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ABSTRACT

As a systematic process for gathering and analydatg, performance evaluation could be used aslia vaethod
to highlight levels of success and to identify rggté and weakness of ongoing programs. The airheptesent
study was to develop an instrument for evaluatiaglr health centers in Iran. Based on related kterre and
experts’ views, eight crucial fields of performamsluation, and a questionnaire including 100 isenere formed.
The participants of the study were 525 people ahigalth related jobs in rural or urban health cers. Reliability
and validity requirements were checked; exploratamg confirmatory factor analyses were used. Haatwalysis
identified 11 components which embraced 60 iterosndnents were named as planning, control, cootitina
structure, setting and facilities, education, cusers’ satisfaction, staff’'s job satisfaction, diseasurveillance,
mother-child care, and effectiveness which are gmesd as a model for performance evaluation. Thiaioéd
instrument embraces all required factors suggesteéxperts and literature hence it can be usedraswvaluation
instrument in both rural and urban health centers.
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INTRODUCTION

As a systematic process for gathering and analyd@ta, performance evaluation could be used aticamathod to
highlight levels of success and to identify theesgth and weakness of ongoing programs [1]. Pedoom
evaluation in health organizations is a multidinienal issue, so the importance of each dimensia®exnis
dependent on the results of indices [1, 2].

The study of organization issues is not separat® flneasurement instruments and methods sincegahimations,
even organizations which are at risk also bensditnf performance evaluation instruments [3]. In fagéntifying
and implementing a comprehensive performance etialuancrease the quality of services, effectivenasd
efficiency of health system, hence in health orgations performance evaluation is outstandinglyartemt and has
attracted researchers’ attention[4, 5].

For monitoring health system, some frameworks hbeen structured around five domains of context, the
development process, design, implementation anectsff[6]. Quality of information data [7], undenstling
subjects, performance alignment, individual sewmvjcaccepting societies [8], effectiveness (healthddions,
accessibility, patients’ satisfaction), justice lferable groups, evaluating risk and providing fesk), and
efficiency (investing benefit cost, management \Jyd9% are factors identified by other studies. Tdwnplexity of
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health problems, non-centralizations, geographdesthnces, ethnical differences, and lack of thistinformation
resources are among the factors identified by Cfégeb al. [10]. However, in evaluation of health nter
performance, particular factors are ranked diffdyein the study conducted by Moslehi et al., dyablanning is
ranked as the most important, and tracing comg@aisatthe least important indices [11].

That performance measures in health care embracesmbination of clinical quality, patient (or mempe
satisfaction, efficiency, utilization and financipkrformance is the common ground for most heaydtesns;
however, how a balanced selection of measuresnthkeementation phases, and uses of these measucdgdin
both external accountability and internal qualibhprovement are mattersd).

On the one hand, the complexity of present healtharmizations, increasing health and treatment gosts
specializational trends, prioritizing customersd ahe importance of effectiveness and efficiencyseifvices are
among the factors that encourage health organimatio recourse to performance evaluation [9, 18f.dxample,
besides highlighting the importance of continuowugaaization evaluation in studies done by Wong lef{la],
Amado and Santos [15] and also Lee Choi [8], therean emphasis on presenting evaluation performance
framework. Therefore, since evaluation as a progedges the effectiveness of predetermined programscial
frameworks should be introduced.

On the other hand, different models have been stgddor evaluating performance in organizatiora firovide
health services, while each model is charactefizednique elements.

The importance of workforce in performing servi@so matters. Health workers number, quality amk tef
professionalism determine output and productivigduise they manage other resources. The literadsreeported
problems relating to service provision due to peenformance of health workers [16, 17].

Expectedly, and in line with mentioned controvessis well as common grounds, Iranian health lehigers also
well informed about evaluation importance and isifive effect on health performance effectivenéssyever, the
literature of Iranian health center is almost emptyany unified and comprehensive instrument forasuging
performance in rural health centers. In fact, ssteps have been taken in Iran and a handful déiatian models
have been suggested [10] ; however, the place famadard instrument to assess health staff's padioce is
vacant. A unified instrument based on health espgiéws could be an effective step toward enhamtiealth and
treatment services thereby a more objective evialuatf performance will be attained.

2. The context of the study

In Iran, The Ministry of Health and Medical Eduoatis missioned to provide health, and treatmentises for all
people through planning and implementing healtégttnent and medical education at a national-lesalth policy.
At provincial level, this responsibility is done bipiversities, hospitals, colleges and researdituiss since at least
each province has one medical university. In ftot, president of the medical university is in cleaaf public
health, health care provision in public facilitiesid medical education. Then, at city level, bibgpitals as well as
rural and urban health centers shoulder the redgbiysof providing services. Through a referrgistem, first there
are primary care centers, and then there are sappfelel hospitals in capital, and finally terfiahospitals in
major cities [18].

Respecting the three mentioned levels, the evalaif secondary and tertiary levels is done by Bron and
Accreditation Office of Health Ministry; the avdile evaluation tools are also made based on literatviews and
professional experts views that are piloted at halksp Tehran University of Medical Sciences, Itaniversity of
Medical Sciences and Shahid Beheshty Universitivetlical Sciences as well as pilot universities arapvely
develop the evaluation instrument [19]. However, doaluation of the first level, which includes hkacenters,
there is no formal and objective instrument. Asheeenter develops and uses its own particularunstnt. In the
present study, rural health center is the onlyestah unit in rural areas which is usually manalgge GP [20].

MATERIALS AND METHODS

The aim of the present cross-sectional and desaiptudy was to develop an instrument for evahgatural health
centers in Iran. The participants of the study w&2& people having health related jobs in ruraudran health
centers. Participants were both male (60%) and lf=i{@®%); about 48% of the participants held BAmdeg and
13/3% were GPs. About 50% of the population hadentban 10 years of experience. All health staffked in
health centers (more than 32% worked in urban ceated 20% worked in rural centers). To follow #ies of the
study, the following 5 steps were taken in sprz@l4.
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First, investigating the related literature anasitike Google Scholar, PubMed, Iran Medex, OvicEwWeb of
Science, SID, and Magiran, the domains and fiefdee instrument were identified [7-11, 13, 14].

Second, regarding the eight fields of manageménictsire, space and facilities, education, custsheatisfaction,
staff satisfaction, the scope of services and ffegess, 23 open-ended questions were formed.rtyThealth
experts including health management professorsageas of rural health centers, and managers ofunealth
centers, were asked to answer the questions. Codlagsifications and numbering the views endedl4®
preliminary items.

Third, to check the validity status of the item8,Health management professors were invited toigeabheir views
regarding the internal consistency between eacoh dted its field and next validity steps.

Iltem impact method was also used to delete or modi€ak items. The five-scale Likert rating (highly
recommended, recommended, average, a little reconhageand not recommended) was considered for ¢awh |
Content Validity Ratio (CVR) as well as Content Mély Indices (CVI) were used to obtain contentiddy. The
consulted experts rated each item according toeetbcale format (necessary, useful but not neggsdaen, the
answers were calculated according to formula 1221,

Formula 1. Calculating content validity ratio

CVR=[ne-(N/2)]J/[N/2]
ne: Number of specialists who chose the “necessamshi
N: Total number of specialists

According to LAWSshe classification, items which eaecd values above .62 were kept [23]. To obtaimemo
validity, Waltz and Basell method was also used].[Regarding clarity and simplicity, according todascale
measure [25], items which obtained values abovevat@ kept; those with values between .70 to . 7@ weodified,
and items with value below .70 were deleted [26].

Formula 2. Calculating content validity index

CVI=Number of specialists agreeing with items 3 & 4
Total number of spdists

Forth, to measure the construct validity of thenge exploratory and confirmatory factor analysesewesed.

Fifth, to obtain the reliability of the questionragi all 12 health centers in rural and urban whigre within the
researchers’ reach were selected. To determineettability and correlation, the questionnaire viast-retested
with a time interval of two weeks.

RESULTS

The mentioned steps ended in a 145-item questionnelich followed basic indices related to reliabiland
validity measures. Out of 145 items, 100 items &a&VR above .62 while 45 items had CVR below .62 amre
omitted. Regarding CVI, 75 items had CVI above 808d were kept, but 25 items which had CVIs betw&érto
.80, were modified.

To gather data, 700 questionnaires were sent tpl@ean 5 provinces (Isfahan, Khuzestan, Kermansi@itan,
Mashhad), but just 525 questionnaires were returimetact, the health staff's answers to 525 qoestaires were
subjected to statistical analysis using SPSS safesv

The results of KMO and Bartlett's test revealechm@ing adequacy of .95, @s=.000. Anti-image correlation
showed that 19 items had correlations more thafhgre were some similarities between communalitigs
selected items and original classification of itemmswever, there were some differences. For exanuplestions
which remained from performance evaluation fieldsrevdivided into three factors, and items remaifreth
services were divided into two factors. Furthermaiace factors 12 and 19 were one-item factorshvishared
their contents with other items, these items wedetdd. In other words, the original 100-item digesmaire which
included 8 fields ended in a 60-item questionnaingch embraced 11 components (Table 1).
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Table 1. The results of extracted factors and variaces

Rotation Sums of Squared Loadings| Extraction Sums of Squared Loadings Initial Eigenvalues a
Cumulative %| % of Variance| Total | Cumulative %| % of Variance| Total | Cumulative %| % of Variance| Total | 2
7.76 7.76 7.76 29.69 29.69 29.69 29.69 29.69 2969 1
14.53 6.77 6.77 34.43 4.74 4.74 34.43 4.74 474 | 2
20.38 5.84 5.84 39.07 4.63 4.63 39.07 4.63 463 | 3
25.99 5.61 5.61 42.69 3.62 3.62 42.69 3.62 362 | 4
30.80 4.80 4.80 45.69 3.00 3.00 45.69 3.00 300 | 5
35.58 4.78 4.78 47.92 2.23 2.23 47.92 2.23 223 | 6
40.25 4.66 4.66 50.10 217 2.17 50.10 217 217 | 7
44.75 4.49 4.49 51.83 1.72 1.72 51.83 1.72 1727| 8
47.73 2.98 2.98 53.45 1.62 1.62 53.45 1.62 162 | 9
50.48 2.74 2.74 55.01 1.55 155 55.01 1.55 155 | 10
53.14 2.66 2.66 56.42 141 141 56.42 141 141 | 11
55.33 2.18 2.18 57.69 1.26 1.26 57.69 1.26 1.263| 12
57.34 2.01 2.01 58.91 1.22 1.22 58.91 1.22 122 | 13
59.02 1.67 1.67 60.09 1.18 1.18 60.09 1.18 118 | 14
60.40 1.37 1.37 61.23 1.13 1.13 61.23 1.13 113 | 15
61.73 1.33 1.33 62.34 1.10 1.10 62.34 1.10 1.10 | 16
63.00 1.26 1.26 63.39 1.05 1.05 63.39 1.05 1.05 | 17
64.23 1.23 1.23 64.42 1.03 1.03 64.42 1.03 1.03 | 18
65.42 1.19 1.19 65.42 1.00 1.00 65.42 1.00 1.00 | 19

All the obtained components were named as 11 faatbplanning, control, coordination, structuretting and
facilities, education, customers’ satisfaction,ffggjob satisfaction, disease surveillance, mottigitd care, and
effectiveness.

For the next step, the internal consistency betw®enitems was checked. The results of correlatinalysis
suggested that there was a significant correldbietween all components. The highest correlation betgieen
diseases surveillance and mother-child care conmisrias R= .71) and lowest correlation was betwsanning
and cost components (as R=.107). Cronbach’s Alpdealso used to check the reliability of the riss(Table 2).
The obtained values suggested that all fields weliable as a reliability of .965 for the whole gtiennaire was
obtained.

Table 2. Cronbach’s alpha analysis results

Iltems | Cronbach’s alphg Factor
3 .82 plannig
2 .48 control
2 .61 coordination
9 .94 structure
7 .87 Education
6 .83 setting and facilities
9 .90 staff’s job satisfaction
6 .92 customers satisfaction
5 .88 Mother-child care
5 .88 surviliance disease
6 .88 eefectiveness
60 .96 total

Using lisrel 8.7 software, confirmatory factor arsaé was used in order to verify the fitness of fdmtors achieved
by the explanatory factor analysis. The path diagweas designed (Figure 1). As fitness indices B149.80,

RFI=0.80, IFI=0.86 CFI=0.86, are all above .8] #me RMSEA index is .066 and less than .8, theehoduld be
considered as a proper one [27].
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Figure 2. Components of performance evaluation inural health system
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Since the obtained model had a 1655 freedom degtéiesquare index was obtained which revealed that
the model does not fit well with the data as sigaift level was .000. However, since the model
contains many variables, such results were expected

At the end, to check the reliability of the modéR2 health centers were included and the obtaingd da
were checked through test-retest method with a tinternal of two weeks. The results suggested & hig
reliability for the model. Expectedly, the highegeliability level belonged to mother-child care
components (87%) and the lowest reliability belahge setting and facility components (56%). Despit
the high reliability of all components, regardingsttretest results, there was no reliability betwehe
two tests for coordinating component. The 11-fantodel is illustrated in the following figure.

DISCUSSION

Regarding their aims and priorities, different origations use different evaluation methods andstdmcause
performance evaluations, as an important componoériealth care processes, enhance health resutisgtn
providing evaluation feedbacks [2]. Following heatare system aims, the present study investigetalih staff’'s
views to suggest an instrument for evaluating lepetrformance. The obtained instrument includedatiors of
planning, control, coordination, structure, edumati setting and facilities, staff's job satisfaatiocustomers’
satisfaction, mother-child care, disease survaibaeffectiveness (Figure 2).

Planning-related questions like “What are we dang what should we do to achieve our goals?” peovidalth-
program administrators with information on progréssiard organizational goals and identifying pasfsthe
program that are working well and investing on thégpes of the programs that help an organizatieetnits
objectives [12, 28]; planning is even ranked a&srttost important factor objectives [12, 28]. Rethto planning,
factor of control is one of the health manager'siet) so that managers get sure that organizatjper$ormance
matches the planned programs [29]. Related togbersl factor, other studies have also found thatrabis one of
the components of evaluation and have suggestedsthee indicators and frameworks for monitoringd an
evaluating are not defined prior to interventiongnitoring and evaluation need more attention [30], and
control.

This study also found structure as the next compbrie fact, as organization structure officiallivides, classifies
and adjusts duties, it is not an inseparable gastganizations [32].

Included in the findings of the present study ie tlactor of coordination. Coordination is a procekat
aligns objectives, and activities in different gamf an organization so that goals can be obtaif84d.
Similarly, coordinating performance measures isniified and referred to as a challenge for internal
management and quality improvement use [28].

Regarding factors of structure and effectivenesishvare highlighted in the present study, Nererd: ldail mention
several major domains of performance measurememiemsurement systems [12]. The first domain &ityuof
care that includes factors like structure (charésttes of a hospital, health plan, or health csystem) and outcome
(measurable change in the health status of a pensgnoup of people) [28]. Similarly, it is equalijportant to
monitor and evaluate the process of implementadioth the financial and technical inputs, as botlemeine the
success of plans and policies [31].

In line with WHO's essential health standards, ré®ults of the present study found setting andifiesi as crucial
factors in evaluating health center performancecofding to WHO, in assessing setting issues likangdrds
(requirements to achieve minimum essential envirmtad health conditions and guidelines practiceadbieve
desirable minimum environmental health standardseaith-care settings) should be considered. Healters are
required to plan new health-care settings or imprexisting ones; to ensure that the constructiareef health-care
settings is of acceptable quality, and to moniteggaing maintenance of facilities.

While there is significant evidence that the leg&leducation impacts health status, a more vitsidsin health
centers targets educational programs and planndnwith health system improvement is encouradifeglong
learning that contribute to training both healthvgse providers and receivers [12]. In smallerisgh, health-care
workers may also be required to perform medical aod-medical tasks, including operating and mariagj
environmental health facilities [30]. In fact mtmring and evaluation should not be limited to gadors at the level
of effects and outputs of interventions, and tragrsince satisfaction is another outstanding factor
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In line with the next factors of staff's job sddistion and customers’ satisfaction, which areaoted as findings of
present study, improved performance is assessétetgvailability of staff, as well as their capélak, productivity
and responsiveness [16]. These indicators shoulte hguantitative and qualitative manifestations. fatt,
satisfaction is a component of quality domain (llgudaewed as an outcome measure), although iftsnohandled
separately (e.g., adverse event rates handledebth or QI department; satisfaction handled by Marketing
department) [28, 31] Health workers’ number, qyaland type of professionalism determine output and
productivity. As a large part of the health budigespent on health workers they greatly influenoegpess (JLI,
2004). Even some articles and documents haveraligst problems relating to service provision tregigen because
of poor performance of health workers [30, 31].

Next, mother-child care was found as another fa@eonilar to this finding, increasing mother-chddre coverage
is one of the most important objectives in heaitbtesm, hence in evaluating health centers thieigdays roles
[33]; therefore, it seems also necessary to incltids factor in performance evaluation framewarkran.

The present study also highlighted disease suaved as another vital component for performancduatian.
Surveillance and evaluation are parallel procesbtes can be conducted simultaneously. Evaluatiory ma
supplement surveillance data by providing tailoirgdrmation to answer specific questions about@mm. Data
obtained from particular questions in an evaluapoocess can be more flexible than surveillancesefiore it is
possible assess programs more deeply. In factedlance information can be completed by some sive
evaluate how a program is implemented and to reperéffects of a particular program on particigakbowledge,
attitudes, and behavior. Moreover, evaluators nraplément qualitative methods (e.g., focus grougsnis
structured or open-ended interviews) to achieveemnformation related to the strengths and wealexess a
particular program [12].

Likewise, the requirement of using a unified evéituainstrument besides continuous assessmentggested in
the literature of health system evaluation ( foareple in [14], [15] and [8]). That is why the pees integrative
evaluation instrument may further highlight the omjance of evaluation, if it is possibly implemehia evaluating
and decision making phases.

CONCLUSION

In this complex, rapidly changing health contegscision-makers have to connect observed resutisrtain plans,
and acts. No doubts, the most immediate measuramfterstanding attribution or contribution of ab& results
of specific programs are evaluation measures. Mane through evaluation even policies and plamg thatch
health-related challenges can be highlighted. Afopmance evaluation has been viewed as a multicéioeal
issue, the ways through which data is collected thedsources of data are outstanding challengewekter, a
framework for monitoring and evaluation health systmay illustrate the dynamic connection betweenditmains
and the different pillars of an organization andevisocietal contexts [6].

The findings of the present study which are base@xperts’ and experienced people’s views workimdranian
Health System, finally ended in an evaluation unstent for health performance in rural health cemtdihe
suggested instrument has passed meticulous réljadild validity tests. Although the hypothesisttharformance
evaluation must meet contextual health needs isptable, the present instrument embraces 11 magors of
planning, control, structure, setting and facitifi¢raining, customers satisfaction that can ballpanodified to
adopt particular settings; hence, it is not exefelsi bounded to rural health centers performance.
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