooperation	(IC);	as	part	of	EU	support,	it	provides	the	MoH	with	technical	and	financial	
support	for	the	development	of	family	practice	in	Palestine.	

● The	British	Council	(BC)	which	has	provided	financial	support	for	English	language	training	to	
some	 of	 the	 FM	 graduates	 and	 offered	 the	 possibility	 of	 scholarships	 for	 suitable	 FM	
specialists	in	UK	universities	

● Palestinian	 Association	 of	 Family	 Medicine	 (PAFM);	 a	 recently	 formed	 organisation	 that	
represents	family	medicine	specialists	in	Palestine.	
	

All	have	committed	at	some	level	to	contributing	to	the	following	aspects	as	essential	to	the	successful	
implementation	of	FM	in	Palestine:				

● the	development	of	high	quality,	academic	FM	training	to	include	on-site	training	in	FM	clinics	
and	hospitals,	

● the	training	of	FM	trainers	for	training	the	residents	during	placements	in	the	MoH’s	FM	clinics	
● the	establishment	of	FM	Training	centres,		
● the	deployment	of	Board-certified	FM	Practitioners	to	introduce	and	establish	FM	principles	

in	the	MoH’s	PC	clinics,		
● the	development	and	delivery	of	a	short	term,	transitional	training	programme	in	FM	to	the	

existing	body	of	generalist	practitioners	and	primary	care	health	professionals	working	in	MoH	
PC	clinics.		
	

The	 MAP/FIDFMP	 partnership	 has	 a	 3-year	 work	 plan	 focussed	 on	 three	 components	 of	 FM	
development	in	which	it	has	been	taking	a	key	role:	
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1) the	ANNU	FM	academic	residency	training	programme;	
2) the	FM	training	centres	being	piloted	under	the	auspices	of	the	MoH	in	collaboration	with	the	

ANNU	and	the	practical	training	provided;	
3) the	Transitional	 Training	Programme	 for	 the	existing	body	of	GPs	and	primary	health	 care	

professionals	

The	Evaluation		
The	Request;	Purpose	and	Questions	
To	 report	 to	 its	 Board	 in	 December,	 2017,	 the	 MAP	 requested	 a	 midterm	 evaluation	 of	 the	
MAP/FIDFMP	FM	support	programme	in	Palestine,	principally	to	identify	what	has	been	achieved	so	
far,	 and	 where	 improvements	 should	 be	 introduced.	 The	 FIDMP’s	 evaluation	 working	 group	
contributed	to	the	development	of	its	Terms	of	Reference	(ToR)	and	together,	they	identified	the	key	
areas	for	investigation.	(See	Annex	1).	
The	nature	of	the	evaluation	is	therefore	essentially	formative,	but	includes	a	summative,	look-back	
assessment	 of	 achievements	 to	 date.	 	 The	 expectations	 are	 set	 out	 in	 the	 Terms	 of	 Reference	
appended	to	this	report.	The	main	tasks	are	as	follows:	
	
1. To	conduct	a	SWOT	analysis	in	relation	to	progress	made	between	2013	and	now	in	the	three	key	

programme	components	(ANNU	residency	programme,	family	medicine	training	centres	and	the	
transitional	training	programme),	with	reference	to	the	relevant	logframe	(See	Annex	in	the	ToR).		

2. To	assess	progress	towards	the	seven	pillars	of	family	practice	(See	Annexe	in	the	ToR)	within	the	
training	centres.	

3. To	assess	the	effectiveness	of	relationships	between	FIDFMP-MAP	and	key	partners	(listed	above),	
in	terms	of	coordination	and	relevance	to	partner	objectives/priorities.	

Evaluation	Methodology	and	Limitations	
The	approach	used	for	the	study	has	been	inspired	by	the	utilization-focused	approach	elaborated	by	
Michael	 Quinn	 Patton	 (20083).	 Essentially	 this	means	 that	 it	 has	 tried	 to	 provide	 an	 analysis	 and	
assessment	 of	 the	 data	 collected	 in	 order	 to	 provide	 useful	 and	 useable	 information	 to	 the	
MAP/FIDFMP	Boards	and	executive	which	should	contribute	to	steering	the	next	phase	of	the	work	
The	criteria	used	for	evaluating	the	findings	are	as	follows:	
	
Relevance:	considers	the	degree	to	which	the	programme’s	activities	are	sensitive	to	the	Palestine	
context.	
Effectiveness;	with	regard	to	a	developing	programme,	as	in	this	case	“effectiveness”	is	understood	
to	mean	assessing	 to	what	degree	 the	programme	 is	 likely	 to	 reach	 its	objectives.	 For	example,	 it	
analyses	 the	 context	 /	 conditions	 to	 judge	 the	 degree	 to	 which	 these	 are	 conducive	 to	 the	
development	of	the	programme.	
Coordination:	considers	to	what	degree	the	different	components	of	the	ANNU	FM	training	model	
are	integrally	planned	and	delivered.		
Collaboration:	 refers	 to	 the	 degree	 to	 which	 the	 different	 entities	 involved	 in	 the	 MAP/FIDFMP	
programme	share	the	same	priorities	and	work	together	to	achieve	the	same	ends	
Sustainability:	 Considers	 to	 what	 degree	 actions	 and	 infrastructure	 can	 be	 sustained	 once	 initial	
funding	and/or	human	resources	from	MAP/FIDFMP	is	reduced	or	completed	ceased.	

Methods	of	data	collection	and	analysis:	

A) Data	collection:		

																																																								
3	M.Q.	Patton,	(2008)	Utilization-Focused	Evaluation,	4th	edition,	Sage	Publications	Inc.	
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• A	desk	based	review	of	the	key	reports	and	documents	provided	by	MAP/FIDFMP	via	the	FIDFMP	
Dropbox	folder	as	well	as	key	documents	from	the	MoH	website,	and	the	WHO’s	10-year	Strategy	
for	Family	Health	in	Palestine	(See	Annex	2	for	the	list	of	documents	consulted)	

• Examples	of	semi-structured	Interview	schedule	with	key	stakeholders	(See	Annex	3	for	interview	
schedule	for	MAP,	FIDFMP	and	MoH)		

• Nos	and	types	of	affiliation	of	interviewees	(See	Annex	4)	
• Focus	group	sessions	with	all	13,	 current	FM	residents	 (in	 the	end	 these	were	aborted	due	 to	

residents’	time	pressures,	and	thus	compensated	by	an	electronic	survey).	(see	Annex	5	for	focus	
group	themes)	

• An	anonymous	electronic	survey	was	sent	via	mobile	phone	to	all	13,	current	ANNU	FM	residents.	
sent	(See	Annex	6)		

• Observation	of	one	of	the	FM	residents’	mentoring	sessions	at	Ber	NaBala		
• Observation	of	the	first	PAFM	Scientific	Conference	in	Palestine,	(April	2017)	and	of	one	progress	

meeting	between	the	MoH	and	all	entities	involved	in	the	development	of	FM	in	Palestine	(April	
2017)	

• Field	visits	to	1	of	the	FM	Training	Centres	(Al-Dhahriya	x	2)	and	to	1	of	the	PHC	clinics	in	one	of	
the	districts	(Salfit	x	1	visit)	in	which	the	MoH	is	said	to	be	introducing	FM	principles.	(See	Annex	
7	for	interview	themes	with	Salfit	District	Health	Directorate).	

• Memorandum	of	Understanding	between	MAP,	FIDFMP	and	ANNU,	April,	2016	(Annex	8)	
	

B) Analysis:	
• The	 overall	 analysis	 was	 based	 on	 the	 4	 evaluation	 judgment	 criteria	 as	 well	 as	 a	 structured	

assessment	of	the	seven	pillars	of	FM.		
• The	responses	from	the	residents’	survey	questionnaire	were	tabulated	in	an	excel	file	(N=13,	n	

responses	=	7)		
• A	SWOT	analysis	was	then	used	to	summate	the	findings	from	the	mixed	methods	analysis.		The	

results	are	tabulated	and	presented	in	Annex	9)	
• A	combination	of	different	methods	and	different	data	sources	was	used	to	redress	the	bias	of	

using	single	methods	/	single	stakeholder	group.	(Triangulation)	
• The	objectives,	agenda	and	list	of	the	participants	list	present	at	the	stakeholder,	post-evaluation	

workshop	reactions	are	provided	in	(Annex	10)	
	
N.B.	 The	 Mid-Term	 evaluation	 decided	 against	 formulating	 any	 independent	 recommendations;	
rather,	 in	 line	with	a	participatory	approach,	a	post-evaluation,	 stakeholder	workshop	was	held	 to	
consider	the	next	steps.	The	key	stakeholders	met	together	to	discuss	the	findings	and	conclusions	of	
the	draft	report	and	come	up	with	their	proposals	on	what	should	happen	next.	This	is	compatible	
with	 the	 spirit	 of	M.	Q.	 Patton’s	 evaluation	 approach,	 particularly	 as	 a	method	 for	 increasing	 the	
likelihood	of	stakeholder	ownership	of	the	results	and	consequently	their	utilisation.	The	outcome	of	
this	workshop	is	the	basis	for	the	“Next	Steps”	section	of	this	report.	

Limitations	
● A	wider	literature	review	to	inform	this	evaluation	was	not	possible	within	the	limited	resources	

available.	
• Interviews	 were	 not	 recorded,	 but	 replaced	 by	 copious	 notes.	 This	 is	 to	 respond	 to	 1)	 some	

interviewees'	request	not	to	be	recorded	and	2)	a	cultural	sensitivity	to	recorded	information	that	
could	ultimately	be	used	otherwise.		We	are	confident	that	the	essence	of	the	interview	was	not	
lost	 given	 the	 detail	 of	 the	 notes.	 The	 necessity	 of	 recorded	 interviews	 is	 a	 current	 theme	 in	
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evaluation	 methodology.	 (see,	 for	 example,	 King,	 N.	 and	 Horrocks,	 C.	 (2010)	 Interviews	 in	
Qualitative	Research,	Chapter	9,	pp	141-144	and	Mayring,	P.	(2016)	„Einfuehrung	in	die	qualitative	
Sozialforschung“,	6th	edition,	chapter	4,	Beitz	publishers,	Germany.  
	

● It	was	originally	planned	to	hold	focus	group	discussions	with	the	residents.	Two	attempts	had	to	
be	aborted	after	30	minutes	due	to	residents’	time	pressures.	This	can	be	explained	as	follows:	
originally	it	was	planned	to	have	residents	placed	in	hospitals	for	2	years,	and	then	in	clinics	for	
their	last	2	years,	arrangements	were	changed	mid-course	so	that	residents	currently	go	to	both	
hospitals	and	clinics.	This	has	increased	their	workload	and	meant	that	instead	of	obtaining	
more	 qualitative	 data	 from	 the	 residents,	 data	 from	 the	 current	 electronic	 survey	 with	more	
closed	questionnaires	had	to	be	used.	(See	Annexe	5)	

● Data	 collection	 schedule	 was	 delayed	 due	 to	 difficulties	 in	 arranging	 meetings	 with	 key	
stakeholders.	For	example,	several	attempts	to	meet	with	the	current	Director	General	(DG)	of	
PHC	at	the	MoH	were	made	but	finally	aborted	due	to	continual	cancellation	and	re-scheduling.	
In	place	of	a	face-to-face	interview,	the	interview	guide	was	sent	via	Email.	A	written	response	
was	received	via	a	colleague	at	a	later	stage	while	finalizing	the	first	draft.	

● Whilst	 it	would	have	been	 important	to	 learn	of	the	benefits	 (or	not)	of	FM	changes	and	their	
effect	on	the	quality	of	treatment	from	patients,	this	was	not	part	of	the	mandate	or	therefore	
possible,	given	the	limited	time	and	resource	availability.		

● To	 what	 degree	 Family	 medicine/practice	 principles	 are	 now	 being	 applied	 in	 PHC	 is	 a	 most	
important	 question,	 but	 one	which	was	 not	 part	 of	 this	mandate.	 It	 would	 require	 follow-up	
interviews/discussions	with	the	FM	specialists	and	the	DHD	in,	for	example,	the	Qalqilya	District,	
(where	one	of	 the	FM	specialists	 is	working),	as	well	as	 field	visits	 to	some	of	 the	PHCs	 in	 this	
District.	Similarly	surveying	the	FM	specialists	on	this	question	would	have	surely	enriched	the	
analysis	as	well.	Again,	resources	were	limited	and	therefore	such	extended	data	collection	was	
not	feasible.	
	

The	Findings	
In	 this	 section,	 we	 present	 what	 the	 data	 shows	 with	 regard	 to	 the	 development	 of	 the	 FM	
Programme.	The	 findings	are	presented	 in	accordance	with	the	three	principal	areas	of	enquiry	as	
specified	in	the	ToR	(See	Annex	1)		
	
a. To	conduct	a	SWOT	analysis	in	relation	to	progress	made	in	the	three	key	programme	components	

(ANNU	 residency	 programme,	 family	 medicine	 training	 centres	 and	 the	 transitional	 training	
programme),	with	reference	to	the	relevant	logframe.	

b. To	 assess	 progress	 towards	 the	 seven	 pillars	 of	 family	 practice	 (Annex	 3)	 within	 the	 training	
centres.	

c. To	assess	the	effectiveness	of	relationships	between	MAP/FIDFMP	and	key	partners	(listed	above),	
in	terms	of	coordination	and	relevance	to	partner	objectives/priorities.	

As	an	introduction,	and	based	on	the	data	collected,	in	Table	1	below,	we	first	present	an	overview	of	
the	current	status	quo	of	FM	trainees	and	residents	in	Palestine.	
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Table	1;	Overview	of	FM	and	FM	training	in	West	Bank	as	at	2017	
Academic	 graduate	 programme	 at	
ANNU	

Started	 in	 2010	 and	 has	 run	 continually	 with	 variable	
annual	 resident	 intake	 since	 with	 the	 exception	 of	 an	
absence	of	intake	in	2015	

ANNU	graduate	programme	received	
PMC	Board	approval	

Approval	 granted	 in	 2010	 and	 reconfirmed	 in	 Summer	
2016	

No	of	Board	Certified	FM	specialists	
in	Palestine	

17	

No	of	residents	currently	in	training	 17	(4	in	2014	intake,	and	13	in	2016	intake)	

All	 FM	 residents	 and	 specialists	 are	
MoH	employees)	

Decisions	 regarding	 work	 placements	 during	 and	 after	
training	are	made	by	the	MoH	

University	fees	for	FM	residents	 Paid	by	MAP	for	all	residents	in	Autumn	2016	intake.	

MoH	 residents	 for	 training	who	 are	
exempted	from	PMC	entry	exam	(for	
2016	intake)	

15	in	2016	intake	(selected	from	60	applicants)	(however	2	
left	the	course	for	personal	reasons	in	2017	leaving	13.	It	is	
expected	that	2	per	year	will	be	funded	for	at	least	2017	
entry	

No	 of	 FM	 Training	 Centres	 in	 West	
Bank	

2	(Al-Dhahriya	and	Ber	NaBala)	

FM	Graduate	Training	Model	 1	 day	 pw	 in	 ANNU	 with	 lectures	 further	 supported	 by	
online	 tutorials	 with	 FIDFMP	 faculty	 as	 developed	 and	
financed	under	the	auspices	of	FIDFMP,		
2	days	pw	in	hospital	clinical	placements	and		
2	days	pw	working	in	PHC	centre	(not	necessarily	with	on-
site	 FM	 specialist	 or	 FM	 principles)	 Originally	 it	 was	
planned	that	residents	would	have	first	2	years	of	2	days	
pw	in	hospitals	and	then	last	2	years	in	PHC	centres.	Due	
to	shortage	of	doctors	in	both	hospitals	and	PHC	clinics,	the	
original	model	was	changed	in	2016.	
PLUS	 weekly	 4	 hour	 weekly,	 mentoring	 sessions	 with	 a	
highly	 experienced	 and	 trained,	 Arabic	 speaking	 FM	
specialist	 and	 mentor	 at	 a	 FM	 training	 centre	 (this	 has	
recently	been	modified	to	1	x	per	month)	
A	research	component	is	envisaged	as	an	integral	part	of	
resident’s	training.	

No	 of	 PHC	 clinics	 introducing	 FM	
model	as	part	of	“first	wave”		

30	in	2	Districts	(Salfit	and	Tubas)	

No	 of	 GP	 and	 PHC	 health	
professionals	having	attended	2-day	
FM	orientation	course	

1,065	(381	GPs,	and	684	nurses)	

No	of	MoH	PHC	clinics	in	West	Bank	 431	Plus	43	UNRWA	clinics	and	22	military	clinics	
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Question	1:	The	FM	Training	Programme	(A	SWOT	analysis	in	relation	to	
progress	made	between	2013	and	now	in	the	three	key	programme	
components:	FM	in	Palestine	in	general	and	ANNU	residency	programme	in	
particular,	family	medicine	training	centres	and	the	transitional	training	
programme).	
	
i)	 FM	Training	in	relation	to	developing	FM	in	the	West	Bank	in	general	
As	shown	 in	Table	1,	 the	FM	training	model	 consists	of	4	main	parts;	a)	university-based	 lectures,	
supported	by	b)	on-line	training	sessions	with	UK-based	FM	specialists/academics,	c)	practical	training	
in	hospital	and	PHC	settings	and	d)	mentoring	group	sessions	which	 take	place	at	 the	FM	training	
centre	in	Ber	NaBala.		In	this	section,	the	general	strengths	and	challenges	of	the	ANNU	FM	training	
model	are	discussed	before	going	on	to	consider	the	individual	areas.	

Strengths	
Commitment	of	primary	stakeholders	and	collaborating	organisations	
The	MoH’s	political	will	to	develop	FM	is	evidenced	in	its	current	national	health	strategy,	the	NHS	
2017-20224.	Adopting	and	integrating	FM	practice	into	the	PHC	system	to	improve	citizen’s	health	and	
welfare	is	one	of	the	first	national	objectives.	Moreover,	the	MoH	has	actively	recruited	residents	and	
pledges	its	commitment	to	at	least	2	new	entrants	for	the	2017/18	intake.	The	MoH	continues	to	pay	
residents’	salaries	during	training	and	has	set	up	2	of	the	3	planned	FM	training	centres	to	provide	a	
practical	FM	work	setting.	The	MoH	is	therefore	actively	supporting	ANNU	and	its	academic	training.			
	
The	ANNU	 is	 committed	 to	 continue	 training	 residents	 in	 FM,	whilst	 the	 FIDFMP	 is	 committed	 to	
providing	them	with	technical	support	for	developing	(and	to	some	degree,	delivering)	the	education	
and	training	curricula.	The	MAP	is	committed	to	continue	funding	fees	for	the	residents	for	a	non-
defined	 period,	 and	 has	 also	 provided	 computers	 and	 other	 equipment	 (e.g.	 internet	 connection,	
projectors,	etc.)	to	the	FM	Training	Centres.	The	WHO	is	committed	to	providing	technical	support	to	
the	MoH,	 particularly	 for	 implementing	 a	 ‘Packet	 of	 Essential	 Non-Communicable	 Diseases’	 (PEN)	
approach	and	developing	FM,	and	the	Italian	Corporation	is	providing	technical	and	logistic	support	
to	FM	development.		
	
Palestine	Medical	 Council	 (PMC)	approved	and	 certified	ANNU’s	 FM	 curriculum	 in	 Summer	
2016	
The	ANNU	FM	residency	training	programme	is	unique	in	Palestine:	it	provides	graduates	with	a	Board	
approved	 academic	 post-graduate	 medical	 specialisation.	 Currently	 no	 other	 specialty	 training	
programme	includes	the	academic	component.	In	addition,	many	residents	perceive	FM	training	as	
an	opportunity	for	professional	development	after	several	years	of	experience	in	the	PHC.	
	
A	 12-month	 agreement	 between	 stakeholders	 on	 roles,	 responsibilities	 and	 priority	
activities	was	signed	on	9th	April	2016	
The	Memorandum	of	Understanding	agreed	between	the	different	stakeholders	set	out	what	actions	
needed	to	be	done	over	 the	 forthcoming	12	months	to	April,	2017,	and	by	whom	(See	Annexe	9).	
Achievements	compared	with	the	agreements	are	discussed	in	the	following	sections.	
	
	
	

																																																								
4	Ministry	of	Health,	General	Directorate	of	Health	Policies	and	Planning,	National	Health	Strategy	2017-2022.			
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Experienced	and	motivated	residents	
The	MoH	actively	recruited	the	2016	resident	intake;	from	a	total	of	60	PHC	high	scoring	graduates	
from	An	Najah	and	AL	Quds	universities,	15	were	accepted.	Their	experience	as	GPs	ranged	from	2-17	
years	working	in	the	MoH,	in	addition	to	experience	with	one	or	several	the	following	UNRWA,	private	
practice	and	NGOs.	Attraction	to	the	training,	some	said,	was	particularly	due	to	its	multidisciplinary	
nature	whilst	others	believe	that	it	provides	an	opportunity	for	professional	development.	Of	the	15	
selected	by	the	MoH,	in	the	event,	2	chose	to	abandon	the	course	at	the	end	of	the	first	year	due	to	
personal	reasons.	According	to	the	focus	group	and	survey	results,	the	other	residents	remain	highly	
motivated	and	committed	to	their	training.	
	
There	 is	 a	 recognised	 need	 for	 a	 ‘Training	 the	 trainers	 element’	 to	 assure	 continued	
training/supervision	in	work-setting	placements	
Core	to	the	programme	is	the	provision	of	quality	training	and	supervision	by	the	FM	specialists	and	
others	in	the	FM	training	centres.	The	need	for	such	training	is	recognised	by	the	MoH,	the	ANNU	and	
the	 MAP/FIDFMP	 alike,	 so	 that,	 in	 theory,	 residents	 should	 benefit	 from	 on-site	 continued	
training/supervision	during	their	placements	in	work	settings.	There	were	delays	to	getting	this	“off	
the	ground”	but	the	first	such	session	finally	took	place	in	April	2017.	It	was	organised	and	delivered	
to	 FM	 Specialists	 in	 MoH	 clinics	 and	 experienced	 GPs	 in	 UNRWA	 by	 the	 FIDFMP	 with	 MAP	
collaboration.		
	
Residents	highly	rate	ANNU’s	training	
Of	the	7	out	of	13	responses	to	the	survey	data	ANNU	residents	believe	the	training	has	helped	them	
through:		

- Increased	self	confidence	in	their	specialisation;	(n=2)	
- Specialist	knowledge	and	improving	relationships	with	other	specialists;	(n=2)	
- Improved	interpersonal	communication	skills	–	a	good	listener;	(n=2)	
- Leaning	 to	 always	 respect	 the	 other’s	 opinion	 even	when	 it	 is	 not	 necessarily	 one’s	 own.									

(n=1)		
- Improving	character	and	behaviour	(n=2)	
	

Moreover,	all	7	residents	stated	they	would	recommend	the	training	to	others.		
The	MoH	said	it	believes	that	the	FM	residency	training	programme	has	helped	widen	the	residents’	
horizon,	helped	them	to	be	more	patient	centred,	as	well	as	improved	their	competences	in	dealing	
with	various	types	of	diseases	and	patients.	Residents	confirmed	that	they	had	indeed	became	more	
patient	centred,	and	that	their	way	of	thinking	was	positively	affected.	

Challenges	
Sustainability	of	course	post	2017/18	programme	

i) Recruitment	of	new	residents	
Recruitment	of	residents	was	identified	as	a	major	challenge	to	the	sustainability	of	the	FM	residency	
program	 by	many	 stakeholders.	 The	MoH	 originally	 committed	 in	 Autumn	 2016	 to	 recruiting	 five	
residents	per	year	for	five	years	from	the	2017/18	intake	onwards.	However,	current	indications	are	
that	only	two	will	be	recruited	for	the	2017/18	intake.	For	the	following	years,	the	MoH	intends	to	
provide	2-5	residents	per	year,	however,	it	was	not	able	to	provide	a	specific	response	at	this	stage	as	
to	 what	 would	 happen	 from	 2018	 onwards.	 Equally,	 when	 the	 ANNU	was	 asked	 about	 plans	 for	
promoting	 its	 FM	 course	 and/or	 channels	 for	 recruiting	 residents	 for	 future	 courses,	 despite	
commitment	and	belief	that	the	course	would	continue,	no	one	was	able	to	articulate	how,	in	fact,	
this	would	be	done.	ANNU	appears	to	be	solely	relying	on	MoH’s	efforts.	At	the	time	of	finalising	this	
report,	no	new	residents	for	the	2017/2018	intake	had	been	identified.			
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A	 possible	 channel	 for	 promoting	 FM	 and	 encouraging	 uptake	 of	 academic	 training	would	 be	 the	
Palestine	Association	of	Family	Medicine	(PAFM).	When	asked	about	their	activities,	the	PAFM	said	it	
planned	lectures	to	raise	awareness	in	FM	among	medical	students	and	GPs	and	publishing	materials	
and	 information	on	workshops	and	conferences	on	 its	website.	As	 for	activities	on	the	community	
level,	PAFM	believes	it	can	play	a	role	in	in	delivering	message	regarding	FM	and	what	is	required	from	
FM	doctors.	Activities	may	include	flyers,	publications,	festivals,	etc.		
	

ii) Supply	of	FM	faculty	and	trained	trainers/supervisors	
The	teaching	faculty	of	ANNU	consists	of	two	full	time	academic	staff,	but	each	have	other	teaching	
obligations	above	and	beyond	the	FM	programme.	They	do,	however,	receive	the	part-time	support	
of	three	colleagues	from	community	medicine	and	other	departments.	Assigning	faculty	staff	to	work	
full	time	only	FM	is	currently	not	possible	as	it	is	not	deemed	to	be	cost	effective.	
So	far,	there	has	only	been	one	course	organised	specifically	to	train	the	trainers	(2-day	course	run	in	
April	2017.)	Further	training	is	envisaged	through	personal	mentorship	from	FIDFMP	faculty,	site	visits	
to	UK,	specific	training	courses	(e.g.	communications	skills	to	be	run	in	October	2017).		One	problem	
is	 a	 lack	 of	 robust	 contractual	 arrangements	 for	 FM	 trainers	 –	 no	 clear	 brief	 for	 training	 in	 job	
description.	At	this	stage,	therefore,	there	appears	to	be	no	medium	to	longer	term	planning	on	how	
this	will	be	done	in	the	future,	or	by	whom.	The	lack	of	trained	FM	trainers	is	perceived	as	a	major	
obstacle	recognised	by	residents	and	stakeholders	alike.	
	

iii) Financial	Support	
Residents’	salaries	during	training,	have	been,	and	continue	to	be	paid	by	the	MoH.		For	the	residents	
who	 started	 in	 2016,	MAP	 has	 taken	 care	 of	 their	 university	 fees.	 But	 this	 is	 understood	 to	 be	 a	
temporary	 situation	with	no	defined	end	as	 yet.	 From	 the	university’s	 financial	 point	 of	 view,	 the	
course	has	to	be	cost-effective	but	we	were	unable	to	ascertain	what	would	be	the	minimum	level	of	
annual	intake	to	be	considered	cost-effective.	
	
Lack	of	coordination	between	delivery	of	academic	curriculum	and	practical	training			
The	MoH	 is	 the	 employer	 of	 all	 the	 FM	 residents	 in	 training	 and	 the	ANNU	 is	 responsible	 for	 the	
academic	 curriculum.	 Both	 should	 agree	 on	 the	 overall	 learning	 objectives	 to	 be	 taught	 at	 the	
university	and	reinforced	through	clinical	training	in	the	hospital	and	primary	care	settings.	The	MoH	
and	 ANNU	 do	 not	 appear	 to	 have	 agreed	 the	 learning	 objectives	 for	 work	 setting	 training.	
Consequently,	whilst	faculty	are	clear	about	their	role	and	responsibilities,	this	appears	to	be	less	so	
for	 the	 “trainers”	 in	 the	 clinical	 work	 settings.	 Residents	 complain	 that	 the	 quality	 of	 training	 is	
suffering	as	the	learning	objectives	are	not	clear	to	the	trainer	or	residents.		As	one	said	“in	hospitals	
we	work	as	GPs….	Sometimes	we	do	not	understand	what	they	want	from	us”	and	another	“there	is	
no	clear	harmonisation	between	MoH	and	ANNU	for	the	training	aspect.	 ‘Till	now,	training	centres	
have	not	been	adapted	by	the	MoH	to	be	fully	supportive”.	
	
Workload	and	pressure	on	residents	
Residents	 perceive	 the	 overall	 training	 requirement	 (lectures,	 placements,	 mentoring	 and	 online	
modules)	combined	with	their	“normal”	clinical	responsibilities	as	an	overload	and	obstacle	to	serious	
study.	In	addition,	the	extra	commuting	e.g.	to	Ber	NaBala	adds	hardship	to	some	residents	living	at	
some	distance	 (e.g.	 from	Hebron).	One	 resident	 summarized	 it	 ‘Why	do	we	need	 to	 travel	 to	Ber	
NaBala?	Why	do	we	need	to	travel	an	additional	30	minutes	from	Ramallah?	Why	can’t	we	meet	in	
Ramallah?	We	already	travel	for	a	long	time’.				
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II	 ANNU	 Academic	 Course;	 the	 on-line	 tutorials	 and	 mentoring	
The	On-line	Tutorials:			

Strengths	
Help	Learning	and	breakdown	barriers	to	professional	isolation	
An	on-line	tutorial	training	component	was	developed	by	the	FIDFMP	to	provide	real-time	support	
from	UK	FM	specialists	to	the	FM	residents	as	well,	of	course	to	the	ANNU	faculty.	The	tutorials	were	
introduced	into	the	curriculum	in	2016	and	take	place	regularly	on	a	monthly	basis.	They	are	delivered	
as	part	of	the	ANNU	day	release	programme,	and	discussed	in	English	with	all	the	FM	residents	as	a	
group.	A	tutor	observer	takes	notes	that	are	then	sometimes	discussed	between	ANNU	faculty	and	
FIDFMP	tutors.		
Faculty	and	residents	alike	feel	the	modules	provide	a	positive	opportunity	for	group	reflection	and	
critical	 thinking.	Faculty	also	felt	 that	contact	with	UK	FM	specialist	helps	break	down	professional	
“isolation”	especially	with	exposure	to	the	workings	of	two	FM	systems	[Palestine	and	UK).	
From	 the	 survey	 data,	 residents’	 reactions	 to	 the	 tutorials	 were	 mainly	 positive;	 most	 of	 the	 7	
responses	said	that	the	on-line	tutorials	are	complementary	and	provide	an	opportunity	to	present	
and	discuss	meaningful	questions	concerning	FM	issues	they	faced	during	their	training	program.	They	
further	 added	 that	 the	 tutorials	 also	 helped	 them	 understand	 the	 art	 of	 FM.	 There	 was	 general	
agreement,	 however,	 that	 the	 tutorials	 were	 not	 sufficiently	 long	 to	 allow	 adequate	 time	 for	
discussion.	

Challenges	
No	systematic	feedback	from	residents	to	tutors	in	place	to	help	improve	these	sessions	The	
UK	tutors	do	not	feel	they	have	a	sufficient	understanding	of	residents’	assessment	of	the	tutorials.	
There	appears	to	be	no	systematic	feedback	mechanism	in	place	about	the	learning	value	of	these	
tutorials	 between	 residents	 and	 FIDFMP	 tutors.	 The	 FIDFMP	 faculty	members	 feel	 that	 there	 are	
shortcomings	 and	 think	 there	 is	much	 to	be	 improved.	But	 they	 cannot	proceed	without	 resident	
input.	

Mentoring	Sessions		

Strengths	
Mentoring	session	are	coordinated	with	Tutorial	Sessions	and	are	a	collaborative	product	
of	ANNU	and	FIDFMP	efforts		
The	mentoring	sessions	are	aimed	at	addressing	the	‘art	of	FM’	and	are	designed	to	support	the	ANNU	
tutorial	 sessions.	 Residents	meet	with	 their	mentor	 at	 the	Ber	NaBala	 FM	Centre	 for	 a	 session	 of	
approximately	four	hours	on	each	occasion,	initially	weekly	and	more	recently	monthly.	The	sessions	
are	structured	to	include	common	problems	in	FM,	the	role	of	the	family	in	family	medicine,	and	the	
role	of	the	FM	in	preventive	care.	Case	studies	are	frequently	used	to	illustrate	the	topics.	since	the	
residents	and	their	mentor	rarely	get	the	chance	to	see	patients	together.	
	
The	session	observed	prompted	much	interaction	between	the	residents	and	between	them	and	their	
mentor.	 The	discussions	were	 lively	 and	engaging.	 Residents	 shared	examples	of	 professional	 and	
personal	experiences,	and	some	residents	said	they	felt	 they	gained	 ‘more	courage’	through	these	
sessions	which	helped	them	make	better-informed	decisions.	
		
When	asked	about	the	mentoring	sessions	in	the	survey,	residents’	reactions	were	mainly	positive.	
Encouraging	 group	 coherence	 and	 interaction	 was	 a	 plus	 for	 all,	 and	 the	 majority	 felt	 that	 the	
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mentoring	sessions	are	relevant	to	their	training	and	provide	opportunity	for	practical	training.	Half	
felt	they	complemented	the	tutorials	whilst	the	other	half	did	not.	

Challenges	
Lack	of	Frequency	is	an	obstacle	for	some	residents	
Originally,	between	December	2016	and	March	2017,	sessions	took	place	once	a	week,	but	this	was	
changed	by	the	MoH	to	once	a	month	due	to	the	shortage	of	manpower	in	PHC	clinics;	residents	were	
needed	 to	 fill	 the	 gaps	 and	 spend	more	 time	 in	 the	 clinics.	 Some	 residents	 complained	 that	 the	
reduced	frequency	was	regrettable,		
	
Developing	residents’	research	competencies	during	training	is	usually	a	course	requirement.	
We	 understand	 that	 completing	 a	 research	 project	 and	 submitting	 a	 written	 report	 is	 an	 ANNU	
requirement	for	graduation.		
	
When	asked,	residents	replied	that	this	aspect	of	their	work	is	(some	said)	inexistent	or	(some	said)	
underdeveloped.	When	residents	were	asked	in	the	survey	about	their	involvement	in	research,	three	
stated	they	are	sometimes	involved,	three	said	never	and	only	one	said	“very	often”.	Four	residents	
believe	the	research	component	is	not	sufficiently	integrated	in	the	residency	training	programme.	All	
survey	responses	(n=7)	indicated	that	integrating	research	in	their	training	is	important.	Two	residents	
believe	it	helps	improve	their	understanding	of	FM	practice,	one	believes	it	helps	to	apply	the	scientific	
principles	 learned	 in	 the	ANNU	course	e.g.	 through	epidemiology,	and	another	resident	believes	 it	
enriches	understanding	of	community	and	medicine	as	well	as	breaking	the	routine	of	traditional	ways	
of	learning.			
	
III	 Training	in	FM	Centres	
The	MoH	originally	planned	to	establish	three	PHC	centres	as	FM	training	centres;	Al-Dhahriya	in	the	
south	(Hebron),	Ber	NaBala	in	the	centre	(Ramallah),	and	Der	Al-Ghossoun	in	the	north	(Tulkarem).	In	
practice,	however,	only	two	centres	have	been	set	up	(Ber	NaBala	and	Al-Dhahriya).	The	MoH	is	now	
considering	 relocating	 the	 third	 centre	 to	 Anabta	 (also	 in	 Tulkarem).	 A	 model	 was	 developed	 in	
conjunction	with	MoH	and	other	key	stakeholders	involving	the	establishment	of	A	fully	functional	FM	
team,	able	to	train	residents	in	conjunction	with	the	24-hour	accident	and	maternity	services	and	a	
range	of	hospital	specialists	working	part	time	in	the	centre.	See	Figure	1	below.			
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Figure	1:	FM	Training	Model	
	

	
	

Strengths	

Two	FM	Training	Centres	have	been	established	by	the	MOH	with	equipment	
provision	by	MAP	
There	is	one,	full-time	FM	practitioner	permanently	assigned	to	the	Ber	NaBala	centre	and	two	other	
part-timers.	The	composition	of	the	Al-Dhahriya	FM	training	centre	is	different;	it	consists	of	two	parts,	
a	PHC	clinic	and	emergency	services.	A	full-time	FM	practitioner	is	based	in	the	PHC	clinic	and	held	
regular	training	sessions	with	two	4th	year	residents	(they	have	since	completed	training).	Each	of	the	
two	centres	were	provided	with	computers	to	support	training/research	by	MAP.	
	
Community’s	acknowledgment	and	acceptance	of	FM	as	medical	specialisation	
Residents	and	graduates	describe	relatively	easy	acceptance	by	the	community.	Patients	were	mostly	
curious	to	know	why	they	are	seeing	one	doctor.	One	doctor	shared	an	example	‘once	a	woman	came	
to	 the	 clinic	 complaining	 about	 pain	 in	 a	 sensitive	 area.	 I	 closed	 the	 door	 and	 told	 her	 that	 I	will	
examine	her.	She	asked	how	come?	She	has	been	complaining	for	a	long	time	and	no	doctor	examined	
her.	She	started	crying’.	In	their	(residents	and	graduates)	opinion	fixed	teams	in	the	best	way	to	make	
people	understand	FM.		

Challenges	
Neither	the	full-time	FM	nor	part-time	practitioners	at	the	Ber	NaBala	centre	are	acting	as	
FM	trainers	or	supervisors	
From	observations,	there	is	little	to	suggest	that	the	Ber	NaBala	centre	is	in	fact,	an	FM	training	centre;	
there	are	no	computers,	an	empty	training	room,	apart	from	chairs	and	a	table,	with	no	visible	signs	
of	 any	 training	 supports.	 The	 FM	 specialist	 assigned	 to	 the	 centre	 by	 MoH	 is	 often	 absent	 and	
undertakes	only	limited	training	of	the	residents.	Most	of	the	teaching	of	the	FM	residents	is	when	
they	come	to	 this	centre	 to	have	 their	monthly	mentoring	session	with	 their	mentor.	Occasionally	
some	residents	get	the	chance	to	see	patients,	accompanied	by	their	mentor,	whilst	waiting	for	other	
residents	to	arrive.		



	

	

12	

	
At	the	AL-Dhahriya	centre,	only	2	of	the	latest	FM	resident	intake	(2016)	have	come	to	the	centre,	but	
have	been	assigned	to	the	emergency	services	building	and	not	to	the	PHC	clinic.).	The	on-site	FM	
specialist/trainer	was	not	aware	of	when	the	residents	would	be	coming	to	the	PHC	part	of	the	training	
centre	for	training.	He,	believed	the	ANNU	should	know	when.	Concerning	the	training	room,	similar	
to	the	Ber	NaBala	centre,	the	training	room	is	not	equipped	and	there	are	no	computers	and/or	visible	
signs	of	any	other	training	supports.		
	
In	 light	of	the	problems	with	the	training/supervision	 in	the	FM	clinics,	the	question	of	developing	
clinical	leadership	competencies	needs	to	be	on	the	agenda.	If	the	FM	practitioner	is	meant	to	develop	
and	lead	the	FM	health	team,	leadership	skills	should	be	an	integral	part	of	such	training.	
	
Lack	of	Generalist	Medical	Staff	in	Palestine.	
Originally,	the	ANNU	model	envisaged	4	days	per	week	over	two	consecutive	years	training	in	hospitals	
in	Years	1	&	2,	followed	by	4	days	per	week	in	years	3	&	4	in	PHC	clinics.	However,	due	to	the	shortage	
of	manpower,	the	MoH	changed	this	so	that	now,	residents	in	Years	1	&	2	spend	two	days	per	week	
in	 clinics	 and	 two	 in	hospitals.	Moreover,	 as	noted	above	and	possibly	 for	 the	 same	 reason,	 from	
December	2016,	the	mentoring	sessions	at	the	Ber	NaBala	centre	were	reduced	from	once	per	week	
to	once	per	month.	
	
Lack	of	supervision	and	FM	trainers	in	hospitals	and	FM	clinics.	
There	is	recognition	amongst	residents,	graduates,	ANNU	staff,	MAP	and	FIDFMP	alike	that	the	lack	
of	FM	supervision	and	support	in	both	the	hospital	and	PHC	placements	poses	a	serious	problem	to	
the	effective	delivery	of	the	FM	training	programme.	Consequently,	some	residents	feel	their	practical	
learning	is	impaired.	Whilst	FM	graduates	could	provide	residents	with	supervision/training,	the	data	
gives	no	clear	indication	as	to	whether	residents	placement	in	PHC	clinics	are	done	with	this	in	mind.	
Of	the	17	FM	graduates,	8	are	known	to	be	practicing	in	PHC	clinics.	What	is	not	known	for	sure,	is	
how	many	of	 the	residents	are	sent	 to	 the	PHC	clinics	where	an	FM	specialist	 is	on	site	 -	with	 the	
exception	of	the	Al-Dhahyria	FM	clinic.		
With	no	trainers	on	site,	others’	attitudes	towards	FM	residents	appear	to	be	mixed.	Reports	from	the	
residents	were	variable;	some	mentioned	they	felt	undervalued	by	medical	colleagues	who,	in	some	
cases,	were	said	to	be	critical	of	the	FM	approach.	Yet	others	reported	more	positive	experiences	and	
said	 that	 colleagues	had	 started	coming	 to	 consult	with	 them.	Whilst	 FM	graduates	 could	provide	
residents	with	supervision	as	opposed	 to	ongoing	 training,	 the	data	gives	no	clear	 indication	as	 to	
whether	residents	placement	in	PHC	clinics	are	done	with	this	in	mind.		
	
Residents	rotate	between	PHC	clinics.	
One	of	the	7	pillars	of	FM	principles	(see	Figure	2	below)	is	that	after	qualifying,	the	FM	specialist	is	
assigned	to	practice	in	a	sole	clinic.		
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Figure	2:	The	7	Pillars	of	Family	Medicine	

	
	
This	 is	 fundamental	 for	 providing	 continuous	 care	 and	 building	 a	 relationship	 and	 trust	 between	
patient	and	doctor.	The	MoH	believes	that	establishing	a	doctor/patient	relationship	built	on	trust	is	
essential	for	the	provision	of	comprehensive	and	integrated,	high	quality	care.	To	our	knowledge,	only	
4	of	17	graduates	have	been	assigned	to	one	PHC	clinic	only.	But	to	what	degree	the	residents	are	
assigned	to	these	is	not	clear.	The	data	indicates	that	residents	are	not	placed	in	a	particular	FM	clinic	
but	are	mostly	rotating	between	at	least	two	within	their	health	district	boundaries	(and	often	it	seems	
to	the	very	big	clinics).	However,	since	they	attend	clinics	on	the	same	days	of	the	week,	this	could	be	
(partially)	interpreted	as	having	a	fixed	placement	for	at	least	part	of	the	time.	This	could	be	a	solution	
for	 the	 MoH	 as	 long	 as	 this	 arrangement	 would	 be	 stabilised	 for	 some	 extensive	 period.	 But	
placements	in	very	big	clinics	poses	a	problem.	Some	residents	feel	this	arrangement	does	not	provide	
them	sufficient	opportunity	to	practice	FM,	stating	‘The	clinic	may	have	100	or	150	patients	per	day.	
How	are	we	going	to	practice	FM?	How	can	we	have	enough	time	with	the	patient?	And	how	can	we	
establish	relations	or	apply	continuity	of	care’.		
	
Iv	 Transition	of	Existing	PHC	clinics	to	family	practice	model	
As	part	of	 introducing	FM	into	the	Palestine	PHC	system,	the	MoH	needs	to	find	some	solution	for	
training	 the	current	GP	workforce	and	PHC	health	professionals	who	will	not	benefit	 from	the	FM	
residents	training	programme,	in	order	to	get	them	speedily	aligned	with	FM	principles.	The	ToR	for	
this	evaluation	provides	an	overview	of	plans	and	their	adjustments.		

During	 December	 2016,	 in	 order	 to	 orientate	 PHC	 staff	 on	 FM	 principles,	 a	 number	 of	 two-day	
orientation	workshops	were	organised	and	delivered	in	all	West	Bank	health	districts	by	the	MoH	with	
the	support	of	the	Italian	Co-operation.	
	
MAP/FIDFMP,	MoH,	and	UNRWA	have	agreed	on	the	training	curriculum	for	multidisciplinary	teams	
in	PHC	centres	to	introduce	them	to	the	core	concepts	of	FM,5	which	they	plan	on	piloting	in	several	
clinics	early	in	2018.		

																																																								
5	E.g.	communication	skills,	team	work,	inter-relationships	which	place	patients	at	the	heart	of	the	
programme,	some	basic	epidemiology,	medical	record	management	and	an	accompanying	patient	information	
system.	
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• In	view	of	the	developmental	nature	of	the	MAP/FIDMPT	TTP	initiative,	the	evaluation	did	not	take	
this	aspect	into	account	given	that	such	training	has	not	yet	been	completed	or	delivered.		

Question	2:		To	assess	progress	towards	the	seven	pillars	of	family	practice	
within	the	FM	Training	Centres	(and	in	PHC	clinics	more	generally).	
	
The	following	is	based	on	data	from	the	residents’	survey,	and	interviews	with	graduates	and	MoH	
staff.	
The	MoH	stated	that,	with	the	help	and	support	of	WHO,	it	has	introduced	6	pf	7	FM	pillars	in	30	clinics	
in	 Salfit	 and	Tubas	districts	 (in	north	West	Bank),	 in	 addition	 to	 the	 training	 clinic	 in	Al-Dhahiriya.	
Changes	at	the	clinical	level	include:	

• registration	system	
• patient	files,	introducing	the	concept	of	one	patient	file,		
• fixed	GPs	at	specific	clinics	who	are	now	able	to	see	and	treat	various	age	groups	and	diseases	

(chronic,	 NCDs,	 maternity	 and	 psychiatric	 patients)	 without	 referring	 to	 hospitals	 and	
specialists,	except	for	emergency	cases	or	when	referral	is	needed.	

• the	filling	system	has	been	introduced	for	NCDs	and	dermatology	prescriptions,	and	
• appointment	system	was	introduced	for	NCDs	and	dermatology	patients.	

	
The	 two	 districts,	 Salfit	 and	 Tubas,	 were	 selected	 because	 of	 their	 supportive	 infrastructure	 and	
available	 manpower.	 The	 rationale	 was	 to	 reduce	 the	 obstacles	 and	 challenges	 likely	 to	 affect			
implementation,	e.g.	shortage	of	staff,	transportation,	equipment	and	lack	of	available	specialists	such	
as	for	obstetrics	and	maternity	follow-up	and	management.		To	support	successful	implementation,	
MoH	also	increased	the	FHC	team	such	as	nurses	and	pharmacist,	and	assigned	doctors	to	small	clinics	
in	Salfit6.			
	
A	third	district	in	North	Hebron	is	planned	for	the	near	future.	
	
For	the	future,	the	MoH	plans	to;	

- Introduce	the	7	pillars	in	North	Hebron	PHC	clinics	
- Introduce	a	filling	system	for	all	chronic	patients	
- Introduce	an	appointment	system	for	all	chronic	patients	
- continue	with	plans	to	increase	the	coordination	with	governmental	hospitals	on	referral	

issues	and	with	the	community	members		
- train	all	PHC	staff	on	FM	approach	
- provide	orientation	about	FM	approach	to	all	MoH	health	care	staff	at	primary,	secondary	

and	tertiary	levels	
- adapt	Health	Information	System	(HIS)	in	all	PHC	to	facilitate	the	implementation	of	FM	

	
At	 both	 the	 Ber	 NaBala	 and	 Al-Dhayhira	 FM	 Training	 Clinics,	 there	 is	 a	 fixed	 PHC	 team	 with	 a	
permanent,	on-site	FM	specialist.	There	is	no	data	to	suggest	that	the	Ber	NaBala	clinic	has	applied	
any	other	of	these	pillars,	or	to	what	extent.		
	
In	the	Al-Dhayhira	clinic,	of	the	7	pillars,	the	following	were	also	noted:	

• a	registered	patient	population	
• an	appointment	system	for	NCDs	and	MCH	
• a	single	patient	record	system	in	place	

																																																								
6	The	idea	is	to	form	FHC	team,	including	a	doctor,	who	will	move	between	the	small	clinics	in	fixed	days	each	
week.	The	Italian	Cooperation	had	supported	the	MoH	by	providing	vehicles	for	the	movement	of	the	teams.		
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• repeat	prescription	system	
	
In	a	wider	context,	the	residents	themselves	reported	in	the	survey	that	during	their	placements	in	
PHC	clinics,	they	noted	the	following	are	being	applied;	

• single	patient	record,	
• repeated	prescription,		
• fixed	PHC	team	(not	necessarily	including	a	FM	specialist),		
• registered	population,	and	one	resident	also	reported	gatekeeper	too	

	
Residents	also	stated	that	they	can	also	practice	some	of	the	underlying	principles:		

• team	work	
• family	orientation	
• reflective	practitioner	
• responsibility	and	accountability	
• continuity	of	care	
• recognising	patient	as	the	priority,	and	
• addressing	the	patient	in	a	comprehensive	way	

	
However,	 there	 is	 no	 systematic	 way	 of	 understanding	 the	 degree	 to	 which	 the	 7	 pillars	 (and	
underlying	 softer	 skills)	 are	 being	 implemented	 and	 monitored.	 The	 monitoring	 and	 evaluation	
indicators	 identified	 in	 the	NHS	2017-20227	 are	mainly	quantitative	 focusing	on	output	 level	 only.	
Moreover,	the	indicator	“percentage	of	PHC	clinics	implementing	family	practice	approach”	does	not	
indicate	how	this	will	be	measured.	The	assumption	is	that	the	shift	to	FM	practice	in	PHC	clinics	will	
take	place	within	the	strategy’s	6	years’	timeframe,	yet	the	measurement	part	seems	absent.		
	
When	visiting	the	Salfit	health	district,	the	district	was	asked	whether	it,	or	the	MoH,	had	formulated	
the	means	of	assessing	changes	towards	FM	practice	at	the	district/clinics	level.	Preparations,	they	
said,	are	in	hand	to	introduce	the	FM	principles	starting	first	with	the	files	and	moving	to	fixed	teams	
in	September	2017.	They	mentioned	plans	to	collect	data	on	the	number	of	patients	attending	clinic	
per	day,	and	the	number	consulting	with	an	FM	specialist	per	day.	They	also	said	that	single	patient	
records	are	being	established	throughout	the	district.	Other	actions	are	“on	the	agenda”	but	with	no	
further	concrete	plan.		
	
Question	 3:	 Relationships	 with	 collaborating	 stakeholders	 (To	 assess	 the	
effectiveness	 of	 relationships	 between	 FIDFMP-MAP	 and	 key	 partners	 in	 terms	 of	
coordination	and	relevance	to	partner	objectives/priorities)	
	
When	referring	to	the	FM	programme,	some	stakeholders	talked	of	“partners”.	Thus,	in	analysing	
relationships	between	the	various	stakeholders,	we	were	interested	to	identify	what	constitutes	a	
partnership	rather	than	a	collaboration.	The	figure	below	(Figure	3)	therefore	presents	the	
components	of	a	partnership	and	we	have	used	this	in	the	analysis	of	this	section.		
	 	

																																																								
7	The	indicators	are:	1)	the	average	number	of	patients’	daily	visits	to	GP	at	PHC;	2)	average	population	
number/PHC	center;	and	3)	percentage	of	PHC	clinics	implementing	family	practice	approach	out	of	the	
eligible	clinics.	
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Figure	38:		A	Partnership	Model	

	
There	has	been	increasing	pressure	over	the	last	decade	throughout	the	Middle	East	to	advance	the	
introduction	of	FM	into	PHC.	The	WHO	has	been	a	major	player	 in	this	field	and	has	been	strongly	
promoting	the	FM	model	in	the	Eastern	Mediterranean	Region	(EMRO)	for	some	time.	In	2014,	the	
WHO	undertook	an	assessment	of	the	PHC	System	in	the	West	Bank	which	was	then	 later	used	to	
develop	a	strategy	for	introducing	FM	practice	into	the	PHC	System.in	the	West	Bank.  
 
The	MoH	said	it	had	been	preparing	the	groundwork	since	the	beginning	of	this	century,	but	that	more	
progress	had	been	made	in	the	last	10	years.	It	acknowledged	the	valuable	support	of	stakeholders	
which,	it	said	it	would	continue	to	need.	MoH	is	committed	to	implementing	FM	practice	despite	the	
challenges	 it	 is	 facing	 (e.g.	 shortages	 in	human	 resources,	 infrastructure	 and	equipment)	with	 the	
support	of	all	current	stakeholders		
	
“We need full and continuous support from our partners because the FM concept is a new one to our 
country and may need a long time to be implemented and accepted by the population and the medical 
staff”. 
	
All	 stakeholders	 listed	 in	 the	 introductory	 paragraphs	 of	 this	 report	 have	 contributed	 to	 different	
aspects	 and/or	 components	 of	 the	 FM	 programme	 in	 West	 Bank	 in	 general	 and	 the	 academic	
residency	 programme	 in	 particular.	 Each	 has	 contributed	 in	 line	 with	 its	 area	 of	 expertise.	 Each	

																																																								
8	Frey,	B.,	Lohmeier,	J.,	Lee,	W.	&	Tollefson,	N.	(2006)	“Measuring	Collaboration	Among	Grant	Partners	“	in	
American	Journal	of	Evaluation,	27;	383-392	
Accessible	at:	
http://www.signetwork.org/content_page_assets/content_page_68/MeasuringCollaborationAmongGrantPart
nersArticle.pdf	
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expressed	continued	interest	in	the	FM	programme	and	have	the	will	and	engagement	to	continue	
with	practical	support,	at	least	in	the	short	to	medium	term.		
	
Stakeholders	agree	that	the	MoH	as	the	main	health	service	provider	and	responsible	for	the	whole	
health	sector	in	the	West	Bank,	has	to	be	the	primary	driver	for	advancing	FM	in	Palestine.	The	MoH	
alone	 is	 empowered	 to	 take	 the	 necessary	 steps	 and	 measures	 to	 introduce	 the	 structural	 and	
functional	changes	needed	in	PHC	to	provide	a	conducive	environment	for	FM	practice.	These	include	
introducing	new/relevant	policies	and	strategies,	regulations,	protocols,	laws	etc.	Equally,	they	agree	
that	the	ANNU,	as	an	academic	institution	responsible	for	FM	academic	and	professional	training,	is	
the	MoH’s	obvious	primary	partner.	Thus,	together,	both	organisations	need	to	have	a	shared	vision	
and	strategy	for	driving	the	agenda	forward	and,	most	importantly,	assuring	a	sustained	programme.	
Similarly,	whilst	not	at	the	same	level	of	involvement	or	responsibility,	the	collaboration	between	the	
MoH	and	other	primary	stakeholders	needs	a	shared	vision	and	working	framework.			
	
MoH’s	commitment	to	FM	practice	in	PHC	is	obvious	to	all	stakeholders,	but	the	later	feel	that	it	is	
acting	 as	 a	 responder	 more	 than	 an	 initiator,	 and	 that	 communication	 with	 MoH	 is	 challenging.	
Meetings	between	the	MoH	and	stakeholders,	some	say,	are	‘planned	like	episodes	rather	than	as	a	
process’,	 and	 are	 mainly	 organised	 to	 meet	 (stakeholders’)	 requests/needs	 rather	 than	 strategic	
priorities.	In	addition,	sharing	relevant	background	documents	and/or	information	between	meetings	
is	said	to	be	weak.	Outside	of	the	meetings	between	stakeholders	and	the	MoH,	with	the	exception	
of	the	MAP/FIDFMP	and	the	ANNU,	there	appears	to	be	little	or	no	contact	between	stakeholders.	
	
Over	the	last	18	months,	there	has	been	limited	constancy	in	the	management	of	programme	within	
the	MoH;	 three	 different	 persons	 have	 been	 assigned	 to	 the	 FM	programme’s	management.	 This	
situation	is	said	to	have	an	important	influence	on	progress.	Stakeholders	say	that,	as	it	requires	much	
effort	and	time	to	establish	a	common	ground	and	understanding	of	FM,	such	staff	changes	inevitably	
cause	delays.	In	this	regard,	stakeholders	feel	frustrated	and	unclear	about	what	concrete	progress	
has	 taken	place.	The	 result	 is	 that	 there	appears	 to	be	a	 lack	of	continuity	and	clarity	between	all	
stakeholders	about	what’s	being	planned	and	actually	achieved.	
With	the	exception	of	the	MAP,	FIDFMP	and	WHO,	other	stakeholders	do	not	necessarily	see	their	
role	as	contributing	to	an	overall	strategy	to	introduce	FM	practice	in	PHC.	Their	contributions	have,	
and	 continue	 to	be	 at	 a	 technical	 support	 level.	 This	may	well	 explain	 the	 void	of	 regular	 contact	
amongst	them.	
	
WHO	 and	MAP/FIDFMP,	 on	 the	 other	 hand,	 have	 developed	 and	 provided	 the	MoH	with	 several	
documents	setting	out	their	visions,	strategic	frameworks	and	action	plans	for	developing	FM	practice	
in	Palestine9.	However,	to	what	degree	the	content	is	discussed,	developed	or	implemented	by	the	
MoH	is	not	clear	to	these	stakeholders.	The	MoH,	on	the	other	hand,	feels	that	the	stakeholders	do	
not	 necessarily	 appreciate	MoH’s	 context	 and	priorities,	which	 they	need	 to	 better	 understand	 in	
order	to	work	accordingly.	The	MoH’s	mission	is	to	enhance	health	programmes.	PHC,	and	FM	as	an	
integral	 part,	 means	 providing	 comprehensive	 and	 integrated	 quality	 care	 and	 services	 to	 all	
inhabitants.	The	MoH	is	working	on	the	vision	 in	order	to	develop	and	translate	this	 into	SMART10	
policies	and	strategies	before	drawing	up	a	concrete	action	plan.				
	
The	 MAP,	 FIDFP	 and	 ANNU	 are	 in	 regular	 contact	 and	 share	 a	 common	 vision	 and	 strategy	 for	
providing	a	quality,	qualified	FM	medical	workforce	to	support	the	MoH’s	plans.	They	hold	regular	
																																																								
9	For	example:	Towards	Family	Healthcare	(FHC)	in	Palestine:	WHO	recommendation	for	developing	a	FHC	
strategy;	Assessment	of	the	MoH	Primary	Health	Care	System	in	the	West	Bank;	Salfit	District	Primary	Health	
Care:	Public	Health	Expenditure	Review	and	Family	Practice	Model	Costing.;	FIDFMP	Strategic	Framework	2015	
and	2017;	and	Memorandum	of	Understanding	2016.			
10	SMART:	Specific,	Measurable,	Applicable,	Relevant,	Time-bound.	
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weekly	meetings	and	both	the	MAP	and	ANNU	are	represented	on	the	FIDFMP	Executive	Committee.	
Their	plans,	reports	and	other	documents	are	shared,	and	decisions	are	mutually	agreed.	
	
Some	 stakeholders	 mentioned	 that	 the	 sustainability	 of	 the	 programme	 might	 be	 improved	 by	
involving	 others.	 They	 suggested	 that	 relevant	 stakeholders	 should	 be	 identified	 as	 they	 could	
potentially	make	 a	 significant	 contribution	 to	 developing	 FM	 practice	 (e.g.	 Directorate	General	 of	
Hospitals,	drug	companies	and	health	 insurance	companies).	Contributions	 could	 take	 the	 form	of	
scholarships	 e.g.	 for	 residency	 training,	 and/or	 financial	 support	 for	 attendance	 at	 international	
conferences,	driving	FM	by	prioritizing	FM	clinics	for	insurance	claims,	etc.	
	
To	 summarize,	 there	 is	 clearly	 expertise	 and	 strong	 commitment	 on	 offer	 to	 the	 MoH	 from	
stakeholders.	 There	 is	 a	 working	 collaboration	 between	 the	MoH	 and	 stakeholders	 rather	 than	 a	
partnership,	which	denotes	a	much	stronger	working	relationship;	each	stakeholder	works	according	
to	its	own	plan	and	agenda,	with	some	decisions	being	taken	together	with	the	MoH.	But	these	are	
not	always	put	into	concrete	action	(see	MoU	produced	by	the	MAP/FIDFMP,	April	2016,	Annexe	9).	
The	relationship	between	the	MAP	and	the	FIDFMP	and	between	them	and	the	ANNU	feature	many	
aspects	of	partnership,	and	some	ongoing	dialogue	is	taking	place	between	the	ANNU	and	MoH	(on	
the	agenda	identifying	leaders	among	the	current	residents,	and	placements	of	residents	in	clinic	and	
hospitals).				
	
But	 many	 stakeholders	 believe	 that	 better,	 regular	 communication	 between	 the	 MoH	 and	
stakeholders	as	well	as	between	themselves,	would	greatly	improve	the	situation.	
	

Conclusions	
The	development	of	FM	practice	 in	West	Bank	has	 the	political	and	practical	 support	of	 the	MoH.	
Equally,	a	number	of	organisations	have	come	together	to	collaborate	with	the	MoH	in	its	efforts.	The	
achievements	 over	 a	 relatively	 short	 time	 are	 commendable	 and	 the	 following	 in	 particular	 are	
noteworthy:	
	
1. Engaged	collaboration	between	the	MoH	and	the	internal	and	external	organisations	

committed	to	advancing	FM	practice	in	West	Bank;	
The	MoH	has	included	the	integration	of	FM	into	PHC	in	its	National	Health	Strategy,	2017-2022.	
It	is	working	in	collaboration	with	the	ANNU	and	a	number	of	external	organisations	to	assure	the	
provision	of	quality	FM	training	and	services.	The	ANNU	and	MAP/FIDFMP	are	working	to	a	large	
degree	 in	 partnership	 to	 support	 the	 MoH’s	 efforts.	 There	 is	 evidenced	 commitment	 and	
professional	respect	between	the	Ministry	of	Health,	WHO,	UNWRA,	the	Italian	Cooperation,	the	
British	 Council,	 and	 of	 course	 FIDFMP	 the	 MAP,	 All	 the	 organisations	 remain	 motivated	 and	
committed	in	line	with	their	expertise	to	supporting	the	establishment	of	FM	in	Palestine.	
	

2. MoH	and	MAP’s	 financial	 support	 of	 FM	 residents	 in	 training	 assures	 the	 continued	
intake	of	new	residents	
The	MoH	and	MAP	financial	support	has	been	a	significant	factor	for	attracting	the	current	intake	
of	FM	residents,	as	indeed	is	the	security	of	knowing	that	there	is	continued	employment	at	the	
end.		
	

3. Academically	and	PMC	recognised	FM	training	programme	offered	by	the	ANNU	
The	ANNU’s	 first	 intake	of	FM	residents	dates	 from	2010.	Within	a	 short	 space	of	 time,	 it	has	
developed	 an	 academic	 curriculum	 that	 is	 now	 recognised	 by	 the	 PMC	 (2016).	 The	 course	
attracted	 some	 60	 applicants	 to	 the	 MoH’s	 for	 placements	 on	 the	 ANNU	 course.	 Of	 the	 15	
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accepted	 for	 the	 2016	 intake,	 2	 have	 dropped	out	 for	 personal	 reasons	 and	 13	 remain	 highly	
motivated	and	committed.	

	
4. ANNU	and	MoH	commitment	in	principle	to	continue	the	training	programme	for	FM	

residents		
The	MoH	have	stated	their	commitment	to	continue	to	recruit	residents	for	the	ANNU	residency	
training	 programme.	 Equally,	 the	 ANNU	 will	 continue	 to	 deliver	 and	 further	 develop	 a	 PMC	
recognised	academic	programme	to	the	residents.	The	number	of	FM	specialists	needed	over	the	
medium	to	longer	term	needs	to	be	defined	to	improve	planning,		

	
5. MAP/FIDFMP	commitment	to	continue	providing	academic	support	to	the	ANNU	

training	programme	in	the	short	to	medium	term	
The	MAP	and	FIDFMP	have	made	a	significant	contribution	to	the	development	of	the	ANNU	FM	
residents	academic	programme.	Both	have	been	supporting	ANNU	academic	staff	and	residents	
with	specialist	knowledge	and	experience,	as	well	as	practical	input.		
	

6. MoH	FM	Training	Centres	(N=2)	and	FM	practice	gradually	being	introduced	into	PHC	
clinics	in	some	health	districts	
Two	FM	Training	Centres	are	now	established	 in	principle,	 and	a	 third	 is	planned	 for	 the	near	
future.	 A	 two-day	 orientation	 training	 programme	 for	 PHC	 health	 professionals	 has	 been	
implemented	to	support	the	gradual	 introduction	of	FM	practice	 in	PHC	clinics	 throughout	the	
West	 Bank.	 There	 is	 evidence	 to	 suggest	 that	 some	 health	 districts	 have	 already	 started	 to	
implement	some	of	the	7	pillars	of	FM	practice.		
	

7. Newly	established	Association	of	FM	in	Palestine		
There	 is	a	newly	established	Association	of	FM	in	Palestine.	More	than	200	participated	 in	the	
inaugural	conference	which	took	place	in	April,	2017.	The	association	could	take	a	leading	role	in	
supporting	 FM	 training	 and	 FM	 practice	 in	 PHC	 clinics	 throughout	 the	 West	 Bank.	 It	 is	 now	
planning	to	establish	and	prioritise	a	programme	of	activities	relevant	to	the	developing	needs	of	
FM	in	Palestine.	

	
There	are	several	issues	and	concerns	that	have	come	to	light	through	this	evaluation,	and	especially	
when	introducing	fundamental	changes	to	the	PHC	sector	in	a	complex	context	such	as	the	West	Bank.	
It	is	to	be	expected	that	there	will	be	many	teething	problems	that	will	challenge	development.	Some	
will	 probably	 find	 their	own	 solutions,	whilst	others	need	more	direct	 intervention.	 The	key	areas	
which	 are	 hindering	 progress	 are	 listed	 below	 and	 should	 be	 considered	 priority	 areas	 for	
improvement:	
	
8. Variation	in	working	relations	between	the	collaborating	organisations	

There	was	evidence	of	substantial	variation	in	the	nature	of	the	working	relations	between	the	
collaborating	organisations.	Since	the	Memorandum	of	Understanding	was	signed	in	April	2016,	
(Appendix	8)	the	MAP,	FIDFMP	and	ANNU	have	been	in	regular	contact	and	share	a	common	vision	
and	strategy	for	providing	a	quality,	qualified	FM	medical	workforce	to	support	the	MoH’s	plans.	
However,	it	was	evident	than	some	of	the	provisions	of	have	not	translated	well	into	practice,	and	
there	seems	 to	be	a	 significant	gap	between	 the	expectations	of	many	of	 the	signatories	with	
regard	to	mutually	agreeing	and	committing	to	a	work	programme.		From	their	perspective,	the	
MoH’s	focus	appears	to	be	on	ad	hoc	needs	rather	than	priorities.	The	frustration	is	expressed	in	
references	to	a	lack	of	feedback	on	planning	and	regular	communication	between	the	MoH	and	
others.	The	roles	and	tasks	of	some	of	the	different	organisations	involved	thus	need	to	be	made	
more	explicit,	so	that	any	misunderstandings	can	be	resolved.	
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9. FM	residents	training	and	FM	training	centres	
The	 academic	 programme	developed	 at	 the	ANNU	 is	 PMC	 recognised	 and	 appreciated	by	 the	
residents	but	 there	are	 some	areas	calling	 for	 improvement,	 such	as	with	 the	online	 tutorials.	
There	is	also	a	need	to	provide	training	for	the	development	of	research	skills	and	competencies.	
Whilst	 the	 academic	 programme	 benefits	 from	 an	 integrated	 curriculum,	 the	 on-site	 training	
aspect	is	uncoordinated.	From	the	residents’	perspective	in	particular,	there	seems	to	be	a	lack	of	
learning	objectives	mutually	agreed	between	the	MoH	and	the	ANNU	for	residents	during	their	
training	in	clinical	placements.	The	computers	and	other	equipment	provided	by	the	MAP	are	not	
visible	in	the	FM	Training	Centres,	and	supervision	during	clinical	placements	is	extremely	limited.	
Supervision	in	the	two	FM	clinics	is	inadequate.	It	follows	that	the	question	of	developing	a	new	
generation	of	 leaders	to	develop	and	lead	teams	in	FM	clinics	 is	yet	to	be	addressed.	This	also	
raises	the	question	as	to	how	the	body	of	existing	board-certified	FM	specialist	doctors	could	be	
better	used,	not	only	in	the	training	and	PHC	centres,	but	also	to	build	synergies	between	the	FM	
specialist	 training	 programme	 and	 the	 PHC	 staff	 involved	 in	 the	 transition	 to	 Family	
Medicine/Practice?	Information	on	how	the	existing	17	FM	specialists	are	currently	being	used	to	
promote	FM	and	support	FM	residency	training	was	not	within	the	scope	of	this	evaluation,	but	
there	 is	 some,	 albeit	 limited	 evidence	 to	 suggest	 that	 their	 expertise	 is	 not	 being	 adequately	
exploited.	

	
10. Sustainability	of	the	FM	academic	training	programme	

For	GPs	to	become	FM	specialists,	 in	the	first	place,	there	is	the	question	of	motivation;	-	who	
wants	 to	 take	 up	 such	 training	 and	 why?	 Then	 information	 about	 such	 training	 needs	 to	 be	
available,	at	the	‘right’	place.	To	what	degree,	therefore,	is	information	about	FM	and	specialist	
training	available?	Secondly,	funding	then	becomes	an	important	issue.	Are	there	private	funds	
available	or	is	a	salary	during	training	essential?	Last,	but	not	least,	who	will	pay	the	university	
fees?		At	present,	recruitment	for	new	residents	is	reliant	on	the	MoH.	The	fact	that	residents	are	
currently	 the	MoH’s	employees	and,	 for	 the	present,	 continue	 to	 receive	 their	 salary	makes	 it	
difficult	to	think	of	recruiting	from	outside.	The	MoH	appears	to	have	no	agreed	targets	as	yet	
regarding	 the	 number	 of	 FM	 residents	 it	 would	 need	 to	 train	 to	 complement	 training	 of	 the	
existing	GP	and	health	professional	workforce	so	as	to	assure	the	continuous	introduction	of	FM	
practice	throughout	the	West	Bank.	Yet,	at	the	same	time,	the	reliance	on	MoH	as	sole	supplier	is	
challenging	 for	 the	 ANNU	 as	 it	 appears	 to	 limit	 its	 ability	 to	 plan	 and	 develop	 its	 academic	
programme	including	research	capacity	and	competencies.	Stakeholders	feel	that	other	channels	
for	recruiting	FM	residents	could	ease	the	current	situation	and	feel	that	other	stakeholders	need	
to	be	identified	and	involved.		

	
11. Introduction	of	the	7	pillars	of	FM	practice	throughout	the	West	Bank	

The	 MoH	 has	 put	 the	 introduction	 of	 FM	 practice	 high	 on	 the	 political	 agenda	 for	 PHC,	 as	
demonstrated	 in	 its	 current	 National	 Health	 Strategy.	 Measuring	 how	 well	 such	 plans	 are	
developing	is	limited	to	a	few,	quantitative	indicators.	These	focus	on	the	output	level	and	not	on	
outcomes.	A	specific	plan	and	timeframe	to	follow	up	and	assess	implementation	of	the	7	pillars	
in	PHC	clinics	has	yet	to	be	formalised.	For	instance,	there	is	an	absence	of	any	specific	monitoring	
plan	to	include	relevant	indicators	and	an	action	plan	for	putting	it	into	place.	Otherwise	it	will	be	
difficult	to	assess	progress	over	the	coming	years.	
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Next	Steps	
	

The	Mid-Term	evaluation	decided	against	formulating	any	independent	recommendations.	Rather,	in	
line	with	a	participatory	approach,	and	 inspired	by	the	Utilization-focused	evaluation	methodology	
advocated	by	M.Q.	Patton,	a	post-evaluation,	stakeholder	workshop	was	held	instead.	On	October	19,	
2017,	the	key	stakeholder	organisations	met	together	at	the	MoH	in	Ramallah	to	discuss	the	findings	
and	conclusions	of	the	draft	report	and	come	up	with	proposals	on	where	improvements	might	be	
made	and,	therefore,	what	should	happen	next.	The	following	proposals	are	based	on	the	outcome	of	
this	 workshop	 and	 are	 presented	 below	 according	 to	 the	 following	 themes:	 coordination	 and	
collaboration;	the	Transitional	Training	Programme;	monitoring	and	evaluation	and	raising	awareness	
about	FM	in	the	community	and	amongst	other	medical	specialists.	

	
1)	On	Improving	Coordination	and	Collaboration	
	

- Establish	a	stakeholder	committee	under	the	leadership	of	the	MoH	to	help	coordinate	the	
development	of	FM/FP	in	West	Bank.	

	
An	all	stakeholder	meeting	should	be	organised	with	the	MoH	as	soon	as	possible	to	discuss	setting	
up	such	a	body	in	Palestine	under	the	leadership	of	MoH	as	the	recognised	authority	responsible	for	
FM	Implementation.		
	
Its	Terms	of	Reference	(ToR)	should	clarify	that	such	a	body	would	be	a	support	committee,	having	an	
advisory	 role.	 Having	 such	 a	 committee	 that	would	meet	 at	 regular	 intervals	would	 help	 improve	
communication	 and	 collaboration	 between	 the	 stakeholders	 themselves	 as	 well	 as	 between	 the	
stakeholders	and	the	MoH.	Specific	task	forces	/	technical	working	groups	according	to	the	different	
themes	could	then	be	established	and	coordinated	through	such	an	Advisory	Committee,	e.g.	FM/FP	
implementation,	TTP	etc.	Such	working	groups	would	need	to	work	closely	together	with	the	regional	
Primary	Health	Care	(PHC)	Directors	as	well	as	with	the	Director	General	of	PHC	at	the	MoH.		
	
Such	a	committee	should	also	be	sensitive	to	the	needs	of	the	different	levels	involved	e.g.	practical,	
middle	and	senior	levels,	as	sometimes	things	seem	clear	at	the	senior	level,	but	not	always	so	on	the	
ground.	Similarly,	the	proposed	Advisory	Committee	could	take	this	point	up	in	its	deliberations	on	
proposed	actions.	
	
This	stakeholder	committee-based	approach	would	help	share	tasks	and	improve	overall	collaboration	
and	coordination.	
	
2)	On	the	Transitional	Training	Programme	(TTP)	
	

- The	current	body	of	trained	FM	specialists	in	West	Bank	could	be	better	used	as	a	valuable	
asset	to	support	the	Transitional	Training	Programme.	

	
There	 are	 both	 system	 and	 individual	 changes	 (attitudes,	 leadership,	 teamwork	 and	 other	
interpersonal	skills)	needed	to	orient	PHC	towards	an	FP	approach.	The	development	of	FM	specialists	
is	not	the	only	requirement,	but	it	is	certainly	an	essential	element	which	can	be	achieved	at	least	in	
parallel	with	the	system	changes.	To	this	end,	the	MoH	has	already	held	orientation	courses	for	the	
existing	body	of	PHC	professionals	whilst	supporting	FM	specialist	training	at	the	same	time.	They	will	
be	provided	with	further	support	once	the	TTP	on-line	modules	are	available.	Currently,	the	modules	
cover	 the	core	concepts	within	 family	medicine	as	well	 as	 relevant	others	 such	as	evidence	based	
medicine	and	the	critical	appraisal	of	published	research.	Modules	covering	the	core	 interpersonal	
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skill	needs	of	FM	such	as	team	work,	interpersonal	communication	skills,	leadership	etc.	are	 either	
under	development	or	planned.	Ideally,	however,	all	TTP	training	will	need	to	be	supported	by	skilled	
supervisors/mentors	in	the	PHC	setting.	Wherever	appropriate	and	possible,	the	FM	graduates	should	
be	involved	in	such	supervision	and/or	mentoring.	

 
3)	Monitoring	and	Evaluation	(M&E)	
 

- The	need	 for	 regular	monitoring	and	 formative	evaluation	of	 the	overall	FM	programme	
was	emphasised	during	the	stakeholder	workshop	
 

Monitoring	 FM	 implementation	 is	 absolutely	necessary.	 It	means	establishing	 a	baseline	 and	 then	
looking	 for	 changes	 relative	 to	 specific	 targets.	 	 It	 means	 thinking	 about	 reliable	 sources	 of	
information,	what	aspects	need	to	be	monitored,	how	often	etc.?		Similarly,	it	means	thinking	about	
what	different	types	of	data	are	needed,	identifying	the	gaps,	and	at	the	same	time,	assuring	that	the	
monitoring	 system	 includes	 qualitative	 as	 well	 as	 quantitative	 data	 so	 that	 performance	 can	 be	
regularly	measured	and	evaluated	over	time.	
	
FM	and	FP	as	a	pilot,	needs	more	investment;	it	is	essential	to	have	a	robust	M&E	system	in	place	to	
identify	the	achievements	as	well	as	the	gaps	in	implementation	(monitoring)	and	specially	to	go	into	
more	depth	through	periodic	evaluation.		
	
Regular	 information	 about	 the	 FM	 graduates’	 needs	 is	 also	 essential:	 	 how	 well	 are	 they	 being	
recognised,	how	adequate	was	their	training,	what	are	their	continuing	professional	training	needs,	
and	what	do	the	individual	FM	specialists	want?	Some	may	want	to	be	involved	in	the	development	
of	FM,	others	may	want	to	have	fixed	appointments	in	clinics	to	be	able	to	better	practice	what	they	
have	learned.		It	is	important	to	assess	such	needs	on	a	regular	basis	in	order	to	address	the	important	
gaps.		
	
4)	On	Raising	Awareness	of	FM	and	its	value	to	the	public	and	medical	community	
	

- A	“raising	awareness”	strategy	should	be	developed	to	promote	the	value	and	benefits	of	
FM	and	FP	
	

The	demand	aspect	of	the	demand/supply	of	FM/FP	cannot	be	left	in	isolation;	implementing	FM/FP	
in	 the	 centres	 should	 only	 be	 one	 part	 of	 a	 raising	 awareness	 effort.	 There	 is	 a	 need	 to	 develop	
measures	to	raise	public	and	medical	practitioner’s	awareness	of	what	FM	and	FP	are,	and	particularly	
of	their	value	to	patients	and	the	health	system.		ANNU’s	FM	training	programme,	for	example,	would	
likely	be	reinforced	through	promotion	and	advertising	If	others	(e.g.	GPs,	medical	undergraduates)	
see	there	is	a	value	in	taking	up	such	a	speciality.	
	

	



ANNEXES	
	

ANNEX	1:	The	Evaluation	Terms	of	Reference	(ToR)	

																				 	
	

Terms	of	Reference	for	a	Mid-Term	Evaluation	of	the	FIDFMP-MAP	Programme:	
Development	of	Family	Medicine	and	Family	Practice	in	the	West	Bank	

	
1.	CONTEXT	
MAP	 has	 been	 working	 with	 FIDFMP	 to	 support	 the	 development	 of	 family	 medicine	 in	
Palestine	for	the	past	three	years.	When	this	partnership	started	FIDFMP	were	working	only	
with	An	Najah	National	University	(ANNU),	mainly	on	the	delivery	of	a	one	week	international	
course	on	family	medicine.	Now	FIDFMP	and	MAP	are	working	with	ANNU,	the	Ministry	of	
Health	(MoH)	and	a	range	of	other	partners	to	support	the	implementation	of	family	medicine	
across	the	West	Bank.	This	is	a	major	reform	initiative	and	the	support	from	MAP	and	FIDFMP	
includes	leadership,	coordination,	strategic	advice	and	technical	input.			
Primary	Health	Care	in	Palestine			
Palestine	has	 a	well-established	primary	health	 care	 (PHC)	 system.	However,	 the	evolving	
health	 challenges	 of	 the	 21st	 century	 (an	 aging	 population	 and	 increasing	 rates	 of	 non-
communicable	diseases	and	mental	health	problems)	together	with	the	increasing	costs	of	
specialist	 services	 require	 adaptation	 of	 Palestine’s	 PHC	 service	 delivery	model	 toward	 a	
family	 medicine/practice	 approach	 to	 provide	 continuous,	 comprehensive,	 coordinated,	
person	 and	 family-centred	 care,	 with	 a	multidisciplinary	 team	 responsible	 for	 delivery	 of	
services	to	a	defined	population.	A	detailed	explanation	of	the	core	components	of	“family	
medicine”	is	provided	in	the	annexes.	
The	 Palestine	 MoH	 has	 expressed	 its	 commitment	 to	 implement	 such	 a	 transformation.	
However,	moving	toward	this	new	model	 requires	changes	at	various	 levels,	 including	the	
training	of	family	medicine	specialists,	changes	in	the	organisation	and	infrastructure	of	PHC	
services,	 and	 orientation	 of	 existing	 PHC	 staff	 toward	 family	 practice	 principles	 and	 the	
modified	service	delivery	model.		
ANNU	 has	 been	 delivering	 a	 four-year,	 post-graduate	 residency	 programme	 for	 family	
medicine	specialists	for	a	number	of	years	–	the	only	one	in	Palestine.	To	date	there	are	17	
Board	certified	graduates	of	the	programme,	and	21	residents	at	various	stages	of	the	four-
year	 training	 programme.	 There	 is	 an	 ongoing	 need	 to	 strengthen	 the	 programme’s	
educational	curriculum	and	in	particular	to	improve	the	quality	of	clinical	training	placements	
for	the	family	medicine	residents.	Even	more	importantly	there	are	over	800	GPs,	and	an	even	
greater	 number	 of	 nurses,	 pharmacists,	 midwives	 and	 laboratory	 technicians,	 currently	
working	in	MoH	and	United	Nations	Relief	Works	Agency	(UNRWA)	PHC	centres	in	the	West	
Bank	without	any	specialist	training	 in	family	medicine	or	family	practice.	Experience	from	
elsewhere	in	the	world	suggests	that	it	could	take	over	20	years	for	the	entire	PHC	workforce	
to	complete	 full	 specialty	 training	programmes,	so	 it	 is	vital	 that	an	appropriately	 tailored	
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transitional	training	programme	is	offered	in	the	short	term	to	the	existing	workforce	to	raise	
standards	of	care	across	the	region	and	support	the	desire	of	MoH	and	UNWRA	to	transform	
the	delivery	of	services.	This	 in	turn	will	make	a	huge	contribution	to	the	MoH	and	World	
Health	Organisation	(WHO)	goal	of	achieving	universal	health	coverage.	
At	the	heart	of	the	ongoing	project	are	three	MoH	family	medicine	training	centres,	situated	
in	the	north,	middle	and	south	of	the	West	Bank;	as	well	as	being	the	focal	point	for	training	
family	 medicine	 residents	 these	 centres	 provide	 the	 perfect	 environment	 to	 pilot	 the	
necessary	PHC	system	changes.			
	
Partners	

• FIDFMP;	 is	 a	 group	 of	 UK-based	 primary	 care	 academics	 and	 educators	 providing	
support	for	the	development	of	family	medicine	and	family	practice	in	Palestine.	All	
the	 members	 give	 their	 time	 voluntarily	 to	 the	 programme.	 FIDFMP	 works	 in	
partnership	with	ANNU,	the	United	Kingdom	(UK)	Society	of	Academic	Primary	Care	
(SAPC),	the	UK	Royal	College	of	General	Practitioners	(RCGP)	and	the	Vasco	Da	Gama	
movement	(WONCA	Europe).	

• ANNU;	provider	of	the	only	family	medicine	residency	programme	in	Palestine.	
• MoH;	main	provider	of	health	services	in	the	West	Bank.	
• Palestine	Medical	Council	(PMC);	responsible	for	the	accreditation	of	ANNU’s	family	

medicine	curriculum	and	the	training	centres.	
• UNRWA;	the	other	major	provider	of	PHC	services	in	the	West	Bank,	and	committed	

to	a	unified	transitional	training	programme	for	their	PHC	workers	in	conjunction	with	
the	MoH.	UNRWA	services	are	only	available	to	registered	refugees.	

• WHO;	provider	of	technical	and	financial	support	to	the	MoH	for	the	development	of	
family	practice	in	Palestine.	

• Italian	Cooperation	 (IC);	 another	provider	of	 technical	 and	 financial	 support	 to	 the	
MoH	for	the	development	of	family	practice	in	Palestine.	

• Palestinian	 Association	 of	 Family	 Medicine;	 a	 recently	 formed	 organisation	 that	
represents	 family	medicine	 specialists	 in	 Palestine,	 promotes	 family	medicine	 as	 a	
specialty	and	supports	continuing	professional	development	within	the	specialty.	

Achievements	in	the	Past	Year	
1. ANNU	Residency	Programme	

a. The	curriculum	has	been	extensively	revised	and	provisionally	approved	by	the	
PMC.	A	more	detailed	review	of	the	revised	curriculum	will	be	conducted	by	
the	PMC’s	Family	Medicine	Specialty	Committee.	

b. 15	new	residents	were	recruited	by	the	MoH	and	started	the	programme	in	
October	2016;	this	has	ensured	the	immediate	security	of	the	programme.	

c. The	MoH	has	also	committed	to	recruiting	five	residents/year	from	this	point	
forwards;	 a	 decision	 that	 should	 ensure	 the	 longer	 -erm	 security	 of	 the	
programme,	 and	 the	 gradual	 replacement	of	 non-specialist	GPs	with	 family	
medicine	specialists	within	MoH	PHC	centres.	

2. 	Family	medicine	training	centres	
a. Criteria	 for	 the	 accreditation	 of	 the	 three	 training	 centres	 have	 been	

developed	and	provisionally	approved	by	the	PMC.	



	

	

3	

b. Using	 these	 criteria	 the	 PMC	 has	 provisionally	 accredited	 the	 first	 training	
centre	at	Beir	Nabala	(middle	area),	and	we	hope	the	second	at	Dhariah	(south	
area)	will	similarly	be	accredited	soon.	The	third	at	Deir	Ghsoon	(north	area)	is	
still	in	the	construction	phase!	

c. The	MoH	has	transferred	family	medicine	specialists	 to	work	at	Beir	Nabala	
and	Dhariah;	they	will	be	responsible	for	the	academic	and	clinical	supervision	
of	the	residents	who	will	train	there.	

d. We	have	agreed	the	equipment	required	to	resource	“training	rooms”	in	each	
of	these	centres	with	the	MoH,	and	the	procurement	process	has	begun.	

e. We	 have	 begun	 a	 series	 of	 visits	 to	 these	 centres	 by	 UK	 family	 medicine	
specialists,	to	provide	training	support	to	the	new	trainers	and	residents,	and	
to	assess	the	system	changes	needed	to	facilitate	the	transition	to	true	family	
practice.		

3. Transitional	training	programme	

Our	 plans	 to	 develop	 the	 transitional	 training	 programme	 for	 PHC	 workers	 have	 been	
modified	by	 the	emergence	of	a	WHO	(Eastern	Mediterranean	Regional	Office):	American	
University	of	Beirut	(AUB)	bridging	programme	for	GPs.	We	heard	about	this	programme	one	
year	ago;	but	at	 that	 time	 it	was	going	 to	be	an	 intensive	 two	year	programme,	 including	
course	work	and	300	hrs	of	supervised	clinical	practice,	so	it	didn’t	appear	to	duplicate	what	
we	were	planning.	However,	possibly	influenced	by	our	plans,	it	has	evolved	into	a	six	month,	
largely	on-line	programme,	supplemented	by	a	week	of	face-to-face	training	days	at	the	end,	
largely	focused	on	key	clinical	developments	within	PHC.	 It	 is	designed	purely	for	GPs,	but	
could	be	modified	for	nurses	in	the	future.	WHO	Jerusalem	and	the	MoH	have	agreed	to	adapt	
the	programme	for	potential	use	in	Palestine,	although	the	MoH	has	not	committed	to	using	
it	yet.	 It	will	be	offered	free	to	the	MoH,	and	subsequently	to	UNRWA	too.	We	have	been	
asked	to	contribute	to	the	development	of	the	programme	for	use	in	Palestine,	and	will	do	so	
happily.	But,	unless	this	programme	is	not	“fit	for	purpose”	or	cannot	be	adapted	for	use	in	
Palestine,	 we	 will	 not	 continue	 with	 our	 plans	 to	 develop	 discipline	 specific	 transitional	
training	modules	for	GPs	and	nurses.	We	don’t	want	to	cause	confusion	by	duplicating	efforts,	
and	just	want	to	contribute	to	the	best	possible	educational	resource.	
We	will,	 however,	 continue	 to	 develop	 core	 transitional	 training	modules	 suitable	 for	 all	
members	of	the	PHC	team:	GPs,	nurses,	pharmacists,	laboratory	technicians	and	midwives.	
This	will	 now	be	 a	 30	 hr	 on-line	 programme,	 including	 a	 few	 hours	 of	 interactive	 on-line	
tutoring,	covering:	family	practice	–	core	concepts;	patient	communication	and	relationships;	
community	oriented	PHC;	clinical	epidemiology;	and	medical	information/informatics.	
The	curriculum	has	been	developed,	on-line	platform	created,	and	the	first	training	material	
will	 be	 piloted	 in	 the	West	 Bank	 next	 month.	 We	 aim	 to	 have	 the	 full	 training	 package	
completed	 in	 time	 for	 more	 formal	 piloting	 next	 spring,	 followed	 by	 its	 launch	 in	 the	
summer.2. PURPOSE OF THE EVALUATION	
The	main	purpose	of	 this	evaluation	 is	 to	assess	FIDFMP-MAP’s	progress	 towards	 its	main	
aims	and	objectives	with	a	view	to	highlighting	where	and	how	improvement	should	be	made:		
	
iv. To	conduct	a	SWOT	analysis	in	relation	to	progress	made	in	the	three	key	programme	

components	(ANNU	residency	programme,	family	medicine	training	centres	and	the	
transitional	training	programme),	with	reference	to	the	relevant	logframe	(Annex	1).	
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v. To	assess	progress	towards	the	seven	pillars	of	family	practice	(Annex	3)	within	the	
training	centres.	

vi. To	assess	the	effectiveness	of	relationships	between	FIDFMP-MAP	and	key	partners	
(listed	above),	in	terms	of	coordination	and	relevance	to	partner	objectives/priorities.	

3. SCOPE, FOCUS AND LIMITATIONS OF THE EVALUATION 
	

i. A	 desk	 based	 review	 of	 relevant	 reports	 and	 documentation;	 to	 be	 provided	 by	
FIDFMP	and	MAP	and	augmented	by	a	limited	literature	review.	The	period	to	review	
is	from	the	first	training	course	delivered	by	FIDFMP	at	ANNU	to	now.		

ii. Interviews	with	key	FIDFMP	and	MAP	representatives	prior	to	field	visit	(in	person	or	
by	skype;	a	maximum	of	four	interviews).		

iii. Interviews	 and	 focus	 group	 discussions	 with	 representatives	 of	 key	 programme	
partners	in	the	West	Bank,	including	the	key	beneficiaries	(family	medicine	faculty	and	
residents).	

iv. Visits	 to	the	family	medicine	training	centres;	 incorporating	 interviews/focus	group	
discussions	with	clinical/administrative	staff	and	a	structured	assessment	of	the	seven	
pillars	of	family	practice.			

v. This	external	evaluation	should	be	completed	within	a	five-month	period,	between	
March	and	July	2017.	

4. EVALUATION APPROACH, METHODS AND PROCESS  

The approach to be used for the evaluation should be both quantitative and qualitative.  

Following the desk review a mixture of focus groups and interviews will form the main 
methods for collecting data; the external evaluator(s) will design the tools, submitting them to 
FIDFMP and MAP for comment prior to use.  

A summary report of the process, results and their interpretation should then be presented to 
FIDFMP and MAP in English, both orally (via Skype conferencing or similar technology), and 
in the form of a written report.  

Since the main aim of this evaluation is to learn where and how improvements to the 
programme could be made, it should be guided by the following key principles:  

Mutual	 trust	and	respect:	 Since	we	are	guided	by	a	collegiate,	 learning	approach,	mutual	
trust	 and	 respect	 are	essential	 elements	 for	 the	evaluation’s	 success.	Both	are	needed	 to	
break	through	any	barriers	to	engage	participation	and	the	sharing	of	data,	information	and	
relevant	documents.	
	
Credibility:	 The	approach	 should	be	evidence-based,	 fair	 and	 consistent.	 The	FIDFMP	and	
MAP	will	support	the	independence,	transparency	and	values	of	the	evaluation	process.		
	
The	 evaluation	 should	 be	 conducted	 in	 compliance	 with	 the	 ethics	 and	 standards	 of	 the	
European	Evaluation	Society.	
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5. EVALUATOR(S) SPECIFICATION  
A	 senior	 evaluator(s)	 with	 the	 following	 experience	 and	 competencies	 will	 conduct	 the	
evaluation:	
	

• A	sound	understanding	of	evaluation	theory	and	mixed	methods	

• Competent	in	strategic	and	programme	evaluation	methodology	

• Experienced	with	using	focus	group	method	

• Competent	 in	 framing	 evaluation	 within	 its	 relevant	 political,	 organisational	 and	

cultural	context	

• Good	interpersonal	communication	skills	

• A	 sound	 understanding	 of	 the	 Palestinian	 primary	 health	 care	 system	 is	 desirable.	

However,	it	is	not	essential	since	such	expertise	can	be	provided	by	the	FIDFMP	and	

MAP	

• Fluent	in	both	written	and	spoken	English,	and	spoken	Arabic	

6. MANAGEMENT ARRANGEMENTS, TASKS, DELIVERABLES AND SCHEDULE 
Management	Arrangements	

• The	 evaluation	 will	 be	 conducted	 by	 an	 external	 evaluator(s)	 in	 consultation	 with	
Marlène	Läubli,	Lauco	Evaluation	&	Training,	who	is	the	evaluation	consultant	to	the	
FIDFMP.			

• Paul	 Wallace	 (FIDFMP)	 and	 Andrew	 Ferguson	 (MAP)	 will	 provide	 expertise	 and	
guidance	on	family	medicine	principles	and	practices.	Together	with	Marlène	Läubli,	
they	will	also	be	responsible	for	the	overall	management	of	the	evaluation	and	liaison	
with	the	external	evaluator(s)	and	the	FIDFMP’s	evaluation	group.			

• MAP	is	responsible	for	all	contractual	and	administrative	arrangements.	
Tasks,	Deliverables	and	Schedule	
The	schedule	below	proposes	a	flexible	timeframe	for	completing	the	work	by	July	2017:		
	

Task	 Time	frame	

Appointment	of	evaluator(s)	 End	of	March	2017	

Desk	review	(2	days)	 Within	 2	 months	 of	 being	
appointed	

Preparation	of	evaluation	tools	and	subsequent	review	
based	 on	 feedback	 from	 FIDFMP/MAP’s	 evaluation	
group	(2	days)	

Within	 2	 months	 of	 being	
appointed	

UK	 based	 interviews	 with	 FIDFMP/MAP	 plus	
transcription	and	analysis	(2	days)	

Within	 2	 months	 of	 being	
appointed	

Data	collection	in	West	Bank	(5	days,	including	travel)		 May	to	June	2017	
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Preparation	of	first	written	report	draft	on	findings	and	
conclusions	(5	days)	

June	2017	

Preparation	 and	 delivery	 of	 Skype	 discussion	 of	 draft	
report	with	FIDFMP	and	MAP	culminating	with	agreed	
recommendations	(1	day)	

June/July	2017	

Finalise	 and	 submit	 report	 and	 recommendations	 (20	
pages	 maximum	 plus	 appendices)	 PLUS	 prepare	 and	
submit	final	accounts	(1	day)	

End	of	July	2017	

	

7. BUDGET AND PAYMENT SCHEDULE 
A	maximum	of	 $6,500.00	 has	 been	 budgeted	 for	 this	 evaluation.	 In	 addition,	 all	 relevant	
expenses	will	be	reimbursed	against	receipts.	The	evaluator	is	entirely	responsible	for	any	tax	
or	social	insurance	liabilities	arising	from	this	contract.		
	
Payments	will	be	made	by	MAP,	in	compliance	with	their	rules	and	regulations.	
	

Deliverable	 Payment	Schedule	

Against	contract	signature	 15%	of	budget	

Approval	of	evaluation	framework	(Approach	Paper,	10	
pages)		

15%	of	budget	

Delivery	of	final	written	report	(35	pages	maximum	plus	
annexes)	

70%	of	budget	

	

8. COMMUNICATION STRATEGY 

The	principal	clients	for	the	evaluation	are	FIDFMP	and	MAP;	they	are	also	responsible	for	
taking	 action	 based	 on	 the	 evaluation’s	 findings	 and	 recommendations.	 An	 executive	
summary	of	the	evaluation	and	a	management	response	from	the	FIDFMP	and	MAP	will	be	
distributed	to	their	partners,	sponsors	and	other	relevant	stakeholders.		

The	external	evaluator(s)	will	be	free	to	draw	on	the	evaluation	to	publish	scientific	articles	
and	present	to	scientific	conferences	after	having	obtained	the	prior	consent	on	content	from	
the	FIDFMP	and	MAP.	

9. REFERENCE DOCUMENTS  
In	addition	to	the	annexes	listed	below,	key	reference	documents	(historic	and	current)	will	
be	provided	by	FIDFMP	and	MAP.		

10. ANNEXES  
Annex	1:	 Logframe	for	the	current	phase	of	the	programme	
Annex	2:	 Definitions	of	family	medicine	and	family	practice	
Annex	3:	 Seven	pillars	of	family	practice	
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ANNEX	2:	List	of	Documents	Reviewed	
	

• National	Health	Strategy	2017-2022	
	

• Salfit	District	Primary	Health	Care:	Public	Health	Expenditure	Review	and	Family	
Practice	Model	Costing	

	
• Assessment	of	the	MoH	Primary	Health	Care	System	in	the	West	Bank	

	
• Towards	Family	Health	Care	(FHC)	in	Palestine:	WHO	recommendations	for	

developing	a	FHC	strategy	
	

• Developing	the	5	year	FIDFMP	Strategy	2018-2023	
	

• Memorandum	of	Understanding	2016	
	

• Revised	FIDFMP	management	structure:	December	2015	
	

• IDFMP	Progress	Evaluation:	Phase	Two		
	

• First	Phase	evaluation		
	

• Development	of	Family	Medicine	and	Family	Practice	in	the	West	Bank:	Monitoring	
and	Evaluation	Framework	

	
• MoH	PowerPoint	presentation	on	the	implementation	of	the	7	pillars	

	
• MoH	report	on	the	implementation	of	the	orientation	course	

	
• Report	of	MAP/FIDFMP	FM	implementation	programme	–	May	2016	
• FIDFMP	executive	meetings	notes	

	
• FIDFMP	mission	reports	

	
• Hebron	doctors’	self-evaluation	report		

	
• IDFMP:	Interim	Course	Evaluation	Report		
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ANNEX	3:	Examples	of	Pro-forma	Interview	guides	
	

A) Interview	guide	–	MAP	
Introduction:	Thank	you	for	your	time…	Evaluation	objectives…	Confidentiality.		
	

a. General	questions:	
1. Please	describe	the	development	of	FM	in	Palestine	and	your	involvement	in	it?		
2. What’s	MAP	vision	concerning	FM	in	Palestine?	What	does	FM	in	Palestine	look	

like?	
3. How	are	the	needs	of	MAP	for	achieving	this	vision?		
4. How	does	this	vision	help	moving	towards	UHC?		

	
b. Specific	questions	–	FM	training	program		

5. Please	describe	the	current	status	of	the	program	(note:	what	has	been	
implemented	and	etc.	vs.	what	was	planned	in	the	log-frame)?	

6. The	goal	of	this	year	is	to	improve	the	quality	of	FM	and	FP	in	WB.	Two	expected	
outcomes	detailed	in	the	log-frame:	revising	the	curriculum	and	increased	
educational	and	professional	opportunities	for	GPs	and	other	members	of	PHC	
multi-disciplinary	team.	The	log-frame	specifies	several	outputs	and	activities.	
What	was	implemented	vs.	planned?	Were	the	outcomes/outputs	achieved?	
Please	explain	and	give	examples	(note:	attach	the	log-frame	to	the	interview	
guides).		

7. Log-frame	includes	some	assumption,	was	there	any	changes	in	these	
assumption	during	the	last	year?	If	yes,	please	explain	and	give	example	(for	
example,	changes	in	PHC	approval	procedures/processes,	support	from	MoH	and	
etc).	How	such	changes	may	affect	the	program	and	its	implementation?	

8. What	are	the	strengths/weaknesses	you	identify	in	the	current	training	program?	
9. What	are	the	challenges/opportunities	you	identify?	How	can	these	be	

overcome?		
10. What	is	the	value	of	on-line	training	and	how	does	it	complement	the	residency	

program?	How	much	residents	are	involved	in	research	and	how	they	use	it?	
What	improvements	do	you	suggests	in	this	area?		

11. What	plans	MAP	has	for	further	development	of	FM	in	the	future?	How	do	these	
plans	fit	into	MAP	vision?	How	feasible	these	plans	are?	What	type	of	support	
MAP	would	need	in	order	to	achieve	these	plans?	
		

c. Specific	questions	–	promotion	and	sustainability	of	FM	program		
12. MoH	has	expressed	its	commitment	to	transform	PHC	to	Family	Practice	model	

and	has	worked	closely	with	WHO	in	promoting	this	transformation.	Please	
describe	what	actions	has	been	taken	to	this	end	(note:	refer	to	changes	in	PHC	
service	delivery,	training	of	FM	specialists,	orienting	staff	towards	FHC	principles	
and	etc.)?		

13. How	sustainable	do	you	think	the	program	currently?	
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14. How	can	MAP	enhance	the	sustainability	of	the	program?	
15. Perceptions	of	people	towards	FM	was	identified	as	a	challenge.	What	

perceptions	do	you	think	the	community	has	regarding	FM?	What	do	you	think	
the	reason	behind	these	perceptions?	How	can	they	be	addressed?	

16. What	steps/actions	should	be	taken	towards	promoting	FM	(note:	refer	to	
community	level	and	recruiting	new	residents	and	etc.)?	

17. What	measures/actions	does	MAP	take	to	follow-up	and	evaluate	the	FM	
program	(note:	refer	to	internal	measures/actions	and	to	data	collection)?	

18. How	do	you	see	the	role	of	key	partners	in	promoting	and	sustaining	the	
program	(note:	refer	also	to	FM	Society	and	other	key	stakeholders/partners)?		

19. How	can	MoH	support	this	role?	Are	there	other	key	partners	that	you	think	
should	support	the	sustainability	of	the	FM	program?	
	

d. Specific	questions	–	7	pillars	of	FM		
20. How	do	you	define	7	pillars	of	FM?	
21. Of	these	7	pillars,	what	is	actually	fully/partially	implemented?	What	is	the	most	

challenging	pillar?			
22. How	do	you	think	the	7	pillar	can	be	enhanced	and	how	they	assist	in	moving	

towards	UHC?		
23. How	can	the	implementation	of	the	7	pillars	be	enhanced?	

		
e. Specific	questions	-	Cooperation	and	partnerships	

24. How	can	you	describe	the	current	relationship	with	key	stakeholders	(note:	MoH,	
ANNU,	Al-Quds	University	(if	exists),	IDFMP/MAP,	residents/graduates	and	any	
other	relevant	org/institution)?	

25. What	are	the	strengths/weakness	and	challenges/opportunities	you	identify	in	
the	current	relationship/cooperation?	How	effective	do	you	think	this	type	of	
relationship	has	been	so	far?		

26. How	can	the	relationship	be	enhanced?	How	do	you	think	such	enhancement	
can	support	the	promotion	and	sustainability	of	FM?		

27. What	type	of	support	MAP	needs	from	its	partners	in	order	to	advance	FM	and	
moving	towards	UHC?	

	
A. Closing	questions		

28. Recommendation		
29. Relevant	issues	that	were	left	out?	
30. Should	there	be	summative	or	other	forms	of	evaluation	in	the	future,	what	do	

you	think	the	evaluation	should	focus/address?		

Thank	you!	
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B) Interview	guide	FIDFMP	
	
Introduction:	Thank	you	for	your	time…	Evaluation	objectives…	Confidentiality.		

A. General	questions	
1. Please	describe	the	development	of	the	FM	in	Palestine,	and	your	involvement	in	

it?	
2. From	your	experience	in	the	field	and	your	current	involvement	in	the	program,	

what	should	FM	look	like	in	Palestine	in	order	to	be	possible	to	move	towards	
UHC?	

3. What	are	the	needs	of	FIDFMP	in	order	to	be	able	to	achieve	this	(FM	model	and	
UHC)?	

	
B. Specific	questions	–	FM	training	program	

4. FIDFMP	works	in	3	spheres:	the	academy,	post-graduate	training,	and	clinical	
workplace.	For	effectiveness,	FIDFMP	identified	the	following	needs:	priorities	
and	goals	based	on	local	needs,	gatekeepers/access/local	champion,	resources	
and	capacities,	teamwork,	leadership	and	communication.	How	these	needs	
were	identified	(note:	this	Q	aims	at	understanding	the	rationale	and	process	of	
identifying	these	needs,	and	whether	they	were	share	with	other	
stakeholders/partners)?	

5. Was	any	of	these	needs	met/partially	met	during	the	implementation	phase?	
Please	explain	and	give	examples.					

6. The	goal	of	this	year	is	to	improve	the	quality	of	FM	and	FP	in	WB.	Two	expected	
outcomes	detailed	in	the	log-frame:	revising	the	curriculum	and	increased	
educational	and	professional	opportunities	for	GPs	and	other	members	of	PHC	
multi-disciplinary	team.	The	log-frame	specifies	several	outputs	and	activities.	
What	was	implemented	vs.	planned?	Were	the	outcomes/outputs	achieved?	
Please	explain	and	give	examples	(note:	attach	the	log-frame	to	the	interview	
guides).	Were	there	any	specific	challnegs/obscales	faced	by	FIDFMP	that	
hindered	the	achievement	of	these	outcomes/outputs?			

7. What	are	the	strengths/weaknesses	you	identify	in	the	current	training	program?	
8. What	are	the	challenges/opportunities	you	identify?	How	can	these	be	

overcome?		
9. What	is	the	value	of	on-line	training	and	how	does	it	complement	the	residency	

program?	How	much	residents	are	involved	in	research	and	how	they	use	it?	
What	improvements	do	you	suggests	in	this	area?		

10. What	plans	FIDFMP	has	for	further	developing	FM	in	the	future?	How	feasible	
these	plans	are?	What	type	of	support	FIDFMP	would	need	in	order	to	achieve	
these	plans?	
		

f. Specific	questions	–	promotion	and	sustainability	of	FM	program		
11. MoH	has	expressed	its	commitment	to	transform	PHC	to	Family	Practice	model	

and	has	worked	closely	with	WHO	in	promoting	this	transformation.	Please	
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describe	what	actions	has	been	taken	to	this	end	(note:	refer	to	changes	in	PHC	
service	delivery,	training	of	FM	specialists,	FM	training	center,	orienting	staff	
towards	FHC	principles	and	etc.)?		

12. How	sustainable	do	you	think	the	program	currently?	
13. How	can	FIDFMP	enhance	the	sustainability	of	the	program?	
14. Perceptions	of	people	towards	FM	was	identified	as	a	challenge.	What	

perceptions	do	you	think	the	community	has	regarding	FM?	What	do	you	think	
the	reason	behind	these	perceptions?	How	can	they	be	addressed?	

15. What	steps/actions	should	be	taken	towards	promoting	FM	(note:	refer	to	
community	level	and	recruiting	new	residents	and	etc.)?	

16. What	measures/actions	does	FIDFMP	take	to	follow-up	and	evaluate	the	FM	
program	(note:	refer	to	internal	measures/actions	and	to	data	collection)?	

17. How	do	you	see	the	role	of	key	partners	in	promoting	and	sustaining	the	
program	(note:	refer	also	to	FM	Society	and	other	key	stakeholders/partners)?		

18. How	can	MoH	support	this	role?	Are	there	other	key	partners	that	you	think	
should	support	the	sustainability	of	the	FM	program?	
	

g. Specific	questions	–	7	pillars	of	FM		
19. How	do	you	define	7	pillars	of	FM?	
20. Of	these	7	pillars,	what	is	actually	fully/partially	implemented?	What	is	the	most	

challenging	pillar?			
21. How	do	you	think	the	7	pillar	can	be	enhanced	and	how	they	assist	in	moving	

towards	UHC?		
22. How	can	the	implementation	of	the	7	pillars	be	enhanced?	

		
h. Specific	questions	-	Cooperation	and	partnerships	

23. How	can	you	describe	the	current	relationship	with	key	stakeholders	(note:	MoH,	
ANNU,	Al-Quds	University	(if	exists),	IDFMP/MAP,	residents/graduates	and	any	
other	relevant	org/institution)?	

24. What	are	the	strengths/weakness	and	challenges/opportunities	you	identify	in	
the	current	relationship/cooperation?	How	effective	do	you	think	this	type	of	
relationship	has	been	so	far?		

25. How	can	the	relationship	be	enhanced?	How	do	you	think	such	enhancement	
can	support	the	promotion	and	sustainability	of	FM?		

26. What	type	of	support	MAP	needs	from	its	partners	in	order	to	advance	FM	and	
moving	towards	UHC?	

B. Closing	questions		
27. Recommendation	
28. Relevant	issues	that	were	left	out?	
29. Should	there	be	summative	or	other	forms	of	evaluation	in	the	future,	what	do	

you	think	the	evaluation	should	focus/address?	
Thank	you!	

	 	



	

	

12	

	
C) Interview	guide	-	MoH	(Translated	from	Original	in	Arabic)	

	
Introduction:	Thank	you	for	your	time…	Evaluation	objectives…	Confidentiality.			

A. General	question	
1. Please	describe	the	development	of	FM	in	Palestine,	and	your	role	in	it.	Which	

other	organisations	have	been	involved?	and	how	have	they	contributed	to	the	
current	status	quo	of	FM	in	Palestine.	(note:	this	Q	aims	at	understanding	MoH	
perspective	and	how	they	see	the	roles	of	others	in	the	field).	

2. What	is	MoH	vision	on	FM	for	the	future	(note:	refer	to	short	and	long	term	and	
specific	issues	related	to	the	10	years	strategy	and	to	NHS	2017-2022;	focus	on	
changes	to	PHC	that	should	lead	to	implementing	FHC)?	

3. What	is	MoH	vision	on	UHC	(note:	refer	to	the	package,	target	groups,	out-of-
pocket	and	etc.)?	How	these	visions	are	connected?	

4. How	does	the	MoH	plan	to	work	towards	achieving	this	vision	(note:	this	Q	aims	
at	understanding	available	assets/inputs	and	needs	of	MoH)?	What	type	of	
support	does	MoH	need	from	its	primary	partners/stakeholders,	as	well	as	other	
potential	partners	(prompt	here	on	type	of	help	where	necessary	e.g.	funding,	
research	fellowships	etc.	or	any	other	area?)		

5. MoH	had	assigned	a	task	force	to	be	responsible	for	changes	in	PHC	towards	
moving	to	FHC	model.	What	can	you	tell	me	about	the	TF	(note:	its	
composition/membership,	main	responsibilities,	when	it	was	established,	
representation	on	DHD	and	etc.)?	

6. What	has	the	TF	achieved	so	far?	What	were	the	main	challenges	faced	by	TF	
(note:	ask	also	about	challenges	within	MoH)?	How	can	these	challenges	be	
overcome?		

7. MoH	had	made	changes	in	31	clinics	as	a	step	in	moving	towards	FHC	model.	
What	are	these	changes?	What	was	the	rational	guiding	the	selection	of	these	
clinics?	Were	there	any	changes	that	MoH	could	not	do	at	this	stage?	Please	
explain	and	give	examples.		

8. What	changes/amendment	would	MoH	need	to	do	to	laws/regulations	in	order	
to	facilitate	moving	towards	FM	and	FHC?		

9. Is	MoH	working	on	establishing	specific	protocols	for	FM?	Please	explain	and	give	
examples.			

	
B. Specific	questions	–	FM	training	program		

10. Please	describe	the	current	status	of	the	program	(note:	what	has	been	
implemented	and	etc.)?	

11. What	are	the	selection	criteria/process	MoH	follows	in	recruiting	residents?		
12. What	are	the	strengths/weaknesses	you	identify	in	the	current	training	program?	
13. What	are	the	challenges/opportunities	you	identify?	How	can	these	be	

overcome?		
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14. What	is	the	value	of	on-line	training	from	MoH	point	of	view?	Does	it	
complement	the	residency	program,	please	explain	and	give	example?	What	
improvements	do	you	suggests	in	this	area?		

15. What	plans	MoH	has	for	further	development	of	FM	in	the	future	(note:	refer	to	
funding	for	residents,	policy	changes/adaptation,	reforms	to	PHC,	UHC	and	etc.)?	
How	feasible	these	plans	are	and	how	are	they	corresponding	to	NHS	and	10	
year	strategy	on	implementing	FHC	(note:	the	second	part	of	the	Q	aims	at	
understanding	how	much	MoH	is	building	on	what	has	been	done	in	this	area	as	
well	as	look	for	‘politics’	of	MoH)?		

16. The	2-day	introductory	course	was	supposed	to	be	delivered	to	all	health	centers	
staff.	Was	it	actually	carried	out	in	all	clinics/centers?	If	yes,	please	describe	in	
more	details	and	give	examples.	If	not,	please	explain	why.		

17. What	were	the	expectation	from	this	introductory	course?	Were	they	met?	If	
yes/no,	please	explain	and	give	example.		

18. How	this	introductory	course	was	perceived	by	the	staff?	Was	it	evaluated?	If	
yes,	please	provide	info.		
	

C. Specific	questions	–	promotion	and	sustainability	of	FM	program		
19. MoH	has	expressed	its	commitment	to	transform	PHC	to	Family	Practice	model	

and	has	worked	closely	with	WHO	in	promoting	this	transformation.	Please	
describe	what	actions	has	been	taken	to	this	end	(note:	refer	to	changes	in	PHC	
service	delivery,	training	of	FM	specialists,	orienting	staff	towards	FHC	principles	
and	etc.).		

20. How	sustainable	do	you	think	the	program	currently?	
21. How	can	MoH	enhance	the	sustainability	of	the	program?	What	may	affect	its	

sustainability	(note:	this	Q	aims	at	understanding	positive/negative	effects)?	
22. Perceptions	of	people	towards	FM	was	identified	as	a	challenge.	What	

perceptions	do	you	think	the	community	has	regarding	FM?	What	do	you	think	
the	reason	behind	these	perceptions?	

23. What	are	the	steps/actions	MoH	had/plan	taken	towards	promoting	FM	(note:	
refer	also	to	the	community	level	and	recruiting	new	residents)?	

24. What	measures/actions	does	MoH	take	to	follow-up	and	evaluate	the	FM	
program	(note:	refer	to	internal	measures/actions.	NHS	includes	specific	
indicators	related	to	FM.	Ask	about	data	collection	and	HIS)?	

25. How	do	you	see	the	role	of	key	partners	in	promoting	and	sustaining	the	
program	(note:	refer	also	to	FM	Society	from	MoH	point	of	view)?		

26. How	can	MoH	support	this	role?	
27. Is	there	an	age	limit	to	be	involved	in	FM	training?	If	yes,	what	is	the	age	and	

what	is	the	rationale	behind	it?		
	

D. Specific	questions	–	7	pillars	of	FM		
28. How	do	you	define	7	pillars	of	FM	(note:	for	example	what	is	leadership	at	clinics	

and	etc.)?	
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29. Of	these	7	pillars,	what	is	actually	fully/partially	implemented?	What	pillar	was	
mostly	challenging?	Other	challenges	in	implementing/introducing	7	pillars?	How	
can	they	be	overcome?	

30. How	do	you	think	the	7	pillar	can	be	enhanced	and	how	they	assist	in	moving	
towards	FM	model?		

31. How	can	MoH	enhance	and	promote	the	implementation	of	the	7	pillars	in	the	
clinics?		

	
E. Specific	questions	-	Cooperation	and	partnerships	

32. How	would	you	describe	the	current	relationship	with	key	stakeholders	(note:	
ANNU,	Al-Quds	University	(if	exists),	IDFMP/MAP,	residents/graduates	and	any	
other	relevant	org/institution)?	

33. What	are	the	strengths/weakness	and	challenges/opportunities	you	identify	in	
the	current	relationship/cooperation?	How	effective	do	you	think	this	type	of	
relationship	has	been	so	far?		

34. How	can	the	relationship	be	enhanced?	How	do	you	think	such	enhancement	
can	support	the	promotion	and	sustainability	of	FM?		

35. What	type	of	support	the	MoH	needs	from	each	of	its	partners	in	order	to	
advance	FM	and	moving	towards	UHC?		

	
C. Closing	questions		

36. Recommendation	
37. Relevant	issues	that	were	left	out?	
38. Should	there	be	summative	or	other	forms	of	evaluation	in	the	future,	what	do	

you	think	the	evaluation	should	focus/address?		

Thank	you!	
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ANNEX	4:	Nos	and	Types	of	affiliation	of	interviewees	
	

Total	number	of	interviews:	25	

Total	number	of	focus	groups:	2	

Total	residents’	responses	to	survey	questionnaire:	7	

Category		 Organization		 No.	Interviewed	 Details		

	

	

	

Primary	stakeholders	

MoH	 12	 Central	Ministry	–	3	

DHD	–	4	

PHC	clinics	-	5	

ANNU	 2	 	

MAP	 2	 	

FIDFMP	 5	 	

	

Collaborating	

organizations		

WHO	 1	 	

Italian	Cooperation		 1	 	

UNRWA	 2	 	

PAFM	 1	 	

	

Primary	beneficiaries		

Residents		 13	in	group	

7	responses	

Focus	group	x	2		

Survey	questionnaire	

Graduates	 4	 	
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ANNEX	5:	Pro	forma	guide	for	focus	groups	with	residents			
(Translated	from	Original	in	Arabic)	

A) Interview	guide/FGD	–	FM	residents	
	
Introduction:	Thank	you	for	your	time…	Evaluation	objectives…	Confidentiality.			

A. General	question	
1. Please	introduce	yourself	(note:	name,	location,	and	etc.).	
2. When	have	you	joined	FM	training	program?	and	why?	What	are	your	expectations?	

Have	any	of	them	changes/met?	Would	you	recommend	it	to	med	
students/practitioner?	Where	do	you	see	yourself	in	the	FM	area	(note:	this	Q	aims	
at	understanding	their	drive	and	commitment	for	FM)?	

3. Please	describe	the	selection	process/criteria	for	joining	the	FM	program.		
	

B. Specific	questions	–	FM	training	program	
4. Please	describe	your	training	(note:	full	day	of	training	in	clinic/hospital/faculty.	

Refer	to	staff	meetings/discussing	cases,	consultation	with	other	GPs/trainers	and/or	
specialists.	Look	for	differences	between	the	clinics	where	they	are	placed).		

5. What	are	the	current	strength/weakness	of	your	training?	What	are	the	challenges	
and	opportunities	(note:	refer	also	on	the	personal	level,	i.e.	commuting,	PHC	clinic	
in	your	village/place	of	residence)?	How	has	these	challenges	affected	you	training	
so	far?	What	would	help	you	to	effectively	address	these	challenges?		

6. How	much	are	you	involved	in	research?	How	have	you	used	research	so	far?	
7. How	much	are	you	using	the	online	training?	Has	it	been	helpful?	Please	give	

examples.			
8. Of	the	non-medical	info/skills	you	need	in	FM,	what	is	included	in	the	curriculum?	

What	changes	do	you	think	should	happen	in	this	area?	Who	is	responsible	for	such	
changes?	

9. As	a	trainee	in	FM,	how	much	support	you	have	form	
MoH/ANNU/tutorial/trainers/FM	Association?	What	further	support	do	you	need?	

10. One	of	the	issues	that	has	been	identified	as	a	challenge	in	FM	is	people’s	
perceptions	and	understanding	of	FM.	Through	your	training,	what	perceptions	you	
notice	prevailing	among	the	community	regarding	FM?	What	reasons/factors	you	
think	had	influenced	such	perceptions?	How	can	be	best	addressed	in	order	to	make	
people	‘open	up’	to	FM?				

	
C. Specific	questions	–	Promotion	and	sustainability	of	FM	program	
11. In	your	opinion,	how	sustainable	the	current	FM	program?	
12. How	can	sustainability	be	enhanced?	
13. What	are	the	responsibilities	of	MoH/ANNU/FM	Society	in	enhancing	the	

sustainability	of	the	program?		
14. What	role	do	you	think	the	residents	have	in	sustaining	the	program?	What	would	

be	the	residents’	needs	that	will	assists	in	fulfilling	this	role?	
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D. Specific	questions	-7	Pillars	of	FM	
15. How	do	you	define	the	7	pillars?	How	much	the	training	you	are	receiving	enables	

you	to	understand	and	implement	7	pillar?	
16. Of	these	7	pillars,	what	is	actually	fully/partially	implemented?			
17. In	your	opinion,	what	factors	affect	the	implementation	of	the	7	pillars	(note:	this	Q	

aims	at	understanding	whether	there	are	other	positive/negative	influence	such	as	
patients’	attitudes/leadership	role	of	the	trainers)?		

18. How	do	you	think	the	7	pillar	can	be	enhanced	and	how	they	assist	in	moving	
towards	FM	model?		

	
E. Specific	questions	–	cooperation	and	partnership		
19. From	your	point	of	view	as	residents	and	primary	beneficiaries	of	the	FM	training	

program,	how	can	you	describe	the	current	relationship	with	key	stakeholders,	
between	the	residents	and	key	stakeholders	as	well	as	among	the	key	stakeholders	
themselves	(note:	this	Q	aims	at	understanding	how	residents	perceive	the	current	
relationship	and	how	they	think	the	key	stakeholders	perceive	them.	Refer	to	MoH,	
ANNU,	Al-Quds	University	(if	exists),	IDFMP/MAP,	and	any	other	relevant	
org/institution)?	

20. What	are	the	strengths/weakness	and	challenges/opportunities	you	identify	in	the	
current	relationship/cooperation?	How	effective	do	you	think	this	type	of	
relationship	has	been	so	far?		

21. In	your	opinion,	how	this	type	of	relationship	has	affected	you	as	residents	(note:	
this	Q	aims	at	understanding	if	the	current	relationships	are	conducive	to	the	FM	
training	program)?		

22. How	can	the	relationship	be	enhanced?	In	what	way/s	this	enhancement	can	
support	you	as	residents	as	well	as	the	promotion	and	sustainability	of	FM?		

23. How	do	you	see	the	relationship	between	the	FM	Society,	MoH	and	ANNU,	and	Al-
Razi?	What	type	of	cooperation	is	necessary	to	effectively	promote	FM	and	
contributing	to	its	sustainability?			

	
A. Closing	questions		
24. Recommendation		
25. Relevant	issues	that	were	left	out?	
26. To	follow-up	on	the	development	of	FM	in	Palestine	over	the	next	5	years,	which	

particularly	issues	do	you	think	should	be	looked	at		

Thank	you!	
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ANNEX	6:	Survey	Questionnaire	for	Residents		
(Translated	from	original	in	Arabic)	
	

Mid-Term	Evaluation	of	the	FIDFMP-MAP	Program:	
Development	of	Family	Medicine	and	Family	Practice	in	the	West	Bank	

Questionnaire	for	residents	
	
This	 questionnaire	 is	 disseminated	 as	 part	 of	 the	mid-term	 review	 of	 the	 FM	 training	
program.	It	aims	at	understanding	the	perspective	of	the	residents	on	various	aspects	of	the	
training	program,	including	on-line	tutorial	training,	research	element,	the	implementation	
of	the	7	pillars	of	the	FM.	The	questionnaire	combines	quantitative	yes/no	and	qualitative	
open-end	questions.	Please	add	examples	to	your	answers	where	indicated.	Kindly	note,	this	
questionnaire	aims	at	exploring	your	perspective	and	does	not	seek	right/wrong	answers.	
This	questionnaire	includes	19	questions,	and	it	may	take	about	25-30	minutes	to	be	filled.			
The	questionnaire	is	anonymous	therefore	there	is	no	need	to	mention	your	name.			
Thank	you	for	filling	this	questionnaire.		
Georgina	Saria,	M&E	Consultant,	georgina.saria@gmail.com,	0592486838.		
			

a. General	information:		 1.	Female	 	 2.	Male			
	

1. I	 Joined	 the	 residential	 program	 in	 ANNU	 (please	 indicate	 the	 year):	
____________________	
	

2. I	have	_____	years	of	experiences	as	a	GP	before	joining	the	residency	program	
	

3. Currently	I	do	my	FM	training	in:	
a. Clinic		 	 location:	___________________	
b. Hospital	 	 location:	___________________	 	 	

Current	department:	______________	 previous	departments:	_____________		
	
4.a	In	my	training	I	rotate	between	clinics		 	 1.	Yes		 	 2.	No		
4.b	 I	 rotate	 between	 the	 clinics	 (please	 indicate	 the	 clinics’	 locations)	
__________________________________________________________________________	
	

5. I	heard	about	the	FM	training	program	through:	________________________	
	

6. I	 choose	 to	 join	 the	 FM	 training	 program	 at	 ANNU	 because	
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________	

	
B. FM	Training	program:	
7. I	 believe	 the	 FM	 training	 program	 allows	 me	 the	 opportunity	 to	 understand	 the	

concept	of	FM	well	
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1.	Yes		 	 2.	No	
Examples:	
_____________________________________________________________________	
	

8. I	believe	the	FM	training	program	equips	me	with	the	practical	skills	to	practice	FM	
1. Yes		 	 2.	No		

Example:	
___________________________________________________________________________	
	

9. From	my	perspective:		

9a.	 the	 main	 strengths	 of	 the	 FM	 training	 program:	
___________________________________________________________________________
___________________________________________________________________________	
	
9b.	 the	 main	 weaknesses	 of	 the	 training	 program:	
___________________________________________________________________________
___________________________________________________________________________	
	
9c.	 the	 main	 opportunities	 of	 the	 training	 program:	
___________________________________________________________________________
___________________________________________________________________________	
	
9d.	 the	 main	 challenges	 of	 the	 training	 program	
___________________________________________________________________________
___________________________________________________________________________	
	
For	the	following	questions,	please	answer	with	yes/no	and	give	examples:	

10. I	believe	the	on-line	tutorial	training:		

	 	 Yes		 No		 Example	
A		 Complements	 the	 FM	 residency	

program	
	

	 	 	

B		 provides	 the	 residents	 an	
opportunity	to	present	and	discuss	
meaningful	 questions	 concerning	
FM	 issues	 we	 face	 during	 the	
residency	training	program		
	

	 	 	

C		 Does	not	allow	sufficient	 time	 to	
understand	 the	 concepts	
presented	

	 	 	

D			 Enriches	 me	 and	 breaks	 the	
routine	 of	 traditional	 ways	 of	
learning		
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E		 Helps	 the	 residents	 in	
understanding	the	Art	of	FM	

	 	 	

	
11. I	believe	the	mentoring	sessions	at	Ber	Nabala	center:		

	 	 Yes		 No		 Example	
A		 complements	 the	 FM	 residency	

training	program		
	

	 	 	

B		 complements	 the	 on-line	 tutorial	
training		
	

	 	 	

C		 Don’t	 help	 reinforce	 my	
understanding	of	“the	Art	of	RM”		

	 	 	

D		 provides	 the	 residents	 with	 an	
opportunity	to	gain	practical	skills	
in	FM	

	 	 	

E		 Provide	 sufficient	 time	 for	me	 to	
enhance	my	learning	experience	

	 	 	

F		 Should	be	run	more	frequently		 	 	 	

G		 format	 positively	 affecting	 my	
learning	experience	

	 	 	

			
12.A	As	a	resident,	I	am	involved	in	research	related	to	FM:		

1. All	the	time		 2.	Very	often		 	 3.	Sometimes			 4.	Never	

12.B	 my	 involvement	 in	 research	 helps	 me	 to:	
___________________________________________________________________________
___________________________________________________________________________	
	
12.C	I	believe	the	research	element	is	well	integrated	in	the	FM	training	program	

1. Yes		 	 2.	No		

Example:	
___________________________________________________________________________	
	
12.D	I	believe	integrating	a	research	element	in	the	FM	training	program	is	very	important		

1. Yes		 	 2.	No		

Example:	
___________________________________________________________________________	

C. 7	pillars	of	FM:	

13.a	 	The	clinic	where	 I	do	my	training	applies	the	following	pillars	of	FM	(please	circle	all	
relevant	answers):		
1	 Fixed	family	practice	team		 2	 Registered	patient	

population		



	

	

21	

3	 Single	patient	record	 4	 Appointment	system	
5	 Repeated	prescription	

system		
6	 Gatekeeper		

7	 Community	outreach	 	 	
	
13.b	 Though	 my	 work	 in	 the	 clinic,	 I	 can	 apply	 the	 following	 (please	 circle	 all	 relevant	
answers):		
1	 Team	work	 2	 Continuity	of	care	
3	 Family	orientation		 4	 Responsibility	and	

accountability		
5	 Reflective	practitioner	 6	 Other	

___________________	
	

	
D.	Summary		

14.	As	a	resident,	I	receive	support	from	(if	you	are	not	receiving	a	support,	please	indicate	
that):		

1. ANNU,	 example	
__________________________________________________________	

2. MoH,	 example	
___________________________________________________________	

3. Palestinian	 Association	 for	 FM,	 example	
______________________________________	

4. Palestine	 Medical	 Council,	 example	
_________________________________________	

5. Trainers,	 example	
_______________________________________________________	

6. Other	
_________________________________________________________________	

	
15. As	a	resident,	 I	need	 further	support	 in	 (please	 list	all	areas	you	believe	should	be	

provided	 with	 support):	
_____________________________________________________________________
_____________________________________________________________________	

	
16. Throughout	 my	 experience	 as	 a	 resident	 in	 FM	 residency	 program,	 the	 most	

significant	 thing	 I	 learned	 on	 the	 professional	 level	
_____________________________________________________________________
_____________________________________________________________________	
	

17. Throughout	 my	 experience	 as	 a	 resident	 in	 FM	 residency	 program,	 the	 most	
significant	 thing	 I	 learned	 on	 the	 personal	 level	
_____________________________________________________________________
_____________________________________________________________________	
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18. Based	on	my	experience	I	would	recommend	joining	FM	training	program	at	ANNU	to	

other	medical	students	and/or	my	fellow	practitioner.		
1. Yes		 	 2.	No		

Explanation:	
___________________________________________________________________	

	
	

19. To	follow-up	on	the	development	of	FM	in	Palestine	over	the	next	5	years,	I	believe	it	
would	 be	 interesting	 to	 look	 at	 particular	 issues	 such	 as:	
_____________________________________________________________________
_____________________________________________________________________
_____________________________________________________________________	

	
Recommendations	 and/or	 suggestions	 for	 improvement	
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________	
	
Thank	you!	
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ANNEX	7:	Pro	forma	schedule	for	interview	with	DHD	
(Translated	from	Original	in	Arabic)	
	
Introduction,	evaluation	objectives…	confidentiality.	

A. Task	force:	
1. please	describe	the	task	force	(composition,	mechanism	of	working,	when	it	was	

established,	its	function	and	mandate)	
2. The	overall	goal	of	the	shift	to	FM	is	to	enable	arriving	at	UHC	which	will	be	

attainable	with	a	strong	PHC	system.	FM	model	aims	at	better	organizing	and	
improving	the	services	delivered	by	PHC.		What	is	DHD	vision	on	FM?	How	do	
you	think	the	FM	model	should	look	like	in	Palestine	in	order	to	facilitate	the	
achievement	of	UHC?	

3. What	are	DHD	expectations	from	this	change,	the	shift	to	FM	model?		
	

B. 7	pillars:	
4. please	describe	the	implementation	process	of	the	7	pillars	(when	it	started,	how	

clinics	were	selected,	who	was	involved	in	the	changes	on	the	clinic	level,	
perceptions	of	multidisciplinary	teams,	docs/clinic	manger	to	these	changes)		

5. what	are	the	achievements	of	the	implementation	of	the	7	pillars?	Please	
describe	the	results	of	the	changes	(not	only	mention	them).	Please	give	
example.		

6. What	improvements	in	the	service	delivery	had	occurred	due	to	the	
implementation	of	the	7	pillars?	Please	give	examples.		
	

C. orientation	course:		
7. MoH	had	organized	2-day	orientation	course	to	introduce	the	FM	model	part	of	

the	shift	to	FM	model.	The	course	targeted	the	teams	in	all	PHC	and	nearly	1200	
took	part	in	this	course.	When	was	the	course	delivered	and	who	participated	in	
it	(nurses,	mid-wives	and	etc.).	did	it	include	all	teams	in	the	clinics	that	shifted	to	
FM	model?		

8. What	was	their	reaction	(positive/cooperative,	objections	and	etc.)	
9. The	2	day	orientation	course	aimed	at	introducing	the	model	of	FM.	Actual	and	

successful	implementation	of	FM	model	requires	other	capacity	building	
activities.	What	are	MoH/DHD	plans	in	this	area?	does	it	have	a	set	schedule	for	
the	capacity	building	to	the	teams?		

10. Another	aspect	of	successful	implementation	of	FM	model	is	a	shift	in	the	
mindset	of	the	teams.	What	plans	MoH/DHD	has	in	this	area?		

11. What	reactions/changes	among	patients	did	the	shift	to	FM	model?		

	
D. Follow	up	on	implementation	of	the	7	pillars	at	the	clinic	level:	

12. how	do	you	follow	up	on	the	implementation	and	its	progress	in	the	various	
clinics?	
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13. What	type	of	info	clinics/DHD	is	collecting	in	order	to	facilitate	the	follow	up	and	
assessment	of	the	shift	to	FM	model?	

14. Are	clinics	required	to	report	on	the	implementation	and	the	subsequent	
changes	(numbers	of	pt	seen	by	docs,	reaction	of	the	beneficiaries/pt	and	etc.).	if	
yes,	how	it’s	being	reported	and	what	DHD	does	with	this	info?	

15. As	a	pilot,	how	does	MoH/DHD	plans	to	assess	the	actual	implementation	and	
results	of	the	shift	to	FM	model?		

16. The	implementation	of	the	7	pillars	is	one	aspect	of	the	shift	to	FM	model,	where	
the	other	part	is	related	to	the	attitudes	and	mind	set	of	the	teams.	As	a	pilot,	
how	does	MoH/DHD	to	assess	the	actual	shift	in	the	way	of	working	of	the	teams	
in	the	clinics?		

17. Successful	FM	model	requires	a	way	of	working	that	includes	team	work,	patient	
centered,	continuous	care,	family	and	community	orientation,	responsibility	and	
accountability,	reflective	practitioner.	What	plans	DHD	has	to	enhance	these?			

	
E. Hospitals	and	private	sector:	

18. In	the	current	system	there	is	DG	of	Hospitals	and	DG	of	PHC,	and	HIS	in	not	
linked	between	hospitals	and	clinics.	How	do	you	think	this	affects	the	
implementation	of	FM	model	in	general	and	the	7	pillars	in	particular?		

19. What	pla	
20. ns	DHD/MoH	has	for	including	hospitals	in	these	change?		
21. What	plans	DHD/MoH	has	for	working	with	the	private	sector	in	relation	to	FM	

model?			

	
F. Partnership	and	collaboration:	

22. In	what	way	DHD	was	involved	in	the	decision	on	these	changes	(selecting	
clinics/DHD,	orientation	course,	and	etc.)	

23. How	DHD	will	be	further	involved	in	the	shift	to	FM	model?	Does	DHD	have	a	
specific	plan?	Please	give	examples.		

24. Who	should	be	the	main	stakeholders	in	FM?	Who	should	be	the	drive	force	
within	the	next	5	years?	

25. To	follow-up	on	FM	in	the	next	5	years,	what	should	we	look	at?	
26. Recommendation		
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Interview	guide	with	clinic	staff	

FIDFMP	MAP	evaluation	interview	with	multidisciplinary	teams	at	FM	clinics	
Introduction…	evaluation	objective…	confidentiality.	

A. General	information:		
1. Please	describe	briefly	your	position/experience	(years	of	experience,	work	in	

other	clinics	and	etc.		
2. What	is	the	team	composition	(nurse,	midwife,	doc	and	etc.)	
3. Is	the	team	fixed?	Was	it	fixed	all	the	time?	

	
B. Implementation	of	the	7	pillars	in	the	clinic:		

4. 	Please	describe	the	changes	in	the	clinics	that	happened	as	part	of	the	
implementation	of	the	FM	model	(registered	population,	single	patient	record,	
gatekeeper,	appointment	system,	community	outreach)?		

5. Please	describe	the	process	(for	example,	how/when	u	were	notified	of	the	
changes,	and	etc.)	

6. What	are	the	results	of	these	changes,	the	shift	to	FM	model,	on	the	way	of	
working	in	the	clinic?	(for	example,	people	now	first	go	to	registration,	people	
waiting	less	time,	less	work	load,	patients	are	satisfied,	and	etc.)		

7. What	had	changed	in	the	way	of	working?	(for	example,	team	is	fixed,	staff	
discussing	cases,	docs	stay	till	the	end	of	the	working	day,	and	etc.)		

8. How	these	changes	affected	the	patients?	Please	give	examples.				
9. What	plans	the	clinic	has	to	assess	the	results	of	these	changes?	Are	you	

required	to	report	on	the	changes?	If	yes,	to	whom	and	how?		
10. What	type	of	data/info	the	clinic	is	gathering	in	order	to	assess	the	results	of	the	

changes?		

	
C. Orientation	course:	

11. As	part	of	the	shift	to	FM	model,	MoH	had	organized	2	day	orientation	to	
introduce	FM	model.	Did	you	participate	in	the	orientation	course?	Who	else	
from	your	clinic	participated	in	the	course?		

12. Was	it	useful	in	introducing	the	FM	model?	Please	give	examples.	
13. How	did	you	benefit	from	the	course?	How	did	the	course	affect	the	team’s	

capacities	to	shift	to	FM	model?	Please	give	example.	
14. What	further	capacity	building	needs	for	the	team	to	shift	to	FM	model?		

	
D. Partnership	and	collaboration:	

15. What	support	MoH/DHD	provides	for	the	implementation	of	the	7	pillars?		
16. What	further	support	do	you	need	in	this	area?	
17. In	what	way	have	you	been	involved	in	the	decision	to	shift	to	FM	model?	How	

this	involvement	affected	the	implementation	of	the	7	pillars?		
18. Who	do	you	think	the	main	stakeholders	in	developing	the	FM	in	Palestine?	Who	

should	be	the	drive	force	for	the	next	5	years?		
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19. To	follow	up	on	the	development	of	FM	in	the	next	five	years,	what	should	we	
look	at?		

20. Recommendations.				
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ANNEX	8	
 

	 		
 

Development of Family Medicine and Family Practice in the West Bank 
Memorandum of Understanding Between Key Partners 

 
IDFMP/MAP will: 

• Commit to the delivery of activities as per the attached implementation plan for 2016-
17. 

 
The Ministry of Health (MoH) will: 

• Ensure the presence of at least one family medicine specialist in each of the three 
training centers, to provide clinical and educational supervision for the family medicine 
residents. 

• Collaborate with IDFMP/MAP, UNRWA and An Najah National University (ANNU) 
to develop a transitional training program for multidisciplinary primary health care 
(PHC) staff in the West Bank. 

• Support the roll out of the transitional training program from April 2017, subject to 
approval of the curriculum and identification of the necessary funds. 

• Continue to support the family medicine residency program at ANNU by encouraging 
suitable doctors to enroll in the program and, where relevant, releasing those doctors to 
attend the academic training days. 

• Provide a named representative to lead the training center and transitional training 
program initiatives. 

• Contribute to a six-month review of progress and ongoing monitoring/evaluation 
activities. 

 
UNRWA will: 

• Collaborate with IDFMP/MAP, the MoH and ANNU to develop a transitional training 
program for multidisciplinary PHC staff in the West Bank. 

• Support the roll out of the transitional training program from April 2017, subject to 
approval of the curriculum and identification of the necessary funds. 

• Provide a named representative to lead on this initiative. 
• Contribute to a six-month review of progress and ongoing monitoring/evaluation 

activities. 
 
ANNU will: 

• Collaborate with IDFMP/MAP to review and revise the existing family medicine 
residency program curriculum. 

• Collaborate with IDFMP/MAP, the MoH and UNRWA to develop a transitional 
training program for multidisciplinary PHC staff in the West Bank. 
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• Collaborate with IDFMP/MAP and the MoH in the development of appropriate clinical 
and academic supervision criteria for third and fourth year family medicine residents in 
the training centers. 

• Provide a named member of faculty to lead on each of the three initiatives summarized 
above. 

• Support Suha in the completion of her Masters in Education. 
• Contribute to a six-month review of progress and ongoing monitoring/evaluation 

activities. 
 
 
Signat
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Appended	to	the	Memorandum	of	Understanding	
 

 
Draft IDFMP/MAP Implementation Plan, April 2016 – March 2017 

 
Resources Available to MAP/IDFMP 

• Director of Programs, MAP, UK: responsible for the overall coordination of the 
program and liaising with senior IDFMP, MoH, UNRWA and An Najah representatives 

• Training Program Coordinator, MAP, UK: supporting the preparation of all educational 
material within the program  

• Senior Project Officer, MAP, West Bank: responsible for the coordination of all 
activities within the West Bank 

• IDFMP: experienced family doctors providing a total of eight months of program 
support within the West Bank 

• IDFMP: experienced family doctors, academics and educators providing regular on-
line support to An Najah faculty, residents and graduates (targeting those working 
within the family medicine training centers) 

• IDFMP Educational Program Steering Committee: a small group of senior family 
medicine/nursing academics and educators, who will review, edit and sign off all 
educational material in conjunction with An Najah faculty 

• Nazareth Hospital: experienced family doctors, academics and educators providing 
regular input to the program 

• Support from the World Organization of Family Doctors (WONCA) and the relevant 
UK Royal Colleges   

• MedicineAfrica on-line educational platform: supporting the on-line interaction 
between the UK and West Bank and hosting the on-line component of the transitional 
training program 

• A guaranteed budget to support all planned activities over the coming year 
 
Overview 
There are three main components to the program, with planned activities within each 
component summarized below: 
 
1. Support for the review/revision of An Najah’s four year family medicine residency 
program 
1.i.  Establish regular face-to-face and on-line contact between the IDFMP and Nazareth 

Hospital family medicine specialists and the An Najah faculty. 
1.ii. Secure access to an on-line masters course in education for An Najah faculty member. 
1.iii. Review the existing curriculum, with particular reference to the WONCA and Arab 

Board of Family and Community Medicine standards for family medicine training 
programs. 

1.iv. Draft a revised curriculum with reference to these standards. 
1.v. Establish on-line educational resources to complement and consolidate core 

components of the curriculum. 
1.vi. Pilot all new educational material with a group of family medicine leaders and learners 

linked to An Najah.  
1.vii. Submit the new draft curriculum to the IDFMP Educational Program Steering 

Committee for final review, edit and sign-off, in conjunction with An Najah faculty.  
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1.viii. Secure approval of the new curriculum from the Palestine Medical Council (PMC). 
 
2. Support for the development of three MoH family medicine training centers 
2.i. Establish regular face-to-face and on-line contact between the IDFMP and Nazareth 

Hospital family medicine specialists and the prospective trainers at the training centers 
(the family medicine graduates and experienced GPs working there). Experienced 
family medicine trainers will be based at the centers for a minimum of two months over 
the next year.  

2.ii. Work together to establish family medicine at the heart of these centers (see Appendix 
1). 

2.iii. Work together, with reference to the Arab Board standards and in conjunction with An 
Najah faculty, to draft criteria for family medicine training placements, subsequently 
getting these criteria and the training centers themselves accredited by the PMC. The 
focus for trainees will be on developing the consultation and management skills needed 
in a primary care environment, whilst the focus for prospective trainers will be on 
developing the skills to critically assess trainees, provide constructive feedback and 
manage individual/group tutorials. 

2.iv. Reinforce the center based and on-line support for prospective trainers with a “Training 
the Trainer” course in the West Bank in October 2016.      

2.v. Work together, in conjunction with center management and the MoH, to consider the 
system of care needed to support family practice (see Appendix 2).  

2.vi. Equip the training rooms in the three training centers (furnishings, computers, software, 
internet access and a hard copy library).  

 
3. The development of a transitional training program for MoH and UNRWA multi-
disciplinary primary health care (PHC) teams 
3.i. Establish regular face-to-face and on-line contact between the IDFMP and Nazareth 

Hospital family medicine specialists and the An Najah faculty. 
3.ii. Review the relevant literature and transitional training models from elsewhere in the 

region/world. 
3.iii. Draft a curriculum with reference to the best of the existing material. The program will 

be modular, predominantly on-line, with a small number of face-to-face sessions to 
introduce key modules, and with on-line assessments to be completed at the end of each 
module. It is anticipated that the full multidisciplinary PHC team will complete core 
modules, with additional clinical modules for doctors and nurses. Following 
completion of the training program doctors and nurses will have the option of sitting a 
final examination; if successful they would be awarded a Diploma in Family Medicine 
or Family Nursing. 

3.iv. Pilot all new educational material and formats with a small multidisciplinary group of 
PHC workers. 

3.v. Submit the draft curriculum to the IDFMP Educational Program Steering Committee 
for final review, edit and sign-off, in conjunction with An Najah faculty, MoH and 
UNRWA. 

3.vi. Develop “bridging” program criteria, in conjunction with the MoH and An Najah 
faculty, by which the best of the existing body of GPs could be assessed and “fast-
tracked” to family medicine specialization. 

3.vii. Secure approval of the curriculum and “bridging” program criteria from the PMC. 
Documentation for the curriculum will include: program aims; learning outcomes; 
pedagogic principles; teaching, learning and assessment methods; and proposed 
monitoring and evaluation mechanisms. 
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3.viii. In parallel with the above process, operational issues will need to be resolved relating 
to the roll-out of the training program from April 2017 onwards. These include, but will 
almost certainly not be restricted to, the following: 
   

o How will the program be funded? Significant institutional funding will need to 
be identified to cover the cost of training all MoH and UNRWA PHC staff. 

o How many years of relevant experience does a GP, nurse or other health 
professional need before (s)he can enroll in the program? Obviously such a 
program is not appropriate for a newly qualified doctor or nurse, but the 
minimum period of relevant experience needs to be agreed. 

o How long will the option of a transitional training program be offered to staff? 
This is directly linked with the minimum period of relevant experience. For 
example, if it is agreed that a GP or nurse needs to have five years of relevant 
experience before enrolling in the program, the option to enroll needs to be 
available for at least the next five years so that all staff currently employed by 
the MoH and UNRWA have the opportunity to enroll. 

o When will enrolment in a family medicine residency program become the 
expectation for all doctors newly recruited to the MoH or UNRWA PHC 
system? We believe this should be at the same time the transitional training 
scheme begins, but this needs to be agreed.        

o Will completion of the program be a mandatory requirement for all staff? We 
believe it should be, but this needs to be agreed, together with an action plan 
for those who fail to complete the program: options include compulsory 
retirement following closure of the scheme, or a “grandfather clause” allowing 
only those who joined the service before an agreed year to continue until 
retirement without having completed the program. 

o What incentives will be available to encourage GPs and nurses to sit and pass 
the final examination (thus gaining a Diploma in Family Medicine or Nursing), 
in terms of status, working conditions and pay? 
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Appendix 1: Staffing and organization of the family medicine training centers 
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ANNEX	9:	SWOT	Analysis	of	the	overall	FM	training	programme	
STRENGTHS	

i) Commitment	 of	 MoH	 and	 primary	
stakeholders	 and	 collaborating	
organizations	

j) A	 funded	 academic	 programme	 that	
provides	 an	 opportunity	 for	
professional	 development	 and	
academic	certification	

k) Experienced	and	motivated	residents	
l) Approved	FM	academic	curriculum	by	

PMC	
m) Possibility	 for	 residents	 to	 stay	 in	 job	

during	training	(and	remain	salaried)	
n) Support	from	experts	with	professional	

and	 international	 experience	 in	
training	and	education	

o) Fixed	 FM	 practitioner	 in	 FM	 Training	
Centres	

p) Introduction	of	some	of	the	7	pillars	in	
some	 PHC	 clinics	 in	 a	 few	 health	
districts	

	
	

WEAKNESSES	
l) Lack	 of	 role	 and	 task	 clarity	 for	 primary	

stakeholders	
m) Variable	quality	of	communication	between	

stakeholders	
n) Lack	 of	 robust	 planning	 to	 monitor	

implementation	of	FM	in	PHC	over	short	to	
medium	term	

o) Limited	number	of	faculty	at	ANNU	
p) Lack	of	supervision	and	trainers	in	hospitals	

and	FM	clinics	
q) Lack	 of	 equipment	 and	 other	 training	

evidence	in	FM	Training	Centres	
r) Frequent	 changes	 in	 the	 programme	 and	

action	plan		
s) Residents	 rotate	 between	 clinics	 rather	

than	being	assigned	to	one.	
t) Lack	 of	 coordination	 between	 university	

and	 work	 placements	 regarding	 learning	
objectives		

u) FM	clinical	leadership	role	and	relevant	training	
on	this	aspect	appears	to	be	underdeveloped	

v) Lack	 of	 clarity	 of	 FM	 trainers/supervisors’	
job		

	
CHALLENGES		

i) Limited	financial	support	threatens	the	
sustainability	 of	 the	 training	
programme	

j) Variation	in	working	relations	between	
the	collaborating	organisations	

k) Reliance	on	sole	recruiter/provider	
l) Workload	and	pressure	on	residents	

coupled	with	travel	time	to	current	FM	
Training	Centres	

m) Acknowledgment	and	acceptance	of	
FM	by	other	specialists	and	PHC	
professionals	

n) Changes	in	focal	contact	person	for	
FM	programme	in	MoH	

o) Lack	of	clarity	about	implementation	
of	online	FM	Transitional	Training	
Programme	for	PHC	professionals	

OPPORTUNITIES	
f) Board	certified	FM	practitioners	could	qualify	

for	further	professional	development	
opportunities	abroad	

g) Development	of	multidisciplinary	FM	teams	in	
PHC	

h) Developing	the	FM	residency	training	program	
in	a	way	that	meets	the	needs	of	MoH	

i) Enables	experienced	(and	older)	GPs	to	gain	a	
specialisation	

j) Improvements	to	the	quality	of	PHC	in	
Palestine		
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ANNEX	10	
	

Mid	Term	Evaluation	MAP/FIDFMP	FM	Support	Programme	
Workshop	

October	19th,	2017,		
	

Ministry	of	Health,	Ramallah	
	
	
	
	
Workshop	objective:	

a) Receiving	stakeholders’	reactions	to	the	main	findings	and	conclusions	of	the	MT	
evaluation	and		

b) Identifying	stakeholders’	initial	proposals	for	developing	FM	in	Palestine	West	Bank.		

Workshop	organised	as	part	of	evaluation’s	participatory	approach	in	order	to	gather	
stakeholders’	proposals	for	improvements	and	the	next	steps.		

Participants		
All	primary	stakeholders	and	collaborating	organisations	(MoH,	ANNU,	MAP,	FIDFMP,	
UNRWA,	WHO,	Italian	Co-operation,	residents).	Representation	from	MoH	included	Deputy	
Minister,	Head	of	NCDs	programmes,	education,	and	Salfit	health	district11.		
Total	number	of	participants:	24	(list	of	participants	attached).	

Workshop	agenda	
Ø General	introduction:	Prof.	Paul	Wallace	
Ø Opening	note	and	welcome:	Dr.	Assad	Ramlawi,	Deputy	Minister	
Ø Presentation	of	the	main	evaluation	findings	and	conclusions:	Georgina	Saria,	M&E	

specialist	(PowerPoint	is	attached)	
Ø Reactions	and	discussion:	facilitated	by	Prof.	Paul	Wallace	(FIDFMP)	&	Dr.	Andy	

Ferguson	(MAP)	
- Need	to	differentiate	between	institutional	and	individual	comments	in	report	

	 	

																																																								
11	Deputy	Minister	Dr.	Assad	Ramlawi	kindly	provided	comments	on	the	evaluation	and	then	
had	to	leave.	The	Head	of	NCDs	programme	provided	comments	on	the	implementation	of	
the	7	pillars	of	FM	and	was	present	for	most	of	the	workshop.	The	other	representative	
provided	relevant	comments	and	were	present	until	the	end	of	the	workshop.		
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ANNEX	10	(cont)	
	

Mid	Term	Evaluation	MAP/FIDFMP	FM	Support	Programme	Workshop	
Oct.	19th,	2017,		

Ministry	of	Heatlh,	Ramallah	
List	of	Participants		

	
	 Name	 Organization	

1	 Dr.	Assad	Ramlawi,	Deputy	
Minister,		

MoH	

2	 Dr.	Nancy	Falah,		 MoH	
3	 Dr.	Amal	Abu	Ahmad	 MoH	
4	 Dr.	Khader	Bisharat	 MoH	
5	 Dr.	Mohammad	Judeh	 MoH	
6	 Prof.	Paul	Wallace	 FIDFMP	
7	 Prof.	Gene	Feder	 FIDFMP	
8	 Dr.	Thereza	Zink		 Family	Medicine	USA	
9	 Dr.	Andy	Ferguson	 MAP	
10	 Alan	Waddams	 MAP	
11	 Amy	Shaalan	 MAP	
12	 Hanaa	Qaisi	 MAP	
13	 Merna	Kassis	 British	Council	
14	 Dr.	Lubna	Saudi	 ANNU	
15	 Dr.	Khalil	Issa	 ANNU	
16	 Dr.	Mohamad	Rabai	 Palestinian	Association	for	

Family	Medicine	(PAFM)	
17	 Dr.	Sandro	Accorsi	 Italian	Cooperation	
18	 Fedeno	Calia	 Italian	Cooperation	
19	 Dr.	Umaiych	Khammash	 Jozour	
20	 Dr.	Ahmad	Judeh	 UNRWA	
21	 Munia	El-Hawa	 WHO	
22	 Dr.	Rana	Daama	 Resident		
23	 Dr.	Asma	Hamad	 Resident	
24	 Georgina	Saria	 M&E	specialist	
	

	
	


