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ABSTRACT

A COMPARATIVE EVALUATIVE STUDY OF TWO MODELS

FOR REHABILITATION OF THE HEARING IMPAIRED PERSONS

IN EGYPT

By

Mohamed Mahrous Mohamed

The hearing impaired persons are among those who are'eligible

for rehabilitation services in Egypt. They are served by two models of

rehabilitation facilities i.e. the rehabilitation center model and the

rehabilitation office model. The rehabilitation center model is re-

presented in a comprehensive center in Cairo city and the rehabilitation

office model is represented by one office or more in each governorate

of the 26 governorates of Egypt.

The present study was carried out to meet a need for comparing

between the two models of service delivery on a number of variables

by using an evaluative model of inputs, processes and outcomes components.

The study was carried out by a survey approach, using a strat-

fied cluster sample of 7 offices and the Cairo center. These eight

clusters included 297 subjects who met the criterion of selection i.e.

completed their rehabilitation from January lst, l977 to December 3lst

l978. Those subjects were interviewed by trained interviewers and data

were collected on inputs-process-output basis using form A of a ques-

tionnaire. Another questionnaire, form 8, was used to interview with

24 managers of offices around the country and manager of the Cairo



Mohamed Mahrous Mohamed

center related to some input and process variables, also archieval

data sources were used. Descriptive statistics and nonparametric

approaches were the statistical analysis approaches.

Analysis of results was organized around the purposes of the

study and revealed, (l) the utility of the evaluation model, (2) pre-

valence of high sex ratio among applicants for rehabilitation, (3)

early onset of hearing impairment, (4) limited special education of

applicants, (5) lack of trained staff in offices, (6) absence of

counseling, work evaluation and communication services in offices,

(7) need for accessibility, comprehensiveness and integrity of rehab-

ilitation services rendered by offices, (8) high efficiency of offices,

(9) no difference in occupational outcomes, (l0) no difference in cost-

benefit ratios between offices and centers and (ll) a need to modify

the rehabilitation center model and the rehabilitation office model.

The study was concluded by showing its limitations, implications

for further research work and a list of recommendations to improve

rehabilitation services for the hearing impaired persons in Egypt.
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CHAPTER ONE

THE PROBLEM

In the twentieth century a popular movement toward care for

the disabled took place as a sign of progress and development in Egypt.

The Egyptian Association for the Blind, the Female Association for

Health Improvement and the General Association for Prevention of Tuber-

culosis were the first societies to work in the field with support of

volunteers. In 1942 the Day Hospital Association started its work to

provide orthotics and prosthetics for the disabled. The Egyptian

Association for the Deaf started its activities in 1945 to care for

its deaf members and founders.

When the government issued the first law for social security

(Law No. 116-1950), rehabilitation for the disabled became its respon-

sibility according to that law. To undertake this task the Ministry

of Social Affairs established the first rehabilitation office in Cairo

city which initiated its activities in 1952. In the years that followed,

a number of rehabilitation centers were established, i.e. the Cairo

Rehabilitation Center (1953), the Demonstration Center for the Blind

in Zeiton-Cairo (1953), and the Association for Rehabilitation in

Alexandria (1954). A plan was worked out to cover all governorates

of Egypt. Since that time legislation has been changed several times

and resulted in the Law of Rehabilitation of 1975 which spelled out

the following two innovations: (l) A supreme council for rehabil-

itation on the national level with representatives from different



concerned governmental bodies and interested individuals. (2) A 5%

quota for employment of the disabled in those enterprises which employ

25 workers or more.

The Law established the right to rehabilitation for all the

disabled persons who meet the definition of disability, i.e. any person

who has physical or mental limitation either since birth or acquir-

ed at any time through life and who has never been employed or who

quit his job because of this limitation. All services are free of

charge unless the client is able to share in the cost of orthotics and

prosthetics.

Rehabilitation of the Hearing Impaired

Hearing impairment is a functional limitation that affects the

communication system of the affected person. It can be due to hered-

itary, congenital factors or due to diseases, accidents, noise, drugs

or senility. As most of its effects are related to communication,

it may be logical that effects of the impairment are more severe when

functional loss occurs in infancy or childhood. Besides its importance

for normal communication, hearing plays great roles in language, safety

and in general of feeling alive. When it occurs, hearing impairment

imposes a social barrier between the impaired person and society, normal

social activities and relations. To remove this barrier; rehabilitation

is very important.

Rehabilitation as a System

One can look to rehabilitation as a system consisting of three

main components i.e. inputs, processes and outputs. Examples of these



Components are as follows:

(a) 1221:;

Clients with different characteristics such as;

age

sex

degree of hearing loss

age at onset of hearing loss

socioeconomic status

education

residency

Staff

technical

administrative

Budget

Buildings

for evaluation

for services

Equipment

(b) Processes

techniques and procedures

activities

(c) Outputs:

Desired outcomes

physical restoration

social and personal

educational

vocational



economic

Other outputs

social lntegration

Specifically, rehabilitation of hearing impairment calls for the

following activities:

(1) Referral

Clients are to be referred from different sourcesssuch as:

special education schools

social units

medical clinics

(2) Evaluation,according to these examinations eligibility is

reviewed

medical exmination

audiological assessment

psychological evaluation

socioeconomic evaluation

educational evaluation

evaluation of speech

(3) Rehabilitation Services

hearing aids provision

speech therapy

vocational training

counseling

personal adjustment training

(4) Placement in appropriate jobs



As there are basically two models for rehabilitation of the hearing

impaired persons in Egypt, i.e. the rehabilitation offices and the

rehabilitation centers, it is expected that there are some differences

between the two medels regarding these services.

The Problem
 

In a recent study, Hommossani and Mohamed (1979) showed that

there are at least 400,000 hearing impaired persons in Egypt. The

problem is most striking in childhood, where it is estimated to affect

about 200,000 children under 15 years of age. At the present time the

rehabilitation services completed are provided to the deaf and hard

of hearing in the following places:

(1) The Egyptian Association for the Deaf and Hard of Hearing

(Cairo Rehabilitation Center for the Deaf)

This association was established in 1965 as ma successor to

a former private association. The association includes

a rehabilitation center, a rehabilitation office, an ed-

ucation program for young children and a social club.

This is considered the only center for the hearing impaired

in Egypt, and as such it serves as an educational setting for

the training of personnel. The Association serves greater

Cairo (Cairo,Giza and Shubra El Khema).

(2) Rehabilitation Offices

The deaf and hard of hearing persons can receive services

through rehabilitation offices where services are provided

to different types of disabled persons.



Need for study

1.. To compare the rehabilitation center with the community based

model (rehabilitation offices) on questions of effectiveness and

efficiency. As mentioned before the two models are used for-re-

habilitation of the hearing impaired. Differences between the

two models in effectiveness or efficiency have not been evaluated.

There is a national need to know these differences.

To help in showing some of the characteristics of the population

served and hence its potential needs. There is a need to

study the characteristics of the hearing impaired persons who apply

for rehabilitation in centers and offices. Characteristics such as

age, sex, residency, degree of impairment, age of the onset of

impairment and socio-demographic characteristics are important

client inputs to the rehabilitation program for the hearing

impaired persons and will help in assessment of their needs

and hence in their program development.

To apply a model for evaluation of rehabilitation services which

can be repeated for other types of disabilities. The proposed

model is a system model which deals with inputs,processes,and outputs.

This comprehensive model has been proposed but rarely applied.

In the present study it will be applied and assessed as a model

‘for evaluating rehabilitation programs in general and in developing

countries in particular. The need exists for a relevant model for

program evaluation in the rehabilitation field.

To provide feedback to policy making levels regarding the status

and present situation in rehabilitation of the hearing impaired



persons in Egypt. This will be one of the major outcomes of the

study since it will help in reviewing the national program for

rehabilitation of the hearing impaired persons on a comparative

basis. This feedback may result in effective changes in present

services for the hearing impaired persons.

Purposes of the study

Specifically, this study aimed at reaching the following objectives:

To apply a three component evaluation model, input - process and

outcome, and to test its applicability in Egypt. This model will

be considered in all levels of the study especially in collecting

data on different variables.

To analyze the inputs to the rehabilitation program for the hearing

impaired persons. The inputs are client inputs, staffi,building,

equipment and budget.

To analyze the rehabilitation process for hearing impaired persons.

This implies analysis of rehabilitation activities and assess-

ment of their adequacy to the given inputs and the intended outcomes.

To evaluate the outcomes of the rehabilitation program for the .

hearing impaired persons. In the present study outcomes are not

taken as a single dimension but as multidimensional including physical,

vocational and social outcomes.

To assess the needs of the deaf for rehabilitation services. This

can be an indirect result of this study.

To provide feedback in the evaluation process. This feedback

may be helpful in revising the rehabilitation program for hearing

impaired persons.



7- To develop alternative model(s) for rehabilitation of hearing

impaired persons.

Models of Rehabilitation service Delivery_

Egypt started its national rehabilitation program by establishing

a rehabilitation office, then it moved to establishment of rehabili-

tation centers, and later on to other models for delivery of rehabili-

tation services.

a) Rehabilitation Offices

b)

The rehabilitation office is a facility with a rehab-

ilitation team, i.e. rehabilitation officer, social worker,

medical doctor and a psychologist. It works with all types

of disabilities and has no residential services except

evaluation and counseling. The office relies very much

on community services, i.e. hospitals, schools and industry.

The office cooperates with other services in the client's

community to assure integration of services and to reduce

effort needed by the client to reach services. At the

present time there are 32 offices scattered all over the

country with one office at least in every governorate.

Rehabilitation Centers

The idea behind the rehabilitation center is that it

can provide comprehensive rehabilitation services for

one or more types of disabilities. The building is des-

igned to serve that objective and the staff is sufficient to

meet its activities. Most rehabilitation centers started



in Cairo, the capital city of Egypt and Alexandria, the

second city. However, there are centers in other govern-

orates as, Assiut, Port Saiid, Ismaiilia, Gharbia, Damiett,

Giza and Quena. There are centers for the blind, the

mentally retarded, the hearing impaired, orthopaedic cases,

tuberculosis convalescents, severely disabled and negative

leprotics. Most rehabilitation centers provide vocational

training, orthotic and prosthetics and residency for their

clients. There are now 20 centers in the country. Beside

their services for the disabled, most of the centers serve

for training rehabilitation counselors, social workers,

psychologists, physiotherapists, speech therapists and

medical doctors in the field of rehabilitation.

c) Sheltered Workshops

These workshops are established to meet the rehabil-

itation needs of those persons who are known to have greater

difficulties incompeting in the open market of employment,

those who need to be under controlled conditions of work

or who meet negative attitudes toward their employment.

There are sheltered workshops for severely orthopaedic

cases, severely disabled persons, the blind, T.B. cases

and leprotics. The workshops render rehabilitation services

and transitional or terminal employment.

d) Wafa - Wa-Amal: Rehabilitation Complex

Wafa wa Amal is the greatest project for rehabilitation

of the disabled in Egypt. The project was called for and
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under the patronship of the First Lady of Egypt. The

society is established on more than 300 acres in Cairo

city. The goal of the center is to render vocational

rehabilitation services, living facilities, training of

staff and medical rehabilitation services for the disabled

of any age. The center is considered to be one of the

biggest rehabilitation complexes in the Middle East. It

includes:

(1) Rehabilitation Institute, with a medical education

program

(2) Workshop for orthotics and prosthetics

(3) Vocational training workshops

(4) Sheltered workshop

(5) Housing and housing improvement research

(6) Transportation expedition

(7) Recreational services

(e) Other Models

There are several other models on a smaller scale

with unique purposes in rehabilitation as:

(1) Veteran rehabilitation centers

(2) Cooperatives for the disabled

(3) Homebound services

(4) Mobile teams
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Definition of terms:

Inputs:

Processes:

Cluster sampling

Sheaffer, Mendenhall and Ott (1979) defined cluster sampling

as follows.

"A cluster sample is a simple random sample in which

each sampling unit is a collection, or cluster of elements."

“A procedure of selection in which the elements for the'

sample are chosen from the population in groups or clusters

rather than singly.

Cluster sampling combined with stratification

Sheaffer, Mendenhall and Ott (1979) stated:

"As in the case with all other sampling methods, cluster

sampling can be combined with stratified sampling, in the

sense that a population may be divided into strata and a

cluster sample can then be selected from each stratum p. 159)“.

Yavorsky (1978) defined inputs as "Inputs are all those -

things that are needed to set processes into motion and

keep them running, some of the most common classes of inputs

are, resources, receptors, staff, independent groups/organi-

zations, preconditions and enabling outputs from other

components".

Yavorsky (1978) defined processes as: "the intended inter-

actions of people, materials and media and the context within

which they take place."
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Outcomes: Crystal and Lee (1979) defined outcomes as follows:

"The results of a program. Outcomes can be measured in

terms of changes in client functioning and achievement of

rehabilitation objectives. Outcomes can also be assessed with

regard to the program's impact on the agency, the community,

and clients in general".

Overview:

This chapter has considered the problem and the need for re-

search. In chapter two the literature will be reviewed. Chapter

three will focus on research procedures. The data analysis results

will be presented in chapter 4, and the discussion and conclusion in

chapter 5.



CHAPTER TWO

REVIEW OF LITERATURE

The purpose of this study is to contribute to the development

of an evaluation model which can be used in the rehabilitation program

in Egypt, with specific application to consumers of the hearing im-

paired rehabilitation program.

This chapter will include relevant literature related to

(1) program evaluation definitions, (2) evaluation research, (3)

evaluation models with specific emphasis on the field of rehabilitation,

(4) evaluation methods and strategies in rehabilitation, (5) relevant

studies, in Egypt, and (6) a synthesis of what the literature contributed

to this investigation.

I. Definitions of Program Evaluation.

Program evaluation has been defined by many authors. Some

of those definitions are quite detailed and operational while others

still are theoretical. Following are some of the definitions that

were relevant to this study.

Suchman (1967) reported three major trends that have influenced

both the need for evaluation and the form which such evaluation has

taken. Those include (1) changes in the nature of social problems;

(2) changes in the structure and function of public agencies, and (3)

changes in the need and expectation of the public.

13
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Suchman defined evaluation as "the determination of the results

attained by some activity designed to accomplish some valued goal or

objective."

This definition contains four key dimensions, (1) process the

"determination“, whether based on opinions, records, subjective or

objective data, (2) criteria: the "results" whether desirable or

undesirable, transient or permanent, immediate or delayed, (3) stimulus:

the "activity", whether a program or a part of a program, a drug or a

therapy, an ongoing or one shot approach, and (4) value: the objective,

whether ultimate, intermediate or immediate, effort or performance,

long or short range.

   

Stufflebeam (1971) defined evaluation as "the process of

delineating, obtaining, and_providing useful information for judging

decision alternatives". He addedthat “several key points should be

kept in mind regarding this definition:

(1) Evaluation is performed in the service of decision-making,

hence, it should provide information which is useful to decision makers,

(2) evaluation is a.cyclic, continuing process and therefore must be

implemented through a systematic program, (3) the evaluation process

includes three main steps of delineating, obtaining and providing use-

ful information. These steps provide the basis for a methodology of

evaluation; and (4) the delineating and providing steps in the eval-

uation process are interface activities requiring collaboration.
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Adams (1975) defined evaluation as

“A procedure for ascertaining whether an event,

process or situation (real or conceptual) is better

than another. The procedure may include steps for

measuring "how much better" and for explaining the

reason for difference"

.————v
A ’m—n—

Attkisson and Broskowski (1978) presented a working definition

for program evaluation to be a process (1) of making reasonable judg-

ments about program effort, effectiveness, efficiency and adequacy;

(2) based on systematic data collection and analysis; (3) designed

for use in program management, external accountability and future

planning; and (4) focuses especially on accessibility awareness, avail-

ability, comprehensiveness, continuity, integration and cost of services.

-7Vfi...#_.__4_. __—_—.__—~

Posavac and Carey (1980) defined evaluation as

"A collection of methods, skills and sensitivities

necessary to determine whether a human service is

needed and likely to be used, whether it is conducted

as planned, and whether the human service actually

does help people in need".

Summary of definitions:

In this section five definitions of program evaluation have

been introduced. These definitions were stated by Suchman (1967),

Stufflebeam (1971), Adams (1975) Attkisson et a1 (1978) and Sovac

and Carey (1980).

Those five definitions share many common components, however

there are some differences. They share the following aspects; (1)

evaluation is a process, (2) its target is a program, (3) its methods

are measurement and collection of information, (4) its utility is

decision making.
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From the previous definitions the author can state the following

operational definition as a guideline for this study;

"Program evaluation is the process of determining

the effeciency and effectiveness of a program in

relation to similar programs and to its own objectives.

This process deals with the inputs-process and out-

comes of the program..."

II. Evaluative Research.

Evaluative research is a type of applied research that deals

with evaluative problems. Suchman (1967) restricted this type of '

research to the utilization of research methods and techniques for the

purpose of making an evaluation.

Evaluation can be made by many approaches rather than research

methods. However, by using research methods, decisions can be made

on a basis of information. One feature that differentiates using re-

search in evaluation from other uses of research, is that one can place

more objectivity on the findings and secure reliable and valide information.

Evaluative vs. Nonevaluative Research

Evaluative research is a growing branch of applied research

which aims at testing the application of knowledge rather than the

discovery of knowledge. Suchman (1967) took the issue of comparing

between evaluative and nonevaluative research as related to two basic

concepts, objectives and methods.

(1) On the one hand evaluative research can poovide helpful and

valid information to program designers and decision makers.

Nonevaluative research although it has potential practical

uses .is primarily aimed at increasing theoretical
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knowledge and understanding rather than manipulation or

action.

On the other hand evaluative research has no special

methodology of its own. As research it uses the rules

and logic of scientific method as closely as possible.

As evaluation, it is mainly directed toward obtaining

information about some program or activity. Therefore,

the scientific method is helpful in ensuring the quality

of such information. Suchman (1967) stated

"In other words, evaluative research is

still research and it differs from nonevaluative

research more in objective or purpose than in

design or execution..."

Weiss (1972b)took the same position when she compared evaluation

and other research. She stated

"Evaluation applies the methods of social research,

principles and methods that apply to all other types

of research apply here as well. Everything we know

about design, measurement and analysis come into play

in planning and conducting an evaluation study. What

distinguishes evaluation research is not method or

subject matter, but intent - the purpose for which

it is done".

Weiss (1972b) differentiated between evaluation research and

other types of research as related to the following seven issues:

(1)

(2)

Use for decision making, evaluation starts out with a

use in mind while other research may not be utilized

directly.

Evaluation research considers the decision maker's question

rather than the evaluator's, while in basic research the

investigator formulates the hypotheses.
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(3) Judgmental quality: Evaluation is sometimes defined as

judgment: It compares performance to intended goals.

Therefore evaluation research is interested in measuring

against some criterion or criteria.

(4) Action setting, evaluation takes place in an action setting

where the program is carried out. The program cannot

be controlled in favor of evaluation.

(5) Role conflicts, since evaluation has a judgmental ”component”

it may suffer from rejection of the personnel in the program

to participate in such research.

(6) Publication, an objective of basic research is its

dissemination while in evaluation research the majority

of reports are unpublished.

(7) Alligiance, the evaluation researcher has an obligation

to the organization that funds the study and an obligation

toward the profession.

One more characteristic can be added to what Weiss has reported, this

is generalizability. One may feel that since each program has many I

internal and many external variables that interact continuously and

contribute to the uniqueness of the program, it is therefore very

difficult to generalize the results from one program to another without

fully describing the first program.

For the purpose of the present study the above discussion is

useful since the author has defined this study to be an evaluative

study. On one side its purposes are action directed and action related.

On the other hand it applies the scientific procedure. Specifically



19

it applies the sample survey method to collect and deal with the

information.

Rationale for Comparative Evaluation

One objective in this study is to compare two approaches

for rehabilitation of the hearing impaired persons in Egypt. A basic

advantage of such comparison is to judge what factors are working

in each of the two models. This may result in suggesting a new model.

Weiss (1972b) discussed the issue of comparative evaluation of programs.

She considered that a study of a single program can show whether par-

ticipants are better off after the program than they were before

(client change). If one used other programs for comparison,the results

of the study would indicate whether a new program is superior to an old

one. She stated that the increase of information resulting from such

comparative studies - is of two kinds - increase in generalizability of

results and increase in the specification of which strategy under which

conditions has better effects with which participants.

Generalizability: When one considers a single program for

evaluation one indeed is confined to this program. It is not known

how far one can generalize the results to other programs. Therefore

cross-program evaluation becomes necessary. Weiss (1972b) discussed

this aspect and stated

“Let us imagine fifty children health centers all with

the same objective of improving the health of low-income

preschool children. If we study them together, we can

average the results and get an overall indication of

program effects. This will wash out any unique factors

that elevate or depress outcomes in one or two locations.

For example, if one center happens to have a uniquely

dedicated staff and therefore obtain outstanding results,

these extreme results will_not be given the undue weight
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that would accrue to them if only this center were

evaluated. They will be stirred into the pot with

forty nine other centers' outcomes, and more re-

presentative 'average' figures of outcome will show.

The results will be more typical and thus more

generalizable to child health centers at large - that

is, they will have greater external validity".

The author agrees with this point of view in the case when

one aims at generalizing the results which are most likely to be the

case when dealing with the national or regional level. In the model I.”

for this study by having more than one office, it will enable general-

izability.

Specification:

Comparative study allows one to have more variables that may

have some causal relation to the outcomes. If one considers one

program for an evaluation study one cannot know what would have happened

if the imputs or processes used were different.

Limitations:

There still are some problems that impair this type of study.

Since programs were not randomly assigned to communities and subjects

were not randomly assigned to programs there will be some unidentified

sources of variation. However, this does not affect the conclusion

that a comparative study is better than a single program study.

The present study compared two types of programs i.e. rehabil-

itation center versus rehabilitation office. It also provided

comparisons within the rehabilitation offices.
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Summary:

The previous section was devoted to discussing evaluative

research and comparative evaluation. Two major authors were reviewed.

The main idea is that evaluative research is a type of applied research

which is directed toward a judgment or decision. A discussion on merits

of comparative evaluation was heavily taken from Weiss (1972a). The

two topics of evaluative research and comparative evaluation, are in

relation to the present study since it is entitled as a comparative

evaluative study. In the following section the concept of evaluation

models will be dealt with and examples of models will be discussed.

III. Models of Evaluation

Generally, a model is a physical, conceptual, or mathematical

representation of something. In evaluation a model is a conceptual

framework for a set of comparison or measurement procedures.

Adams, in "Evaluative Research in Corrections - A Practical

Guide" published by U.S. Department of Justice 1975, reviewed evaluation

models under the following groups although not mutually exclusive groups.

1. Methodological models

Each of the models in this group takes its name from the methods

employed for evaluation. This group includes the nonexperimental model,

the quasi experimental, the experimental, the benefit cost, the operations

research, the systems analysis and the simulation model.

2. Subject matter models:

In these models one thinks of evaluation in relation to aspects

of the subject under study. This group includes models such as the out-

come model which focuses on results, the system model which focuses
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on the overall operation and structure, the input output model which

relates the results to the effort, the process model which evaluates

procedures, and the means-end model which is concerned with the extent

to which processes have been provided in order to reach desired results.

3. Actor - oriented models: or researcher oriented models include

the apprenticeship model and the advocacy model. It may also foster

such a model as the adversary model.

4. Goal oriented models:

This group includes the effectiveness oriented and the efficiency

oriented models. An effectiveness oriented model focuses on finding

answers to whether one process or structure yields better behavior than

another. An efficiency oriented model may focus on either managerial

efficiency or on cost return efficiency. Evaluation then asks about

behavior outcomes and cost outcomes. The ideal goal is maximizing the

benefit while minimizing cost.

S. Broad strategy models:

These models deal with exploration, innovation and adjustment

activities of evaluation. Exploration is the search for ideas, innova-

tion is formulating and testing new ideas, and adjustment is "the process

of making shifts in programs to reflect improvements that are suggested

by special evaluation or by gradual increases in information through

observations or routine evaluation".

6. Academic and industrial models:

The academic or "social science model“ follows a scientific

procedure from hypotheses statement to reaching a decision. The in-

dustrial or policy science model features operations research, systems

analysis, simulation and cost-benefit analysis.
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As has been mentioned before, models serve as guidelines for

the process of evaluation. There is considerable overlap among the

models regarding the methods and strategies of evaluation. While the

first group of models serve as models in themselves they can be used

as strategies for other models.

Burck (1978) viewed evaluation models under the following

classification (1) research design model (modified by Tuchman), (2)

context-input-process-product model (CIPP) by Stufflebeam, (3) medical

approach model which consider the process and style of treatment beside

the outcomes (Anderson, Ball, and Murphy (1975)), (4) economic models

which have been referred to variously as time-effort systems, effort

systems, management information systems, management cost systems, man-

agement by objectives and others, (5) discrepancy evaluation model first

advocated by Provus (1971), (6) adversary model (Levin 1979), (7) formative

summative evaluation (Bloom et a1 1971, and Scriven 1972), (8) trans-

actional evaluation and (9) catergories of criteria, effort, performance,

adequacy of performance, efficiency and process (Suchman 1967).

Some of the models that are taking place in practical evaluation

in the educational field and in rehabilitation are reviewed in this

section.

1. Suchman (1965 and 1967) proposed an intervening variable

model for evaluation. The model is based on the concept

of causality as a chain or nexus of events related along

a time dimension.

He stated:

"Employing the analytic model of intervention process

largely as one attempting to alter the causal nexus between

the independent and dependent variable through manipulation

of the intervening variables by means of which the cause
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leads to the effect, or which modify or condition

the effect".

Three such major independent - intervening - dependent sub-

groupings existx

l. The relationship between the precondition and causal

variables,

2. the relationship between the cause-and-effect variables,

and

3. the relationship between the effect and the consequence

variables.

Each of these pairs of relationships nay be analyzed in terms of the

intervening variables occuring between the two, and each pair offers

a conceptually different possibility of prevention through intervention

with the intervening variable. These three possibilities nay be diagrammed

 

 

          

 

 

as follows.

Preconditions Causes 1 Effects, Consequences

‘; \/ S '

Primary Secondary Tertiary

intervention intervention intervention

(prevention) (treatment) (rehabilitation)     
 

 

VFigure 2.1. VApplication of Intervening Variable Model

Suchman (1967) proposed that this model could be applied to evaluative

researchin the field of health, education and welfare.

The process of evaluation consists of moving through stages

and content categories in such a way as to facilitate a comparison of

program performance with standards while at the same time identifying

standards to be used for future comparisons.
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2. Scriven (1967) presented the methodology of evaluation

in which he discussed the following model issues.

(1) Goals of evaluation versus roles of evaluation: Formative

and summative evaluation

(2) Evaluation versus estimation of goal achievement

(3) Intrinsic evaluation versus pay-off evaluation

(4) The possibility of pay-off evaluation

(5) Comparative versus noncomparative evaluation.

3. Alkin (1969) devised a model of the following components.

(1) Systems assessment; (2) Program planning; (3) Program

implementation; (4) program improvement and (5) program certification.

Systems assessment results in a statement of objectives in

terms of outputs of one school. The data that may be gathered for

such purposesare concerned with the status of the system.

In program planning, information that enables the decision

maker to make planning decisions is provided. The decision maker

then selects the program to be implemented . Then an evaluation of

program implementation determines the extent to which the implemented

program meets the description formulated in the program planning

decision.

Program improvement is achieved by providing as much information

as possible about the relative success of the parts of the program.

In this way improvements of the program can be achieved. Program

certification is the last area of needs for evaluation where information

collected is primarily dependent upon who is the intended decision-

maker. There is a requirement in this part for as reliable and valid

data as possible.
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4. Galvin (1970) applied a system model of vocational rehabil-

itation. The model has five components, i.e. input, process, output,

performance feedback and control, and internal and external constraints.

The model is diagramed in Figure 2.9. Galvin stated that "a system

should be so arranged that the process acts upon each input, at the

appropriate time and in the appropriate sequence, relative to the needs

of the input, to achieve the desired output. (See Figure 2.2).
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AND UNITS 4. JOB PLACEMENT

5. FOLLOW-UP

‘4‘ E. CASE CLOSURE

Iv. PERFORMANCE

FEEDBACK & L(

CONTROL

(Administrative

Research)   
Figure 2.2. A System Model for Program Evaluation.

5. Stufflebeam (1971) introduced a model for evaluating

Educational programs. According to his definition of evaluation, any

evaluation study involves three steps: (a) delineation of the infor-

mation to be collected; (b) Obtaining the information; and (C) providing

the information. He saw evaluation as being of four types, each of them

corresponds to one type of decision.
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These four types of evaluation are context, input, process and product.

 

 

Intended Actual

Planning decisions supported Recycling decisions sup-

Ends by Context Evaluation ported by Product Evalu-

ation

Means Structuring decisions sup- Implementing decisions

ported by Input Evaluation supported by Process

Evaluation    
Figure 2.3. Types of Decisions and Evaluations.

Context evaluation serves planning decisions to determine

objectives; input evaluation serves structuring decisions to determine

project design; process evaluation serves implementing decisions to

control project Operations; and product evaluation services recycling

decisions to judge and react to project attainments.

6. Hills, Vl'aille and Ledgerwood (1973) presented a model

for evaluating rehabilitation programs. The model focused on measure-

ment of effectiveness. The authors considered. effectiveness as:

"Effectiveness may be thought of as a measure of

the adequacy of an organization's programs which

emphasized the degree of goal attainment of an

organization rather than only the cost. Effective-

ness is a functional rather than structural quality

and thus measuring an organization's effectiveness

is most useful in relative rather than absolute terms".

The authors.specified that outcome or effectiveness evaluation can be

attempted by using two different models, a goal model or a systems

model. The goal model is not concerned with the process by which the

output was achieved. It is rather concerned with the output, i.e.

effectiveness is determined by the degree to which an organization

achieves a single goal. The systems model, on the other hand, assumes

the existence of multiple goals for any organization. Therefore, it

is concerned with all processes within the organization.
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"The systems model evaluates the overall effect-

iveness of an organization by the degree of progress

toward its input goals, process goals and system

maintenance goals“.

VMI7. Bennett and Weisinger (1974) suggested a two-dimensiOnal

model for rehabilitation program evaluation. The model includes

program level (total program, program management and service delivery),

and type of measure (effort, effectiveness, effeciency and quality).

The model proposes that for any level of the program, e.g. total

program one can use any type of measure, such as effort. However, when

multiple types of measures are used, they will produce more compre-

hensive information to guide the program development process. They

consider the primary goal of program evaluation is to ask "which

programs are worthwhile" or “why they work best". These findings

may produce information for program decision-making that may result

in the finplementation of a change. (Figure 2.4)

 

Program MEASURE

Level Effort Effectiveness Effeciency Quality
 

Total program

 

Program management

 

 Service delivery      
Figure 2.4. Program level and type of evaluation.

8. Menz F.E., Andrew J., Currie L., Dunn D., and Scheinkman

N., (1974) introduced a process-purposed program evaluation model

which they defined as the following.

"Process-purpose program evaluation is the orderly

procedure for continuously judging and monitoring

program and their processes as to the adequacy with

which the program's proposed purposes are evidenced

in the behaviors of participants in the program.
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Program purposes are the intended effects of the

program on the behaviors of participants in the

program. Processes include all components (e.g. fiscal,

personnel, clients, and specific work tasks for

clients) and sets of relationships (e.g. service

delivery patterns which comprise the total facility

program.

Judgement is the act of placing a valuation on

a particular component's or the total program's

effectiveness. These judgements have their criteria

established in the purposes Of the program and

measured in the behaviors of the program participants.

Monitoring describes "what is going into" and "what

is going on" in the program, merely telling "who",

"what“, "how many“ and "how long". It reports the

status of events, without judgement - Process-purpose

program evaluation, by definition, joints monitoring

and evaluation, such that the status of events,

processes, and effects can both be described and

judged".

9. Levine (1974) took the position that one cannot ignore

the social context in scientific research,proposed an adversary model.

The assumption for this model is that the scientific enterprise as a

whole follows an adversary model. In the adversary model one is dealing

with a situation in which there are "claims and counterclaims, and argu-

ments and counterarguments, each side advanced by an advocate who attempts

to make the best possible case for his position".

10. Wolf (1975) suggested that a judicial model be used in

education. The model depends upon an education hearing "to provide

a more effective way of seeking and presenting balanced factual data".

The model Consists of four stages.

(1) The issue generation stage, (2) the issue selection stage,

(3) the preparation of arguments stage, and (4) the hearing stage.
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11. Spaniol (1975a, 1975b) developed a comprehensive program

evaluation model based on components identified through a review of

16 existing program evaluation models. Spaniol (1975b) suggested that:

"Program evaluation is a systemtic continuous

process of providing information about the value

or worthwhileness of a program for the purpose of

decision-making".

Spaniol (1977.) stated that the model contains three basic components:

(a) purposes; (b) context, and (c) methodology. He further specified

types of evaluation as being input types, process types, outcome types

and systems types of evaluation.

Purpose

Context

Methodology
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Figure 2.5. A Model of Program Evaluation.

(a) Purposes: The purposes for evaluation provide a focus and

orientation to an agency's effort. The purposes for evaluation

may influence the role of the evaluator, reveal the decisions

the organization must make and influence the specific methodology

Chosen for the study. The author further specified three categories

of purpose (a) program justification; (b) planning and policy

analysis; and (c) organizational development.

Context: The emphasis in context is on what program evaluation

is trying to achieve. The components of the context are (a)
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mission statement; (b) goals; and (3) objectives. These components

are interrelated and interdependent.

(C) Methodology: Methodology includes the type of evaluation, the

variables, criteria, tools and measures, design, data collection,

data analysis, a system for judging the meaning of the results,

feedback, decision making and implementation.

12. The Discrepancy Model

The Evaluation Research Center at the University of Virginia

(Yavorsky 1975) developed the Discrepancy Evaluation, which was based

on early works of Provus. The center defined evaluation as:

"The comparison of what is a performance (P),

to an expectation of what should be a standard (S).

If a difference is found to exist between the

standard and the performance, this difference is

known as discrepancy (O). Discrepancies may be

positive, where performance exceeds the standard,

or negative, where performance is less than the

standard. Whereas positive discrepancies may

be resolved inthree ways, an unrealistic standard

may be reforumalted or redesigned; management

may exert greater control over performance, or

if the discrepancy is unmanageable, a program

may be terminated".

S P

redesign L— O—1 control

termination

Figure 2.6. Discrepancy Evaluation Model.
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The Discrepancy Evaluation model (DEM) identified five types or stages

of evaluation which parallel a program's natural developmental stages:

_planning, installation, early operation and stabilization. The five
H—mh h...

stages of evaluation are as follows: (1) Design evaluation, (2) input

evaluation, (3) Process evaluation, (4) output evaluation, (5) cost-

benefit analysis.

Inputs are considered in DEM as "all those things that are

needed to set processes into motion and keep them running". They include

categories such as resources, receptors, staff, independent groups/

organizations, and preconditions.

Processes according to DEM are generally described in terms of

event-sequences, "usually process descriptions describe the intended

interaction of people, materials and media and the context within which

they take place". In short the process will be detailed on how inputs

will be transformed into outputs. This should indicate who is doing

what to whom, how, when and for how long.

Outputs are used interchangeably with such terms as "goal",

“objective" or "outcome". Discrepancy evaluation distinguishes two

types of outputs: terminal objectives and enabling objectives. Terminal

objectives are those products that result from "program-controlled
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processes" and are intended to be fed into the external enviroment.

Enabling objectives are used within the program. An enabling objective

is “both the output of one process and an input to another".

13. Walls and Tseng (1976) viewed the rehabilitation system

as an input-intervention-output paradigm. This paradigm concept permits

systematic, orderly and useful approaches to identification and assess-

ment of issues involved in the measurement of Client outcomes. They

specified that input includes the components of: (l) a general pop-

ulation, (2) a subpopulation consisting of people who need rehabilitation,

and (3) another subpopulation of those who serve as rehabilitation

resources. (See Figure 2.7).“

Intervention, represents the phase during which rehabilitation

takes place. The clients bring along to this phase their physical,

psychological, educational, social and occupational strengths and

weaknesses. The Clients are subject to diagnosis and evaluation,

counseling and guidance, physical restoration, training, placement and

follow-up services. These services serve as vehicles for intensive

Client rehabilitation agent interactions.

Output, at this stage the Client is expected to be lower in

dependency, self-care is improved, self-support is attained or retained

and family life strengthened, and finally the Client reenters the

general population.



34-

VOCATIONAL REHABILITATION SYSTEM

1¢----~INPUT ---dJ‘-s 

 

Pf

 V

Resources 1

 

 

POPULATION Persons

needing

Rehabilitation

 

"§3€I§:J;£T"

| and

{Personal Attributes

Rehab

Iv—l~ Agents

iVOC REHAB SERVICES

Diagnostic or Evaluation

1Counseling and Guidance

Physical restoration

ITraining:

iPlacement:

"Followup:

 

 
  

 

  .‘EPJIE

ower dependency

Self care

Self support

     

 fibal CLIENTS 1|

_.-.-.-.-.-.....a

(Physical

“Psychological!

IEducational

.Social

.0ccupational

{Attributes

‘Other I

Public and

  

 

 

 

 

Private

Agencies ih—ul SELF :~   
Figure 2.7. An Input. Intervention, Output System.
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14. Management By Objectives (MBO)

According to Carroll and Tosi (1973), Management By Objectives

(MBO) was first publicized by Peter Drucker in his "Practice of Manage-

ment, 1954)". McCoreger (196D) advocated the use of an MBO approach.

He directed attention to MBO more as a performance appraisal technique.

He indicated that failure of many performance appraisal programs are

due to resistance to them by both superiors and subordinates and that

.MBO could be a solution to this problem.

In general,the MBO model consists of the establishment of higher

level goals, the development of subordinate goals and action plans,

the intermediate review of goal progress and the final review of goal

accomplishment.

Carroll and Tosi (1973) discussed the following advantages

and uses of the M80 approaches, (1) it detects work activity toward

organizational goals; (2) focus and assist in planning; (3) provides

clear standards for control; (4) provides improved motivation among

managers, (5) makes better use of human resources; (6) reduces role

conflict and ambiguity; (7) provides more objective appraisal criteria;

(8) identifies problems better; and (9) imporves the development of

personnel.

15. Goal attainment scaling.

Goal Attainment Scaling-GAS, was developed at the Hennepin County

Mental Health Service in Minneapolis. The model rests in the general

approach of goal oriented evaluation which involves setting a goal,

implementing a program, determining subsequent goal attainment and using
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this information to modify future activities. The GAS as described

by Kiresuk and Sherman (1968) and Kiresuk and Lund (1978) is a goal

follow-up guide which is "a grid-shaped form consisting of a series of

discrete 5-point scales. When the follow-up guide is filled out, each

scale represents a separate client or program goal area. The five levels

of each scale are defined by concrete behaviors arranged along a hier-

archy of possible outcomes. The nature of these outcomes ranges from

the most unfavorable outcome thought likely to the most favorable out-

come thought likely, with the expected level of success at the middle

level."

The Goal Attainment Scaling ModeJ (GAS) consists of six steps

(1) selection of goal areas, (2) weighting, (3) selection of a follow

up time, (4) statement of the expected outcome, (5) completion of the

form ancillary scale levels, and (6) follow-up using the scale and

calculation of a goal attainment score.

16. Cost-Benefit Analysis:

Cost benefit analysis is an economical approach based on the

assumption that costs of services rendered to a target population can

be considered as a sacrifice of present consumption in order to secure

future benefits. Cost benefit analysis measures the ratio of those

expected benfits to the costs that must be incurred in the present.

Conley (l975)one'of the pioneers in studying cost benefit in the rehabil-

itation field, defined cost-benefit analysis as:

O

"Benefit cost analysis is the systematic process

of comparing the value of a stream of benefits with

the costs of generating these benefits. Benefit

cost analyses are used not only to determine if a

particular program or particular way of prov1ding
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services is worthwhile, but also to rank the

relative desirability of programs and services.

Ranking is necessary because budget constraints

often prevent funding all worthwhile services and

because one service frequently precludes another.

For example, a disabled person can only be trained

for one vocation, at least at a point in time“.

Conley specified four different ways of comparing benefits

and costs: A

(l) The payback period approach shows the number of months

or years required before the accumulated present value of benefits

exceed the present value of costs, (2) the total net benefit approach

shows the difference between the present value of total benefits and

the present value of total costs, (3) the benefit cost ratio approach

shows the present value of benefits generated by each dollar of cost.

It is calculated by dividing the present value of total benefits by

the present value of total costs, and (4) the internal rate of return

approach shows the average annual return per dollar of cost. It is

calculated by finding the discount rate which makes the present value

of future benefits equal to the present value of costs.

SUMMARY OF MODELS

In this section 16 models for program evaluation were reviewed.

Those models were presented by Suchman (1965, 1967), Scriven (1967),

Alkin (1969, Galvin (1970), Stufflebeam (1971), Hills. Viaille and

Ledgerwood (1973), Bennet and Weisinger (1974), Menz et al (1974),

Levine (1974, Wolf (1975), Spaniol (1975b, 1977), The Discrepancy Model

(1975), Walls and Tseng (1976, M80, GAS and Cost-benefit analysis.
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Some of these models are well developed from a theoretical

point of view. However.not all of them were developed for use in re-

habilitation.

Review of models such as those by Stufflebeam, Suchman, Galvin,

Spaniol and Walls and Tseng were very useful to the present study. They

helped in specifying the components of the model of the study and in

selecting variables. The causal model of Suchman was used to identify

the needs of the population of study for rehabilitation services.

IV. Evaluation of Rehabilitation Programs, Methods and Strategies

Rehabilitation is not a simple process. Rather it is a multi-

component process that brings together many inputs with the ultimate

goal of producing changes in the client's conditions and assets.

Therefore,one may acknowledge the tremendous effort that is needed to

evaluate a rehabilitation program.

In the past twenty years, there has been a considerable evaluation

research in the rehabilitation field with different procedures and

strategies. The following relevant literature, was reviewed within

the model that is to be used in this study, i.e. input-process and

outcome. The same Classification was used by Miller and Wargel (1978).

1. Input Studies

Miller and Wargel (1978) considered that input studies

provide information related to program planning questions

such as: How many potential clients are there in the

state? Where are they located? What type Of disability

do they have? What are the service needs of specific
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disability groups? What are the best plans for delivery

of services? What are the average counselor performance

standards with specific disability groups? What are the

sources for referral to the agency?

Miller and Wargel organized studies which address these program

planning questions into five broad categories: (a) estimating the

vocational rehabilitation target population; (b) measuring the vocational

rehabilitation target population, (c) assessing client needs, (d)

planning services, and (e) analyzing the referral process.

2. Process Evaluation
 

This type of evaluation provides information related to program

monitoring. It deals with intervening factors which will affect program

outcomes. Suchman (1967) stated that, "the analysis of process may

be made according to four main dimensions dealing with: (l) the

attributes of the program itself; (2) the population exposed to the

program; (3) the situational context within which the program takes

place, and (4) the different kinds of effects produced by the program".

Weiss (1972b) considered processes in terms of intervening

variables. She stated:

"There can be a further phase in the measure-

ment effort - the specification and measurement

of conditions between program inputs and outcomes.

The reason for giving systematic attention to these

intermediate factors is the expectation that they

will affect outcomes. If certain conditions are

Obtained, outcomes will improve; if these conditions

are not present, the likelihood of outcomes is

lessened". (p. 47-48)
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Walls and Tseng (1976) stated that, the rehabilitation process

includes such components as: diagnosis and evaluation, counseling

and guidance, physical restoration, training, placement and follow-

up services.

Miller and Wargel (1978) stated that, "process studies provide

information related to such program monitoring questions as: What

management information system is most effective for a particular

agency? What procedures and analysis will be used to monitor cases

for compliance to state and federal regulations? How do caseload

size and mix of disability types affect the efficiency and effectiveness

of services? What are the factors which affect caseload management?

How can timeliness of services be insured? How can specific service

components best be monitored? They classified process studies according

- to the following six basic strategies,

(1) Management information systems; (2) case review procedures;

(3) factors of manageable caseloads, (4) caseload management; (5)

study of undue delays, and (6) monitoring service components.

3. Outcome Measurement

This type of evaluation is concerned with measurement of the

final results of a program. In other words, one asks if the program

has reached its goals, and if the products of the program were the

desired ones.

The history of rehabilitation program evaluation indicates

the fact that evaluators started first with counting how many persons

were served. However, this quantity oriented approach showed many

limitations since it ignored the quality of the program. The pure

quantity measure of outcome refers to the total number of "status 26
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closures" which refers to successful closure. General criticisms

and resentment of the Closure system have been growing steadily in

rehabilitation for more than two decades. Viaille (1968) contended

that the aging closure reporting system encourages (1) number of

Closures rather than quality of services, (2) noncomplex cases requiring

least counselor time, (3) premature case Closure to meet quotas, (4)

seasonal demand and uneven case flow, (5) distortion and questionable

practices in reporting because of special cases, etC., and (6) no

recognition for effort expended in cases closed nonrehabilitated.

The quantity approach showed many limitations since it ignored

the quality. Did the program achieve its objectives? For the quantity

approach, the R300 system was useful in finding out how many Clients

were closed in status 26, which simply means that at the end of the

rehabilitation process the Client was gainfully employed. Backer

(1977) reported that the traditional outcome measurement system resulted

in many disadvantages (p. 3).

The last decade witnessed a significant movement toward qual-

ification of outcome measurement. Client gains, client satisfaction,

goal attainment, client Change and Client competencies were new approaches

tried in this way.

General standards for evaluating rehabilitation programs.

In response to the Rehabilitation Act of 1973, the Department

of Health, Education and Welfare established the general standards in

1974 and revised them in 1975. "The purpose of the standards are to

establish criteria for evaluating program effectiveness, for increasing



42

program accountability and for encouraging state vocational rehabilitation

agencies to conduct more comprehensive evaluation of their programs".

The methodology stated that four separate issues would be

addressed in application of the standard. (a) Impact on the target

population (b) degree of Change in reaching gainful activities' goals '

through rehabilitation services (c) program performance in meeting the

priority for providing services to the severely handicapped, and (d)

effectiveness of a program in utilizing available resources.

The nine general standards for evaluation were classified under

three sections (a) persons served, (b) program efficiency, and (C)

client outcomes.

(a) Persons served: In order to assure that one rehabilitation

program objectives and priorities, as identified in the act, are

being adhered to, it is necessary to identify the size and char-

acteristics of the eligible population, the extent to which

rehabilitation services are made available to the eligible pop-

ulation and the respective numbers and types of clients who success-

fully complete the program. Special attention is to be given to an

accurate and detailed evaluation of the manner in which services are

expanded and improved to the severely handicapped.

1. Standard No. 1: To insure that the rehabilitation program

is serving the eligible disable population and to insure

that these services are provided in an equitable manner.

2. Standard No. 2: To insure that the rehabilitated Clients

are placed in gainful employment suitable to their capa-

bi1ities.
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Program efficiency: Program elements are evaluated to determine

whether there is an optimal usage of available resources to

maximize the flow through of Clients, maintaining quality of

services.

1. Standard No. 3: To insure that undue delays are avoided

in providing clients with VR services.

2. Standard No. 4: To insure that available resources are

utilized to achieve maximum operational efficiency.

3. Standard No. 5: To insure that manageable-sized caseloads

are maintained.

Client Outcomes: To determine whether the rehabilitation system

is achieving its stated objectives, it is necessary to ascertain

whether rehabilitated Clients retain, over time, benefits derived

from the rehabilitation system. Therefore, an effective follow-

up system should include a means to determine the degree of client's

Satisfaction with the client's program and services, the percentage

of clients who have remained in gainful employment and the extent

to which those activities are related to skills acquired while

in the rehabilitation system, and the extent to which post-employ-

ment services are needed and provided. A

1. Standard No. 6: To insure that clients Closed rehabilitated

retain the benefits obtained from the rehabilitation process.

2. Standard No. 7: To insure that the need for post-employment

services is satisfied.

3. Standard No. 8: To insure that agencies are consistently

identifying reasons why clients are not successfully

‘rehabilitated.
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Standard No. 9: To insure that the client is satisfied

with the vocational rehabilitation services as developed

with the counselor.

The study group on measurement of outcomes, First Institute

on Rehabilitation issues (Basset 1974) issued the following‘recommenda—

tions.

All states collectively should develop, adopt and complement

a standardized system for measuring client outcomes.

As a minimum, Client change should be measured in these

areas, (1) vocational functioning and potential, (2)

economic independence, (3) physical functioning; and (4)

psychosocial functioning.

An adequate system for measurement of Client outcomes should

include measurement at three points in time - entry, closure

and follow-up.

The agency should insure the integrity of Client assessment

data.

The system selected should meet the following criteria:

(1) change should be measured for clients regardless of

Closure status - statuses 08 (especially those from extended

evaluation), 26, 28 and 30, (2) the measure should require

no or minimal changes in the service delivery systems,

(3) the measure should be easily interpreted, (4) the measure

should require little in-service training of service delivery

personnel, and (5) Administration of the instrument should

require a minimum of the professional's time per case.
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A national outcome reporting system should be developed

utilizing standardized data.

There should be periodic, regional, multi-regional, and

national meetings to discuss evaluation issues, disseminate

information and develop recommendations for a national

policy on evaluation of programs.

A centralized information storage and retrieval system

for rehabilitation, possible utilizing an on-line retrieval

system, should be established at a special center which

would have prime responsibility for developing and operating

the system.

All state agencies should insure that program evaluation

and personnel with related responsibilities be administratively

responsible to top policy making personnel only.

In-service training relative to program evaluation should

be financed and encouraged on a regional basis.

Consideration should be given to creation of additional

closure statuses or modification of the present 26 Closure

to reflect more adequately the vocational status of the

clients.

State and federal rehabilitation agencies should establish

procedures for developing and implementing the recommenda-

tions presented in this report.

Scales of Rehabilitation Gain

Reagles, Wright and Butler (1970) constructed a scale

of rehabilitation gain for clients of an expanded vocational
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rehabilitation program. The scale contains items that tap

personal and social adjustment, as well as vocational functioning.

The scale is composed of 20 items to represent rehabilitation

gain, which is the difference between a client's pre- and

post-rehabilitation status and is completed by the Client prior

to and following the provision of rehabilitation services.

The Virginia Department of Vocational Rehabilitation con-

ducted a special three-year demonstration program in cooperation

with human resources agencies in Norfolk, Virginia in connection

with the model program. The Virginia scale is composed of 18

items, including vocational items and self-perception measures.

The scale measures work status, economic dependency and

psychological well-being of clients who have received vocational

rehabilitation services. (Basset, 1974).

Client Satisfaction

The rehabilitation client usually applies for rehabilitation

services to satisfy his needs. Therefore, Client satisfaction may be

thought of as a relevant measure for rehabilitation outcome.

Reagles, Wright and Butler (1970b)devised the Client Satisfaction

Scale which is composed of 14 items. The Scale takes the form of a

follow-up questionnaire that scores client responses and rates them.

The item content of the scale is focused on the Client satisfaction

with one central aspect Of his rehabilitation program, his intention

and activities with the counselor, e.g. frequency and length of contacts,

the counselor's understanding and interest. The Scale is completed

six months after closure.
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The New Jersey Division of Vocational Rehabilitation Services

has developed a questionnarie composed of 13 items to be used in follow-

up to measure Client satisfaction with vocational rehabilitation,

public assistance status, job history and present occupational status.

(Bassett, 1974).

Human Service_§ystems Scale

Researchers at the University of Wisconsin Rehabilitation

Research Institute have developed the Human Service Scale (HSS).

Bolton(1977)reported that the technical development of HSS was first

reported in a thesis by Kravetz in 1973. Reagles and Butler (1976)

provided a brief description of the instrument and its potential

applications.

The scale is a self-reporting questionnaire based on Maslow's

hierarchy of basic human needs. It is assumed that the individual

Client's progress is based on the extent to which needs are satisfied.

The scale is composed of 80 items which are scored in seven

need subscales.

1. Psychological need

2. Emotional security need

3. Economic security need

4. Family need

5. Social need

6. Economic self-esteem need

Vocational self-actualization

The scale has a diagnostic value, as well as value insofar as

describing client change from the time of entry into a service system

to time of closure. The system is highly theoretical.
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Goal Attainment Scaling (GAS),

Goodyear and Bitter (1974) reported a study of the use of GAS

at a rehabilitation hospital in Colorado. They concluded that GAS was

a useful technique for measuring Client change as a result of rehabil-

itation counseling services conducted in a rehabilitation setting.

The Research Utilization Laboratory at the Jewish Vocational

Service in Chicago produced a manual (1976) for applying GAS in rehabil-

itation settings.

Weighted Closure

The weighted closure approach was designed to avoid the many

disadvantages of taking the 26 status as the only indicator of rehabil-

itation success. Therefore, the wighted closure approach is aimed

at reflecting the fact that some Clients are harder to assess, counsel,

train and place than others. Bassett (1974) stated:

"The weighted closure approach is considered by

many to be the best available answer to the problem

of service criteria, adequacy of counselor performance

and of cost-benefit analysis". (p. 32)

Backer (1977) cited the following weighted closure systems

as being developed or in experimental use. (p. 31)

Rehabilitation Difficulty Index (Kunce, et. a1. 1969)

Weighted Closures (Berkowitz, 1972)

Florida Difficulty Index (1973)

Oklahoma System Service Outcome Measurement Form

Case Difficulty Index (Sermon, 1972)

Service Outcome Measurement Form (Westerheide, Lenhard

and Miller, 1974)
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Actuarial System for Weighting Case Closures (Noble, 1973)

Difficulty Index (Silver, 1969)

Vocational Adequacy at Closure Measure (Eber, 1966)

Pattern-Probability Approach (Bouge, 1975)

Backer (1977), however, Cited gain scales, goal attainment

scale and the human service systems scales as part of weighted closure.

Scales of Functional Assessment

The movement of rehabilitation toward rehabilitation of the

severely disabled persons and rehabilitation for independent living

which started in the 1970s resulted in a new trend in evaluating

rehabilitation outcomes, that is functional assessment.

The philosophy behind functional assessment is that success

of rehabilitation programs depends upon teaching the patients to use

their existing abilities to daily living activities through improve-

ment of their functioning in these activities.

In the last few years there have been several scales developed

to assist in assessment of rehabilitation Client functions as a method

to evaluate rehabilitation outcomes.

The Level of Rehabilitation Scale

Carey and Posavac (1977) published the Level of Rehabilitation

Scale (LORS). The scale includes categories as activities of daily

living, cognition, home activities, outside activities and social

interaction. Activities included in the scale are rated by professional

interviewers.



50

The Functional Assessment Inventory (FAI)

This scale was developed by the Department of Physical Medicine

and Rehabilitation at the University of Minnesota in response to the

need for an instrument which could aid in the assessment of vocational

rehabilitation Clients. The scale is composed of thirty items under

five categories, i.e. sensory motor, psychological and intellectual,

social and biographical and environmental.

Rehabilitation Indicators: A Method for Enhancing Accountability and

the Provision of Rehabilitation Services.

Diller, Fordyce, Jacobs and Brown (1978) developed the rehab-

ilitation indicators method at the Institute of Rehabilitation Medicine,

New York University Medical Center.

RehabilitatiOn indicators provided a generic language that

can be used to describe a rehabilitation Client's behavior and relevant

environment. These behavioral and environmental indicators can be

used to describe as broad or narrow a range of goals and sub-goals as

needed by varying Clients and in a variety of rehabilitation settings.

Through comparison of descriptions of actual behaviors and goals marked

on the same indicator, the outcomes of rehabilitation can be described.

Four types of rehabilitation indicators have been developed:

(1) Status Rehabilitation Indicators: describe statuses such

as "living arrangement" and "employment status" (2) Activity Pattern

Rehabilitation Indicators: describes recreational, self-care, educational

and other activities selected by the Client in day-to-day living (3)

Skill Rehabilitation Indicators: describe behavioral "tools" that



51

constitute client strengths and problems (e.g. "walking up/down stairs",

"reading a newspaper".) (4) Environmental Rehabilitation Indicators:

describe aspects of the physical, social and personal environment

that act as barriers to and/or supports in Client's reaching their

goals.

Rehabilitation indicators have three major purposes that they

have been developed to address:

(1) Improving accountability for rehabilitation efforts by

expanding the number of behavioral dimensions defined as important

to the Client's information base (e.g. vocational, social, independent

living and other dimensions) and by increasing the objectivity of the

information base (2) improving the provision of rehabilitation services

through improvement of information that is used in forming individual

rehabilitation plans and rehabilitation program plans, and (3) providing

a tool that can be used to define operationally "disability" and "needs“.

A Competengy-Based Client-Outcome Evaluation Strategy

The Rehabilitation Research Institute at the University of

Michigan is working on a new model for comprehensive evaluation in

rehabilitation programs. The following are the developmental activities

for this approach outlined by Miller, et. a1. (1977).

1. Document the program development/program evaluation process.

A clear description is needed of the parallel and dependent

efforts between rehabilitation program development and

program evaluation. This statement should include a

description of the steps involved in the planning and

delivery of rehabilitation programs.
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Develop a taxonomy of rehabilitation outcomes. This

taxonomy should include broad domains of rehabilitation

outcomes (e.g. psychological, physical, social, vocational

and economic functioning) in terms of specific terminal

(end of rehabilitation process) outcomes related to each

of the broad domains, and intermediary (during program)

outcomes which could be used to monitor client progress

throughout the rehabilitation process.

Develop a catalog of measures related to outcomes. Once a

taxonomy of outcomes is developed, new and existing re-

habilitation outcome measures and program administrative

instruments will be linked to the specified outcomes.

Relate outcomes to rehabilitation services. As a taxonomy

of outcomes is developed, it will be related to existing

areas of rehabilitation services (e.g. outreach, assessment,

counseling, restoration, training, placement). Outcomes

within case service statuses which relate to rehabilitation

services will be specified. This will help provide guide-

lines for determining what outcomes might be expected to

occur during.

Describe variables in the rehabilitation system. There

is a need to identify, describe and measure the multiple

variables (internal and external) impacting on rehabil-

itation outcomes.
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6. Train program evaluators to use the evaluation system.

Effective use of the proposed system will depend on providing

technical assistance to train state agency program evaluators

to use the system to design evaluation proceduresappropriate

to the needs of their own agency.

Cost Benefit Analysis

Cost benefit analysis has been introduced by economists as a

way to justify costs of public programs by showing how much they give

in return for costs. The field of rehabilitation has witnessed many

studies using the techniques of cost-benefit analysis.

Conley (1969) computed benefit-cost ratios from national

vocational rehabilitation program data for the 1967 fiscal year. He

found that rehabilitated persons during that year increased their

lifetime earnings by about eight dollars for each dollar of the social

cost of rehabilitation service. Conley estimated that social costs were

at least 50% higher than program costs.

The Michigan Department of Education, Division of Vocational

Rehabilitation (1970) used the total increase in lifetime earnings for

the benefit-cost calculation.

The same approach was used by Wright and Reagles (1971) to

measure the economic impact of an expanded program of vocational re-

habilitation.

Noble (1977) noticed that, although aware of possible existence

of such benefits to the disabled as improved capacity for self care,

increased mobility, reduced pain and suffering and increased satisfcation
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with life, economists avoided evaluation of such benefits because of

measurement problems and data insufficiencies. 1

Noble, (1977) in examining 13 studies applying the cost-benefit

approach, stated that significant differences in benefits and cost

components, discount rates, and the populations studied make direct

comparison among the 18 studies and their results extremely difficult.

Noble warned that many aspects must be considered in such an approach

as a tool for policy making or decision making. He reported that the

state of the art needs substantial upgrading before cost-benefit analysis

can be taken seriously as a guide to priority setting in the field

of rehabilitation. Following is a summary of his recommendations:

(1) Need for research to create better instruments for measuring

the full range of benefits that may flow from rehabilitation, including

homemaker and other unpaid outputs, reduction of functional limitations

in activities of daily living, and improved social and psychological

well-being; (2) there is a need to improve cost accounting data; (3)

the statistical reporting system stands in need of quality assurance;

(4) there is a need for study of the values that individuals and families

place on the potential range of rehabilitation benefits. Such study

would help us to understand how to translate into monetary units

observed changes in homemaker and other unpaid work outputs and in

activities of daily living (ADL functioning). This might make it pos-

sible to combine both market and non-market measures of benefits into

a single global measure that could be compared by costs; (5) better

mortality information is needed. Conceivably, the federal government

could develop standardized life tables for all ten of its disability
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transtr payment programs; (6) there is a need for a national panel

study of disability, paralleling the OED panel study of Income Dynamics;

(7) there is a great need for controlled studies of the comparative

benefits and costs of rehabilitation; and (8) it might be strategic

for the federal-state rehabilitation program to de-emphasize competitive

work as its principal objective.

V. Relevant Studies in Evaluating Rehabilitation Programs in Egypt

The problem of evaluating rehabilitation programs in Egypt has

been stressed since 1966, when the Ministry of Social Affairs conducted

the "Study on the Effectiveness of Rehabilitation Programs". The study

was in the form of a follow-up survey of those who were rehabilitated

in the preceeding five years (1960-1965). The population was stratified

according to type of disability and a random sample taken out of each

stratum. The results of the study were very helpful in program develop-

ment in subsequent years.

In the period from 1966, different evaluation studies were

carried out to evaluate specific research programs. A Cost-Benefit

Study was done with the Cardiac Program (Hassuna, 1973).

In 1977 an institute for program evaluation in the field of

rehabilitation was established in collaboration with the U.S.-NIHR.

The institute has a plan to train people, conduct research and apply

evaluation strategies in the field. The present study was supported

in part through the institute.

VI. Synthesis of what the Literature Contributed to this Study_

The literature on definitions of program evaluation was very

helpful both from a theoretical and operational point of view to the
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present study. These definitions helped in construction of the model

to be used in the study and in devising the procedure and methodology

of investigation. The comparison between research and evaluation research

as considered by Suchman (1967) and Weiss (1972) was very helpful in

identifying the study as being of an evaluative comparative nature

since it met the criteria stated by Weiss (1972). Citation of different

evaluative models helped as rationale for the model that was used in the

study (see Chapter three) and the application of the model that was

introduced by Suchman (1967). Strategies and methods of evaluating

rehabilitation programs defined what stage the art of program evaluation

in the field of rehabilitation is in and how it reached this last stage.

This review of literature as related to each other helped the author

to fulfill the following aspects, (1) to conceptualize a model that

is in fact related to most of the available models and to test its

applicability, (2) to select the variables of study, (3) to select to

compare between two programs rather than to evaluate one program and

(4) to select more than one aspect for measurement of outcomes.

Summary

In this chapter six topics were discussed from a literature re-

view point of view. First a group of definitions on program evaluation

was reviewed. Second, evaluative research was compared to non evaluative

research. Third, current models used in the field of education and

rehabilitation were cited and discussed. Fourth, evaluation methods and

strategies for evaluating rehabilitation programs were reviewed. Fifth,

relevant studies completed in Egypt were stated, and, sixth a synthesis

' of what the literature contributed to this study was made.
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In chapter three the methodology for this study is presented

regarding the objectives of study, sampling techniques, instruments,

collection and processing of data, statistical analysis and definition

of terminology.



CHAPTER THREE

METHODOLOGY

In this Chapter the research methodology is described. The

sampling for each group is described along with procedures used in this

study. The instruments used for collecting data are explained along

with the analysis of data, the evaluation model is specified and statis-

tical methods are discussed.

Objectives of the study:

This study was designed as a comparison between two models of

rehabilitation facilities serving hearing impaired persons in Egypt.

The first model is the rehabilitation center model with most rehabili-

tation services provided within the center. The second model is the

rehabilitation office model where most rehabilitation services are

community based i.e. outside the office. Specifically the objectives

of this study were,

1. To apply a three component evaluation model, input, process

and outcome and to test its applicability to the two re-

habilitation programs.

2. To analyze the inputs to the two rehabilitation programs

for hearing impaired persons.

3. To analyze the two rehabilitation processes for hearing

impaired persons.
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To evaluate outcomes of the two rehabilitation programs for

hearing impaired persons.

To study the needs of hearing impaired persons for rehabili-

tation services.

To provide feedback from the evaluation to the two rehabili-

tation programs.

To develop alternative model(s) for rehabilitation of

hearing impaired persons in Egypt.

This study was conducted to compare two approaches (models)

of rehabilitation service delivery for hearing impaired persons in Egypt

using a three component evaluation model of input-process and outcome.

The sample of the study was of two types.

1. Client Sample: The Client sample was defined as those hearing

impaired persons who completed their rehabilitation program

in the rehabilitation center or a rehabilitation Office from

January lst, 1977 to December Blst, 1978. The starting point

of rehabilitation was not defined as a criterion. However,

fOr the center, the subjects may have stayed for a period

from one to two years. For the offices this period was much

more brief.

The sample of rehabilitation facilities:

Those rehabilitation centers and/or offices that provide

rehabilitation service for the hearing impaired person

(a) Rehabilitation centers: There was only one center

for the hearing impaired at the time of investigation.

The center is located in Cairo City.
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(b) Rehabillitation offices: There was at least one

rehabilitation office in every governorate in Egypt

at the time of study (26 governorates); they are located

in:

Cairo, Alexandria, Port Saiid, Suez, Ismailia, Gharbia,

Behira, Kafr El Sheikh, Shar Kiah, Menofia, Kaliebia,

Dakahlia, Damielta, Giza, Menya, Fayoum, Benisuef,

Assiut, Souhag, Qina, Asswan, South Sinaii,North Sinaii

Matreuh, Red Sea, and the New Vally.

The Subjects:

The Cairo Rehabilitation Center for the hearing impaired was

taken as the unique comprehensive center to be compared with other Offices.

For the purposes of this study, Egypt, was considered to be of eight

regions including Greater Cario. Every region was taken as a stratum.

Therefore there were eight strata from which the sample was selected.

From each stratum (region) one rehabilitation office was randomly selected

to serve as a cluster sample. That means that in a selected office

all hearing impaired persons that met the criterion were all taken to

form the cluster. A cluster was the clients served by the Office who

met the criterion i.e. completed their rehabilitation program in the

period from January lst 1977 to December Blst, 1978.

Cluster sampling is known to have the main advantages of increased

convenience and reduced costs. However, there was another advantage

related to the present study, that is, it provided a way of describing

complete cohorts of clients according to input characteristics and
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outcomes. The following governorates were shown as a result of random

selection to be the sample for this study.

Alexandria, Gharbia, Port Saiid, Dakahlia, Fayoum,Assiut, and

Qina.

Cairo Rehabilitation Center for the Deaf was taken as the only

cluster representing the rehabilitation center model. Figure 3.1 shows

the strata and the sample centers and offices.

The eight clusters selected for the study included 310 persons.

Thirteen persons were not interviewed for different reasons. 297 subjects

were interviewed. For these interviews form A was used. Table 3.1

shows the distribution of the sample subjects according to Clusters of

settings.

Table 3.1. Sample subjects by facility and sex

 

 

 

Facilities Males Females Total

Cairo Center 48 25 73

Offices

Alexandria ' 7O 27 97

Gharbia 32 14 46

Dakahlia ll 7 18

Portsaiid lO 8 18

Fayoum lO 7 l7

Assiut l6 3 19

Qina 6 3 9

Subtotal offices 155 69 224

Tota1 203 94 297
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Region (stratum) Governorates Selected for study

Greater Cairo Cairo Giza and Cairo

Shubra El Khima

North Western Delta Alexandria, Behira, Alexandria

Kafr El Sheikh

Canal Zone Port Saiid, Suez, Port Saiid

Ismailia, Sinaii

(North and South)

and Red Sea

North Eastern Delta Sharkia-Dakahlia- Dakahlia

Damiette

Middle & Delta Gharbia, Menofia Gharbia

and Kaliobia

Middle upper Egypt Benisuef, Menya Assiut

and Assiut

South upper Egypt Souhag, Qina and Qina

Asswan ‘

Fayoum and Western Fayoum, Matrouh Fayoum

Desert and New Valley

 

Figure 3.1. Regions, governorates and sample of centers and of Offices of

rehabilitation in Egypt.
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For the purpose of process analysis and some input variables

all rehabilitation facilities that rendered rehabilitation services

for the hearing impaired at the time of this study (1980) were taken as the

sample of settings and were surveyed regarding the process component

in the evaluation model along with some of the inputs.

Model for Program Evaluation

For the purpose of this study two models for evaluation were

used. First, the evaluation model presented by Suchman (1967) which

was reviewed in Chapter 2,and second,a three component model that was

drawn from the several models that have been reviewed in Chapter 2.

The model has three main components, inputs, processes and outputs.

The general idea is that processes work upon input variables to reach

desired outcomes. Under each of the three main components there are

specific variables. The variables were selected from reviewing the

literature on program evaluation as discussed in Chapter 2. The model

is diagrammed in Figure 3.2 (See Appendix A for description of the model).

Instruments:

Two instruments were used in this study. First, form A is a

questionnaire which was used in an interview with each subject to obtain

information related to input and outcome variables and to document

data relevant to specific process variables (see Apendix B). Secondly,

form B is a questionnaire that was addressed to the managers of the

rehabilitation facilities regarding variables relevant to processes

and specific inputs (see Apendix C).

Both questionnaires were designed by the researcher, reviewed

by a panel of experts in the Egyptian Institute for Program Evaluation
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and the author's Doctoral Committee at Michigan State University. The

two forms were pilot tested on a small scale and relevant Changes took

place as needed. Form A was pretested with 20 subjects in Alexandia,

Cairo and Qina. Form B was pretested in the Gharbia and Qina offices.

The questionnaire forms were then printed in a final format for utilization.

The main changes that took place according to both reviews and pretests

were mostly in the grammatical structure of the items rather than in

substantive ways. The questionnaires were originally developed and

presented in Arabic Language. Appendix D and Appendix E are the Arabic

versions of questionnaires Form A and 8.

Procedures of data collection.

Four procedures were used to collect relevant data for this

study. First, basic information regarding the subject such as name,

address and date of application for rehabilitation service was taken

from the files of the clients in the rehabilitation facilities. Secondly,

data regarding the case flow through the rehabilitatin process were

taken from the files of clients and/or other records of the rehabilitation

facilities. Thirdly, data regarding Client inputs and outcomes were

taken through an interview with the client and his/her family using Form

A. Every subject was interviewed by two skilled and trained interviewers

to insure the reliability of the data, and fourthly data for form 8

of the questionnaire were obtained through an interview with the manager

of the rehabilitation facility and from records.

The interviewers were Chosen from a pool of well trained social

workers who hold B.Sw degrees and a long history of involvement in
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Inputs Processes Outcomes

Client inputs Client Evaluation Physical restoration

Impairment Medical

Socioeconomic Social

Educational Educational

Vocational Vocational Employment

Emotional Emotional

Staff . Services

Professional Economic Outcomes

Administrative Physical Restoration

Counseling

Buildings Education

Vocational training Psychosocial Outcomes

Budget Personal Adjustment

Social Services

Placement

Equipment Follow up

Administration and

Case Management    
Figure 3.2. A model for program evaluation in rehabilitation of disabled

persons.
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research work. All of the interviewers were well acquainted with the

rehabilitation terms and system but none of them were working in the

same facility where they interviewed subjects.

The Department of Rehabilitation in the Ministry of Social

Affairs issued an informative letter to the local directorates of

Social Affairs in the governorates which were selected to serve as

cluster sub-samples. The letter specified the purpose of study and thenames

of responsible representatives who were going to manage the field work

at the local levels. Those representatives were selected from the

Department of Social Statistics and the Department of Rehabilitation

in Cairo. Local Directors of Social Affairs were asked to name persons

who would participate in collecting data at the local level. The eight

central representatives and the 60 local interviewers were invited

to a short training session in Cairo which lasted for one and one half days.

The training session was directed by both the General Director of the

Rehabilitation Department and the General Director of Statistics.

Subjects who formed the Cluster samples were approached by direct personal

contact from the rehabilitation facility informing them about the purpose

and time of the interview. It was decided that every subject would be

interviewed by two interviewers and in the presence of an adult hearing

member of the family. It was also decided that each pair of interviewers

would not interview more than 10 persons. Representatives from the

Department of Statistics acted as auditors on two levels (1) office

auditing by reviewing all the information and (2) a field sample of

25% of all subjects were reviewed.
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Data Processing:

1. Form A: The collected data were delivered to the Computer

Center at Am Shams University in Cairo City where the

following steps were taken. Coding of the responses by a

well trained programmer in the center. The programmer and

the researcher agreed on the type of tables that would be

required for the purpose of this study. The rest of the

steps were completed in the Computer Center and data were

mostly tabulated in frequencies and percentage.

2. Form B: This form was manually processed as there were

only 25 facilities, and few variables. The need existed

to have a type of content analysis to describe the context

of the two rehabilitation programs and the processes taking

place in them.

Statistical Analysis

The results of this study were descriptive and were compared

for the two models i.e. rehabilitation center and rehabilitation office

on the basis of the compments of the evaluation model. Most of the

data printouts were in cross break type. A cross break was defined

by Kerlinger (1973) as a "numerical tabular presentation of data usually

in frequency or percentage form, in which variables are cross partitioned

in order to study the relation between them(p. 159)". Percentages and

proportions were heavily used. This type of data suggested the use of

nonparamertic approaches and specially the chi-square approach. The
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rationale for using descriptive and nonparametric statistics was that

the responses to different variables were mostly qualitative rather

than quantitative. Descriptive statistics as described by Bennett and

Weisinger (1975) "Concerns itself with collecting, tabulating, sum-

merizing and presenting data for the purpose of descibing a population

or a program. Its basic usefulness is the reducing of large masses of

data into a meaningful form." In introducing the chi--square as a method

v... _._..__.._.___.,-.—_ >—

for analyzing qualitative data, Hays (1981) stated that thereare

'Tesearch problems in which one wants to make direct inferences about

two or more distributions either by asking if a population distribution

has some particular specifiable form, or by asking if two or more

population distributions are identical. These questions occur most

often when both variables in some experiment are qualitative in character,

making it impossible to carry out the usual inferences in terms of

means or variances. In these instances there was a need for methods

to study independence or association from categorical data."

Summary:

In this Chapter methodology was discussed. Objectives of study

were restated, the sampling procedure was described, the model of program

evaluation was introduced, procedures of data collection, data processing

and statistical analysis were explained. In Chapter four, data will be

analyzed and results explained in the same order the objectives of the

study were listed.



CHAPTER FOUR

ANALYSIS OF RESULTS

In Chapter one the objectives of this study were stated, in

Chapter two literature related to the present study was reviewed and

in Chapter three methodology of research was described. In the present

chapter results of the study are analyzed. The objectives of study as

stated in chapter 1 are used as the organizational context in presenting

the results.

Objective No. 1: To apply a three component evaluation model, inputs-

processes and outcomes and to test its applicability.
 

As was discussed in Chapter three, the evaluation model was

conceptualized on the bases of many current models in the fields of

education and rehabilitation. Te fUlfill this objective, the rehabil-

itation program for hearing impaired persons was viewed as a system

of inputs, processes and outcomes. Inputs deal with variables put into

the program as client variables, staff variables, buildings and budget.

Processes include those actions and activities that are carried out to

bring desired outcomes. Processes include diagnosis, services, place-

ment and followup. Outcomes are those desired Changes that the programs

attempt to implement. The model was applied in this study first to guide

the methodology and specifically in constructing the research instruments

i.e. questionnaire forms A and B. (see Appendix B and C respectively).
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These questionnaires may be looked at as being operational definitions

of the proposed model. The model helped in collecting data relevant to

identifying the discrepancy in the intervention process which in turn

was contrasted against the model proposed by Suchman (1965 and 1967)

to assess the need for early intervention for the target population.

By carrying out this study, the model was in fact subject to

exploration of its utilization value. The author believes that the model

helped in (1) design of the methodology of study (2) specification of

its body of objectives, i.e. objectives 2-5, (3) construction of instru-

ments for collecting data and (4) conclusion and results.

Objective No. 2: To anaLyze inputs to the rehabilitation program for

hearing impaired persons inggypt,

For this objective, Form A and Form B were used to collect

data on relevant variables. Table 4.1 shows the distribution of subjects

by sex according to rehabilitation facilities. For the Cairo center

65.8% were males and 34.2% were females, while for offices the percent

of males and females were 69.2 and 30.8 respectively. Sex ratios differed

froml.25in Portsaiid office to 5.33in the Assiut office. The overall

sex ratio was 2.16. When applying the person's Chi square for association

to test the hypothesis that there is independence between sex and type

of program i.e. center or office, the hypothesis failed to be rejected

at a = .05 which means that there is no statistical significant difference

between the centr and the offices regarding distribution of subjects by sex
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Table 4.1. Hearing Impaired subjects by sex-and Rehabilitation Facility,

in Egypt. .

Facility Males Females Total Sex ratio

males/femles X100

Centers

Cairo 48 25 73 192

65.75% 34.25% 100.00

Offices

Alexandria 70 27 97 250

72.16% 27.84% 100.0%

Gharbia 32 14 46 229

69.57% 30.42% 100.0%

Dakahlia 11 7 18 157

61.11% 38.89% 100.0%

Portsaiid 10 8 18 125

55.56% 44.44% 100.0%

Fayoum 10 7 17 142

58.82% 41.18% 100.0%

Assiut 16 3 19 533

84.21% 15.79% 100.0%

Qina 6 3 9 200

66.67% 33.33% 100.0%

Subtotal Offices 155 69 224 225

69.20% 30.8% 100.0%

Total 203 1 94 297 216

68.35% 31.65% 100.0%    
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Table 4.2 presents the distribution of the sample subjects according to

their age at the time they applied for rehabilitation services. For

the Cairo rehabilitation center 38.36% of the subjects were under 15

years of age at the time they applied for rehabilitation services while

for the same category of age the subjects of rehabilitation offices

were 8.04%.

To test the hypothesis that age distribution is independent

of type of program, Parson Chi square was used and the hypothesis was

rejected at a = .05 which means that age at application is associated

with type of program. Rehabilitation offices received clients who are

significantly older than clients who applied to the Cairo center. This

may be due to two reasons, (1) that the center limits its services to

individuals who are under 25 years of age, and (2) the center is a

part of a comprehensive integrated service that puts in clients who

finish their education at the age of 12 years.

Table 4.3 shows the distribution of subjects by age at detection

of hearing impairment. This table shows that 75.08% of the sample sub-

jects were identified as suffering from hearing impairment under three

years of age while 14.19% were so from the age of 3 to less than 5 years,

8.08% from 5 to 9 and 2.69% from the age of 10 and above. This means

that most subjects applying to rehabilitation services because of hearing

impairment were impaired in the preschool age (89.27%). This age period

is the most critical period for acquisition of language.
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Table 4.2. Hearing Impaired subjects by age at application for

Rehabilitation and Rehab;;;tation facility in Egypt

N a

Facility 10—14 15-19 20-24 25-29 30+ Total

1. Centers

Cairo 28 36 9 - - 73

38.36% 49.32% 12.32% 100.00%

2. Offices

Alexandria 5 57 22 9 4 97

5.16 58.76 22.68 9.28 4.12 100.0

Gharbia 3 23 9 7 4 46

6.52 50.0 19.57 15.22 8.70 100.0

Dakahlia 2 6 5 1 4 18

11.11 33.33 27.78 5.56 22.22 100.0

Portsaiid 2 5 5 5 1 18

11.11 27.78 27.78 27.78 5.55 100.0

Fayoum 3 6 7 1 - 17

17.65 35.29 41.18 5.88 10010

Assiut l 6 6 4 2 19

5.26 31.58 31.58 21.05 10.52 100.0

Qina 2 5 1 1 - 9

22.22 55.56 11.11 11.11 100.0

Bibtotal Offices 18 108 55 28 15 224

8.04%’ 48.21% 24.55% 12.50% 6.70% 100.0

Total 46 144 64 28 15 297

15.49% 48.48% 21.55% 9.43% 5.05% 100.0%
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Table 4.3. Hearing Impaired Subjects by age at detection of hearing

Impairment and Rehabilitation facility in Egypt.

From birth 3 - 5 - 10+ Total

Facility to less than

3 years

Centers

Cairo 44 19 8 2 73

60.27% 26.03% 10.96% 2.74% 100.0%

Offices

Alexandria 78 14 5 - 97

80.41% 14.43% 5.16% 100.0%

Gharbia 37 3 5 1 46

80.43% 6.52% 10.88% 2.17% 100.0%

Dakahlia. 16 - - 2 18

88.89% 11.11% 100.0%

Portsaiid 14 - 2 2 18

77.78% 11.11% 11.11% 100.0%

Fayoum 13 3 l - 17

76.47% 17.65% 5.88% 100.0%

Assiut 16 - 2 1 19

86.21% 10.53% 5.26% 100.0%

Qina 5 3 1 - 9

79,91% 10.27% 7.14% 100.0%

Subtotal Offices 179 23 16 6 224

79.91% 10.27% 7.14% 2.68% 100.0%

Total 223 42 24 8 297

75.09% 14.14% 8.08% 2.69% 100.0%     
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The incidence of hearing impairment at this very early stage

of life reflects the fact that the primary causes of impairment are

congenital causes and infant diseases. These facts are Clear from

Tables 4.4 and 4.5. Table 4.4 shows that 49.8% of subjects were impaired

by congenital effects. 44.4% by diseases and 5.4% because of accidents.

The diseases most contributory to hearing impairment were measles,

menigitis, typhoid, mumps, wooping cough and some other diseases. It

is a fact that measles is now controlled mainly by immunization. Meningitis

is still a basic fatal disease which leaves the few survivors with damage

to the inner ear. Other diseases specially otitis media are now treated

with antibiotics.

Congenital deafness is due to heredital factors affecting the

fetus. The fact that marriage among relatives is a common pattern in

Egypt may be a major contributing factor. The fact that genes responsible

for hearing impairment are mostly recessive makes it very likely that

such genes accumulate in kinship marriage and reveals hearing impairment

in the offspring which was not in their parents. Table 4.6 shows dis-

tribution of subjects according to incidence of hearing impairment in

there fathers, mothers or both parehts. Table 4.7 shows the distribution

of subjects to those whose parents had a kinship before marriage or not

and by prevalence of hearing impairment in siblings. Table 4.7 shows

that of those whose parents were relatives before marriage 50.8% had

some or all siblings as hearing impaired. While those whose parents

were not of any kinship before marriage only 22% had siblings who had

hearing impairment. From all the sample 44.44% of the subjects were

from parents that were related before marriage.
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Table 4.4. Hearing Imired Subjects by Primary Cause of Hearing Impair-

ment in Egypt.

Facil ity Congenital Disease Accidents Drugs Total

1. Centers

Cairo 33 39 1 - 73

45.21% 53.42% 1.37% 100.0

2. Offices

Alexandria 34 53 9 l 97

35.05% 54.64% 9.28% 1.03% 101.0

Gharbia 34 8 4 - 46

73.91% 17.39% 8.70% 100.0

Dakahlia 13 5 - - 18

72.22% 27.78% 100.0

Portsaiid 5 13 — - 18

27.28% 72.22% 100.0

Fayou 13 3 1 - 17

76.47% 17.65% 5.88% 100.0

Assiut 14 5 - - 19

73.68% 26.32% 100.0_

Qina 2 6 1 9

22.22% 66.67% 11.11% 100.0

Sibtotal Offices 115 93 15 1 224

51.34% 41.52% 6.69% .45% 100.0

Total 148 132 16 l 297

49.83 44.44 5.39 .34 100.0       
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Table 4.5. Hearing Inpaired SubjectgzImaired by Disease in Egypt

N I

 

 

 

 

 

 

 

 

 

 

         

Facility Measles Meningitis Typhoid Munps oping Other Total

Bough

1. Centers

Cairo 7 16 13 - 2 l 39

17.95% 41.03% 33.33% 5.13% 2.5“ 100.0

2. Offices

Alexandria 33 7 3 - - 10 53

62.26% 13.20: 5.66% 18.87% 100.0

Gharbia 7 - T - - - 3

87.50% 12.50% 100.0

Dakahlia - - - - - 5 5

100.0% 100.0

Portsaiid 8 3 - - - 2 13

61.54% 23.08% 15.31 100.0

Fayoum - 2 l - - - 3

66.67% 33.33% 100.0

Assiut - 2 - 2 - 1 5

40.0% 40.0% 20.0% 100.0

Qina 3 2 - . - 1 5

50.0% 33.33% 16.67% 100.0

Subtotal Offices 51 16 5 2 - 19 93 .

54.84% 17.20% 5.38% 2.15: 20.43% 100.0

58 32 18 2 2 20 132

43.94%] 24.24% 13.63% 1.52% 1.52% 15.15% 100.0
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Table 4.6. Prevalence of hearing impairment among parents of subjects

in Egypt.

Father Mother both parents None of Total

only only parents

1. Centers

Cairo l 1 1 7O 73

1.40% 1.40% 1.40% 95.80% 100.0

2. Offices

Alexandria - l - 96 97

1.03% 98.97% 100.0

Gharbia - - - 46 46

100.0% 100.0

Dakahlia - - - 18 18

100.0% 100.0

Portsaiid l - - 17 18

5.56% 94.44% 100.0

Fayoum - - - 17 17

100.0% 100.0

Assiut - - 1 18 19

5.26% 94.74% 100.0

Qina 1 - - 8 9

11.11% 88.89% 100.0

Subtotal Offices 2 l 1 220 224

0.80% 0.40% 0.40% 98.40% 100.0

Total 3 2 2 290 297

1.01% 0.67% 0.67% 97.65% 100.0       
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Table 4.7. Subjects by hearing impaired siblings and kinship of parents

N - 29 .

Parents had‘ kinship 1Parents did not have Total

kinship

Facility None Some A11 TotallNone Some A11 Total

.1pu0‘wwe ~ -po£~aa of

sib- (sis- isib— sib- Lsib- sib-

ling lings lings lings lings lings

1. Centers

Cairo 19 18 l 33 29 4 2 35 73

s 50.0 47.37 2.6.! 100.0 32.36 11.43 5.71 100.0

2. Offices

Alexandria 26 22 1 49 41 6 43 97

2 53.06 44.90 204141000 35.42 12.5 2.03 100.0

Gharbia 5 4 1 10 34 l l 36 46

s 50.0 40.0 10.0 100.0 94.44 2.73 2.73 100.0

Dakahlia 1 l - 2 15 1 - 16 13

s 50.0 50.0 100.0 93.75 6.25 100.0

Portsaiid 4 2 - 6 10 2 - 12 is

x 66.67 33.33 100.0 33.33 16.67 100.0

Fayoum 2 7 3 12 5 - - S 17

x 16.67 53.331 25.0 100.0100.0 100.0

Assiut 6 6 - 12 6 1 - 7 19

s 50.0' 50.0 100.0 35.711429 100.0

Qina 2 1 - 3 3 3 - 6 9

1 66.67 3.331 100.0 50.0 50.0 100.0

Subtotal Offices46 43 s 94 m 14 130 224

' x 43.94 45.741 5.32 100.0 87.6910.77 1.54 100.0

Total 65 61 6 132 143 18 41 4 165 297

2 49.24 46.21 4.55! 100.0 86.6710.91 2.42 100.0        
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Table 4.8 is the distribution of subjects by time passing from

the time of detection of defect in hearing to the time a doctor or a

Clinic was approached. For subjects from the Cairo center 71.2% approached

medical consultation in a period of less than 10 days while for those

who were subjects in offices the same category counted for 45.6% of the

subjects. The difference may be due to the availability of medical

services and specially those related to hearing problems.

Table 4.9 presents the distribution of subjects by means of

intervention. Of all the subjects, 16.16% were taken to the family doctor.

However 45.11% were taken to public hospitals where medical treatment

is free.

Sociodemographic factors:

The analysis of results dealt with sociodemographic characteristics

of the subjects and their families since these factors are inputs to the

rehabilitation program.

Table 4.10 shows the distribution of family members of the sub-

jects by their family size. The average Size of the families from which

subjects came was 6.3. This includes parents.

Table 4.11 presents the distribution of families members by

educational status. From all subjects 22.5% of their family members

are illeterate, 12.43% can read and write only, 29.98% completed ele-

mentory education, 21.69% completed preparatory education, 9.02% com-

pleted university education.

Table 4.12 shows the distribution of subjects according to

attendance of special education before applying for rehabilitation.

The table shows that 79.5% of all subjects attended special education
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Table 4.8. Subjects by time interval between detection of hearing (.-

impainnant and consulting a medical clinic in Egypt N3 297.

Governorata Period] Less tha] 10-29 30 days not sure did not Total

10 days days Dr more consult

9225321

Cairo 52 3 7 2 9 73

71.23% 4.11% 9.59% 2.74% 12.33: 100.0%

Offices

Alexandria 54 l 24 - 18 97

55.67% 1.03% 24.76% 18.56% 100.0%

Gharbia 11 1 32 1 1 46

23.92% 2.17% 69.57% 2.17% 2.17% 100.0%

Dakahlia 4 - 6 1 7 18

22.22% 33.33% 5.56% 38.89% 100.0%

Portsaiid 10 2 1 - 5 13

55.5611 11.110 5.550 27.73: 100.0:

Fayoua 7 3 6 1 - l7

41.18%1 17.65% 35.29% 5.88% 100.0%

Assiut 12 - - - 7 19

63.16% 36.84% 100.0%

Qina 4 - 3 - 2 9

44.45%1 33.33% 22.22% 100.0%

Subtotal Offices 102 7 72 3 40 224

45.533. 3.13:1 32.1411 1.34:. 17.86% 100.0:

Total 154 10 , 79 5 49 297

51.852] 3.37%) 26.50% 1.68% 16.50% 100.0%    
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Table 4.9. Nearing “paired subjects by facility of intervention after

detection of inpairment in Egypt.

Type of family child public audio— univ- folk- nothing Total

intervention doctor clinic luspital logist ersit ways

121” ‘

1. Center

Cairo 29 - 16 17 2 - 9 73

39.73% 21.92% 23.29% 2.74% 12.32% 100.0

2. Offices

Alexandria 8 2 41 18 9 l 18 97

8.24% 2.06% 42.27% 18.56% 9.28% 1.03% 18.56% 100.0%

Gharbia 5 1 37 2 - 1 - 46

10.87% 2.17% 80.44% 4.35% 2.17% 100.0%

Dakahlia - 1 9 1 - 2 5 18

5.56% 50.0% 5.56% 11.11% 27.77% 100.0%

Portsaiid - - 8 5 - - 5 18

44.44% 27.78% 27.78% 100.0%

Fayou 6 - 10 1 - - - 17

35.30% 58.82% 5.88%

Assiut - 1 9 - 2 - 7 19,

5.26% 47.37% 10.53% 36.84%

Qina - 1 4 2 ‘ - - 2 9

11.11% 44.45% 22.22% 22.22% 100.0%

Subtotal offices 19 6 118 29 11 4 37 224

8.48% 2.68% 52.58% 12.95% 4.31% 1.78% 16.52% 100.0%

Total 48 6 134 46 13 4 46 297

16.16% 2.02% 45.11% 15.49% 4.38% 1.35% 15.49% 100.0%   
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Table 4.12. Hearing impaired subjects by attendance of special

education before applying for Rehabilitation in Egypt.

Attended Did not attend Total

special Ed. special education

Centers

Cairo 57 16 73

78.1% 21.9% 100.0%

Offices

Alexandria 9O 7 97

92.8 7.2 100.0

Gharbia 33 13 46

71.7 28.3 100.0

Dakahlia 10 8 18

55.6 44.4 100.0

Portsaiid l3 5 18

72.2 27.8 100.0

Fayoum 11 6 17

64.7 35.3 100.0

Assiut l7 2 19

89.5 10.5 100.0

Qina 5 4 9

55.6 44.4 100.0

Subtotal Offices 179 45 224

79.9 20.1 100.0

Total 236 61 297

79.5 20.5 100.0     



Table 4.13. Subjects who Joined special education in Egypt by years

 

 

 

 

 

 

 

 

 

 

  

in education.

1 2 3 4 6 8 9 10 11 Total Average

1. Centers

Cairo l 3 5 6 6 8 4 1 23 57 7.81

x 1. 5.3 6.61106 10.5 14.0 7.0 1 a 40.3

2. Office:

Alexandria - 9 - - 4 4 - 2 71 90 9.72

Gharbia — 15 - - 3 l4 - - 1 33 5.18

Dakahlia - - . - - - - 1 9 10 10.9

Portsaiid 1 4 - 2 4 2 - - - 13 4.38

Fayoum - - - l - 3 - - 7 11 9.54

Assiut . - - — 7 3 - - 7 17 8.41

Qina 2 1 - 1 1 - - - - 5 2.8

Subtotal Offices 3 29 - 4 19 26 - 3 95 179 8.23

Tota1 4 32 5 10 25 34 118 236 8.13

z 1.7 13.121 42 10.6 14.41.? 1.7 50. 100             
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before coming to rehabilitation. However the period subjects attended

in special education differed as shown in Table 4.13.

2. Staff Inputs

This part of the data is taken from Form B of the questionnaire.

Data were collected from 24 offices and the Cairo center. Table 4.14

shows availability of staff members in these offices by type of job and

time basis of employment. It is clear that each office has a manager.

83.33% of managers are employed on a full time basis. All managers

hold a BA or BSC. However they range from those who hold B.Sw (social

work) to those who have a B.A. in Sociology and those who have B.Sc

in Agriculture. Most.of the managers time is spent in administrative

matters and preparing for different meetings. As for rehabilitation

counselors, this title is recently known in titles of rehabilitation

jobs in Egypt. Rehabilitation counseling as a career was introduced

in 1975 when an experimental program was established in Cairo with support

from the United States National Institute of Handicapped Research (NIHR).

Grant No. 19-P-58492. But since the program was located in Cairo and

run on a full time attendance basis, very few from outside Cairo city

could join it. Most trainees in the first three cohorts were workers

in rehabilitation centers in Cairo. It is not strange then to notice

from Tab1e 4.14 that only two offices had counselors one of them on a

full time basis and the other on a part time basis. Twenty two offices

representing 91.66% of all offices had no rehabilitation couselors. The

position of general practitioner doctor was filled in 20 offices (83.33%)

out of the 24. The general practitioner is usually employed on a part

time basis and is assigned to determine the type and degree of disability.
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Whenever there is a need, the doctor can refer the applicant to other

medical resources in the community to carry out more specific examinations.

In the case of hearing impairment, the practitioner may have very little

evaluation equipment in the office other than tunning forks, so he de-

pends on a public hospital for audiometry. In all the 24 offices there

were no audiologists hired for such purpose by the offices. There were

no speech pathologists, speech therapists or educational instructors

in the 24 offices. The psychologist position was found in 20 offices

where 3 of them were on full time basis and 17 on a part-time basis.

A psychologist in the office often holds a B.A. in psychology or ed-

ucation and most of his time is related to a process of measurement and

evaluation. Vocational officer is another job to be found in the offices.

The officer is a holder of technical high school certificate. His work

is mostly related to taking vocational history, approaching training

resources in the community, follow up of clients while in training

and in sometimes doing placement. Social workers are found only in

ten offices. They were employed on a full time basis. In fact the

social worker when he is there acts as a caseworker. when he is not

there, the manager of the office is assumed to take this role. However

neither the manager nor the social worker are acting as counselors since

neither one was trained for counseling. Social workers in Egypt are

not trained in counseling, or therapeutic processes.

Taking the model of rehabilitation center which is represented

in the Cairo center one finds job titles and number employed in each

as shown in Table 4.14.
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Specific training of staff members:

Nhen asking a question about formal training in rehabilitation

services of the hearing impaired, 4 directors or 16.67% of all directors

were found to have had a 2 week short term training session while the

rest of the managers or 83.33% did not have such training. None of the

social workers or psychologists had any type of training related to

rehabilitation of the hearing impaired. One of the two counselors

reported that he had previous training in the field.

On the other hand, all staff members of the center were trained

in the field. As they started their work with the hearing impaired

they received training on a preplanned basis differing from short period

training as for counselors to a two-year training program as in the

case of speech therapists. In addition to such training the board of

directors of the center who are mostly experts in the field supervise

the daily work with a great amount of inputs.

The Cairo center was the only facility among the 25 studied

facilities that was built to serve the hearing impaired. It consists

of rooms that have all activities included in the process of habilitation-

rehabilitation. It includes an audiological clinic, speech therapy

units, educational classes, vocational workshops, recreational spaces

for indoor and outdoor activities, dorms, kitchen, cafeteria and ad-

ministrative facilities. The center was built on three acres at the

Heliopolis district which is 12 miles from downtown Cairo (19 Kilometers).

However, residency is available for females while males are supposed

to use public transportation which is available from all districts of

Cairo to the location of the center. The building is owned by the center.
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Table 4.14. Job titles and number employed at the Cairo Rehabilitation

Center for the hearing impaired in Egypt.

 

Position Number employed

Director of the Center 1

Rehabilitation counselor 4

Medical practitioner l

Internalist 1

Ear nose and throat specialist doctor 1

Audiologist 1

Psychiatrist 1

Speech pathologist l

Psychologist 2

Speech therapists 2

Educational instructors 8

Social case workers 2

Social groupworkers 2

Recreational or physical education teachers 2

Placement officers 1

Vocational instructors 12

Sign language trainer/interpreter 1

Administrative and residence services staff 30
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Table 4.15. Staff members in the 24 rehabilitation offices in Egypt

employed full or part time. N = 24

Full Time Part Time No Staff Total

Staff Title Member

Office Director 20 4 - 24

83.33% 16.67% 100.0%

Rehab. Counselor 1 1 22 24

4.17% 4.17% 91.66% 100.00%

General Practitioner - 20 4 24

(Phys‘cm) 83.33% 16.67% 100.0%

Audiologist - - 24 24

100.0% 100.0%

Speech Pathologist - - 24 24

100.0% 100.0%

Psychologist 3 l7 4 24

12.50% 70.83% 16.67% 100.0%

Vocational Officer 18 3 3 24

75.00% 12.50% 12.50% 100.00%

Social Worker 9 l 14 24

37.50% 4.17% 58.33% 100.00%

Speech Therapist - - 24 24

100.00% 100.00%      
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As for rehabilitation offices, it was found that one office

owns its building, 22 (91.66%) rent their buildings and one used a

building of another facility on a free basis.

varied from one to more than 10 rooms as shown in Table 4.15.

Table 4.16.

Number of building rooms

Distribution of rehabilitation offices by number of rooms

 

 

in Egypt. (N = 24)

1 3 4 5 6 8 9 10 More Total

than

10

No. 1 - 12 4 4 1 l - 1 24

% 4.17 50.016.6616.66 4.17 4.17 4.17 100.0            
 

It was found from data that 21 offices consist of one floor and

3 offices consist of two floors. Most offices, 17 (70.83%) are located

in the center of cities with available transportation to the office,

while 4 offices are located far from the center of the city with public

transportation available, 3 offices (12.5%) had no public transportation

reaching their locations, 2 of them were at the center of their cities

and one only apart from the center of the city.

Table 4.17.

This is shown in

However, 22 of the offices serve more than one town and

many villages. This in return makes coming to the office a special

effort and which in return called for intensity of services and more

dependency on local resources. In the other two cases i.e. Alexandria

and Portsaiid, the offices serve the city which has public intercity

transportation. The problem of having enough rooms in the bulding and



 

 

 

 

Table 4.17. Rehabilitation offices in Egypt by location and transportation

availability.

Transportation Transportation Total

available not available

Located in

center of town 17 2 19

70.83 8.33 79.16

Located at

one edge of 4 1 5

town 16.67 4.17 20.84

Total 21 3 24

87.5 12.5 100.0    
the time needed to travel to the office constitutes a limitation on

accessibility of services unless these services are to be located in

different areas in the governorates.

Budget

Taking the average of costs reported by managers it was found

that the average cost for rehabilitation of a hearing impaired person

in offices was 60 LE.- The cost for the same period 1977-1978 for the

center was 480 RE.

carried by the center. The proportion is gg5-= 12.5%.

This does not include costs of research or training

If one takes

this as a reciprocal efficiency, this means that offices are 8 times

more efficient as the center regarding the cost per capita. However,

considering an actuarial point of view, the case may not be so since the

clients of the center are younger than those of the offices and hence

are expected to lead a longer life in work. This is also clear by com-

paring types of services given by the center to those rendered by offices.
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Objective No. 3: To analyze the rehabilitation process for hearing

impaired persons.
 

The process of rehabilitation can be considered as consisting

of broad groups as referral, diagnostic and evaluation processes, and

rehabilitation services or individualized rehabilitation plans.

1. Referral:

Rehabilitation services in Egypt are open to any citizen who

ever meets the criterion of disability. He can approach rehabil-

itation services by himself, his family or by referral from any other

public service agency. The fact that in many governorates there is one

rehabilitation facility calls for the facility to make itself known to

other facilities that deal with social services in general. Table 4.18

shows the distribution of subjects of the study by source of referral.

The highest proportion of clients were referred by their parents, next

to it is a group referred by school and then those who came by them-

selves. Health clinics, hospitals and family doctors represent a small

percentage, 7.4%. This is due to the fact that most clients were hearing

impaired since early childhood and they were not medical clients at the

time they applied for rehabilitation. Nhen coming to the center or to

the office, the client must fill an application form which is unified

for all facilities and which includes information on name, sex, age,

type of disability, cause of disability and educational status. Table

4.19 shows the time between detection of hearing impairment and referral

to rehabilitation. The mode of the distribution is a period between

15 and 20 years. This indicated that the majority of clients who come

to rehabilitation are far from the time of pathology or psychopathology
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related to onset of their impairment. This also indicates that some parts

of physical restoration i.e. hearing aids may be just a continuation

of previous effort or a useless effort may be expected if such services

were absent at this long time.

Diagnostic and Evaluation processes:

The first step is to have an initial interview with the applicant.

This interview is completed by the social worker, or the manager of the

office if there is no social worker. In this interview the client is

informed on the purposes of the center/office and information related

to medical, social, vocational and educational histories is taken. In

fact it is due to lack of communication skills on part of workers in

offices that the client is usually accompanied by a member of his family

at these early interviews for giving accurate information. For the

Cairo center this is also the procedure for the first visit to insure

the reliability of the information. In the following visits to the

center there is no need for such accompanying person since most of the

staff in the center are skillful in communication with the hearing

impaired. The second step in the process is medical evaluation which

is on a general basis and specific basis. General medical examination

is completed in the center and in offices by part time general practitio-

ners in the center or the office. However, specific medical examinations

are not completed in the offices. For the Cairo center the client is

examined in the center by a ear, nose and throat specialist and, then

by a medical audiometrist and finally by a speech pathologist. Other

specific examinations may be requested and completed in other facilities

outside the center. The ear, nose and audiological parts of evaluation
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Table 4.19. Subjects by time elapsing between impairment and referral

to rehabilitation.

Less than 5-9 10-14 15-19 20+ Total

{Syears

Center

Cairo 2 5 29 28 9 73

2.74% 6.85% 39:73% 38.35% 12.33% 100.0%

Office

Alexandria 2 3 3 56 33 97

2.06% 3.09% 3.09% 57.73% 34.02% 100.0%

Gharbia 1 - 1 23 21 46

2.17% 2.17% 50.0% 45.66% 100.0%

Dakahlia - - - 7 11 18

38.89% 61.11% 100.0%

Portsaiid - 1 3 6 8 18

5.56% 16.67% 33.33% 44.44% 100.0%

Fayoum — - - 9 8 17

52.94% 47.06% 100.0%

Assiut - - 2 2 15 19

10.53% 10.53% 78.94% 100.0%

Kena - - 1 6 2 9

11.11% 66.67% 22.22% 100.0%

Subtotal

Offices 3 4 10 109 98 224

1.34% 1.79% .4.46% 48266% 43.75% 100.0%

Total 5 9 39 137 107 297

. 1.68% 3.13% 13.13% 46.13% 36.03% 100.0%        
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serve three purposes. First, it is important to know whether there is

a hearing impairment or not, second to help in prescribing hearing aids,

and third to assist in vocational guidance. The problem met by some

offices is that the hospitals in the community may have no advanced

audiometers. However, in these cases clients are referred to the

Cairo center, or to a university hospital near to their communities

for more evaluation. But since most clients have been in special edu-

cation, they apply to the office with documentation of their hearing

impairment which is considered in deciding on eligibility. The third

step is vocational evaluation. This type of evaluation varies from the

center model to the office model. In the center there are a variety

of methods used. First paper and pencil tests are administered. Second,

performance vocational tests are completed and third, situational work

evaluation is done using the workshops in the center. In the office

model the first part is the only evaluation available, that is using

paper and pencil tests administered by psychologists who were not

trained in counseling. Test scores are more or less of the 1.0. type

which gives in addition to vocational history and education a hint on

what career is likely to be suitable. Being in a training situation,

the client can provide feedback on his desire to stay or to change the

type of career. However, as the input data showed that a great pro-

portion of clients came from schools, with some prevocational back-

ground, then the role of the office often is a legal one, that is to

give a license to the client to be able to join work.~ The fourth step

is counseling. As it was clear from the staff inputs part, there

have been only two counselors in 24 offices. Counseling as a technical
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professional part of the process is expected to be absent of the in-

dividual plan. In the Cairo center, however, there are four counselors

who came from a psychological background and who work with the client

from the referral point.

Rehabilitation Services.

This is the last part of the process. Services are planned

according to diagnostic evaluations: Physical restoration is the first

part. For the hearing impaired this may mean surgery on the ear, hearing

aid, speech therapy, visual aids and other orthotics or prosthetics as

needed. It was due to the facts coming from research completed between

1966-1970 that persons with hearing impairment in the Cairo center are

examined for optical defects and given optical aids as needed.

In the Cairo center restoration services are available except

surgery which is the function of hospitals. The center cooperated with

the school of medicine at Ain Shams University to complete surgeries

of ear,nose and throat as needed for clients. The center has an audiologi-

cal unit and individual and group classes for speech therapy. The center

is an active facility for training of speech therapists who work with.

hearing impaired and aphasic cases. Those therapists hold university

degrees and complete a two year course of study in the center. For the

offices, such services are not available at any level or even completed

at any community resource. Hearing aids are available for both clients

of the offices and the center. In the last years the center has served

as a consulting facility for hearing aids services of the rehabilitation

offices. This role includes audiological assessment, selection and

fitting of the aid and sometimes help in repairing the aid.
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Type of pshchological tests.

Twenty out of the 24 offices investigated had a psychologist

among their staff. The Cairo center had 2 pshychologists. When those

psychologists were interviewed and asked about thier procedures in

testing the following answers were provided.

1. Nonverbal Test (HANA, M.A. 1973) 4

2 Mazes 3

3 Good enough 1

4. Displacement l

5 Goodard Board 1

6 Wechsler (Adults) 7

7. Pictorial (Saleh, A.Z.l972)

8. Stanford-Binet

9. Observation

10. Social history and interviewing

N
N
w
m
u

11. No tests

It was reported in the interviews that none of these tests had

any specific norms for the hearing impaired. Two of the tests were

developed by Egyptian authors and had old norms on hearing samples of

primary schools. The Wechsler-Belevuefor Adults was standardized on an

Egyptian sample and also the Stanford-Binet, however those samples and

also the forms of those tests that were translated are old. As for

other tests, they are available as Arabic translations of the tests and

thier manuals and still need to be standardized for the Egyptian population

and for specific groups. What comes out of these tests is just an
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Table 4.20. Time between application to rehabilitation and getting a

rehabilitation license by members for Hearing Impaired

clients of Rehabilitation in Egypt.

 

 

 

 

 

 

 

 

 

 

 

less than 1-3 4-6 7-9 10-12 13 and Total "9"“

one month more perird

Cairo

Center - 1 - 1 41 30 73 11.52

1.37 1.37 56.16 41.10 100.0

Offices

Alexandria 68 15 - 1 6 7 97 .71

70.10 15.46 1.03 6.19 7.22 100.0

Gharbia 9 24 3 1 3 6 46 2.79

19.57 52.17 6.52 2.17 6.52 13.05 100.0

Ulklh1la 9 5. 1 1 2 - 18 1.0

50.0 27.77 5.56 5.56 11.11 100.0

Portsaiid 9 1 3 - - 5 16 1.0

50.0 5.56 16.67 27.77 100.0

Fayoue 7 3 - 2 5 - 17 2.5

41.16 17.65 . 11.76 29.41 100.0

Assiut 17 - - - - 2 19 .56

69.47 10.53 100.0

0166 - 2 - 1 1 5 9 12.3

22.22 11.11 11.11 55.56 100.0

swmu1

Offices 119 so 7 6 17 25 224 .94

53.13 22.32 3.12 2.66. 7.59 11.16 100.0

Total 119 51 7 7 58 55 297 2.73

40.06 17.17 2.36 2.36 19.53 16.52           
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expression of the 1.0., which at times is used as a criterion for catego-

rizing an individual as being mentally retarded beside being hearing

impaired. Some of the interviewed psychologists expressed the need

for more relevant tests not only for the hearing impaired persons but

for the disabled persons in general. None of the psychologists re-

ported application of personality or interests measurements.

Placement:

One of the most important objectives of rehabilitation of

hearing impaired persons in Egypt is to change their vocational and

employment status. This includes preparing them to enter a permanent

career. The public law for rehabilitation of the handicapped in Egypt

which was issued in 1975 specified a 5% quota for employment

of handicapped persons who are licensed from a rehabilitation institution.

This 5% quota is limited to those enterprises that employ 25 persons

or more. Monitoring of such quota is the responsibility of the Ministry

of Labor Force. There is full cooperation between the Ministry of

Social Affairs which has the responsibility of establishment and direc-

tion of rehabilitation institutions and the Ministry of Labor which

observes employment legalities. The problem of placement of the handi-

capped is that the quota is for all handicapped people vhether they are severely

disabled or slightly disabled. They compete among themselves to fill

the quota and on the other hand employers may be choosing the relatively

most able. Another problem in this concern was that many companies

tried to cover this quota from their own workers who were injured and

completed rehabilitation. To face these problems, the Ministry of

Social Affairs directed its institutions to avoid rehabilitation of
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those who can be employed according to other regulations and to limit

rehabilitation to those who need its legislation for employment. On

the other hand the Ministry of Labor in monitoring the employment of

handicapped persons according to the Law of Rehabilitation and the Law

of Labor did not count returners to work as beneficiaries of the 5%

quota. However the problem of competing among different types of

disabilities constituted a real problem. Some large institutes were

able through different channels starting with their counselors to

their governing board members, to secure employment for cohorts of their

rehabilitants in large enterprises and again it is not unlikely to find

clusters of blind, mentally retarded or hearing impaired in one place.

In a city like Cairo where there exist different centers each concerned

with one type of disability there is a natural phenomenon, of finding

competetion among disabled persons and also among their counselors.

The case in offices may be different. First, offices very rarely have

counselors or placement officers. They depend for their employment

efforts on letters of recommendations and information giving activities,

and, second are offices deal with all types of disabilities and it

cannot advocate for one client while avoiding the others. However, the

author's personal observation in the field is that hearing impaired

persons have a spectrum of vocations more variable than other develop-

mental disabilities as the blind or mentally retarded. However they

need real support and advocacy to help them communicate their merits.

Data regarding employment will be discussed when dealing with objective

No. 4.
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Difficulty of Cases:

The review of literature revealed a concern of policy makers

in the field of rehabilitation in the United States in the last two

decades about what they considered selecting only easy cases. The case

in Egypt was not different since monitoring of rehabilitation offices

showed that persons with slight disabilities as sight weakness or

amputation of finger could constitute a considerable proportion of

applicants to rehabilitation and hence as beneficiaries of the quota

system. Many regulations were issued by the Department of Rehabilitation

in the Ministry of Social Affairs to face the situation.

To identify how difficult a rehabilitation team member may

consider hearing impaired subjects in his/her rehabilitation work a

question was directed in Form B to medical doctors, office managers,

social workers and psychologists to order fifteen types of disabilities

which were randomly listed. These disabilities were, blindness, mental

retardation, amputation of upper limbs, amputation of lower limbs,

low vision, hard of hearing, deafness with no speech defects, deafness

and muteness, tuberculosis negative cases, leprotic negative cases,

heart diseases, hemiplegia, paraplegia, poliomyelitis and renal cases.

The results of responses are summerized in Table 4.21.

Objective No. 4: To evaluate the outcomes of the rehabilitation program
  

for hearing impaired persons.

In order to measure the outcomes of rehabilitation program for

the hearing impaired persons, questions were included in Form A of

questionnaire and directed to clients and significant others in their
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families regarding changes in vocational, economic, social and physical

activities as result of rehabilitation. The data of this part will

be considered in the same sequence.

1. Vocational changes:

It was previously shown in the inputs and processes components

that there were some differences between the rehabilitation center model

in Cairo and the rehabilitation offices model in other governorates.

The subjects of the center were relatively of younger ages and less

previous education. The center included workshops for vocational training

and directed longer training programs than the offices which were in

general of a very short period of rehabilitation. The general vocational

objective of rehabilitation is to help the client to choose, prepare

for and enter a suitable career. Table 4422 shows the distribution of

the sample subjects according to their employment status, as being either

employed or unemployed at the time of study.

The table shows that while 53.42% of subjects who completed their

program in the Cairo center were employed at time of interview, 60.71%

of subjects who completed their programs in the rehabilitation offices

were employed. However, when applying the Parsons chi square for

association, the hypothesis of independence of the two models is failed

to be rejected at a = .05, which means that employment and type of

rehabilitation program were not significantly associated.

When those who were employed at time of study were asked if they

were satisfied with their jobs their responses showed a high proportion

of satisfaction 73.71% and 26.29% were not satisfied.

Table 4.23 shows the distribution of employed subjects N = 175 by
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Table 4.22; Hearing impaired subjects by employment status, in Egypt.

N = 297

Employed Not employed Total

Centers

Cairo 39 34 73

53.42% 46.58% 100.00%

Offices

Alexandria 53 44 97

54.64% 45.36% 100.00%

Gharbia 38 8 46

82.61% 17.39%

Dakahlia 5 13 18

27.78% 72.22% 100.00%

Portsaiid 12 6 18

66.67% 33.33% 100.00%

Fayoum 7 10 17

41.18% 58.82% 100.00%

Assiut l4 5 19

73.68% 26.32% 100.00%

Kena 7 2 9

77.78% 22.22%

Subtotal

Offices 136 88 224

60.71% 39.29% 100.00%

Total 175 122 297

58.92% 41.08% 100.00%     
x2 = 1.329
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satisfaction and place of rehabilitation. The proportion differs slightly

from the center model 64.10% to the offices model 76.47. However when

testing the hypothesis that there is independence (lack of association)

between the model of rehabilitation, center/office, and the satisfaction

status, satisfied and dissatisfied, by using Parson's chi square for

association, the hypothesis failed to be rejected at a = .05.

When further asking those who were satisfied with their jobs

about reasons of satisfaction with their jobs, their responses ranged

from suitability of work to reporting that it was the only available

job for them. The leading reason for satisfaction was suitability of

work 78.0% and the next to it was high rate of payment 63.0% and the

least reason was that it was the only work available for the subject.

Table 4424 shows number of responses and their proportions.

' When asking those who were not satisfied with their work about

theirreasons, their responses varied from unsuitability of work which

consituted the highest proportion of responses 46.0% to the existence

of problems with supervisors 7.0%. Table 4.25 shows the distribution

of those who expressed their satisfaction with their on going jobs

according to reason.

Those who were employed at the time of study were asked a

question about the order of their employment, i.e. was it the first time

the second time or the third time. It was revealed from analysis of

data as shown in Table 4426 that the majority of subjects were in their

first employment, 80.0%.
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Table 4.23. Hearing impaired subjects who are employed by satisfaction

in Egypt. N g 175

Satisfied Dissatisfied Total

Centers

Cairo 25 ‘ 14 39

64.10% 35.90% 100.0%

Offices

Alexandria 4O 13 53

75.47% 24.53% 100.0%

Gharbia 26 12 38

68.42% 31.58% 100.0%

Dakahlia 4 1 5

80.0% 20.0% 100.0%

Portsaiid 11 l 12

91.67% 8.33% 100.0%

Fayoum 6 l 7

85.71% 14.29% 100.0%

Assiut 10 4 14

71.43% 28.57% 100.0%

Qina 7 - 7

100.0% 100.0%

Subtotal

Offices 104 32 136

76.47% 23.53% 100.0%

Total' 129 46 175

73.71% 26.29% 100.0%    
 

X = 2.553
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Table 4.24. Hearing impaired subjects who were satisfied with work by

reason of their satisfaction, in Egypt.

N Work Work Work High Peers Bosses There Only

is is 15 in pay- are are is a work

suit- near- public nt good good group that

able by sector of was

to hear- avail-

my ing able

home impair

ed

1Centers 25 2.1 7 21 15 19 11 5

.84 .28 .84 .6 .76 .44 2

Offices

Alexandria 4O 26 ll 12 21 10 13 3 4

.65 .28 .30 .53 .25 .33 .08 .10

IGharbia 26 22 17 6 22 17 10 10 l

.85 .65 .23 .85 .65 .38 .38 .04

Dakahlia 4 l - l l 1 - 1

.25 .25 .25 .25 .25

Portsaiid 11 10 4 5 6 5 4 l l

.91 .36 .45 .55 .45 .36 .09 .09

Fayoum 6 5 2 l 3 - l - -

.83 .33 .17 .50 .17

Assiut 10 9 2 6 3 2 1 - -

.90 .20 .60 .30 .20 .1O

Qina 7 6 3 - 4 3 2 1 2

.86 .43 .57 .43 .29 .14 .29

Subtotal

Offices 104 79 39 31 6O 38 31 15 9

.76 .38 .30 .58 .30 .14 .09

Total 129 100 46 36 81 53 50 26 14

.78 .36 .28 .63 .41 .39 .2 .11             
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Table 4.25. Hearing impaired subjects who were employed but not satisfied

with their jobs by primary reason. '

N Work Time Place Non Low Problems Problems

was Of of govern pay- with work with bosses

not work work ment ment peers

suit- was is far

able not from

suit- home

able

Centers

Cairo I4 5 5 3 6 6 3 l

.36 .36 .21 .43 .43 .21 .07

Offices

Alexand- I3 13 3 1 12 13 4 l

"a 1.0 .23 .06 .92 1.00 .31 .06

Gharbia 12 l - - 10 12 1 -

.08 .83 1.00 .08

Dakahlia 1 1 1 - 1 l - l

1.0 1.0 1.0 11.0 1.0

Portsaiid 1 - - - - 1 - -

1.0

Fayoum 1 l - l - - 1 -

1.0 1.0 1.0

Assiut 4 - - - 2 1 - -

.50 .25

Qina - - - - - - - -

Subtotal

Offices 32 16 4 2 25 28 6 2

.5 .13 .06 .78 .88 .19 .06

Total 146 21 9 5 31 34 9 3

.46 .20 .11 .67 .74 .20 .07           
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Table 4.26. Hearing impaired subjects who were employed by times of

employment in Egypt.

lst time 2nd time 3rd time Total

Centers

Cairo 34 4 l 39

87.18% 10.26% 2.56% 100.0%

Offices

Alexandria 41 8 4 53

77.36% 15.09% 7.55% 100.0%

Gharbia 36 2 - 38

94.74% 5.26% 100.0%

Dakahlia 4 l - 5

80.0% 20.0% 100.0%

Portsaiid 9 1 2 12

75.0% 8.33% 16.67%

Fayoum 5 2 - 7

71.43% 28.57%

Assiut 4 ' 1o - 14

28.57% 71.43% 100.0%

Qina 7 - - 7

100.0% 100.0%

Subtotal

Offices 106 24 6 136

77.94% 17.65% 4.41% 100.0%

T°ta‘ 14060.0% 28 16.0% 7 4.0% 175 100.0%      
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Regarding type of employer, subjects were employed in govern-

ment, public sector, private sector, sheltered workshops, working for

their families on a paid or unpaid basis and running a small private

business. The public law for rehabilitation of the disabled published

in 1975 forces employers whoever have 25 employees or more to hire

5% of their employees from among handicapped licensed from a rehabil-

itation facility. The highest rate of employment was in private sector

which includes small industries and business. Although small enterprises

are not forced to apply the quota system, there is an interchangeable

interest in such employment. For the subjects, employment in private

sector is obtained very fast and allows a higher rate of payment. For

the employers, the scarcity of labor force especially those who work on

apprenticeship basis implies a greater demand on rehabilitants. Table 4.27

summarizes the data on type of employer. When subjects who were not

employed at time of study were asked about reasons they can think of as

being barriers of their employment, they gave the responses shown in

Table 4.28. The highest proportion of responses gave the negative

attitudes of employers toward the employment of handicapped in general

as a reason for their unemployment. The least proportion of responses

gave the reason of unsuitability of type of work they were trained for

to the requirements of the labor market as a reason for their unemploy-

ment. Table 4.28 shows these responses.

Responding to a question on vocational changes that subjects

thought they have gained from being in a rehabilitation program, responses

varied from being able to choose an occupation 59.0% to acquiring new

skills, 54.0%, improvement of knowledge and skills 46.0%, acquiring
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Table 4.27. Hearing impaired subjects who were enployed by type of

euployer, in Egypt.

Govern- Public Private Sheltered Works IWorks his Total

mental sector sector workshop for for own

family family busi-

for with- )ness

wage out

ge

10 25 - - - - 39

25.6L 64.10 100.0

25 19 5 1 - - 53

47.17 35.85 9.43 1.89 100.0

5 27 - ¢ - o m

13.16 71.05 100.0

1 3 - - - - 5

20.0 60.0 100.0

5 4 l - - - 12

41.67 33.33 8.33 100.0

- Z - - 3 - 7

28.57 112.86

siut 5 4 4 - - - 1 14

63.72 26.37 26.57 7.14

Oina 3 3 1 7

42.86 42.86 14.28 100.0

ubtotal

Offices 19 43 62 6 1 4 1 136

13.97 31.61 45.59 4.41 .74 2.94 .74 100.0

Total 23 53 87 6 l 4 1 175

13.14 30.29 49.71 3.43 .57 2.29 .57 100.0           
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 Table 4.28. Reason for unemployment of hearing impaired subjects in Egypt.
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new work habits 38.0%, receiving help in getting a job 39.0% and im-

provement of work habits 30%. These results are shown by type of

program in Table 4.29.

2. Physical changes:

Hearing impairment is due to some defect or limitation of

functions in the process of hearing. This can be due to heredital and

prenatal factors or to postnatal factors as diseases, accidents, drugs,

noise or senility. The result of hearing limitations, i.e. hearing

impairment may vary according to the time of onset and degree of hearing

loss. As was revealed in the analysis of client inputs most of hearing

impaired persons who come to rehabilitation programs were impaired

in early childhood. As it is known, that the first years of life are

very important in acquirement of verbal language through aural-oral

communication, it is then expected that unless early intervention occurs,

the hearing impaired child would grow as speech defected. This in fact is

a dilemma of hearing impairment. It imposes a barrier of communication

between the hearing impaired person and the talking society.

The target of rehabilitation programs for hearing impairment

regarding this barrier is to increase the communication abilities of

the hearing impaired to be able to communicate with whom he is expected

to be in daily contact. The program in the Cairo center addresses it-

self to this problem by conducting, an aural-oral,sign language, and

paper and pencil activities. The center encourages training the clients

on total communication. Related to those activities, other services

are provided such as provision of hearing aids, optical aids and re-

ferral to surgery. On the other hand, the rehabilitation offices provide
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Table 4.29. Hearing impaired subjects in Egypt by vocational gain.

cquiring Improve- Improve- New Choice Helped N =

Facility ew work ment of ment of work of a in

kills know- work habitsperma- getting

ledge & habits nent a job

skills pccupa-

tion

Centers

Cairo 55 59 24 31 44 25 N = 73

.75 .81 .33 .42 .60 .34

Offices

Alexanaria 8 14 22 34 58 44 N = 97

.08 .14 .23 .35 .60 .45

Gharbia 34 39 31 30 4O 30 N = 46

.74 .85 .67 .65 .87 .65

Dakahlia l4 5 - - 3 5 N = 18

.78 .28 .17 .28

Portsaiid 12 12 8 10 11 4 N = 18

.67 .67 .44 .56 .61 .22

Fayoum 15 l - - 6 - N = 17

.88 .06 .35

ssiut 14 2 2 2 4 2 N = 19

.74 .10 .10 .10 .21 .10

Qina 9 5 3 5 4 5 N = 9

1.0 .56 .33 .56 .44 .56

Subtotal 106 78 66 81 126 90 N = 224

Off‘ces .47 .35 .29 .36 .56 .40

Total 161 137 90 112 176 115 N = 297

.54 .46 .30 .38 .59 .39          
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hearing aid when needed, but they do not manage speech rehabilitation

or educational programs. In fact rehabilitation offices can manage

those subjects who are referred to them after spending a considerable

period in a special school. In this case subjects come with suitable

communication skills. However, for those who come without previous

special education there is very little regarding communication training.

Sometimes, subjects need medical services as audiological evaluation or

surgery. Surgery is completed by hospitals for both the center and

the offices. Medical service in public hospitals, community clinics

and university hospitals are free for all citizens. Table 4.30 shows

distribution of subjects according to what improvements in communication

and physical aspects they think have occured to them.
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Table 4.30. Hearing impaired subjects in Egypt by physical restoration.

Improvement Provision of Provision N

in communica- a hearing aid of other

tion abilities devices

.Centers

Cairo 68 9 - = 73

.93 .12

.Offices

Alexandria 26 1 l = 97

.27 .01 .Ol

Gharbia 7 2 1 = 46

.15 .04 .02

Dakahlia 3 - - = 18

.16

Portsaiid l - - = 18

.05

Fayoum - - - = 17

Assiut - - - = 19

Qina l - - = 9

.ll

Subtotal 38 3 2 = 224

Offices .17 .01 .009

Total 106 12 2 = 297

.36 .04 .007  
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Economic changes:

Economic changes constitute an inherent objective of the re-

habilitation process. It is the goal of rehabilitation to change the

client from a state of dependency on others for his living costs to

a state of independency and production. Rehabilitation therefore

contributes at least to two measurable economic outcomes. First, change

of individual outcome which is a marginal measure of increase in the

Gross National Product, and, second a decrease in costs of welfare.

However, there is still another somewhat difficult to measure aspect

of outcome, which is the freeing of other person's time or economic

burdens.

The author considers that regardless of the speed of employ-

ment or salary level, there is hidden dimension of rehabilitation that

may be called the economics of independency or economics of returning

to society. Although it was as early as 1966, when the Ministry of

Social Affairs in Egypt changed its rehabilitation program from being

vocationally oriented to a socially oriented one, the author noticed

that the definition of disabled was taken after that definition issued by

ILO in 1955 recommendation No. 99 and is mainly vocational and hence

economically oriented. The definition of the term "disabled person" means

an individual whose prospects of securing and retaining suitable employ-

ment are substantially reduced as a result of physical or mental impairment.

The present study considered outcomes of rehabilitation as being multiple

rather than single and life value oriented rather than economic value

oriented. However, economic value is still one factor in any rehabilitation

program, whether it is a direct change in individual income, a waiver in family
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or in welfare costs, or unmeasurable. The unmeasurable aspects may

probably be a great outcome in terms of gaining meaning, respect and

independence. Economic outcomes of hearing impaired persons of the

sample were considered from two aspects, first personal income of

clients that happened because of employment and second a cost-benefit

analysis based on some few assumptions and by using input and outcome

data.

Income of persons who were employed after rehabilitation is

shown in Table 4.31. The minimimum wage per month is defined by Law

of Labor as 20 Egyptian pounds. It is revealed from the table that

the median incomes in all facilities were higher than the minimum wage.

The overall median income is above the minimum wage by a proportion of

+ 60%. The index of difference calculated as (median income - minimum

wage)/minimum wage x 100 is shown in the Table 4.31. This index varies

from 35.0 in Assiut to 77.8 in Gharbia.

Cost—benefit Analysis

As mentioned before, it may be very difficult to measure social

outcomes in a dollar or other currency units. However by taking the

income from wages as direct measured benefits and taking costs of

rehabilitation discussed in objective No. 2, may arrive at a sample

for cost-benefit analysis. To complete this type of analysis, the

author stated the following assumptions as basic to the analysis

1. Age at retirement is 60

2. That all cohort members are expected to reach this age.
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Hearing impaired persons are not expected to drop out

from their work because of changes in disability.

A discount of 3 years is assumed to be taken from expected

working period as a period passing from rehabilitation to

employment.

Average period spent at education is taken as complementary

to rehabilitation.

Costs per year of education is taken as equal to 2_annual

costs of rehabilitation in the Cairo center i.e. = 320

Egyptian pounds.

The following steps are completed to calculate a benefit/cost ratio

for the center and offices.

First - For the center:

1. Costs; rehabilitation 480.0 Egyptian pounds

education 320 x 7.81 = 2499.2 Egyptian

Pounds

Total Costs 2979.2 Egyptian Pounds

Benefits:

Median age at application 16.18 years

Expected working life = 60 - (16J8 + 3) 40.82 years

Median wage per year at employment 32.5 x 12 = 390 Egyptian

Pounds.

Median wage in working life (390 + 2400)/2 = 1395 Egyptian

Pounds.

Expected returns in working life (benefits)

1395 x 40.82 = 56943.9
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3. Ratio = Benefits/costs = 56943.9/2979.2 = 19.11.

Second: For Offices

1. Costs:

Rehabilitation 60 Egyptian Pounds

Education 320 x 8.23 = 2633.6 Egyptain Pounds

Total costs 2693.6 Egyptian Pounds.

2. Benefits

Median age at application for rehabilitation 19.35 years

Expected working life = 60 - (19.35 + 3) = 37.65 years

Median wage per year at employment 12 x 31.82 = 381.8

Egyptian Pounds

Median wage in working life (381.8 + 2400)/2 = 1390.9

Egyptian Pounds

Expected returns in working life (benefits)

1390.9 x 37.65 = 52367.4

3. Ratio = Benefits/costs = 52367.4/2693.6 = 19.44.

This indicates that benefits are about 19 times greater than the costs

of both special education and rehabilitation in the life span of the

hearing impaired persons. 'Although offices are more efficient from

a rehabilitation point of view since costs of rehabilitation in them

are l.of the costs of rehabilitation for a client in the Cairo center,

howeeer the final comparison of total returns shows that returns per

capita for the center are higher than for clients of offices and from

a cost-benefit analysis by taking education as a part of costs, both

the center and offices are very clsoe (the ratio is 19.11 and 19.44

for the center and offices respectively).
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Social outcomes:

The ultimate goal of rehabilitation is to enable the handicapped

person to return to his society and live within it more actively and

more independently. The present study considered social outcomes in

three aspects. First marriages that occured after rehabilitation,

since marriage is a step toward developing a family system. Second,

participation in formal groups in society, and third, independence in

carrying out activities of daily living.

Marriages that occured after rehabilitation are shown in Table

4.32. Also shown in the same table if the chosen spouse was also hearing

impaired or not. Twenty five subjects married after rehabilitation

constituting 8.42% of all subjects. Keeping in mind that males cannot

marry before the age of 18 and females cannot marry before the age of 16

and the age distribution of subjects one can consider that this is a good

mark in social change. Thirteen subjects out of the 25 subjects who mar-

ried after rehabilitation were married to hearing impaired partners. This

number amounts to 52% of those who married. On one hand, this shows

preference of hearing impaired persons to marry from among hearing im-

paired and on the other hand it may again add to the problem of congenital

hearing impairment. Eight subjects reported they had children after

rehabilitation, 8 reported they left their parents homes and lived alone,

175 reported they can support themselves from payments they receive from

work, 58 reported they are participating in their families activities

and 5 subjects reported that they left their original residency community.
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Table 4.33 shows distribution of subjects by participation

in formal groups in the society. Social clubs for the deaf are the first

of groups that attract hearing impaired persons since they like to cluster

in their own groups. However, such clubs are only available in Cairo,

Alexandria and Portsaiid. Public clubs come next and then work clubs

and work unions.

Table 4.34 shows distribution of subjects according to major

living activities and whether they carry these activities by themsleves

or by help of the family.

Objective No. 5: To study the needs of hearing impaired for rehabil-

itation services, in Egypt.

For this part of the study, a model described by Suchman (1967)

and applied by 'de Mezerville (1978) was used. Needs were defined as

descrepancy between a current state of affairs and desired state of

1 affairs (English and Kaufman, 1975). Results are based on data that

have been analyzed in objectives 2, 3 and 4.

1. Primary intervention:

According to the Suchman model discussed in Chapter 2,

there are preconditons that cause impairment. These preconditions

call for primary intervention, prevention. The data of this

study showed that the majority of sample subjects were affected

in their hearing before reaching the age of 3. Primary causes

of such impairment were hereditary causes and diseases. What

kind of prevention can be provided to decrease the results

of those preconditions, i.e. hearing impairment. Heredital

factors as explained when dealing with inputs are mainly due
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Table 4.34. Hearing impaired subjects by type of activities of daily

living they complete alone or with their families, in

Egypt.

Alone With the family No Total

Waking up 254 43 - 297

85.52% 14.48% 100.0%

Personal grooming 297 - - 297

100.0% 100.0%

Meeting with guests 190 87 19 297

63.97% 29.63% 6.40% 100.0%

Shopping 188 48 61 297

63.30% 16.16% 20.54% 100.0%

Going to work 171 4 122 297

57.57% 1.35% 41.08% 100.0%

Using transportation 231 16 50 297

77.78% 5.39% 16.83% 100.0%

Going to clubs 60 8 229 297

20.20% 2.69% 77.11% 100.0%

Attendance of public

occaisions 89 33 175 297

29.97% 11.11% 58.92% 100.0%

Going to worship 99 13 185 297

33.33% 4.38% 62.29% 100.0%

Friendship, same sex 220 10 67 297

74.07% 3.37% 22.56% 100.0%

Friendship, other 49 11 237 297

sex 16.50% 3.70% 79.80% 100.0%

Visits to relatives 188 88 21 297

63.30% 29.63% 7.07% 100.0%

Reading newspaper 115 14 168 297

38.72% 4.71% 56.57% 100.0%

Watching T.V. 219 56 22 297

73.74% 18.85% 7.41% 100.0%

Going to movie 109 32 156 297

36.70% 10.78% 52.52% 100.0%

Traveling outside

city 53 24 220 297

17.85% 8.08% 74.07% 100.0%

Travel outside

country 13 3 281 297

4.38% 1.01% 94.61% 100.0%
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Alone With the family No Total

Driving cars 4 - 293 297

1.35% 98.65% 100.0%

Driving bikes 35 - 262 297

11.78% 88.22% 100.0%

sporting activities 43 1 253 297

14.48% .34% 85.18% 100.0%

Average 131.35 22.4 143.25 297

44.23% 7.54% 48.23% 100.0%    
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to accumulation of recessive factors that accumulate by marriage

from among relatives or from defects of chromosomes or Rh factor.

These factors call for genetic counseling intervention before

marriage. Again it was noticed that many families had more

than one of their children with hearing impairment, this calls

also for genetic counseling after detecting the impairment of

the first one.

The second important factor was diseases. Prevention

lies in two main possibilities, immunization and treatment.

As this study dealt with young subjects it may be that some of

them were affected before dissimenation of such new immunization

programs for measles, whooping cough occured. However, it is

due to illiteracy of some parents that they run the risk of

diseases for their children by neglecting immunization. This

need can be met by promotion of public attitudes toward

immunization.

Some other diseases play a role in hearing impairment such

as menengitis and colds that affect the middle ear. Both

diseases when neglected may cause infection to the inner ear.

This again calls for educating mothers about risks of neglecting

ear infections or high temperature fevers. There is a real

need to have an annual compaigne for education on hearing

impairment causes and their prevention.

2. Secondary intervention: Treatment:

When prevention fails, it leaves the subject with a patho-

logical state which calls for intervention by treatment.
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Treatment can be thought of in type of chemotherapy or surgery.

The Egyptian Government has established thousands of rural

clinics, public hospitals and university hospitals. Also

there is a school hygiene program that covers the school age

children and a maternal care program that cares for mothers

and children. However, it is a fact that, the high rate of

mothers illiteracy is causing them to ignore some chronic diseases

of ear or leave them unnoticed. Sometimes it is late when they

notice impairment or when they take action. On the other side,

in the case of those who were impaired because of prenatal

causes, there is little treatment that can be helpful.

3. Tertiary intervention (Rehabilitation)

According to Suchman's model (1967), when treatment fails

the person is left with functional limitation which calls for

the third type of intervention, rehabilitation.

Habilitation and rehabilitation are needed at the time

when one realizes that treatment failed, or was not of any use,

to stop the impairment. According to the data which were shown

in objective 2 of this chapter, the first type of intervention

may be at the preschool age the period for language development.

There is a real need for habilitation programs at this period

of time. First to help with improvement of hearing by providing

hearing aids and second to provide speech training for the

affected child. The second part can be provided in a form of

preschool day care centers or in a form of home teaching.
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When children were left without intervention for such a

period, they grew with severe disability which combined hearing

loss and muteness. When they came to education, they were

educated only by oral methods neglecting the other important

aural channel.

Summary of needs assessment:

There are preventive-treatment and rehabilitation needs.

Although the three needs can be met in several facilities, the

accessibility of such services, their timing and their integrity are

very important in providing quality rehabilitation programs. This

may be more clear in rural and remote desert areas. There is a need

to integrate services for the hearing impaired persons in order to avoid

the severity of disability that results by the time they apply for

rehabilitation services. Fortunately there is a current experiment in

the Cairo center using the verbotonal approach (Developed by Dr. Guberina

at Zagreb, Yugoslavia). The experiment works with preschool children

with a goal to integrate them in ordinary schools.

Objective No. 6: To provide a feedback.

This objective is achieved in this study by providing the following

chapter which deals with discussion of results and recommendations.

The utilization of the evaluation model of this study helped

in describing the client inputs on a national bases which gives the

planners in the field of rehabilitation a clear idea about clients who

come to rehabilitation and who have hearing impairment. Analysis of

Aprocesses helped in identifying those parts of the process which are

absent from the program. Measurement of outcomes'provided a clear feedback
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on different aspects of outcomes of rehabilitation programs for the

hearing impaired persons in Egypt. The recommendations resulting from

the study will be submitted to policy makers and planners in the field

of rehabilitation for the disabled in Egypt.

Objective No. 7: To develop alternative model(s) for rehabilitation
  

of hearing impaired persons in4§gypt.
 

The available service delivery models for rehabilitation of

hearing impaired persons in Egypt are mainly the rehabilitation center

in Cairo city and the rehabilitation offices in other governorates.

The model of the center is basically a comprehensive one that includes

facilities for evaluative, diagnostic services, rehabilitation services,

research and training. The model of rehabilitation offices is a commu-

nity based model which minimizes services inside offices and maximizes

utilization of community resources. The analysis of data in the present

chaoter showed some facts related to the two models which are discussed

in this section.

1. The rehabilitation Center:

Data showed that clients who applied for services of the center

were younger and less educated than those who applied to offices.

This in fact is due to the policy of the center. However when providing

services for those clients time is limited to a maximum of two years

and in most cases it is a one year program. In fact, those who are

younger than 16 years have difficulty in exploring their vocational

preference in such younger ages. When completing their program in the

center they may still be too young to be employed by a large enterprise, .

where the minimum age of employment is 18 years. This may explain in
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part the reason for unemployment of those who were unemployed. The

restriction of range of vocational training is another factor with the

center model. In the Cairo center, there are a limited number of ~

workshops for vocational training i.e. printing, woodwork, metal work,

dressmaking, knitting, and lathe works. Some of these vocations require

an ability to read and write or compute mathematics that is higher

than the level of clients who come in younger ages and/or in lower

educational level. The labor market is changing very rapidly and there

are some vocations that have a relatively better supply than those

available in the center. The cost of services are relatively high

which again confines the services to a limited number of clients every

year. The fact that fixed costs are increasing rapidly and that the

center is subsidized from the government with no comparable increase

in budget to absorb the costs causes the center to decrease services

to face this dilemma. However, the center plays a role other than

rehabilitation of persons with hearing impairment in that it functions

as a research and training center. However, one cannot imagine that

one center is a suburb of Cairo city could be enough to meet the needs

of hearing impaired persons in a city like Cairo with a population of

8 million or for the whole country regarding research and training

where the population is 42 million. The model Cairo center needs to

extend its services in a form of small satelites in Cairo city and

throughout Egypt.

Again, to deal with efficiency of the center, it was revealed

in this research that offices may be considered as 8 times as efficient

as the center regarding per capita costs. However, when adding gains
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due to difference of age, the center may be more effective in a benefit-

cost ratio. But again as the financial support coming from the govern-

ment cannot keep pace with the annual rate of increase in per capital

cost, the center needs to face the situation in more effective way.

First, the residency service can be waived since all clients coming to

vocational rehabilitation at the center can move easily between their

homes and the center. If there are clients who have transportation

needs, a transportation service may be far less expensive. By elim-

inating residency service, clients can live with their families and

hence be more independent and more integrated, meanwhile the center

can use the additional space to establish new services and serve more

clients, and second there is a need to reorganize the vocational services.

At the present time clients are evaluated in the shops and they are

trained in the same shops. Workshops therefore are going with the

clients in a cycle from evaluation to training which limits their

functions and productivity. It may be more useful that work evaluation

be separated from vocational training. This can be done by establishing

a vocational-work-evaluation unit in the center. This unit, beside

enabling other work areas to direct their activities to production,

is thought of as giving a wider spectrum of vocational opportunities

that can be matched with requirements of the labor market. Again,

there will be some clients who can go directly from evaluation to work

with higher possibility of employment and higher efficiency or rehab-

ilitation. Establishment of an evaluation unit may increase the effi-

ciency of the process of evaluation and also its effectiveness.

A need that was discussed earlier, was the need for intervention

when impairment is realized and even before its occurence. The center
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as a research and training agency can help in those two stages. First

in prevention of hearing impairment by publicizing approaches of inter-

vention and second, in aural rehabilitation at an early point in time

after detection of impairment. The medical model existing now can help

the patient only in medical treatment but it cannot provide hearing aids

or aural-oral training. As mentioned before the missing stage in the

medical-education-vocational continuum of helping the hearing impaired

is the preschool period which also is the most critical for any aural-

oral rehabilitation. There is a running experiment in this regard which

can fit in to the model and be disseminated to other geographic areas.

To summarize, the rehabilitation center model for hearing impaired needs

to consider some changes to increase its efficiency and effectiveness.

These changes are in the criteria of eligibility regarding age of ad-

mission and length of the program, excluding residency services,

establishment of a vocational-work-evaluation unit, keeping workshops as

advancedvocational training and sheltered workshops facility and

establishment of pre-school habilitation unit.

2. Rehabilitation offices:

The data of this study showed that clients come to offices

relatively older and with more educational background than to the center.

Efficiency of offices based on the fact of no difference in vocational

outcomes are higher regarding per capita costs and time of service

than the center. But when we consider age and previous education on

one hand and the comprehensiveness of services in the process on the

other hand, one can easily realize that efficiency is not theonly

criterion to judge that the rehabilitation office is better. However,
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when considering the three components of the model that guided this

study i.e. input-process-outcome, there can be improvements of the

present rehabilitation office model that can be discussed here.

The model of the rehabilitation office was based on a community

organization theory which called for coordinating services that were

rendered to persons in their communities. In the rehabilitation system

offices then implies that minimum services are completed in the office

while other services are sought in the community while the case is

still managed by the office.

The data in this study showed that there were many discrepancies

found in offices as well as other community resources. First, medical

evaluative equipment are not available in the office and may be also

unavailable in hospitals in the community. Second, the staff of the

offices were not trained to handle hearing impaired clients. They lacked

professional training and/or communication abilities; and third, the

individual rehabilitation plans were very short to allow any services

other than diagnostic evaluation and administrative management of the

case. The author's judgment of this phenonenon is concluding that

services are accessible for those who had previous prevocational and

educational training and can be licensed by the office to satisfy the 5%

quota of employment for the handicapped. If this is appropriate for

those who completed several years in education and can manage commu-

nication and some work, what about those who apply to offices without

having a vocational and/or education history. Analysis of processes

showed that there were no services to meet the communication needs which

are in fact the barriers between the hearing impaired and society.
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The rehabilitation office is always located in the capital city

of the governorate. Sometimes there is another office in the next

largest city. Since the capital city is one location of many population

concentrations in the governorate (usually from 8-12 towns and around

200 villages) one can imagine what it takes for a client to come for

rehabilitation from another town. What happens is that the family tries

to get the hearing impaired member in some type of vocational training

in a nearby business or workshop and later on he or she comes to the

office to get a license that enables him to get a job. In this sense,

one can conclude that the service is not accessible to the client at

any point in time but it is accessible only when he can come. These

facts also can be revealed from analysis of referral sources.

How to improve the rehabilitation office model is a question

that rests in its answer on the discussions in the previous sections of

this study. As theoffice usually serves a governorate which sometimes

fosters a population of more than 2 million, and deals with all types

of disability with a staff of 5-10 persons, it can be imagined how

difficult conditions of work may be. The average number of clients

served by offices in 1977 and 1978 was 328 admitted subjects per office

which includes an average of 13 persons with hearing impairment. The

average caseload is served by the manager, the social worker, the

psychologist and the doctor. This in fact beside other facts such

as lack of training may convert the rehabilitation process to a history

taking and licensing process. To reach a more effective model, the

author suggests a comprehensive-integrated model to take the place

of the rehabilitation office model that is existing now.
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A comprehensive type of service can be viewed as a system similar

to that described by Grantham (1976) which includes the following activ-

ities

e
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. linkage services (intake-information-referral)

medical evaluation, repair and restoration

psycho-social evaluation and support

residential living facilities

multipurpose vocational evaluation programs

educational opportunity programs

placement and follow-through services

transportation services

research and self-evaluation
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consultation and education.

The proposed model is viewed as a comprehensive rehabilitation

center to be established in capital cities of governorates to provide

rehabilitation services for all types of disabilities.

An integrated type of service implies that the center will be

integrated with the present community services to provide a continuum

of services and to avoid replications. If the comprehensive center

approach is carried out in capital cities of governorates, then the

office model can be implemented in small towns to function as satelites

of the center. Those clients who need this type of comprehensive service

could be referred to the center.



141

Although it was proposed earlier that residential services

should be eliminated from Cairo city, such a proposal is not logical

here, since the proposed center may serve severe cases and since the

transportation system and distances are not like those in Cairo.

Summary:

In this chapter results of the study were analyzed in the

same order the objectives were listed in Chapter 1. The basic findings

coming out of these results are as follows.

(1) A three component input-process and outcome model for evaluation

was utilized and proved to be useful in evaluating rehabilitation

programs in Egypt.

(2) Hearing impaired subjects who applied for rehabilitation services

in Egypt, were primarily male with no different sex composition

between the center and offices.

(3) Hearing impaired persons who applied to rehabilitation programs

in Egypt varied in their age at time of application and there

. was a significant association between model of rehabilitation

used and age.

(4) The majority of rehabilitation subjects of the study were impaired

in their hearing at an early stage of their lives due to different

factors.

(5) Educational status of subjects with hearing impairment who applied

for rehabilitation in Egypt was limited to a middle school education.

(6) Families from which subjects with hearing impairment came to

rehabilitation were larger in size and were likely to have other

children with hearing impairment.
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Well trained staff was lacking in offices. Ambiguities of

functions and overloading was evident.

Absence of counseling services, work evaluation and aural-oral

rehabilitation was identified in rehabilitation offices.

Buildings of rehabilitation offices was not accessible and/or

equipped for subjects whose residence homes were away from offices.

Rehabilitation offices was more efficient regarding per capita

costs and time of rehabilitation than centers.

Rehabilitation processes in offices lacked comprehensiveness.

There were no differences between the center and offices regarding

occupational outcomes.

There was a need for integrity of services for the hearing impaired.

The rehabilitation center model in Cairo city would be modified to

increase its efficiency and to serve more subjects.

The rehabilitation office model needs to be altered to a compre-

hensive integrated model.

In Chapter 5, these findings will be discussed and relevant

recommendations developed.



CHAPTER FIVE

DISCUSSION AND RECOMMENDATIONS

The present study was designed to compare two models of re-

habilitation for hearing impaired persons in Egypt by utilizing an

input,process,and outcome model for evaluation.

In chapter one the problem of this study was explored, needs

were identified, objectives were detailed and specific terms were de-

finded. Chapter two was devoted to a review of the literature related

to this study. Evaluation defintions were reviewed, evaluative re-

search was compared with non-evaluative research; evaluation models

were discussed; evaluation methods and strategies in the field of

rehabilitation were reviewed; relevant studies were identified, and

a synthesis of what the literature contributed to the present study

was discussed.

Chapter three dealt with methodology of this study. The sample

was defined, sampling procedures were di5cussed, methods and instruments

used to collect data were explained and statistical analyses was

introduced.

Chapter four was devoted to analysis of the data. That chapter

was organized around the seven objectives of study in the same order

as they were listed in chapter one. It included a discussion on

applicability of the evaluation model, analysis of inputs of clients,

staff, buildings and budget, analysis of processes, analysis of outcomes,

143
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assessment of needs.development of alternative models for rehabilitation

of hearing impaired persons in Egypt and ended with a list of findings.

The present chapter, is devoted to a discussion of those findings

listed in chapter four and to recommendations relevant for utilization

in Egypt.

(1) A three component input,process,and outcome model for evaluation

was utilized andjproved to be useful in evaluating rehabilitation

programs in Egypt.

A model is a blueprint that defines relationships among its

components. The model used in this study is composed of three

components, inputs, processes,and outcomes. Processes are the activities

that work upon various inputs to reach desired outcomes. The model

was taken from several models that were reviewed in chapter two.

Specific models that helped in identifying variables of the present

model were, Stufflebeam (1971), Galvin (1970), a Discrepancy model (1975),

Walls and Tseng (1976) and Spaniol (1975). .

Although there are many inputs to the rehabiliatation program,

four inputs were taken i.e. client inputs, staff inputs, buildings and

budget. Process analysis dealt with referral, diagnostic and evaluation

services and rehabiliation services. Outcomes were taken as occupational,

economic, social and physical restoration outcome. .The model helped very much

in defining the relationships of variables to each other. It guided

the construction of the two questionnaire forms used to collect data

and again guided the analysis of results and their discussions. The

model can lend itself to statistical methods as multiple regression

analysis by taking one outcome at a time as the dependent variable and



145

several inputs or process activities as independent variables. For the

present study it helped in comparing the two rehabilitation models for

hearing impaired persons on the same continuum of inputs,processes

and outcomes. The model helped in avoiding the pitfalls of the one end-

ed evaluation very common in rehabilitation when evaluating outcomes

or the input-output evaluation by introducing a process evaluation.

(2) Hearing impaired subjects who apply for rehabiliation services

in Egypt,,were of high sex ratio with no different. sex composition

between the center and offices.

The sex ratio in the Cairo center was1492 and for offices was

2,25, The general sex ratio was 2.16 which means that for every 100

females there were 216 males in the sample of study. The author noticed

a similar sex ratio in the 1960 census data on deaf mute persons in

Egypt. In both cases, the high sex ratio may be due to a cultural factor.

There is no reason to have a difference in incidence of hearing impair-

ment or linkage to any sex. Females are expected to be less willing

to apply for rehabilitation especially in rural and slum areas where

they prefer marriage.

(3) Hearing impaired persons who apply to a_rehabilitationprogram jn_

Egypt vary 1" 111181? age at the time of application and there is a significant

dependency between model of rehabiliation and age.

Subjects of the sample varied in their age at application from
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10 years to 45 years. The median age of subjects applying to the Cairo

center was 16.18 years and for subjects of rehabilitation offices it

was 19.8 years. This indicated that the center dealt with younger clients

who were mostly undecided and not well informed about the world of

careers. However, since the center provides opportunities of vocational

training in its program, the client may acquire some information regarding

careers. On the other hand those who were younger in age (38.36% of~

subjects of the center were under 15 years of age) were subject to a

delay in employment since regulations of employment specified the

age of 18 as a minimum age for employment. The rationale is that it

would be better if.such a period of age (16-18) be spent in education.

(4) The majority of rehabilitation subjects of the study_were impaired

in their hearing at an early stage of their lives due to different factors.

From all subjects of the sample 75.08% were reported to be

impaired before the end of their third year of life and 89.22% were

impaired before completing their fifth year. This early onset of hearing

impairment contributes to the degree of disability that can be expected.

Early hearing impairment is due to two main factors. First, there is

a pattern of familial factors which are fostered by marriges among

relatives. Data showed association between this type of marriage and

having more than one child with hearing impairment in the family.

Second, infant diseases affects the remaining subjects. Diseases of

infancy like measles, whooping couph, dyptheria and typhoid are easily

prevented by means of immunization which is compulsory in Egypt.

Diseases such as menengitis are difficult to control. Otitis media is
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now treatable by means of antibiotics when it is detected early.

The fact that hearing impairment strikes children of preschool age,

leaves us with a need for early intervention to avoid dealing with a

multiple disability later on. Since early intervention is lacking in

the ongoing system, most subjects are identified as deaf-mute when

they go to school or come to rehabilitation.

(5) Educational status of subjects with hearipg impairment who app1y_

for rehabilitation in Egypt is limited to a middle school education.

The special education system in Egypt provides education to

hearing impaired persons in special schools or special classes known

as schools of hope. The hearing impaired child can be admitted to such

a program between the ages of 5 and 7. There are two stages of education

available for the hearing impaired persons, the elementary and the

preparatory (middle). The two stages continue for 11 years. Hearing

impaired persons are not allowed to enter secondary education after

finishing with the preparatory school while this right is allowed to

the blind. Those who miss entrance to elementary education or who

are impaired during school age hardly find an opportunity for education.

By the time a hearing impaired person completes an educational program

he or she is 17-18 years old, and may apply for rehabilitation at that

time. The difference between the center and the offices in this aspect

is that some subjects applying to the center come from an elementary

school in the center where children are admitted at ages beyond those

of regular special schools (8-11) and spend a period of time in education

until they reach the age of 12. At that time they are referred to

rehabilitation services.
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(6) Families from which subjects with hearingpimpairment come to

rehabilitation are larger in size and are likely to have other children

with hearjpgimpairment.

The size of families of hearing impaired persons are_above the

general average of family size in Egypt. Meanwhile 29.97% of all

subjects have brothers and/or sisters with hearing impairment, and

3.37% of all subjects have all siblings with hearing impairment.

Hearing impairment is a developmental disability which is likely to have

a relationship to such socioeconomic variables as education of parents,

their income and occupation. It can be said from the results discussed

in chapter four that hearing impaired persons who come to rehabilitation

are from low and middle classes. This is indirectly induced from

prevalence of illiteracy among family members (22.5%), the larger size

family and the high percentage of marriage among relatives (44.44%)

which is typical of a first migrant generation from rural areas to

11014115 .

(7) Well trained staff is lacking in offices.

In rehabilitation offices, the role of a rehabilitation counselor

is mostly absent. There were only two offices out of 24 that had

rehabilitation counselors on their staff, one of them was on a part-

time basis. Social workers are overloaded with an average of 328

cases. Social workers were not trained to practice counseling, guidance,

evaluation or placement. They practice case work such as taking family

history or investigating socioeconomic status. Two managers out of 24

and one counselor out of two reported that they had a short term
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training program on rehabilitation of hearing impaired for two weeks.

No social workers or psychologists reported any type of training

specific to problems of the hearing impaired. The role of a psychologist

who is in most offices on a part-time employment is ambiguous. Most of

the psychologist's work is to manage psychological tests with results

rarely used in the rehabilitation process. Having the same high load

(average of 1977 and 1978 of cases served by an office is 328), it is

not expected that a quality function is taking place. All psychologists

reported that they apply a pictorial or non-verbal standardized test

for intelligence and few reported using Wechsler scales. However, for

all subjects there were not enough evaluations about relevance of those

tests to the hearing impaired or to the process of rehabilitation.

Most hearing impaired subjects came with an educational background and

an I.Q. test added nothing to what they came for i.e. vocational rehab-

ilitation. In the case of the Cairo center, staff is well trained and

work under supervision of university professors.

(8) Absence of counseling services, work evaluation and aural-oral

rehabilitation was identified in rehabilitation offices.
 

Rehabilitation counseling was introduced to the rehabilitation

system in Egypt in 1975 on an experimental basis. Up to 1981, 20

counselors were graduated, 17 of those counselors were from Cairo

facilities and 3 were from other governorates. The role of rehabilitation

counselors started to be identified. However counseling services are

still fragmented among psychologists and social workers in offices.

Social workers come from schools of social work and departments of

sociology. Psychologists are from departments of psychology or from-
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education.

Vocational counseling is not based on sophisticated information.

There was no system for vocational work evaluation in offices. Sometimes

selection of a career for the disabled is based on a trial and error

approach. V

Aural-oral communication rehabilitation which is the core of

any rehabilitation program for the hearing impaired is missing in re-

habilitation offices.

(9) Buildings of rehabilitation offices are not accessible and or

egyipped for subjects whose residence homes are away from offices.

Offices are located in capitals and large cities of governorates.

Buildings contain a limited number of rooms with very little equip-

ment and a limited number of staff members. The office is a place for

case management. The subject must move to and from the office at the

point of evaluation and eligibility determination. Transportation

odifficulties and absence of residency may present a problem of

accessibility to services.

(10) Rehabilitation offices are more efficient regarding per capita

costs and time of rehabilitation than centers.

Results of this study showed that per capita cost of rehab-

ilitation in an office is %-its cost in the center while time of

rehabilitation in the center is about 12 times its length in the office.

Therefore offices can be considered more efficient in services if they

have the same outcomes as the centers.
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(ll) Rehabilitation processes in offices lack comprehensiveness.

A quality rehabilitation process is one that is accessible,

complete and comprehensive. Rehabilitation processes in offices lack

such important parts as work evaluation and oral communication rehab-

ilitation which make them incomplete. The net work of rehabilitation

offices miss some components of a comprehensive system as that described

by Grantham (1976) such as residency, transportation, vocational eval-

uation, education, research and training.

(12) There were no differences between the center and offices regarding

occupational outcomes.

Data on employment and unemployment showed no association on

this variable with the center/offices variable. However by taking

the average period of time between completing rehabilitation program

1977-1978 and the time of this study (two years average) there was a

relatively high ratio of unemployment.

(13) There is a need for integrity of services for the hearing impaired.

The results of this study indicated that there is a need for

preventive programs in genetic counseling and education and a need for

early treatment intervention and early rehabilitation by speech therapy

and hearing aids. There is a need for a preschool therapeutic efforts

to avoid speech disability. Special education programs need to be

modified to allow more integration of hearing impaired with non-impaired

persons in education and to extend education to the highest level of

the university. Medical, educational and rehabilitation services need

to be integrated to cover the life span of the impaired person until
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he or she is integrated in society. Independent living services such

as transportation, communication, interpretation and advocacy need

to be introduced to the program.

(14) The rehabilitation center model in Cairo city can be modified

to increase its efficiency and to serve more subjects.

Modifications suggested are in two areas. First to establish

a work evaluation unit in the system which could save time and effort

for shops that can be managed on a production basis. Second, to cut

residency services and limit them for younger and urgent cases only.

This would in turn decrease per capita cost and increase the efficiency

of the center.

(15) The rehabilitation office model needs to be altered to a com-

prehensive integrated model.

This new model may be more suitable for governorates. It

includes comprehensive services and integrates with other services

at the same time. Present rehabilitation offices may be suitable for

small towns to serve one town and small villages only. The proposed

model is not for hearing impaired persons only but includes other

types of disabilty.

Limitations of the Study.

The present study suffered from the following limitations:

First: The sample was restricted to those who completed their rehab-

ilitation plans in 1977 and 1978. Results regarding inputs may be

interpreted only as related to the sample of this study. The sample

as defined above may not have represented all hearing impaired persons
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in the society. Selection of the 1977 and 1978 years may have limited

generalization since those two years may not be representative of other

years. Another limitation of the sample lies in the fact that there

was only one center in the study.

Second: Data on inputs, processes and outcomes were compared over one

variable, the rehabilitation model i.e. center or office. Comparisions

of outcomes in the proposed model could be more helpful if taken over

other input variables such as age, sex, urban, rural, education and

socioeconomic variables. The model may lend itself to multivariate

and multiple regression analyses.

Third: Treating rehabilitation offices as a contrast to the rehabili-

tation center called for combining data on offices in final comparisions.

However, not all offices were the same. Each office represented a

unique governorate and sometimes unique patterns of traditions, attitudes

and economical conditions.

Implications for further research.

The present study represents a first step in doing evaluative

research to help in planning and decision making in the field of re-

habilitation of the hearing impaired persons in Egypt. It may open

the door for further studies to fulfill some of the recommendations

of this study or to conduct further studies on each of the components

included in the present study. The application of the evaluation

model in the present study may be repeated on other disabilities.

It may be appropriate that in planning for changes recommended in the
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present study that such changes will be based on further research of

needs identification and needs assessment.

This study may be a starting point for further research regarding

employment, vocational counseling, psychological evaluation, commu-

nication procedures and staff training.

There is a need to fit the evaluation model in such techniques

as operations research, systems analysis and multivariate analysis to

define what each variable weighs and how it behaves in relation to

other variables.

There is a need also to conduct a type of innovation experiment

to educate hearing impaired persons from the age of three to the high

school and then to the university.

There is also a need for a data based management system for

rehabilitation in Egypt.
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Recommendations
 

Evaluative research is very important for policy making, program

planning and program implementation. Evaluation needs to be made

on a systematic basis.

Since evaluation is based on information, and since evaluation

is necessary for planning and decision making, therefore there is

a need to establish a management information system (M15) in the

rehabilitation system in Egypt. This system may help in securing

relevant information at any point in time and save money and effort

needed for evaluative studies at the present one.

The higher ratio of males to females in the present study may be

an indicator of lack of accessibility of services or to social

attitudes regarding rehabilitation of females. Therefore a special

effort is needed to promote public opinion regarding rehabilitation

of females and for including a home making oriented rehabilitation

program for females through other voluntary agencies in the

community.

Knowing the size of the problem is important in knowing how well

the ready population for a specific service is being reached.

Therefore, there is a need to conduct surveys to help in this

regard and to help in planning for services.

As revealed in the study the average age of the center's clients

when leaving the center was 16 years, this age is less than-the

minimum age of employment. Therefore there is a need to fill this

gap either by education or employment in sheltered workshops or

a type of homemaking or appenticing.



10.

156

There is a need for training rehabilitation workers on placement

and career information to help their clients in finding relevant

jobs and therefore decrease the ratio of unemployment which was

relatively high.

As the study revealed that most of the subjects in the sample were

impaired since early childhood and some of them were so because

of congenital causes, therefore there is a need for genetic counseling

and prenatal education program. Marriage among relatives may be

responsible for transmitting genes responsible for hearing impair-

ment to offsprings and therefore it deserves some effort to show

these facts to the youth who think about marriage.

Education of hearing impaired proved to be possible and relevant

to the university level in some countries around the world, there-

fore there is a need to extend education of the hearing impaired

in Egypt first to the high school level and then to the university

level.

Since most subjects were impaired before the age of five, and since

the preschool stage of childhood is very critical in language

acquisition, therefore there is a need to start a preschool educa-

tional or a home teaching program for the hearing impaired pre-

-school age children to overcome the communication handicap.

Total communication needs more attention since it may help those

who find problems in learning the formal approach of speech reading

available in special schools for the deaf in Egypt. Since there

has been sophisticated work on sign language and manual alphabetics

in the Cairo center for the deaf, this research needs to be dis-

seminated to schools.
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There is a need for formal training programs for workers in

rehabilitation of the hearing impaired in Egypt. This program

could be on a six-month basis.

Rehabilitation counseling is the core of rehabilitation work and

there is a need for training more counselors in Egypt to work in

local offices and centers. Training programs should make use of

the already existing staff.

There is a need for development of work evaluation techniques to

be used inside offices for evaluating vocational potential of the

disabled. Some of the ongoing research in that field in Cairo

may help in future planning for such services.

There is a need to standardize some of the available psychological

tests in the Egyptian culture and training psychologists in clinical

aspects for vocational and rehabilitation counseling.

There is a need for an outreach program to help in modifing re-

habilitation programs accessible to the disabled.

Future planning of rehabilitation facilities shall consider this

accessibility, comprehensiveness, completeness and integrity.

There is a need to extend rehabilitation services to small towns

and districts of cities.

Since rehabilitation offices were shown to be more efficient

than the center in terms of per capita costs, while they are at

the same level of effectiveness therefore the rehabilitation

office model can be transmitted to smaller towns and establishing

rehabilitation centers in capital cities of governorates to assure

comprehensiveness of services.
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19. Since offices are expected to serve different types of disability

and to cover a population of a governorate or a big city, and

since offices are more efficient regarding costs per captia, the

model is considered to be suitable for a developing country as

in the case of Egypt when other considerations in the rehabilitation

process are taken into account.

Conclusion
 

The present study stemmed from a need to explore on a comparative

evaluative basis the three dimensions of rehabilitation programs for

hearing impaired persons carried in rehabilitation offices in local

governorates and the rehabilitation center in Cairo the capital city,

in Egypt. These three dimensions were conceptualized in an evaluation

model of inputs-processes and outcomes. Unlike many other studies in

the field of rehabilitation of the disabled, the model was carried out

in a form of field work guided by the conceptual model. Data were

collected from a stratified cluster sample of 297 hearing impaired

subjects who completed their rehabilitation in the Cairo rehabilitation

center or at seven random offices of Alexandria, Gharbia, Dakahlia,

Portsaiid, Fayoum, Assiut and Qina from January lst, 1977 to December

315t, 1978. Two questionnaire forms were used. Form A included data

on the subjects and called for interviewing those subjects and Form B

which included questions on facilities and was completed by interviewing

managers of 24 offices all over the country.

The analysis of data showed many facts regarding inputs, processes

and outcomes. Comparisons between the center and offices were made

on some input, process and outcome variables. Discussion of findings
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were completed, limitations of data were explained and implications

for further research were explored. The study was concluded with

relevant recommendations for utilization in the Egyptian Society.
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EVALUATION MODEL

The model of evaluation that was used in the study is composed

of three components, inputs, processes, and outputs. The model was

explained in Figure 3.2. Following is explanation of variables included

in the model.

I. Inputs:

\ 1. Client iniputs: Form A (See Appendix B)

general information

age at application for rehabilitation

place of birth

place of residency

Disabling conditions

age at onset of hearing impairment

cause of hearing impairment

type of medical intervention

Socioeconomic conditons

family structure

distance of residency from rehabilitation facility

income

education of family members

prevalence of hearing impairment among family members
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2. Staff inputs

professional

non professional

3. Budget

4. Equipment

5. Building

Processes (Form A and Form B)

1. Client evaluation

physical (medical)

general

hearing

visual

other

Vocational

aptitudes

interests

Socioceonomic

Psychological

Educational

2. Rehabilitation services

Counseling

Physical restoration

hearing aids

speech therapy

referral to surgery

other orthotics or prosthetics
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Vocational training

Education

Social and financial services

Personal adjustment services

Placement and follow-up

III. Outcomes (Form A)

1. Physical

Aural improvement

Oral improvement

Total communication

Vocational

Career choice

Training

Placement and employment

Socioeconomic

Improvement in socioeconomic status

Independence in living

Social integration

Self support

Educational

Change in educational status
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A Comparative Evaluative Study

of two Models For Rehabilitation of

the Hearing Impaired Persons In Egypt

Questionnaire Form A

The information collected in this questionnaire will be used for

purposes of Research only
 

Center/Office Governorate
  

Name of Subject
 

Address
 

Date Completed
 

Name of Interviewers l.
 

2.
 

Name of Auditor:
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Name SEX M a F I:
  

Date of Birth or age at time of application

Place of Birth Shiakha or village

Governorate

1F

is it Urban [:1 rural

    

is it different from his/her present residency

Yes No

if yes what is his present residency

shiakha or village

   

Governorate

Urban ‘4 Rural I:

how long has he/she been in this area years Months
 

Date of Application for rehabilitation

Address at time of application

is it different from his place of birth Yes No
 

  U
L
]

NoF
1
1
1

is it different from his present residency Yes

History of Disablement:

Age at onset or discovery of hearing impairment

Since birth After birth at age of

Does not know

Cause of hearing impairment (Check one or more)
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Prevalent Since birth (Congenital)

Disease (Specify)
 

 

  
Accident: home E Street :1 work

Other specify

   H

 

Drugs: Specify

Other Specify
  I

l
l

Was the Impairment

Suddenly
 

Gradually

Not known I
I
D
I
I

  

Did the impairment start

In one ear

E
l
l
—
J

In both ears  

Is the Impairment now

In one ear

In both ears [
—
1
1
3

 

Is it improving

Unknown

Deteriorating D

[I]
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is any of the parents deaf or hard of hearing: Yes No

If yes who? Father 3 Mother E Both I None I:

is there any kinship between parents: Yes [::] No [:::
 

is there any of brothers and/or sisters who suffer from hearing impairments

None I Some of them C All of them D

are those who are hearing impaired brother or sisters

   

    
brothers only sisters only both D

#. 

is there any relatives (to father or mother) who are hearing impaired

Yes No C

 

    

if yes are they

relatives to father

relatives to mother

relatives to both

if any of brothers or sisters are hearing impaired were they so in the

same way (degree, age, cause etc.)

Yes [1 No B

was the hearing impairment noticed or identified by

(Check one)

  

Father Mother

1
I

 

 
 

Wife brothers or sisters
 

Son or daughter other significant  
Family doctor child clinic

 School teacher school clinic

l
l
l
I
D
L
I
L

7

  The client himself other specify  [
1
1

11
I
l
l
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Was this identification

After illness [:1

After an accident E]

None of the above [::’

 

 

What type of help was sought when impairment was identified (check one)

 

 

  

__,. 1

Family doctor Maternity & child clinic [::

__1. ' .

Public hospital 12.. Otolarngist [::

.,__. .

University hosptial .__2 Folk ways [::]

Nothing

If medical help was sought was it

 
Immediately after showing symptoms

Few days later

Few weeks later
 

One month to three months  
More than three months

D
E
I
L
I
D
L
J
I

I

Not sure

What type of medical action was taken

    
Medication Surgery in ear(s) L_‘

'_1

  
Surgery of tonsils or nose 3 Description of hearing aid E

Speech therapy :3 Nothing :]
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Was such medical intervention useful in

 
improving hearing

stopping deteriorition

 caused deterioration

C
I
L
J
L
J
U

no effect

If a hearing aid was recommended, was the subject

able to get it

not able to get because

it was expensive

it was not available in the market

If he got a hearing aid was it

on his own expense

from a rehabilitation facility

from a school clinic

paid for through other agencies

If he used a hearing aid before coming to the rehabilitation facility

did he continue to use it

stop using it

use it for sometime

use in some places

Was he able to communicate by speech and hearing before impairment

Yes C No D
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What was his method(s) of communication when he applied for rehabilitation:

 

expression reception

talking hearing with or without hearing aid

writing speech reading

sign language reading printed materials

combination combination

Does he/she suffer of any other impairment or illness before coming

to rehabilitation

type date of onset

Was he using other orthotics or prosthetics when first coming to

rehabilitation

Yes [::] type

._1

No
  ‘—'

Socioeconomic aspects:

(1) Family structure

was he/she at the time of applying for rehabilitation

     
Single D Married 1:) Divorced L_, Widow
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with children E without children :1

 
living with parent family [1 living with his own family [3

living alone [:1
  

 

    
Sources of income: own from work insurance . other

  

1—

  
Parent support

  
Support from wife and/or children E::

_—_1

  
Social security
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 c
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Educational history (inputs)

did the client attend any education before onset of impairment

Yes --i No [:Z]

if yes what level

   

primary less than 3rd grade

3rd grade

4th grade

5th grade

6th grade

preparatory 7th grade

8th grade

9th grade

secondary General I: 10th grade

[:: 11th grade technical

12th grade

Higher 13th grade

14th grade

University
 

Name of College:
 

 
completed ‘___‘

not completed I:

Was education abandoned because of impairment

Yes ‘7'" No I:
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If impairment occured before school age or if general education was

abandoned because of impairment

did he/she join special education

Yes C No E

if yes, how many years did he/she spend in that education

  

primary 1 2 3 4 5 6 7 8

preparatory 9 10 ll

(vocational)

what type of special education did he attend

public special School for the deaf

private special School for the deaf
  

special classes for the deaf in a special school

[
J
U
L
I
E

  
special classes for the deaf in general school

other specify

Did he or she: go daily from home to school and vice versa
 

  live with some relatives near the school

live in the school itself C
1
1
1
1

was he/she using a hearing aid in the period of education

—1 

  
Yes No

   
 

If he did not use a hearing impaired, why?

because it was not prescribed D

it was hazardous I:

 
it was not profitable  1 _.J
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Vocational history (inputs)

Did the client have

 

    

vocational training before impairment After No 1_—'
 

work experience before impairment After No

If he had vocational training before impairment was it suitable after

impairment Yes [-— No 1

If he had work experience before impairment

   

was it abandoned because of impairment

 I
I
L
J

 
or due to other reasons

If he had work experience after impairment

did he lose it because 2

it was not suitable for his abilities

 place of work was far from home

lack of communication  
low payment

negative attitudes from mates
 

mistreatment of supervisors U
H
D
U
H
U
U

 

Still with the work but seeks

a higher skillful work
 

more suitable work

higher rate of payment

a more secured work

 a nearby work

other reasons specify  L
J
l
l
L
l
L
J
l
l

I
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Was previous work with

Government

  
public sector

private sector

his own business D
C
“

1
1

l

  
at home F__k

 

working for the family against payment

working for the family without payment

.__J,   L
7
.

outside home 1

I

 

  



Date of referral or Applying to Rehabilitation
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PART B
 

INDIVIDUALIZED PROGRAM

Period passed since impairment

In the same month

In the first six months I:

In the first year

In the second year

3rd

6th

9th

12

15

18

more than 20

L
1

 

 

 

 l
l
l
l
l
l
l

 

referral source

family doctor

clinic

hospital

4th

7th

low

13

16

19

social affairs unit

school

parents

self

other (specify)

 '—‘

 

:1
. —1

__J.

5th

  

8th

11th

 

D
D
L
J
D
I

J
L
J

17

 20 

 

 

 

D
U
N
D
E
E
—
1
W

l

 

 

  L1
7
1
1
7
1

H
I
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Has he/she ever been referred to rehabilitation service at any time in

his/her life

where

when

why

Evaluative services
 

Place Type of evaluation Month Date Year

Period

passed

after re-

ferral

(days)
 

 

 

Intake (Initial) Inter-

view

general medical examination

ear nose and throat ”

audiological examination

other examinations

psychological evaluation

socioeconomic evaluation

vocational (work) evaluation

speech evaluation

other (specify)

1.

0
1
t
h
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Date of admission (meeting of screening committee)

Date of licensing

Date of employment if any

Total amount of time (days) from referral to

licensing
 

employment
 

persons engaged in working with the case (check as needed)

  
Director of Center/office

General practitionner doctor

Ear, nose and throat specialist
  

Audiologist

speech therapist

rehabilitation counselor
 

Psychologist

 
Social worker

work evaluator

vocational training instructor

I
D
D
H
D
L
J
L
J
C
I
I
J
D
!

1

educational instructor

 

 

psychotherapist

 

 

group or recreational worker    
placement officer

psychiatrist

L
J
E
I
E
]

 
other specify
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Rehabilitation Services

1. referral to surgery

 
2. medication

3. Hearing Aid

from the agency

D
U
E
L
—
H
“
)

  
from other agency

4. other devices (specify)

type
 

SOUPCE
 

5. Speech therapy

period: month

place: in the center/office
 

 l
_
|
|
1

outside (specify)

6. Counseling

 

7. Financial support

 

from the center/office   
from other resource   
no support

 lj
f
—
l

 
8. transportation fees

9. vocational training

period month

place of training
 

Inside the center/office

in the neighbourhood of the center/office

in another rehabilitation center/office
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in a training center with MSA

in a shop near his home residence

on the job training

no training

L
I
T
T
H

  

type of vocation:
 

ll. Placement

through the effort of the Director

 

the counselor

placement officer

 

labour force office

 

his parents

his own effort

his own business

his family business

returned to previous job

[
H
M
H
T
E
L
E
H

  
12. Follow up and follow through period passed

since licensing

lst : date completed
 

 

2nd date completed
 

 

3rd date completed
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Costs of rehabilitation (not including fixed costs)

—
J

O

\
O
C
D
N
O
l
U
l
-
D
w
N

medical care (charge to other agencies, LE

hearing aid (execluding any payments from the client)

speech therapy (arranged through other agency)

other orthotics and/or prosthetics or physical restoration

charges for any evaluations completed outside the office

vocational training (if outside the center)

fincancial support

transportation fees

other specify

a.

b.

C.

 

GrandETotal
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PART C
 

Rehabilitation outcomes

Did you get any of the following services from rehabilitation center/

office or through it?

 

improvement in hearing ability due to training
  

improvement in communication abilities
  

expression
 

reception

a hearing aid

repairment of an old hearing aid

getting other orthotics or prosthetics

surgery or treatment of other diseases l
l
l

H
II

1
1
:
1
1
“

  

Which of the following do you believe that rehabilitation helped you in?

 

dealing with other persons

 financial support during rehabilitation

dealing with problems with family

 dealing with problems with people
 

meeting with other deaf people

being able to depend on myself I
I
F
I
U
V
N

I
L

  

Which of the following activities do you take part in by yourself or

with other family members?
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U
.

c
-
l

‘
h

with other members

reading newspapers
 

 

listening to the radio

 

watching T.V.   

meeting visitors
  

 
visiting with others

going to work and back
  

using public transportation [
3
1
1
1
.
1
1
1

11
11
3

 

shopping

 

  
driving

going to cinema

travelling in the nearby

areas
   

travelling outside town/city
  

 
travelling outside country

  

caring for children

'going to pray

meeting with friend of

same sex
 

[_
I
D
E
B
U
G

E
l
m
—
1
1
3
1
l
a
a
u
l
l
l
r
l

L
1

E
l
l
-
1
1
3
1
1
1
;
!
N
E
I
L

ll

 
meeting with friends of

other sex

 

Which of the following roups do you have membership?

Association for the deaf [::]

club for the deaf

public club

work club

work union

1
l
L
l
D
C
J
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other private associations I
 

a coffee grou!

  
a ploitical party

a local council H
H
U

  

Which of the following happened after you finished your rehabilitation

in the office/center?

marriage to a hearing person

 
marriage to a hearing impaired person

divorce and not remarried

divorce and remarried
 

death of spouse
 

having choldren for the first time

having other children
 

left parents home to own home

being able to support self financialy H
W
U
D
H
W
D
D
D

  

-
—
l

  
being able to share in supporting the fami y ___I

left the village or origin residency to a new area near work
  

Was rehabilitation successful with you in?

being able to express yourself verbally
  

being able to express yourself by signs
 

being able to read printed materials

being able to write what you want to say
  

being able to apply for jobs in writing

reading newspapers

completing school education H
D
D
T
D
H
H
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Do you have a job at the present time?

—1

YES _)

  

If yes ask the following questions.

Are you satisfied with your job?

Yes
  

If yes, why are you satisfied?

job is suitable

job is near to my home

it is a governmental job

it gives me a high payment

I have good friends in it

I have good supervisors

I have other colleagues who are deaf

It is the only work available for me

If No, why are you not satisfied?

work is not suitable for me

No
 L

7
,

 

No [::]

 

U
n
m
m
fl
fl
fl
u

 

time of work is not convenient for me

place of work is far from my home

work is not a parmenant job

payment from work is low

my colleagues in work do not understand me

supervisors in work do not understand me

 

 

 

 
 

  

  

  

1
J
1

J
U
l
—
l
l

l
L
_
1
_
|
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What type of employment do you have?

Governmental

 

public industry
 

private sector

 sheltered workshop

paid work for the family  
unpaid work for the family U

1
l
l
J
l
I
H
L
J

 

private business

Income per month in Egyptian pounds
 

Difference between income before and after rehabilitation in

Egyptian pounds
 

 

Was this your first time for employment Yes

If no was it second time E

third time or more C

  ,_._1 N° 1: 

  

What were the reasons for leaving previous jobs

work was unsuitable [::
 

work was hard

far distance from home

 lack of communication

treatment of colleagues

low payment

work was hazardous

it was a temporary work

I
ll
l
l
J
C
I
C
I
L
J
L
J
L
J

  other specify
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Do you think that rehabilitation could,

help you enhance your knowledge and skills
  

improve work habits

help you acquire new work habits

give you a chance to choose a parmanent career

provided you with training devices   
provided you with work devices L

J
l
l
l

I
L
I
L
‘
H

I

 

II.

behind his unemployment.

employers do not like to hire disabled persons in general

employers do not like to hire hearing impaired persons

I have had an opportunite to work but it was not suitable

work opportunities are rare in community

I prefer to wait until I have a governmental work

type of work that I can do is not wanted in the community

I did not find enough help from the rehabilitation facility

other reasons specify

What are economic changes in your life?

it was the first time to have income from a job

my income increased

I was able to live without social security  
I was able to initiate a private business

No change in income  TI
L
—
I
L

11
“
J

If he has no job at time of interview what he thinks were reasons

 

D
I

1
L
1
!

H
I

II
“
J
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APPENDIX C

A COMPARATIVE EVALUATIVE STUDY OF TWO MADELS

FOR REHABILITATION OF THE HEARING IMPAIRED PERSONS

IN EGYPT

Qpestionnaire Form B

1. General information

Center/office:

Address: City/town

Governorate

Telephone

year of establishment

Name of association to which the center or office is affiliated

Date and number of registration

2. Description of the building

Owned Rented Borrowed

Area of the building in square meters:

Number of rooms 1 2 3 4 5 6 7

8 9 10 more than 10

Number of floors 1 2 3 or more

Is there any annexations to the building?

Yes No

188
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If yes is it

in the same town or district

in another town or district

in other governorate

Is the building location in the center of the town

At a distance from the centr of the town

Can the center/office be reached by public transporation?

Yes No

Are there special rooms for

reception Yes No

counseling Yes No

general medical examination: Yes No

Audiological examination: Yes No

Psychological evaluation: Yes No

Social evaluation: Yes No

Vocational evaluation: Yes No

Vocational training shops Yes No

Is the centr or office known to

Health services Yes No

Social affairs units Yes No

Schools of the deaf Yes No

Medical doctors Yes No

Local councils Yes No

To the public in general Yes No
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2. Personnel (check the personnel working with the center/office at

present time)

 

Title Full time Number Part time Number

employed employed
 

Director

Rehabilitation counselor

Medical doctor

Specialist of ear

Audiologist

Speech patheologist

Psychologist

Vocational evaluator

Case social worker

Group worker

Speech therapist

Educational instructor

Vocational instructor

Recreational worker

Accountatnt

Technicians    Interpreters  
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Specify personnel by type of employment

\

1. Personnel employed by the center/office

 

Title Workin hours

Full time part-time

hrs. hrs.

 

2. Personnel borrowed from the Ministry of Social Affairs and paid by

it.

Title Workingjhours per week

Full time

 

Part time
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3. Personnel borrowed from other Agencies in the Community

Title Work hours per week

Full time Part time

 

4. Can you define types of personnel who are rarely or not found in

the local community.

1.

0
'
1
t
h
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Process

A. REFERRAL
 

Average of 1976 and 1977

 

Source of Referral All Clients Hearing

% impairment

% clients

 

Social units

hospitals

school clinics

schools of deaf

private clinics

     
Do clients usually come: by themselves

with a parent

with friends

How many times does a client need to come to the centr/office before

admission to rehabilitation?

1 2 3 4 5

6 7 8 9 10 or more



 C
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i
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p
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i
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i
e
n
t
s

h
e
a
r
i
n
g

i
m
p
a
i
r
e
d
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Evaluation - Check as suitable

In the office Outside the office

Against Free

Changes

Initial intervies

Medical general exami._

nation

Ear, nose and throat

Audiological exami-

nation

other medical evalu-

ations

Psychological testing

Psychiatric screening

Social case study

Vocational (work)

evaluation

Speech evaluation
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Services

Inside the center/ Outside the center/

office office

Against chagges Free

Surgery

Medical treatment

Hearing aids

Speech therapy

Other crthotics and

prosthetics

Rehabilitation

counseling

Psychotherapy

Vocational training

Education

Recreation

Residency

Transportation

Food

Financial support   
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Difficulty of cases
 

For counselors; psychologists, social workers, medical doctors and

vocation instructors.

Can you order the following cases according to difficulty

of counseling (give a rank of l to the easiest 2 to the next in

difficulty and so on).

Blind

Mentally retarded

Upper amputation

Lower amputation

Low vision

Hard of hearing

Deaf who can talk

Deaf mute

Negative T.B. cases

Negative leprotic

Cardiac cases

Hemiplegia

Paraplegic

Polio

Senal diseases

00 you usually ask the hearing impaired client to bring another person

who can talk when he comes to you?

Yes No
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Client evaluation procedures
 

1. Psychologists

A. Please specify types of psychological tests that you usually

implement for the hearing impaired: (include title of the test, author,

publisher, date of publishing, norms and comment on its validity and

reliability for use with those clients). Use a separate paper for

evaluation and follow the given form for evaluation.

8. If there is no available tests, what are other procedures that you

usually use to report on these cases:

l.

#
0
)
“
)
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2. Audiological evaluation:

Is there any type of audiological evaluation in the center/

office: Yes No

If yes specify:

. Tunning fork

Audiometer

Speech audiometer

None

If there is no tools, what of the following resources are used

In local community outside

private clinic

public hospital

university hospital

the center for the

deaf in Cairo

school clinic

institute of hearing

other specify

none
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Vocational evaluation:

What are the main methods you use for vocational evaluation with your

hearing impaired clients (check as applied)

vocational work history

school reports

psychological testing

I.Q. score

situational evaluation

work samples

on job training

Training of personnel in rehabilitation of the hearing impaired
 

Period Place

TFEE—_' to

Director

Rehabilitation‘counselor

Social worker

Psychologist

Vocational instructor

Teacher

Other specify
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Do you think that there is a need for training programs in the field

of rehabilitation of the hearing impaired?

Yes No

If yes what is the most suitable length of training period (months

weeks)

What are other needs you feel your center or office needs to raise its

level of performance in rehabilitation of the hearing impaired?

1.

a
c
u
m
e
n
-
n
o
o
n
)

Name of interviewer:

Name of Director:

Date completed:
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