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EXECUTIVE SUMMARY

The Project

Johns Hopkins Program for International Education in
Gynecology and Obstetrics (JHPIEGO) was formed in 1974 with a
grant from AIY, To date, $63 million in U.S. government funds
have been authorized. Current funding through an AID coopera-
tive agreement is scheduled to terminate September 30, 1986.
AID funds represent 95 percent of JHPIEGO's budget.

JHPIEGO's mandate is to train less developed country (LDC)
medical professionals in up-to-date reproductive health concepts
end techniques. Training is now done primarily in LDC institu-
tions, though some courses ar still conducted at JHPIEGO's
Baltimore headqguarters. Phys'..ans and medical school faculty
were the original target groups, recently augmented by the
addition of nurses and para-professionals.

The Assignment

This evaluation was requested to assist AID to design a
follow-on project. At AID's request, the team was asked to look
at several issues not in the original scope of work, namely:
JHPIEGO's ability to program creatively and its stance vis-a-vis
AID's Resource Allocation Plan, sterilization and abortion, and
the private sector. The team declded against reviewing JHPIEGO's
repair and maintenance (RAM) centers, because a comprehensjive
evaluation had very recently been conducted.

Team members visited JHPIEGO headquarters for 2 1/2 days
and then dispe: sed for field trips in seven countries on three
continents, The team felt the amount of time provided for the
visit to headquarters was inadequate and therefore urges that
recommendations on administrative matters (numb:r 28-38 in the
Executive Summary) be reviewed in concert witin recommendations
in the most recent management review. There were 2lso problems
in coordinating team members' availability which presented some
difficulties vis-a-vis zonsolidation of findings.

General Assessment

Quantjitatively JHPIEGO has far exceeded its training goals
over the past five years. At the same time, it has strengthened
lts image as an AID program that, perhaps better than any other,
represents in a positive way U.S. interests abroad.
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Indeed JHPIEGO, apart from its impact in training, has
become a potent good will ambassador. More LDC physicians
holding positions of influence have studied at Johns Hopkins
University than any other foreign institution, and this linkage
has been a potent catalyst in permitting the evolution of
reproductive health programs in many politically sensitive areas
of the world. Thus, there 1is little question about the impor-
tance of continuing JHPIEGO activities. To curtail or signifi-
cantly reduce JHPIEGO funds would be counterproductive to AID"s
broader mandate.

Progress Since 198C

JHPIEGO has succeeded in implementing most of the program-
matic changes recommended in the 1980 evaluation. In the area
of curriculum development, JHPIEGO has initiated and expanded
training in academic skills, microsurgery and sexually transmit-

ted diseases. It has continued to train in reproductive health
and administration, Each of these areas is appropriate in many
parts of the world and fills an unmet training void. The

training modules that have been developed by JHPIEGO are, for
the most part, superior. The ability to provide high quality
training under the Johns Hopkins umbrella is the unique feature
of JHPIEGO.

In terms of trainee targets, JHPIEGO has moved rapidly into
the area of nurse midwife training as recommended, although its
involvement with the private sector physician remains mininal.
It has also continued to provide training to health administra-
tors and government officiais. In its approach to training, it
has seized opportunities to move from the strictly academic
model into imaginative satellite and correspondence graduate
courses for otherwise hard-to-reach target groups. It has also
had some success in cooperative programs with other donor
agencliles. 1In general, JHPIEGGC has shown that it has been able to
respond imaginatively to recommendations designed to broaden the
scope of its truining and to encompass new types of trainees.

JHPIEGO has made nrogress on a number of fronts in institu-
tionalizing its treining initiatives. Al though funding will
also be a consideration in institutionalization, the fact
remains that JHPIiGO has instilled among personnel in centers
where 1t has had training programs a committment tc reproductive
health training; it has convinced political leaders in many
countries of the -=alidity of its training in reproductive
health; it has fcs“2red a good understanding of the roles of
endoscopic and laparwscopic sterilization procedures; and,
although perhaps to a lesser degree, it has succeeded in begin-
ning to institutionalize curriculum changes in universities where
it has been involved, particularly through deans' conferences.



In-Country Regional and Baltimore-based Training

In-country, regional and Baltimore-based training are all
important, if for slightly different reasons. As a rule, new
courses are offered in Baltimore and then modified for LDC
in-country use. This model works well and should not be changed.

Baltimore training has also permitted influential adminis-
trators, physicians, and government officials to plan for
program implementation in a supportive environment. There are
numerous examples of this process leading to JHPIEGO successes
at the field level. Of equal importance is the powerful jinflu-
ence JHPIEGO exerts in establishing positive Western ties with
community and frequently with national leaders.

In-country and regional training programs are more cost
effective than Baltimore-based ones. They help strengthen
national health and family planning infrastructures, and they
provide to trainees a more realistic view of the problems they
may encounter after training.

Regional programs may have met more political and admini-
strative problems than have in-country ones, but both types
certainly should remain the principal vehicles for JHPIEGO
tralning.

Management and Programming

A number of management and financial problems terd to
inhabit the programming process. Fiscally, JHPIEGO remains very
conservative, with programming and long-term planning concerns
often taking second place to budget issues. Furthermore, the
programming process is based on a rigid philosophy. Programs
are rarely drafted by LDC professionals, but rather by JHPIEGO
staff after returning to Baltimore. This approach provides
little flexibility to respond to particular local areas of
concern. Monitoring and evaluation, which should be sources of
critical input for new program ventures, also remain less than
satisfactory. Despite these constraints, there is little change
in the perczption that JHPIEGO has selected appropriate subgran-
tees. Many have made significant contributions by administering
regional and local training, and by viture of their position and
influence, have worked for changes in medical school curricula.



Recommendations

Training
General

1. In-country project directors, regional project directors and
senior staff should spend more time in trainee follow-up, both
to provide additional training and to encourage use of the

techniques learned in training. This might require additional
resources.
2. More resources should be devoted to acquiring texts and

other materials for training.

3. Baltimore-based training should be expanded with flexibility
for JHPIEGO to generate ad hoc courses where they may have
impact on a national level.

Curriculum

4. The core of JHPIEGO training should remain the provision of
short-term clinical training in family planning techniques.

5. Additional emphasis might be given to vasectomy training and
courses in adolescent gynecology.

6. Linkages to the provision of family planning services need
to be emphasized in all courses that fall within the scope of
reproductive health. Where appropriate, demonstration service
projects might be instituted.

1. Consultants should be involved in implementing changes in
curriculum, particularly in regard to development of expanded
use of lesson plans and contemporary teaching aids. Their site
visits should be built into regional training.

8. All training courses covering the rfield of reproductive
health should be incorporated into regional training.

Targets

9, JHPIEGO should continue to train nurses and health adminis-
trators.

10. Nurse training needs to be upgraded. Consultants should be
provided to assess local needs, assist in development of curri-
culum/lesson plans and teaching aids, and provide coordination
with personnel involved in service delivery.

11. A Baltimore-based conference for nursing leaders might be
considered.
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12. The merit of establishing an International Council of
Nursing under JHPIEGO auspices with a goal of standardizing
curricula should be assessed.

13. Better trainee selection methods might be instituted.

14, The nurses' follow-up questionnaires might be revised to
assess more accurately their specific functions in the field.
15. Greater efforts should be made to involve the private

sector in all JHPIEGH training. Funds should be provided for
program development, including an assessment of local equipment
nzeds, inter-agency cooperation, and training and follow-up.
Appropriate program initiatives might include refresher training,
post-graduate materials, and leasing of equipment.

New Approaches to Training

16. JHPIEGO should contlnue its satellite and correspondence
post-graduate education.

17. To enhance donor cooperation, initiatives could take place
both in the U.S. between Baltimore staff and headquarters of
ottiecr stateside donor organizations and in the field, perhaps
through AID-sponsored donor meetings.

18, JHPIEGO should consider developing a technical resource
capacity to assist both donors and host country programs.

19. Additional efforts to link specific universities with
JHPIEGO should be fostered.

Institutionalization

20, Institutionalization should be the theme of the next
International Advisory Council (IAC) meeting.

21. Consultants should be hired to work with university deans
to help augment curriculum change in specific universities.

22. A regional deans' meceting might be appropriate to permit

countries that have made major teaching changes to share the
impact of these changes with their neighbors.

Equipment Repair

23. Numbers of repairs and spare parts and cooperdtion among
donor agencies in utilizing repair and maintenance centers {RAM)
should be documented.
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24. Minlistries of Health should agree to assume eventual
administrative and financial responsibility for all new RAM
centers.

25. If equipment is not being used, consideration should be
given to redeployment. Retraining of physicians, howrver, does
not appear cost effective. Any decision should involve other
agencies.

26. Where a RAM center does not exist, operating room nurses
could be motivated to assume responsibility for equipment
maintenance.

27. JHPIEGO should arrange a field visit to assess the various
RAM centers at least every other vyear.

Administration, Funding, Planning, and Programming

28. Program development and planning activities need to be given
the same priority as fiscal management.

29, AID and JHPIEGO should devise a plan to improve financial
procedures, A future cooperative agreement might contain a plan
for end-of-project activities.

30. Flexjble additional funds should be provided for program
development, technical assistance and evaluation. These costs
should not be included in the cost of training cycles,

31. Additional authority should be given to the Peputy Director,
particularly on program issues.

352. All Regional Development Office slots should be filled.

33. Additlonal in-country technical support is needed, either
local hire, regional consultants, or JHPIEGO short-term consul-
tants.

34, JHPIEGO should continue to respond to AID's priorities as
set out in the Resource Allocation plan.

35. New ways to involve the IAC in strategic planning should be
develocped, and planning for these meetings should be improved.

36. The Baltimore-based program review process should be
modified. Less frequent reviews with perhaps fewer participants
might improve the situation. Financial, administrative and

regional program staff should be involved in all program reviews.
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37. In-country participation in programming should be lacreased;
proposals should be written in the field with specifically
designated inputs from the LDC program coordinator and the

Baltimore programmer.

38, The new chief of evaluation chould work out new evaluation
procedures. These should require specific indices to measure
program impact and be based on new procedures for trainee
follow=-up.



I. INTRCDUCTION AND BACKGROUND

I.1 Project Background

Johns Hopkins Program for International Education in
Gynecology and Obstetrics (JHPIEGO) has been providing training
in reproductive health to medical professionals for more than
11 years. To date, $63 million in U.S. government funds has
been authorized, first through an Agency for International
Development (AID) grant and more recentlyv by an AID cooperative
agreement (AID/Pha-CA-0083). These fun-is represent over 95
percent of JHPIEGO's budget.

The purpose of JHPIEGO is to train less developed country
(LDC) medical professionals in reproductive health and to help
these pirofessionals put up-to-date reproductive health concepts
and techniques into everyday practice, thus increasing the
availability of these needed services in developing countries.

Initially, most training activities took place at JHPIEGO's
headquarters in Baltimore, Maryland. As training needs have
increased and more LDC university training centers have been
identified, the vast majority of training has been shifted to
these LCD institutions. JHPIEGO's original emphasis was on the
training of physicians and medical school faculty. More recent
programs have included nurse and para-professional training.

I.2 Purpose of Report

A four-person team was asked to evaluate JHPIEGO's opera-
tions during May and June of 1985 to assist AID in designing a
follow-on project. The current project was reauthorized in June
1983 for the years 1984-86, with funding to terminate September
30, 1986.

The evaluation was to examine the overall effectiveness of
JHPIEGO operations, including the process by which subagreements
are developed, approved and monitored; the degree to which
JHPIEGO in-country training is becoming institutionalized: the
appropriateness of the training being provided; the efficiency
with which training materials and equipment are provided and
equipment repaired: and an assessment of what new activities/dir-
ections, if any, JHPIEGO should plan to pursue, The scope of
work is provided as Appendix G. The only topic omitted was that
of equipment provision and repair, because a recent evaluation
had already covered these issues adequately.
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During the briefing sessions in Washington, the team was
requested to examine five additional areas: '

o To what degree JHPIEGO's geographic program mix and
funding levels are in line with AID's Resource Allocation Plan
(RAP) ;

o How well JHPIEGO monitors compliance with AID's Policy
Guidelines in Voluntary Sterilization;

o Whether JHPIEGO dollars are in any way being utilized
in training for or provision of abortion services;

o To what degree JHPIEGO is prepared to focus on the
needs of the private sector; and

o Whether JHPIEGO has been creative in its approach to
programming within the confines of its mandate and its financial
constraints.

The discussion of these issues 1is integrated into the
report as follows: adherence to the RAP is covered as part of
the discussion of JHPIEGO's process of subagreement development;
voluntary sterilization and abortion issues are discussed in the
context of the curriculum; the private sector is incorporated
into a section on training targets; and JHPIEGO's creati: e
initiatives are highlighted both in the revisw of progress since
the 1980 evaluation (Chapter II) and throughout the chapter on
training (Chapter III).

I.3 The Evaluation Team

The evaluation team consisted of four professionals with
more than 50 years of collective experience in international

health and development. Two gynecologists, one who ran a major
AID-funded donor agency and the other who chaired a department
of Obstetrics and Gynecology in Asia, were selected. The other

two team members includead a PhD demographer with extensive
experience 1ia program administration, and a director of nurse
practitioner training with particular skill in program design,
curricula development and evaluation.

The team was fortunate in that one of its members partici-
pated in the prior JHPIEGO evaluation five years ago and thus
provided continuity in the assessment process.

I.4 Methodology

During April and May, 1985, team members spent 2 1/2 days
at JHPIEGO headquarters reviewing JHPIEGO's overall operation.
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Discussions were also held with AID/W officials during that
seriod. Subsequently, team visits took place in Nigeria, Kenvya,
rvnisia, Egypt, Peru, Mexico, and Thailand, all countries in
which JHPIEGO has major national or regional training programs.

The Asian visits were limited because this area received
comprehensive coverage in the last evaluation and JHPIEGO's
efforts in Asia are phasing down.

I.5 Constraints

The timing of the evaluation presented problems for several
of the team members. AID, however, was eager to undertake the
work sooner rather than laier. Postponing the evaluation by a
month or two would have permi*ted better coordination and
coverage and more opportunitr to consclidate findings. The team
also found that the time provided for the review of headquarters
was too short to allow an in-depth study of all aspects of
administrative and financial management.

1.6 Assessment of JHPIEGO Accomplishments

I.6.1 Quantitative Accomplishments

JHPIEGO's goals from 1980-85 included the following:
training 5,000 LDC professionals in 30 countries, training
faculty from 75 percent of eligible medical schools, and training
6,000-12,000 medical students and other health professionals.

In fact, JHPIEGO exceeded these goals. Some 33,306 health
professionals from 121 countries representing 50 programs have
received training. Faculty from 80 percent of eligible medical
schools have been trained. Only 3.6 percent of this training
took place in Baltimore with the rest at in-country or regional
training programs. The breakdown in the composition of trainees
was 5,867 physicians; 3,172 paramedicals (nurses); and 22,366
medical students. Medical student training consisted of a very
short series of lectures (12-20 hours) within the medical school
curriculvm while physicians and nurses have courses of several
weeks. In almost all cases, the quality of the training is
commendable.

I.6.2 JHPIEGO's Special Attributes

I1.6.2.1 Widespread Acceptability of JHPTEGO's Program.
Johns Hopkins' reputation has in large measure permjtted program-
ming in those countries where family planning has long beecn
suspect. Since the last evaluation, JHPIEGO has strengthened its
position in Turkey, Brazil, and Peru, has had significant impact
in Moslem North Africa, and has played a leading role in Nigeria,
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Kenya, and parts of West Africa by employing the reproductive
risk concept that worked so well in Latin America. This approach
permits an assessment of high risk women and stresses the
importance of family planning services. In this process,
however, there is also room for provision of other preventive
and curative services to those who may be at greatest need.

I.6.2.2 JHPIEGO as a Goodwill Ambassador. Perhaps no
AID-funded program better represents U.S. interests abroad than
JHPIEGO. Indeed, JHPIEGO, apart from its impact in training, has
become a potent good will ambassador. More LDC physiclians
holding positions of influence have studied at Johns Hopkins
University than at any other foreign institution, and this
linkage has been a potent catalyst in permitting the evolution of
reproductive health programs in many politically sensitive areas
of the world. To curtail or significantly reduce JHPIEGO funds
would be counterproductive to AID's broader mandate.

I1.6.3 Need for New Directions

Part of the dilemma facing JHPIEGO at present is the result
of the very success of the program. In Asia, for example, few
opportunities remain to provide training in advanced techniques
of female sterilization. In part, this 1is because the JHPIEGO
program has been so successful. To take one well-documented
case, the number of women sterilized has multiplied dramatically
in Korea as a result of government support to private hospitals
and physicians providing sterilization services, Many of these
physicians were initially trained through the JHPIEGO program,
which helped introduce laparoscopic procedures into medical
practice in Korea and provided support for senior Korean obste-
tricians to tour the country's medical schools introducing
laparoscopic procedures to faculty and students.

In most of sub-Sahara Africa, there are few opportunities
for large-scale female sterilization programs, but the reasons
for this are very different from those in Asia. Most African
governments are still lukewarm at best about providing support
for health and family planning. There is a shortage of trained
personnel able to take advantage of JHPIEGO training in advanced
surgical techniques and a lack of facilities for using these
technigques on a widespread basis. Moreover, most of the avail-
able e¢vidence suggests that the women of Africa arn primarily
concerned with fertility and that the concept of sterilization
may be less acceptable than In other areas.

¥or the past several vyears, JHPIEGO has developed a variety
of different programs to respond to the changing circumstances
of the developing world (see Chapter I1), “he recommendations
offered throughout the report are designed to suggest to JHPIEGO
further changes in curriculum, training technigues and target
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groups that would ensure that its work remains as highly relevant
as 1t has been in the past.
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II. PROGRESS SINCE THE 1980 EVALUATION

II.1 The 1980 Evaluation

The prior evaluation team designated 10 areas that it felt
JHPIEGO should emphasize in the future. These included changes
related to the content of the curriculum, to groups to be
trained, and to approaches to training as well as to the mechan-
ism for instituting change. This evaluation team found that
JHPIEGO had made good-to-excellent progress in all areas related
to the curriculun, that nurse education had increased consider-
ably, and that some progress had been made in finding new ways of
purveying information on reproductive health. As recommended,
JHPIEGO has used meetings of its International Advisory Council
({IAC) to discuwss new directions.

The 1980 evaluation recommendations are paraphrased beliow,
followed by the findings of the current evaluation team.

II.2 Curriculum-Related Changes

The 1980 evaluation urged that additional emphasis be given
to the following substantive areas: reproductive health;:
demographic information and contraceptive technology; clinical
training in 1UD insertion minilaparotomy and vasectomy; and
infertility. The specific recommendations and steps taken are
listed below:

I1.2.1 Reproductive Health

(1) JHPIEGO should work with university personnel to
expand university curriculum to incorporate all aspects of
reproductive health, (1)*

Deans' conferences in Thailand, Mexico, and Egypt have all
led to adoption/standardization of family planning/reproductive
he vith In medical school curricula. Similar conferences are
5 ¢ 2aled for Turkey and Nigeraia during the latter half of 1985.
These conferences represent a good beginning, but obviously the
process of changing host country institution curriculum is a
difficult one, and no Jdoubt progress will continue to be slow.

. The numbers enclosed in parenthesis reflect the number used
to identify eich recommendation in the 1980 evaluation.



II.2.2 Demographic Information and Contraceptive Technology

(2) All JHPIEGO-funded courses should be expanded to
include demographic information and contraceptive technoloqgy.
Some would also benefit from addition of materials on human

sexuality. (2)*

Virtually all JHPIEGO courses now included information on
demography and contraceptive technology.

I1.2.3 Clinical Training in IUD Insertion, Minilaparotomy and
Vasectomy

In-country training (both regional and national) should be
continued and expanded to include both didactic and practical
training. Clinical secssions must not he limited solely to
endoscopy. They should include training in IUD [intrauterine
device] insertion, minilaparotomy and vasectomy, and discussions
of other aspects of reproductive nealth. (5)*

JHPIEGO has done an excellent job in this area. Virtually
all of JHPIEGO national and regional training now includes IUD
insertion, minilap training and other aspects of reproductive
health, but vasectomy training has barely been started.

I1.2.4 Selected Issues Including Infertility

JHPIEGQO's programs in selected areas (e.q., academic
skills, administration, microsurqgery, and infertility) are

important and should be continued. Advanced training in infer-
tility might be expanded to include training in the diagnostic
use of laparoscopes, especially in Africa. Infertility training

might also incorporate training in the treatment of sex.ally
transmitted diseases, (6)*

Information about infertility and sexually transmitted
diseases is now an Important component of both U.S. and in-coun-
try training.

IT.3 Tarqet Sroups

The 1970 evaluation urged strongly that nurse education
and training be emphasized. It made a more tentative recommenda-
tion in regard to involving private sector physiclans in train-
ing.



II.3.1 Training for Nurses

(1) Nurse education and training should be strongly
emphasized. One way might be for JHPIEGO to establish a rela-
tionship between a national council of nursing schools. (3)*

Nurse training by JHPIEGO has markedly increased in LDCs.
Regional family planning courses for nurses are now being held
in Tunisia, Morocco, Egypt and Kenya and in-country family
pPlanning training for nurses takes place in Nigeria, Sierra
Leone, and Zimbabwe.

{I.3.2 Private Sector Training

(2) Private physicians perhaps should be involved in
training in some countries. JHPIEGO should coordinate this
activity with the medical societies in the various countries.
(4)*

In part because of JHPIEGO's budgeting process (see Section
V.4.1) and the conservatism of medical socleties in general,
this recommendation has not yet been implemented, but beginnings
have bren made in Malaysia, Jamaica, Colombia, Brazil and Egypt.

IT.4 Approaches to Training

The 1980 evaluation team set forth three specific ways in
which JHPIEGO might broaden its approach to training: (1)
interchange among various regional training centers; (2) develop-
ment of JHPIEGO as a resource center; and (3) demonstration
service projects as training adjuncts.

IT.4.1 Interchange Among Peglonal Training Centers

(1) One approach might be "university-to-univeristy
immersion” in reproductive health training. The various reqional
training centers should be urged strongly to share information
and_techniques. (7)*

"University-to-University immersion" has not really materi-
alized except tor the interaction that occurs at the meetings of
JHPIEGO's IAC and within the deans' conferences. Perhaps this
suggestion war not practical., It is difficult to make top level
people avajlable tor extoended periods of time.

II.4.2 JHPIECO as a Resource Center
(2) JHPIEGO should become o recsource center. A library of
Lﬂgﬁpﬂnﬁjyn»mglﬂriglgmﬁpwrfprqﬁuptiVﬁ health should be asrcembled

for JHPiEGO graduates and funded programs.  (8)
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JHPIEGO has become a resource center. The portion of 1its
budget spent on providing educational materials to LDC centers
and graduates has increased very cignificantly in the past five
years, but con:inued updating is required.

I1.4.3 Demonstration Service Projects
(3) JEPIEGO should fund demonstration service projects,

particularly in countries where other agencies cannot fully
function. (9)*

JHPIEGO has not carried out demonstration service projects,
but it has made a concerted attempt in Africa to 1link its
training institution: to service/demonstration projects carried
out by the Association for Voluntary Sterilization (AVS), for
example, in Nigeria, Uganda, Sierra Leone, Kenya, Zaire and
Senegal.

II.4.4 New Directions
{(4) At the International Advisory Council (IAC) meeting, a

Full day should be devoted to a discussion of new directions for
JHPIEGO. (10)*

New directions for JHPIEGO 1is a basic theme of each IAC
meeting. JHPIEGO has increased the meeting schedule of the IAC
from every two vears to every 18 months. Participants at the
most recent meeting in Turkey criticized its lack of direction
and focus. On the other hand, an early Africa-hosted meeting was
successful in addressing pertinent subjects and developing new
strategles. These meetings have the potential to serve an
increasingly important function and should remain of high priority.



III. TRAINING

ITI.1 In-Country, Regional and U.S. Training: An Assessment

IIT.1.1 Overview

The in-country, regional and Baltimore-hased training
programs offered by JHPIEGO each has a role to play in assisting
JHPIEGO to achieve its overall goals. New courses are usually
offered in Baltimore, then modified for presentation by LDC
institutions. This approach works well and should remain in
use. In-country training and regional training represent a
signiticant reduction in costs. In-country training also
encourages local institutions to work together and, independent
of the training itself, helps to strengthen health programs and
to advance health and family planning policies. Participants in
both in-country and regional training programs are able to get a
more realistic view and a good deal more practical patient
contact in the provision of health and family planning services
than those trained only in the United States. In some circum-
stances, regional training programs are often the most cost-
effective and politically appropriate approach.

TII.1.2 In-Country Training

The training modules that have been developed by JHPIEGO
are, for the most part, superior. The ability to provide high
quality training under the Johns Hopkins umbrella continues to
be the unique feature of JHPIEGD. Particularly impressive is
the adaptability of some of its training models. For instance,
the medical student training under way In Mexico 1s a good
example of an approach that appears to have wide applicability,
not only ror family planning but also for numerous other personal
health, nutrition, and hygienc topics. It is unlikely that such
an approach would have developed in the United States.

In many in-country training programs, however, trainee
follow-up is needz>d .o encourage greater use of the procedures

that have beoen learned. In several locales, Thailand for
instance, the techniques taught during JHPIEGO training sessions
are not being used as frequently as they should be. In part the
problem jis dur to candidate selection and the heavy pressures
faced by doctors throughout the rural arcas, However, additional
follow-up visite would provide both motivation to traineces wha
need it and additiona! clinmical support and training to enable
them to feel more comtortable performing sterllizations.

Another problem naoted sn many of the country vicsits was a

shortage of written materiale, including scientitic articles,
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books, reports and the like. An important element in the
continuing success of JHPIEGO's training is the provision of
these materials to trainees, and their lack may reduce the
effectiveness of the training initiatives.

Shortages in materials for information, education and
commuaication ({(IEC) materials were also noted. JHPIEGO has made
some progress in this area since the last evaluation, both as
regards countries served and in total allocation of dollars.
Two areas of weakness, however, were noted: slide lecture
materials are somewhat dated (The International Federation of
Gynaecologoy and Obstetrics [FIGO] is currently updating these
materials), and teaching aids for nurses that address 1local
needs are non-existent.

I1T.1.3 Regional Training

Although problems of training follow-up and materials
shortage also plague regional training, this approach has two
advantages over country-specific models. It is often a cost-ef-
fective way to provide needed technical skills to LDC physicians
from a number of countries; 1deal examples are the recg’'onal
training programs of the type carried out in Thailand, Brazil,

and Egypt. Regional training programs also provide a means to
penetrate areas where local sensitivities might preciude estab-
lishment of a center in a specific country. JHPIEGO's regional

training program in Morocco, which permitted training of physi-
cians from other Moslem countries in North and Francophone
Africa, is a good example of this approach.

In some areas, JHPIEGO has had difficulty in implementing
regional training programs. One concern has been the avoidance
of creating a bureaucratic presence. Providing regional training
grants to various other organizations is one approach that has
been tested. Area-specific problems have plagued some of the
programs. Indonesia and Tunisia, for example, have, for politi-
cal reasons, not continued to exert their potential within the
region. Administratively, the sole medical school in Kenya will
have difficulties maintaining an expanded load, and Mexican
activities are so fragmented with continually changing priorities
that no single grantee can expect to provide a model that might
gain widespread acceptance.

ITI.1.4 Stateside Training

The prior evaluation team was emphatic in urging JHPIEGO
activities away from stateside training and towards a regional
and national approach, The resulting low percentage of trainees
who were trained in Baltimore--less than four percent (sece
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Section I1.6.1)--suggests that this recommendation was implemented

in too rigid a manner. Despite the value and usefulness of the
in-country and regional training programs, there will continue to
be a need for Baltimore-based training. A crucial element in

the success of the JHPIEGO program is the identification of
those trained with Johns Hopkins and the respect Johns Hopkins'
programs have. This gives JHPIEGO a tremendous opportunity to
help shape health and family planning policies and programs.

There 1is little doubt that accepting an invitation to
Baltimore has permitted influential administrators, physicians
and government officials to plan for program implementation in a
supportive environment. There are numerous examples of this
process leading to JHPIEGO successes at the field level as well
as . fostering positive Western ties with community and fre-
quently witl national leaders.

ITI.1.5 Recominendations

II1.1.5.1 Follow-up. Continued success of local training
programs will require additional support. Further attention
must be given to follow-up, in particular site visits by JHPIEGO-
supported project directors and trainers. It is particularly

important that in-country project directors and their senior
staff be permitted to take advantage of the feeling of identity
that develops among them and the trainees. This 1is best accom-
plished by field follow-up visits, which not only provide addi-
tional training but also encourage use of the techniques that
have been learned.

In particular, more resources for follow-up visits to
regional trainees should be provided to enable the trainer to
continue to interact with the trainees and to provide an opportu-
nity for further development of clinical skills. Trip reports
describing these visits could be utilized as part of the extended
evaluative process.

ITT.1.5.2 Materials. More resources should be devoted to
acquiring current books and other materials. In addition,
efforts should be made to provide updated slide/lecture materi-
als. JHPIEGO may even wish to consider providing video cassette
recorders to trainees to enable them to take advantage of the
large and growing supply of films on family planning topics. It
should also make an effort to procure the updated FIGO slide
lecture materials.

I11.1.%.3 Regional Tralning. Nigeria and Peru represent
countries where JHPIEGO's presence and program impact should




soon allow regional activities, and Tunisia may re-emerge as an
opportune locale for reproductive health training acceptable to
the Moslem professional community.

Careful program development and follow-up are even more
important at regional training programs than for other types of
training.

ITI.1.5.4 Baltimore-Based Training. Baltimore-based
training should be expanded, with flexibility for JHPIEGO to
generate ad hoc courses where such training promises to have
impact on a national level.

Senior health policymakers and perhaps the most highly
regarded and influential physicians should continue to come to
Baltimore for special courses.

IITI.2 Curriculum

I1T1.2.1 Progress Since 1980

During prior evaluations, JHPIEGO had been criticized for
its limited focus and heavy emphasis on voluntary sterilization
through endoscopy. Now a more typical approach (particularly
for in-country training programs) is that clinical training is
incorporated as part of a course on comprehensive reproductive

health edwucation. Such courses include discussions on human
sexuality, early diagnosis of pregnancy, and diagnosis and
treatment of sexually transmitted diceases. Emphasis on methods

of fertility control, focusing on area-specific issues, is
usually included (see Section IT.2).

This expansion of the curriculum has had far-reaching
effects, namely:

- The availability of JHPIEGO-sponsored microsurgery
training (for sterilization reversal and treatment of infer-
tility) has tended to defuse the perception that the prime focus
of U.S. policy is on voluntary sterilization rather than on
broader social 1issues.

- Utilization of the reproductive risk concept in Latin
America has resulted in the acceptance of voluntary sterilization
as an important component of reproductive health.
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IT1Ir.2.2 Voluntary Sterilization and Abortion: AID's Concerns

AID's major curriculum concerns, at this juncture, relate to
JRFIEGO's compliance with AID's policies on voluntary sterili-
zation and prohibition of training for abortion. 1In both areas,
there was no evidence that JHPIEGO was in any way circumventing
AID guidelines,

o0 Voluntary Sterilization

In those countries visited by the evaluation team
where voluntary sterilization was heing carried out, good
docuimentation was noted on compliance with AID's reguirements
for appropriate signed informed consent, Since JHPIEGO programs
are almost alwavs developed within the broader concept of
repraductive nexlth, other contraceptive services are generally
available as consumer options.

Perhaps more than other donor agencies, JHPIEGO is
well positioned both to monitor and to adhere to AID's stated
policy on voluntary sterilization. Three factors contribute to
~HPIEGO's strong adherence to the guidelines: (i) the scope of
service deliverv funded as part of training is very limited;
(ii) most training is held in academic centers with the greatest
visibility; and (it} established training centers have the
least staff turnover and are thus cognizant of the established
policies.

0 Abortion

JHPIEGO has been scrupulous in avoiding training in
abortion-related technology, and has minimized discussions of
septic abortion, even though these continue to be urgent life-~
threatening conditions very common in LDC countries.

IT1.2.3 Recommendations

[I1.2.3.1 General. Future directions should be built on
JHPIEGO's established strengths as well as those of the academic
institutions in which it operates. The core of the JHPIEGO
pragram should remain within the province of short-term clinical
training in fanily planning education and technology. Despite
tiie appeal of other types cf courses, there is an undeniable need
for continued clinical training and Hopkins has proven itself
especially skilled in tnis area.
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I11.2.3.2 Curr'culum-Related Improvements

o Vasectomy Training

Training in vasectomies was the one area that has not been
satisfactorily integrated into in-country clinical training
(Section II.2.3). Additional emphasis on male fertility issues
is needed. One way in which vasectomy may be given higher
priority coculd be through a program for urologists.

o0 Adolescent Gynescology

While information on infertility and sexually transmitted
disease has been incorporated widely into didactic training,
given the large percentage of people under 21 in LDCs, a course
in adolescent gynecoloyy with an emphasis on fertility might
also be appropriate and could be combined with sex education.

o Linkages to Service Provision

Linkages to the provision of service should be emphasized
in_all courses that fall within the scope of reproductive

health. These 1linlts might best be illustrated, where the
climate is ripe, i1f demonstration service models were built in
as a training component. This would involve added costs, and
JHPIEGO would need to exercise caution that the expenses were
appropriate. JHPIEGO's reluctance to be viewed as a service
delivery donor organization is understandable. It would,
however, be perfectly appropriate to develop model service
programs within major universities, Evaluation of training

should not be based solely on changing knowled e, bu. should
also reflect changing practices at the field level.

II1.2.3.3 Teaching Methods. Curricula development activi-
ties will reguire careful attention to the expanded use of
lesson plans and contemporary teaching aids.

I1I.2.3.4 Use nf Consultants. Consultants should be
involved in implementing all curriculum changes. The process,
already initiated by JHPIEGO, of building site visits into the
original program document should be continued, with greater
attempts being made to adhere to planned travel--particularly :n
cases where a new course is being offered.

I11.2.3.5 Expansion of Curriculum Reforms %to Regional
Trailning Proqgqrams. Newer subject modules in reproductive health
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are all appropriate for expansion to the regional training
level. Each region in addition to its present training mandate
should have at least one training center in microsurgery. Where
possible training in male fertility and vasectomy should be
encouraged and linked to service delivery programs. Field
follow-up should be built into all regional training efforts.

III.3 Training Targets

III.3.1 Overview

Over the past five years, the most significant expansion of
JHPIEGO training targets has been to nurse-midwives. During
this period, two other groups have also been provided training
by JHPIEGO: nonphysician professionals and physicians in the
private sector.

This section reviews initiatives to all three groups.

ITII.3.2 Nurse-Midwives

ITI.3.2.1 General. Although JHPIEGO has been involved to
some degree with training programs for nurses since its incep-
tion, these prcgrams are receiving increased attention. JHPIEGO
has begun to refocus training for nurses away from Baltimore to
in-country programs where curricula can be designed to meet the
educational needs of nurses in those settings. Gaining new
clinical skills in an environment similar to their own should
enhance the trainees' confidence and likelihood that theory will
be applied to practice.

In the countries visited, the types of training varied
considerably. In Nigeria the program was quite comprehensive.
It included the full scope of family planning and promised to
produce graduates who would be able to operate effectively in
their work settings.

111.3.2.2 Selection Criteria. JHPIEGO programs for nurses
appear to apply two appropriate criteria in selection of train-
ees: the need for training and professional potential to utilize
acquired skills. It is less clear whether a third criterion is
taken into consideration: the nurses' individual abilities. It
was also not apparent if systems exist to drop nurses who do not
demonstrate attainment of course objectives or safe practice.

I11.3.2.3 Course Desiagn. Because detailed course outlines
were unavailable except in Ibaden's program, it was difficult to
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draw conclusions about the adequacy of course design. Programs
appear to vary significantly in clinical and didactic training.
In one setting, the didactic and clinical components are inte-
grated, while in another, nurses receive the didactic portion
and return to the institution in small groups for clinical
training. While separating the didactic from the clinical allows
the program to accommodate larger numbers of trainees, its
disadvantage is that it does not allow immediate application of
theory to practice.

Most of the didactic course content appears to have been
patterned after medical programs that offer a schedule of
lectures in one-hour blocks of often unrelated topics. While
availability and schedules of lecturers must be accommodated, the
quality of the curriculum would be improved if more attention
were given to sequencing of topics and highlighting of key
subject areas. For example, nore time might be spent on the
classroom and laboratory practice in physical assessment,
especially for nurses whose basic preparation did not include
assessment skills. A useful technique is the utilization of
paid professional patients.

Project directors in both Nigerian programs visited sup-
ported the need for expanded. didactic and clinical practice. The
physician director of the Egyptian IUD insertion program asserted
that two weeks was adequate and claimed that h#s trainees
attained competence after 15 IUD insertions. While this is
provably more than most U.S. programs are able to provide for
their trainees, U.S.-based programs have demonstrated that
accurate pelvic assessment, including determination of uterine
size and position, requires well over 50 examinations. Wherever
possible, it would seem worthwhile to broaden the nurse prepara-
tion as well as to ensure more ccomprehensive skills in physical
assessnent, patient education counseling and problem management.

I71.3.2.4 Materials. JHPIEGO is providing a variety of
films and texts for all programs. This was, however, the area
most frequently mentioned when project directors were asked what
more they would like from JHPIEGO. Tt was not clear whether
trainees were sent material to review prior to attending courses
or whether readings were assigned during courses. For follow-up
after graduation, the newsletter produced by the Ibaden program
with support from The Pathfinder Fund is an outstanding example
of a means to ensure that nurses maintain self-confidence and
remain up-to-date.

I11.3.2.5 Follow-up Activities. In Nigeria, all programs
appear to be conducting careful follow-up of graduates through
the use of questionnaires.
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II1.3.2.6 OQverlap with Other AID and Donor Training.
Although other donor agencies have been involved in education for
family planning nurses, there does not currently appear to be
duplication of effort. In Nigeria, the Pathfinder and JHPIEGO
programs were providing training of significantly different
duration to midwives.

III.3.3 Non-physiclian Professlonals

Two other categories of non-physician professional profes-
sionals have been trained by JHPIEGO: senior policymakers and
administrators. Courses for senior policymakers, especially in
Baltimore, are particularly useful. Even though this category of
professional may not be visible in the day-to-day provision of
family planning services, they nevertheless provide important
leadership to national health and family planning programs.
Courses for administrators are valuable, but only if these
individuals are at a level where they can, subsequent to their
training, effectively influence the provision of health and
family planning services in their countries.

IIT.3.4. Private Physicians

Increased training to private sector physicians, an activity
recommended in the 1980 evaluation, is moving quite slowly,
though it may become more important as government-subsidized
positions dwindle and the number of physicians in the private

sector increases. In Egypt and Thailand, for example, the
overwhelming majority of physicians serving in the public sector
also have active private practices. Thus, the training of a

public sector physician is te all intents and purposes the
equivalent of training a private sector physician. Furthermore,
in Egypt and Thailand as well as elsewhere, the pattern of

private sector medical practice is changing. In Thailand, for
example, almost encugh physicians have been trained to f£fill all
the government-funded public health positions. Moreover,

physicians are recognizing the financial and lifestyle attrac-
tiveness of fee-for-service private practice, and more private
clinics and hospitals are opening throughout the country.

This environment may be particularly sultable for JHPIEGO
input. Since JHPTEGO already maintains training programs within
well-respected academic institutions, holding post-graduate
courses for private physicians would be greeted with enthusiasm.
JHPIEGO could provide an important linkage between academia, the
privzte practice of medicine and donor organizations which can
support service delivery and commodity distribution. Training
In endoscopy could also be offered as well as the development of
a leasing program to gynccolngists (perhaps through the RAM
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centers) . Such an approach could increase competition, lower
costs and make voluntary sterilization on an outpatient basis
more acceptable. Despite JHPIEGO's present level of comfort

with 1ts linkage to academia, it should keep in mind that in
almost all developing countries, private physiclans are the
innovators 1in the provislon of contraceptive service and fre-
quently serve as the mainstay for the large and influential
segment of the urban population.

IITI.3.5 Recommendations

ITT.3.5.1 General. JHPIEGO should be funded to continue its
tralning ecfforts for physicians and other healcth professionals.
Nurses and administrators should continue as important target
groups, and high priority should be given to the development of
new training models,

ITI.3.5.2 Nursing Training

o Nursing training needs to be upgraded. Specific steps
might inclvde:

- Use of consultants (ezither host country or U.S.
skilled nurse trainers) to give in-country assistance in the

areas of (l) local needs assessment, (i1]) curriculum development
and lesson plans, (1i1) developnent of appropriate IEC materials
that address local needs, (which may need to be produced
localily), =znd (iv) coordination with personnel involwved in

service delivery.

- A _Baltimore-bascd conference for nursing leaders from
target LDCs might be considered.

- The formation of an International Council of Nursing
under JHPIEGO auspices could do much to standardize curriculum
and to strengthen both the profession as well as the status of
women onh a global basis.

0 Selection

JHFIEGO might wish to assist project staff in establishing
passing scores for tests and standards to demonstrate clinical

competence.




0 Follow-up

Follow-up questionnaires might be revised to assess more
accurately the specific functions of nurses. A simple experience
log could help the program assess the extent to which the nurses
are practicing their skills.

0 Overlap

In Nigeria, consideration should be given to standardizing
the two programs that exist in the same institution so as to
avoid sending nurses back to similar work settings with different
levels of knowledge and skills. The Mexican program should
assess the success of the Ministry of Health's encouragement
to schools to adopt standard curricula in family planning.

IZI1.3.5.3 Non-physician Training. Training of non-physi-
clian professionals should also be a priority. Care must be taken
to ensure that all those trained are actually .nvolved in family
planning education or in the provision of family planning
services,

111.3.5.4 Private Sector Training. Greater effort should
be made to involve the private sector in all JHPIEGO programs.

o Initiatives should be taken at universities and training
centers where JHPIEGO has well-established relationships.
The program_shounld be planned, reviewed and modified by JHPIEGO's
Board of Directors, AID angd appropriate international and
in-country personnel. This activity should be implemented as
soon as possinle,

© The very nature of JHPIEGO's precant budgeting process
imposed by AID will not permit JHPIEGO to play a major role
in private sector initiatives. Flexiblie dollars, however,
will be necded for program development, including an assessment
of locul eguipment needs. Such budget planning will require
inter-agency cocperation, and should provide for both training
and follow-up. Funds for praogram development would permit
JHPIEGO to survey ils present sub-grantees and determine what
role they might play in reaching the private scector on a country-
by-country basis, Appropriat: program initiatives might inelude
refrecsher training for private physicians, developmoent of post-
graduate education materials (similar to the currespondence
cource already developel it one country), leauing to private
physicians of endoscopy equipment through RAM centers for
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in knowl:dge or numbers of procedures performed, the former
qualitative {in nature and the Jatter limited in perspective, In
fact, however, JHPIEGO's efforts have produced results well
beyond those reported, most particularly in the area of program

Lmemaam IAN I [T PR T T T YO U
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use in private hospitals and clinics, and perhaps the availabil-
ity of small pilot grants.

III.4 New Approaches to Training

III.4.1 Overview

JHPIEGO has been particularly creative in the area of
training techniques and has introduced a wide variety of new
approaches including use of satellite-relayed education programs;
implementation of correspondence courses for hard-to-reach areas;
and collaboration with other universities and with other interna-
tional programs. If JHPIEGO maintains the flexibility to expand
some of these techniques of training throughout the developing
world, it could significantly enhance the provision of family
planning and maternal and child health education.

III.4.2 Satellite-based program

The satellite-based program under way in the Caribbean is a
dramatic illustration of how JHPIEGO might exercise a leadership
role in medical education, on~ that will have an impact far
beyond family planning. This program is perhaps the best
example of JHPIEGO's willingness to adopt new technology in
training. The need for family planning training in many of the
Caribbean islands has long been recognized; distances between
islands and the shortage of personnel, however, have not allowed
for the frequen: gathering of health personnel at a central
location. With a sateliite system alrezdy in place and under-
utilized, JHPIEGO responded by prowmotinyg and funding a series of
courses in reproductive h-:alth for personnel in Barbados, St.
Lucia, Dominica, Trinidad, Jamaica, and Antigua. During the
initial pilot project, practicing physicians, medical students
and nurses were reached through the satellite system and in
almost every case, the Ministry of Health was involved as an
active partner.

This model has potential in Indonesia where medical and
nursing personnel are scattered in thousands c¢f islands. The
Indonesian government has recently provided satellite linkages
among the major islands, and JHPIEGO's plan to utilize this
network for a pllot project in repreoductive health represents an
excellent use of available technology. The Indonesian Family
Planning Board 15 1llkely to integrate this activity. JHPIEGO,
for its part., having accrued diverse experience in satellite
communications and training, could transfer the model to other
countries where the technology is available.



IIT.4.3 Correspondence Counrses

Correspondence courses for general practitioners in Malaysia
have clso served to reach physicians who otherwise would not have
been ahle to receive JHPIEGO training. The program was run by
the National Family Planning Board and offered, for the first
time 1in Malaysia, a diploma in family planning. This creative

approach included the mailing of weekly cours - materials. The
courses were coordinated, with tutorial support provided in
different regions. Practical clinical experience was also

offered, including counseling, IUD insertion and minilaparotomy
for those physicians with suraical Lackgrouinds.

II1.4.4 Team Approach

JHFIEGO has used the team approach to training whereby an
entire team of service providers is brought together in a
collegial learning experience. This is a genuinely innovative
idea with applicability for a varietv of other AID-supported
training programs.

IIT1.4.5 Coordination with Other Donors

JHF1&H0's has not had extensive involvement in cooperative
programming ventures with other donors, particularly those
involved in service delivery. Nigeria represents one good
example of such coordination; here JHPIEGO has worked closely
with the World Health Organization, The United Nations Children's
Fund (UNICEF), the United HNations Fund for Population Activity
(UNFPA), and USAID to add an important family planning component
to activities in oral rehydration and immunization. Faillure (o
pursue joint programming more vigorously elsewhere, however, may
be depriving JHPIEGO of opportunities to experiment with new
training models. Jeint programming may work hest in those
countries where bilateral programs exist.

Selection of future opportunities and successful implemen-
tation of new directions will depend to some extent on JHPIEGO's
links with other orguanizations. While sverseas project directors
and Baltimore staff enjoy cordial links with other agenclies,
collaborative efforts of other AlD-supported agenciecs are often
less than ideal and must be strengthened.

IIT.4.6 Hecommendationas
I11.4.6.1 Correcpondence Courses., JHPIEGO_ should be

encouraged to continue its efforts in satellite and corros-
pondence post-graduate education, Models alrerady developed
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should have applicability for many LDCs. The concept of a

series of JHPIEGO post-graduate correspondence courses in repro-
ductive health would be welcomed worldwide. Perhaps a standard

monthly format could be developed for lccal translation and
integration within Africa and Latln America. This approach would
enable JHPIEGO to update on a continuing basis the presentation
of new ftechnology. It would also provide an opportunity for
local academic and goverrmerntal organizations to add both their
support as well as their service delivery arms for the tutorial
section of clinical training.

tIT.4.6.2 Donor Coordination. It is likely that there will
be opportunities for jointly implemented training programs
supported by several agencles receiving AID funds for training.
The Project Director and Deputy Director should establish closer
relationshins with the senior staff at other AID-supported
agencies tc facilitate coordination of planned activities,

AID would bhe well advised to sponsor a series of (priority)
country-socecific meetings to be attended by interested donors.
This approach could increase the efficiency of expenditures and
prevent dunlication of efforc.

IIT.4.6.3 Service Delivery Proqgrams. JHPIEGO should
consider developing a new technical resource Papari*y that would
be available to aasist service delivery proqrams run by other
donor agencies or host countries. JHPIEGO-cuppartad technical
teams (most probably an educator and o surglical euxpert) could
provide considerable technical knowledge to such donor agoncies
as Family Planning International Assistance (¥PLA) or The
Pathfinder Fund that are involved in service delivery but do not
have the medical expertise of JEPIEGO. Because or ite ectab-
lished credentialc in the international health arena, JHPIEGC
teams would meet little resistance among LDC health and povuls-
tien officials. Perhaps in concert with other academfc medisal
groups such as FIGO, JHPIEGO could provide both nanpover and
updated teaching materials. Developing and coordinating these
teams might require thee addition oi o new stall member (co-
ordinator of technlcal assicstance) at headquarters. The oxpence
would be jusvified, howr.-w,-r, given the widespread npeed for the
ski1lls and expertise that JHPIECO could prowvide through this new
approach.

IIT.4.6.4 Coordination with Ovther Untlversitiog, Although
atvempts to link LDC universitieg and JHPTEGO in an immersion
program nave failed in the past (o0 Section I1.4.15, JHPIEGO
should be reucouraged in_itn nfforts to develop stronger formal
ties with thoeae in'urnntion\. .,ggbmic fnntitutions. The quality
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of faculty and excellent resources in the John Hopkins School of
Tropical Medicine and Hygiene should make closer relationships
very desirable to other institutions.

ITI.5 Institutionalization

III.5.1 Achievements

What are the prosrects that JHPIEGO's training initiatives
will continue in the long run, even without JHPIEGO involvement?
There 1s no gainsaying, of course, that financial resources will
always play ip part irn whether a program is mounted, and the
JHPIEGO program is no exception. It is falr to say, however,
that JHPIEGC has done a good job in sencitizing LDC medical and
political communities to the necd for continued teaching about
reproductive health in medical schools. Four different steps
towards institutionalization are described below:

0 impact on_ individual training centers

There is no doubt that within each individual center where
JHPIEGO has mounted a training program, a commitment exists to
ongoing training activities in reproductive health.

0 Political support

Support at the government level is quite high, because
JHPIEG®, particularly in Africa and Latin America, has succeeded
in focusing the program on the politically important arca of
maternal mortality (see Sections I1.6.2 and III.2.]1 regarding
JHPIEGQO's increasing emphasis on the reproductive risk conenpt,
An example of the importance of government support s a recent
Peruvian ministers conference. This has already led to an
in-country meeting, with Peruvian suggestions for changes in
curricula likely to be implemented by almogst al)l <the country's
medical schools,

o] Incorporation of toechnolom
2T PpOrdatl 10n oy coecannloaqy

A good understanding has developed of the proper roles for
endoscoplc ve. Japaroscopic sterilization and the part they
should play in 4 hroader reproductive health proagrion, Speci -
tically, endoscopic sterilization has been accepted, particularly
within the public wector, oo an fmportant component of family
health, while in 1anYy, laparoscopic <terilication had taley, 1t
appropriate place a4 one method amone many, o method particularly
suited to urban, academic models, not necessarily at primary care
facllities. The use of endoscopy has played o major role in
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enhancing the credibility of physicians who provided these

services, particularly by permitting them to address such broader
areas as Infertility, ectopic pregnancy, and detection of other
pelvic pathology.

o Curriculum develonment

JHPIEGO has attempted to involve host country personnel in
developing curriculum at two levels: it has invited represen-
tatives from the medical community in specific countries to
participate in developing curriculum models, and it has held
Deans' Conferences in a few countries designed to involve univer-
sity leadership in making recommendations for permanent incor-
poration of reproductive health training in university curricula
(see Section II.2). While these efforis represent a good start,
curriculum change is perhaps the one aspect of JHPIEGO's efforts
that will require the greatest amount of effort to ensure
future institutionalization.

III.5.2 Recommendations

o Institutionalization should be the theme of the next IAC
merting, with each representative given the responsibility for
preparing a paper on the subject,. The proceedings of this

meeting might be evaluated and reproduced.

o Consultants should be hlred to work for an extended period
with Deans In helping to augment chanqge. Follow-up visits
must occur at least semi-annually, and JHPIEGO should maintain
coples of all new curricula.

o A reqional Deang' meeting might be appropriate to permit
countries that have made major teaching changes to share these
with their often more conservative neighbors,




- 26 -

IV. EQUIPMENT

IV.1 Observations

Because a comprehensive evaluation of RAM centers had been
completed recently, this report includes only cursory observa-
tions regarding their operations, plus a short discussion of the
appropriateness of various types of sterilization equipment.

Specifically, RAM centers continue to be an appropriate
method of maintaining and supporting equipment. There were no
major problems with the availability of ancillary medications,
gasses, suture materials or analgesics. This reflects JHPIEGO's
presence in the larger, better-funded health centers. Such
shortages, however, probably do exist at the provincial level.

The issue of the appropriate levels of voluntary steril-
ization equipment (endoscopes, laparoscopes, and laparocators)
did not seem to present insurmountable problems. There 1is
little doubt that laparoscopes and (more recently) laparocators
have served an important role in the acceptability of steril-
ization as an important option in reproductive health.

Clearly the bulk of procedures in countries with established
programs are provided with the simplest of techniques. Endoscopy
however, permits secondary and tertiary health centers to
provide essential ancillary services in diagnostic gynecology
and thus permits voluntary sterillization to take its rightful
place as an accepted method.

Some laparoscopes lie idle, although RAMs and retraining
opportunities exist, but on the whole the equipment seems to be
in use.

IV.2 Recommendations

o In cach country information should be gathered, not
only on numbers of repairs and spare parts, but also on the coop-
eration among donor agencies in_utilizing the facility.

o] Before a new KRAM center is approved, it would seem
prudent to receive a_prior commitment from the Ministry of
Health that it will assume administrative and financial respon-
sibility for the center within o given time.

0 As greater emphasic is being placed on reaching the

private spctor, RAM centeors might be utilized as part of a loan
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or lease program where private clinicians pay a fee for mainten-
ance and repair (Section III.3.5.4).

o Where equipment is lying idle despite availability of RAM
centers and retraining opportunities, evaluations need to
address the problem within the context of an inter-agency
approach. Redeployment of equipment may be necessary: re-
training, however, does nct appear cost effective. The time and
effort necessary to effect these changes must be weighed against
continued opportunities where heavy provisions of equipment by
JHPIEGO plays a minor role and reliance on other agencies and
particularly on national ministries of health are given priority.

o Operating room nurses seem well motivated to assume respon-
sibility for equipment maintenance; using them to perform this
function may provide a viable option in those countries where a
RAM center does not exist.

0 JHPIEGO's recent field visit to assess the varicus RAM
centers was appropriate and should occur at least every other vear.




V. ADMINISTRATION, FUNDING, PLANNING AND PROGRAM MANAGEMENT

V.1 Adminiscration

vV.1.1 Organization

On paper, JHPIEGO appears to have developed an appropriate
hierarchy, with a Corporation President and a Project Director.
In reality, the Corporation President, though committed to
JHPIEGO activities, spends minimal %time on its work because of
his responsibilities as Vice President of the Johns Hopkins
Hospital. The Project Director has been an effectiv: force for
JHPIEGO but has recently reduced his input and now divides his
time between work assoclated with JHPIEGO and his research and
clinical commitment to the university. Because of the limited
time these two individuals have to spend on the program, a major
portion of day-to-day management is vested in the Assistant to
the President, including not only all financial and adminis-
trative matters but also a large part of program planning and
management. Placing such a large part of program management
responsibility in thc hands of the Assistant to the President,
despite her proven ability, creates confusion to the staff,
to people overseas, and to AID. There is in additicn a full-time
Deputy Director, but at present he seems to lack day-to-day
responsibility for important aspects of the program.

Three Regional Development Offices (RDO) and associate slots
have been established in Baltimore to provide better supervision
and management of overseas program activities. While the filling
of these positions addresses a critical gap in the organizational
structure, the level ot rfield intervention can still be no more
than one of superficial monitoring. At the time of the eval-
uation, only one of the RDO posts had been filled. When staffing
is complete, despite the limitations mentioned above, JHPIEGO
will be in a far stronger position than previously to implement
successfully its program activities,

Another move with positive implications for programming
is the recent addition of a scnlor svaff person with responsibi-~
lity for developing and monitoring new models cf evaluation.
Over time, his input should be of great value in the programming
process.

v.1.2 Administrative Guidelf. ~s

JHPIEGO har prepared a considerable number of written
guidelines to assist statf in carrying cut their administrative
and program responsibilities, Further use could be made of such
material at the LDC level to save time and enhance sub-grantec
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staff effectiveness. The "Project Director Guide," for example,
is a useful collection of often hard-to-obtain material.

V.1.3 Relationship Between JHPIEGO and Johns Hopkins
University

Although the question of the reclation between JHPIEGO and
the medical school hospital was not included in the scope of
work, it has an important bearing on the project's fiscal
conservatism (see Section V.2.1 below) and is therefore discussed
briefly here. Cordial relations between JHPIEGO and the medical
school aad hospital are important, and the present part-time
involvenent of the senior staff helps in that respect. There is
an underlying perception, however, that JHPIEGO is not viewed as
a priority program by the medical school and university staff.
It is comn>n for American universities to be far less interested
in the international component of their training programs and
educational activities than the domestic. Nevertheless, the
perception of thelr status may affect JHPIEGO staff morale and
their willingness tc take risks tc improve the program. A fund-
raising effort on the part of JHU earmarked for JHPIEGO would go
a long way in reaffirming continued commitment.

V.2 Program Funding

v.2.1 Fiscal Conservatism

V.2.1.1 Backgrouui. Funding problems are a troublesome
characteristic of the JHETRGO contract, with AID voicing consid-
erable concern ovar JHPIEGO's "overcautious" approach to expendi-
tures of project funds and JHPIEGO expressing the view that AID
does not understand its problems.

v.2.1.2 Reasons for JHPIEGO's Posture. Both positions
have merit. It is true that JHPIEGO has felt the need to spend
its annual allocations carefullv. Like any of AID's cooperating
agencies, the level of its annual appropriation is never certain.
Unlike some other cooperating agencies, however, JHPIEGO has
virtually no other scurce of external funding. In addition, it
feels it cannot look to the University to cover any cost over-
runs,

Another reason for JHPIKGO's fiscal conservatism arises from
its management structure; specifically, those in che top manage-
ment positions tend to ldentify with Johns Hopkins, and to keep
very much in view the financial aspect of the relationship
between the university and JHPIEGO. Those with prime programming
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responsibility are lower on the organizational hierarchy and
their intevests may not always receive adequate consideration.

JHPIEGO explains its fiscal concerns in part by cemplaining
that AID has encouraged it to take on new projects without
increasing the ceiling on its congressional appropriation. Not
having anticipated that total funding might not increase, JHPIEGO
claims it spent money thinking that AID would provide resources
above and beyond the appropriation it initially received, which
AID has not done.

v.2.1.3 Examples of JHPIEGO's Fiscal Conservatism.
JHPIEGO's fiscal prudence is exhibited in its practice of
maintaining a balance of funds sufficient to support its staff
for a year following the award of the last JHPIEGO grant over-
seas, a precautionary move should additional funding not be

forthcoming.

Anotner example of caution is JHPIEGO's practice of paying
consultants a maximum of $125 a day, a fee considerably below
that authorized by AID. JHPIEGO's position is that the low fee
is maintained primarily because it is appropriate for LDC
nationals, whom, it claims, do most of its consul ting work,.
While it is true that LDC consultants are excellent for many
assignments, some tasks would benefit from involvement of
seasoned U.S. or European consultants. When new training
modules are being developed for a specific site, for instance,
an experienced training technology expert from the developed
world should be made part of the prccess, A fee of $125 a day
is insufficient to attract such consultants; several people
noted that they had refused invitations to provide consulting
services to JHPIEGC because of the very low reimbursement.
Other reasons JHPIEGO uses this low level of consultant pay are
that i1t eliminates the need for consultant clearance from AID
and that it rules out anv risk of subsequent disallowances.
Overall, unowever, the practice stands as a small but clear
example of the problems inherent with putting concern above
protecting Johns Hopkins financially ahead of concerns about
JHPIEGO's overseas operations.

V.2.2 Budge ting

JHPIEGO's budgeting process seems to have improved since
the last evaluation. The computer printouts of budgets by
project and country arc helpful. Projected budgets appear
realistic, but certain assumptions, for example 10 percent
inflation rates, need carcful evaluation. Likewise, more project

activities are specified in the program budget for countries that
are listed elsewhere as being of low priority. Different
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assumptions about inflation rates and projections of the total
number of subgrantee awards in different countries could alter

the budgets fairly significantly.

v.2.3 Procedures for Fund Transier

JHPIEGO has also significantly improved its procedures for
transfer of funds to grantees. Few problems in this area were
noted, except in relationship tou new programs where JHPIEGO will
often wait to assure the adeguacy of further internal resources.
On the whnl2, however, JHPIEGO's performance was commendable,
revresenting a complete turrabout from the problems encountered
daring the previous evaluation.

V.3 Long—-Term Planning

Program planning needs to be improved. Too much time is
currently spent by the regional staff on details and not enough
on questions of future directions and program development. Until
recently, plarning appears to have been done in a very mechanical
fashion without a clear linkage between the special strengths of
JHPIEGO and the needs and resources of developing country
institutions and programs.

Recent planning documents spell out more clearly the
assumptions of the program and the special national and regional
needs that JHPIEGO intends to serve. Even now, however, one
senses that the planning process lacks focus and sufficient
attention from the senior staff.

The rich resources available at Johns Hopkins in the School
of Public Health as well as the medical faculty present the
university with a special opportunity to make significant
contributions to health and development activities overseas.
Overseas project directors, however, must be involved in the
planning process. Earlier evaluations criticized JHPIEGO's
unilateral programming in which subgrantees were not able to
play a role. Successful implementation depends on careful
planning, and that requires the suppert, cooperation and insight
of JHPIEGO's grantees.

Fiscal issues often intrude in the planning process. The
concern of JHPIEGu management regarding funding levels oftan
inhibits them from taking risks that may improve the program
{see Section Vv.2),
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V.4 Programming

V.4.1 Overview

In the absence of well-designed long-term plans, programming
development assumes great significance in the shaping of progran
profiles, and here again, JHPIEGO's processes could be improved.
Fiscal issues seem to dominate the process; AID tends to view
JHPIEGO's activities by a formula of "trainees x training davys"
and then to divide grant dollars by this figure. Thus, JHPIEGO
may find 1t easier and safer to expand an already existing series
of courses than to develop new programs. The practice of
programming at headquarters alsc has contributed to the mechan-
ical quality of the programming process. Proposal writing is now
done almost entirely by JHPIEGO staff in Baltimore through use of
a standard format. This approach provides l.ittle flexibility to
respond to particular local areas of concern. Furthermore, RDOs
must spend so much time in the paperwork necessary to justify
refunding of ongoing programs that they have little time left for
technical assistance or development of new program ideas.

JHPIEGO has done too little programmiig in conjunction with
other donor organizations, particularly those that are success-—
fully implementing service delivery programs. In its relation-
ships with Ministries of Health, too, it has stayed strictly
within the confines of technical training matters, with little
discussion of the service delivery by physicians. In Baltimore,
program review sessions are often adversarial in tone, with the
administrative staff taking what appears to the program staff to
be little interest in the guality of the programs. That these
sessions occur so often and are attended by so many people makes
them an unwieldy part of JHPIEGO operations for all those

involved.

Despite these constraiats, JHPIEGC has been able to select
acceptable subgrantees, to respond in large part to AID's
Resource Allccation Plan (RAP), and to take some creative steps
in program development.

V.4.2 Subgrantee Selection

There is little doubt that over the vYears JHPIEGO has
selected appropriate subgrantees. Many have made significant
contributions by administering regional and local training, and,
by virtue of their positions of influence, have worked for
changes in medical school curricula.
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V.4.3 Country Selection

JHPIEGO's apolitical approach to programming (Section
1.6.1.2) has enabled it to respond rapidly to AID's priorities.
The RAP for population programs gives precedence to countries

that lack one or more of the following: (a) an organized infra-
structure, (b) trained trainers and (c) a positive political
climate.

JHEPTEGO's program initiatives in such countries as Nigeria,
Brazii, Mexico, Turkey, Peru, the $Sudan, and various Moslem
countries all represent its programming sensitivity and knowledge
of global pricrities. In short, JHPIEGO's total expenditures by
region have followed AID's overall strategy for allocation of
resources. The only exception has been regional training
programs, some of which have been located in countries which,
in light of their strong infrastructure, may rank lower among
AID's priorities (e 7. Thailand and the Philippines), but which
have proven themselves as exceptional training sites which should
be retained.

V.5 Monitoring and Evaluation

V.5.1 Monitoring and Follow-up

Although monitoring of program progress has improved with
the addition of the full complement of RLOs aind their support
staff, it is still less than ideal. Evaluation of individual
trainees while they are enrolled in courses is usually under-
taken, but because follow-up is limited primarily to mailed
questionnaires of self-reported performance, long-term evaluation
of individuals and programs cannot be effectively carried out
(e.g. Nigeria). Examination of the impact of projects in terms
of new acceptors of family planning is even more difficult and
is rarely carricd out. Peru is one exception where attempts are
being made to go beyond the standard questionnaire in evaluating
the effectiveness of specific programs. Certainly, however,
further attempts to assess the impact of the program 1in a
community setting, including analysis of what aspects of the
program are most useful, would be valuable to JHPIEGO staff.

v.5.2 Evaluation

Partly as a result of paucity of feedback from the field,
JHPIEGO has been unable to provide as comprehensive an evaluation
database as is desirable.

Critics have faulted JHPIEGO for the limited scope of its
evaluation reports: the information is 1jcused either on changes
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in knowledge or numbers of procedures performed, the former
qualitative in nature and the latter limited in perspective. 1In
fact, however, JHPIEGO's efforts have produced results well
beyond those reported, most particularly in the area of program
impact. With the addition of a senior staff person responsible
for developing and am~nitoring new models of evaluation (see
Section V.1.1), JHPIEGO is now well placed to develop better
ways to measure program success.

V.6 Recommendations

vV.6.1 Introductory Remarks

It should be noted that some of these recommendations are
at variance with the most recent management review. Aware of
its limited time at headquarters, the team suggest therefore
that the following recommendations should be reviewed together
with those in the management review.

V.6.2 Creating a Balance Between Programming and Financial
Concerns

JHPIEGO must be careful in designing its next five-year
program. Specifically, program development and planning acti-
vities need to be given at least the same priority as fiscal

managemnent.

V.6.3 Fiscal Management
o] Improved end-of-project activities plan

AID staff and JHPIEGO personnel should work together to
improve financial management procedures, Future cooperative
agreemznts might contain a plan for the end-of-project actavities
that would satisfy bnth JHPIEGO's need to provide security for
its staff and appropriate follow-up for ongoing activities.
Such a plan could permit AID to have more resources available for
current projects and a lower reserve or contingency for central
staff support.

o Flexible funding for new initiatives

Flexible funds ror JHFIEGO need to be provided. The cost
per trainec formula is not an appropriate basis on which to
prepare budgets for development of new training models. Instead,

funding must allow not only for program development, but  for
technical assistance and evaluation as well. The costs for such
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development activities should not be included in the actual cost
of the projected training cycles,

V.6.4 Staffing

(o} Increasing ability of JHPIEGO Baltimore management to
respond t»n program issues.

- If part-time involvement of the President and Director is
to _continue, then additional authority should be given to the
Deputy Director for the overall management of the progranm.

- Financial znd administrative matters currently handled by
the Assistant tc the President should continue to be handled by
that office, but reports on program issues should be channeled
through the deputy. This might increase the flow of information,
strengthen the relationship between financial management and
program planning, and save supervisory time and effort.

- Immediate attention should be given to filling the two RDO
slots that were vacant at the time cf the evaluation. The
Deputy Director and the RDOs should devote increased attention
to program development and field support.

o Increasing in-country technical assistance capabilities

- As JHPIEGO moves into new programming areas, more on-site
technical support time will be required. The opening of regional
offices may not be the answer, but, in their absence, each major
program must be covered by trained support staff, either of
local hire, regional consultan:is, or by JHPIEGO short-term
consul tants,

- Consideration should be given both to administrative and
technical requirements; specifically, in some cases, the need may
be for coordination of a wide range of program details which a
skilled local administrator could be hired to address.

In those cases where the issues are technical, local hire
percsonnel might be represented by specialists who are well
2stablished within the local medical/political hierarchy.
Regional consultants might be recruited from among the ranks of
LDC university professors. Technical specialists, in any case,
should have skills in curricula development and evaluation, and
knowledge of the latest in educational teaching zids.

- For outside consultants, greater use should be made of
the growing pool;of family planning experts worldwide. AID, with
input from JHPIEGO, should streamline the process required for
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consultant approval. JHPTEGO should offer appropriate compen-
sation consistent with the individual's professional status. If
the assignment would benefit from use of an experienced consul-
tant from a_ developed country, then such as individual should be
hired. LDC professionals who already have a history of success-
ful involvement with JHPIIGO should get additional compensation
and time to develop programs and *to provide the monitoring
activities that should accompany them.

V.6.5 Planning
o] RAP Priorities

- JHPIEGO should continue to respond to AID's priorities
with the following proviso: AID should be judicious in suggesting
that countries such as Thailand and the Philippines, which have
proven themselves as exceptional training sites, should be phased
out. On the contrary, 1t is in these countries where new
training models can best be tested. Senior project staff from
these programs are ideal candidates to serve as regional consul-
tants and to provide post-training follow-up to colleagues from
institutions within a given region.

o Involvement of the IAC

New ways to involve the IAC in strategic planning, aside
from meeting every 18 months, should be explored.

Preparation for IAC meetings should alsc be improved. To
assure that they are better focused, perhaps one individual at
JHPIEGO could be assigned to review materials in advance of
presentation and to assist in the production of appropriate
graphics. This is standard format for most professional meet-
ings. These meetings continue to serve an important function and
should remain of high priority.

V.6.6 Programming
o} Program Review Process

At JHPIEGO headquarters, a _system of less frequent and more
collegial reviews might enhance morale, improve management, and
save money. A regional development staff person and a member of
the financial and administrative staff working together to
develop a project might represent one useful approach to sharing
responsibility for program activities,
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o In-country Participation in Programming

The proqram development process requires a fresh interactive
approach_which includes LDC personnel and addresses local needs.
Efforts should be made to incorporate Ministry of Health needs
as well as those of other donor agencies.

A three-stage programming process could be developed which
would give new proposed grantees more involvement in the program-
ming process. It is described below.

(i) A program development form would be sent to propused
grantees in advance of a JHPIEGO staff visit. It should be
completed locally.

(11) The JHPIEGO program person (prcbably the RDC) would be
responsible for gathering the kind of background information
required vy Baltimore (e.g., the status of reproductive health
training in the present physician and/or nursing curricula; the
role of each level of health professional in the provision of
related services; the current attitude of the respective govern-
ment towards the provision of such services te the public und
private sectors; and anticipated funding levels of USALD and
other donor agencies).

(iil) The proposal would be written in the field, with both
the local grantee and the JHPIEGO staff member involved. Each
document would contain required information as noted in {(i1) and
in addition would state the reason for the selection of a
particular grantee and specific training site.

This three-stage process should improve JHPILGO's ability to
modify course content in line with specific local needs, deter-
mine the type and duration of needed technical arssistance, and
state requlirements for equipment and commodities lncluding
teaching materials. (Where endoscopy equipment is to be pro-
vided, the number of scopes already in country, the estinated
percent or utilization, and the mechanisams for repalir and
maintenance should be noted.) Furthermore, this process might
provide for evaluation indices that would better measure projram
impact, wserve to pinpoint those opinion leaders who mlight
require external trainlng (perhaps at Hopkins), and ensure
post-training follow-up activities which rould have an appro-

priate and realistic linkaqge to service delivery,
V.6.7 Monttoring and Evaluation
o The chlef of the evaluation division should be encouraged

to _meet with his counterparts among other donor_agencies and to
determlne the relevance of thetr models to JHPLEGO needs,
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o New procedures should be devised for trainee follow-up.

o) New evaluative indices to measure program impact should be
developed and weighted. A number of variables which relate to
program impact are provided below. C(bviously, the list could be
longer, but funding limitations require selection among the many
alternatives.

- Changes in family planning policy.
- Upward mobility of selected trainees and their poten-
tial to elicit change.

- The role of JHPIEGO in bridging the gap between
training and service delivery.

- The establishment of new technology and its indirect
roie in providing ecssentlal services to consumers.

- Specific changes in curricula for different classes of

health profeussionals.

o Additional technical expertise in the evaluation process
should be provided by consultants,

o] In order to ensure the practical application of this
approach, the chief of evaluation should be required to approve
each project prior to approval and funding.

o] JHPIEGO should encourage AID to host an _annual conference on
evaluation where consensus on methodology, including indices and
Egﬁblinq techniques, could be agreed upon. Such meetings would
ensure that the data collected could ultimately serve as a guide
for programming and as a determinant in designating future
funding levels,
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Appendix A

THAILAND: COUNTRY REPORT

1, Summary

Thailand's national family planning program, which official-
ly began in 1970, is amcng the world's most highly regarded
government efforts to improve health and encourage econonic
development by increasing contraceptive use and lowering fer-
tility. Since 1970, fertility has declined by more than 60
percent, going from a total fertility rate of 6.3 to a TFR of
3.2. During the same period contraceptive prevalence amonhg
married women of reproductive age increased from roughly 16
percent to 64 per-cent. The pattern of contraceptive practice
has also changed signjficantly. Initially, oral contraceptives
were the most widely used method. Over the years, sterilization
and injectables became increasingly popular. Today pills and
sterilization are the most popular method.

The succeuss of the Thail family planning program reflects
strong demand among the population including those in rural
agricultural areas, a well-developed public sector health care
system that includes auxiliary nurse midwives who are able to
provide oral contraceptives and insert IUDs, and strong support
among policymakers and political leaders. The country has also
benefit=d from stecady economic develcpm:nt, which has led to
improvements in transportation, communication, and education.

The Team visited Chulalongkorn University and Hospital,
Siriraj Hospltal and the Paculty of Medicine of Mahidol Univer-
sity and discussed JHPIEGO-supported activities with staff at a
variaety of levels., The Team also interviewed the Deputy Dir-
ector~-General of the Department of Health of the Ministry of
Public Health as well as staff from USAID and scveral people
Aactyve {n family planning activities froiw Mahidol University,
the Population and Development Association, and the Population
Council]. In addition, the Team reviewed a variety of prcject
Fropocsals, repoarta, and descerliptions of activities,

Eveluating a specitic program in Thailand 1s difficult.
The Thay tamily planning program has been characterized by a
long =mericn of wuccenges, thus making it hard to determine how
individual components have played a role in helping fulfill
nationai qgo.al-,

There Jo 1ittle doubt, however, that JHPIEGO has made a
sianiti .0 contribuation and has filled an Importiant tralining
void, Ciearly the prectiaqe assocliated with the Johns Hopking

name ha<s been important; the quality of the training itgelf,

1N\
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however, is perhaps more important.

Since JHPIEGO initially emphasized laparoscopy training in
Thailand, 1t is important to note that while endoscopy has not
been a mainstay of the national program, it has permitted major
academic institutes to contribute to the better acceptance of
all surgical methods.

JHPIEGO-trained clinicians and administrators who have
received U.S.-based training have returned te Thailand with a
commitment to support and replicate such training for the Thai
professionals as well as for others in Asia. Regional training
should not be de-emphasized, as Thailand I'epresents a unique
milien of professionalism, solid administrative support and a
warm environment in which Aslan professionals can and should
continue to receive training.

2. JHPIEGO Activities

Current JHPIEGO actiwvities in Thailand include:

2.1 Thalland National Endoscopy Educational Research Progran.
The National Family Planning Program.

In 1979, through JHPIEGO sponsorship, the Thailand National
Endoscopy Education Research program was inititated under the
auspices of the Ministry of Public Health. Training was ccn-
ducted at Mahidol and Chulalongkorn Universities.

JHPIEGO support has increased the availlability of service
through training and provision of equipment. Mcst recently 20
physicians from provincial hospitals have been trained in female
sterilization and diagnostic procedures using the laparocator.
Thirty nurses working in outpatient operating rooms have alsc
been trained to assist physicians to perform laparoscopy.

2.2 Reglonal Workshop in Gynecclogic Microsurgery for Reversal
of Sterilization.

This program rsupported a regional workshop in techniques of
gynecologic microsurgery for surgeons from countries in Asia,
Oceania, and the M 'd4dle East to increase the avallability of
sterilization reversal gervices in these countries. Training
was provided In the theoretical and practical aspects of micro-
surgery as applied to sterilization reversal and treatment of
infertility, Microsurgery equipment and educriional materials
were algo provided.

Program. Based on the Team's visits to universities
previding training and the discussions with senior officials at
the Minlstry of Public Health, it is apparent that this program

—
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has been implemented as proposed, with the exception of training
for one group that was canc=lled as agreed jointly with JHPIEGO.

Training Curriculun. In general the curriculum appeared
apprepriate and well implemented. Experiunce with several
courses has given the project directors a much clearer idea of
how best to teach the use cf the laparoscope for both diagnostic
and therapeutic purposes. Future courses would undoubtedly take
advantage of this.

This course was well designed. Because of the small size
of the class and the strong support provided by Chulalongkorn
Hospital and Faculty cof Medicine, the training was almost
custom-made to each participant's backgrcund and surgical
dexterity. Careful supervision and tutoring was provided and
extra sessions could easily be arranged. The training was
enhancned by the fine collaboration within Chulalongkorn and
between Chulalongkorn and local medical equipment companies that
lcan equipment for training and provide samples to students.
The equipment given to each graduate by JHPIRGO adds to the
value of the training.

Administration. Previous evaluations have commented on
varions administrative problems, most important of which was a
series of difficulties related to the transfer of funds. The
team found that these problems had been resolved. Admini{ctration
of JHPIEGO seems smcoth and characterized by easy communication
between the senior staff at JHPIEGO and Thai grantees.

One area of weakness is the lack of a Reglonal Development
Officer for Asia. In practice this means that both the USAID
mission and the grantees are not kept well informed about new
program opportunities and are not able to receive help with
adminlstrative or programmatic problems. This lack has also
meant less JHPIEGO particlpation in activities in Thailand.
Thailand is an attractive center for reglional training and a
source of valuable insighc¢s about training and the provision of
health and family planning services. A greater participation by
JHPIEGO staff in the d&esigning and monitoring of projects in
Thalland would improve the quality of the program and increase
JHPIEGO's impact in Thailand and other countries.

Follow-up. Follow-up activities to JHPIEGO-funded tralning
programs have been one of the weaker links of the overall

effort. In the case of Thailand, good reporting is the rule
rather than the exception. It is on the basis of monthly
reports thuat underutilization of laparoscopes in the district
hospitals was recognized and tollow-up training instituted. The

average casceload of 20 female voluntary ster’lizations over an
elght-month period, despite follow-up truaining, points up
several factora:

L\
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a. the utilization of minilap and postpartum tubal
ligation as the main operations in the Thai voluntary steriliza-
tion program;

b. the pressure on provincial hospital obstetricians and
operating rooms to provide a variety of other health services:
and

c. the uneven selection of endoscopy candidates within
the Thail national program.

New models may be needed in the future to impros2 realization of
program goals.

Given the relatively high cost per trainee and the signifi-
cant equipment costs 1nherent in microsurgery trailning, it is
even more important that direct fi=ld follow-up by the training
staff be built into each proposal. Thiz is important both as an
evaluative index of the training icself and as a way to provide
necessary technical dssistance “then tralnees return to the
unique challenge of thelr own locale.

Evaluation. While the endoscopy pregram has been evaluated
by pre- and post-course tests given each trainee, the more
important field rfollow-up is not being conducted by the trainers.
Ironically, in part this reflects the strengtiy of the That
family planning program. Clogse cooperation «xists between the
Ministry and the country's medical schools. Candidate selection
and follow-up were carried out by the Ministry and training was
provliced by the University. In theory this means that those
selected for training ar~ .art of the Ministry program and the
program is being implemented in line with national policy. In
fact, however, it frequently happens that trainees are not well
selected because Ministry bureaucrats are not familisr wi‘h the
technical and manual demands of laparoscoplic surgervy. Follow-up
by the Ministry tends to be bascd on number of cases done (as
reported to the Minlstry), not on such issues as technical
problems and patient comfort. While detalled evaluation of
trainee performance 1s not well done {both tralners said they
responded to requests from the field, not to an organized plan),
Ministry service atatistics and a sevrieca of national zample
surveys of contraceptive practice previde valuable information

on the number of and characterisilcs of <toerillced couples. The
Team's impregssion 16 that less ovalanaticn i conducted of
dlagnostic use of the laparoscope than of 't use in family
planning. One hopes that the addition of the new evaluation

officer at JHPIEGO may lead to more creative and better estab-
lished variations.
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3. New Training Activities

If JHPIEGO is to be responsive to the new Thai Five-Year
Plan aimed at reducing the population growth rate from the
current annual rate of 1.6 percent tc 1.1 percent, additional
emphasis in involving all sectors in the family planning effort
will be required. It is noteworthy that the Thal Ministry of
Public Health recognizes the need for private sector involvement
at a time when USAID has plarced a priority on such activities.
The evaluation team believes that JHPIEGO, at least in the case
of Thailand, can play a role in this effort through the develop-
ment of training for the increasing number of physicians who are
not directly involved in the Ministry of Public Health Program.
The Ministry of Public Health estimates that in two vears there
will be no vacancies available for physicians to enter government
service and thus competition will be keen for all public sector
medical positions.

The model of private sector training is not nes. AVS
successfully trained MDs in vasectomy and immediately thereafter
there was a rise in acceptors and a change in the ratic of male
to female surgical sterilization acceptors from 1:6 to an
estimated 1:4-5. In Thailand, JHPIEGO has long been associated
with endoscopy training rather than minilap. It remalns for
JHPIEGO, the training institutions, and the ™OPH to determine
whether use of the laparocator by carefully selected trainees
within the private sector would be cost-effective. New models
would be required either to permit a private sector trainee to
lease or acquire a scope at low cost, or to involve the private
hospital where surgery is performed in scope procurement.

Although it originally did not function smoothly, the RAM
center has been working well since it was taken over by the
MOPH. Additional training in equipment maintenance was recently
completed by two operating room nurses from Chulalongkorn. The
Team bellieves that with the addition of perhaps one person by
the MOPH, the RAM center could extend its maintenance activities
to the private sector.

Careful selection of criteria would need to be employed
prior to training. A minimum of two years of post-graduate
training in either surgery or gynecology should be required and
an age cut-off of perhaps 40 years is also realistic. In the
case of private hospitals, initial training should be carried
out within & rescarch framework, with evaluation and follow-up
representing major components of the first vyear's activities,
Should the mode!l prove successtul, it could be e¥xpanded.

Additional JHPIFGO opportunitics within Thajland must be
approached vaused upon JHPIEGO funding capacity and itg priorities
within a given region. 1t is clear that the present training
staff Is more than adequate to expand its activities into the
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academic skills course (already scheduled) and to lnclude the
administrators' program in reproductive health. The Team wishes
to emphasize the potential of Thailand to continue to serve
regional training needs in Asia. By not fully utilizing this
time-proven approach, JHPIEGO would be losing a major opportunity
to train selected health professicnals from such countries as
‘Burma, India and Nepal.

Concern about sexually transmitted diseases within the
reproductlive health community in Thailand is great, and a
JHPIEGO-based course in this area would be greeted with enthu-
siasm, While the training center staff also indicated an
interest in providing sex education to medical students, the
Team believes that such activities, while important, could best
be handled by an expansion of the nursing student curricula and

the provision of mandatory courses at the university level. The
adolescent progranms recently supported by UNFPA appear to be a
step In the right direction. The academic skills course for

physicians could be modified to include sex education components,
JHPIEGO fileld follow-up activities and questionnaires might also
raise the 1issues of the nature and extent of the need for such
activities. Continuation of the present microsurgery course for
non-Thail Asian physicians would appear to be an important
priority. Appropriate field follow-up must be included. With a
remarkable success rate of ocver 60 percent of sterilization
reversal procedures experienced by previors Thai microsurgical
trainees, there is little doubt of the value of sterilization
reversal training within any national program which emphasizes
voluntary sterilization. After a JHPIEGO Asian Coordinator is
recrulted, field visits to priority countries within Asia should
be scheduled to determine the nature and extent of future
JHPIEGO programs.

4. Recommendations

1. High priority should be given to a field visit by the
JHPTEGO Asia Regional Officer to the Thai regional family
planning center. This visit, combined with a visit to other
Asian centers, should permit a better appreciation of Asian
training needs and the capacity of the Thal centers to fulfill
their requiremente. It would also permit meeting among USAID
personnel and staff members involved in training and service
delivery for other agencies: International Training and Health
(INTRAH), FPIA, AVS and UNFPA, Better cocordination would allow
A more careful allocation of JHPIEGO resources within the
region. JHPIEGO may wish to consider the training of African
doctors in Thailand and elsewhere in Asia where there are
well-established national family planning programs of which
sterilization is an integral part.
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2. JHPIEGO should consider expanding trainiang to private
sector physicians in the near future. It may be appropriate to
consider the development of new training procedures and equipment
provision guidelines for this activity, including modification
of maintenance in the present RAM center.

3. JHPIEGO should encourage improved field evaluation
procedures for both in-country and regional training courses.
Especially important is the support of field visits that enable
evaluation of the training to be based on more than just a
mailed gquestionnaire of self-reported performance.

4. JHPIEGO should obtain technical assistance for the
development of criteria for the institutionalization of its
program in Thailand and elsewhere. These should be based on
country health services needs and should indicate how much
change in medical school curriculum is needed to meet those
goals.

5, Even in the mature and well-established family planning
programs of Asia, the need continues for training in reproductive
health and academic skills. Given the success of JHPIEGO's
laparoscopic training, the Team believes consideraticn should be
given to introducing new courses on STDs, reproductive health,
and academic skills to countries in the Asian reglon. Speclal
consideration should be ¢iven to conducting these courses at the
regional training center at Chulalongkorn University.

6. JHPIEGO should ianvestigate both in Thailand and in the
United States the opportunities for tralning nurses in reproduc-
tive health.
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Appendix B

NIGERIA: COUNTRY REPORT

I. Objectives and Programming Strategy

Improving health and family planning in Nigeria is a high
priority for AID and JHPIEGO. Nigeria's new military government
has taken a position supportive of family planning. Moreover, a
downturn in economic circumstances has caused people to rethink
the appropriateness of high fertility and rapid population
growth. Several AID-supported organizations have significantly
increas<d their support to Nigerian ingtitutions. Population,
health and family planning activities appear to have taken off
recently and there 1is widespread interest in ‘-beginning new

projects. At this stage, however, there are few signs of
dramatic increases in contraceptive prevalence in the rural
areas. More trained personnel are neceded, as are increases in

the availability of contraceptive services. JEPIEGO has taken
advantage of this greater interest in family planning and has
built on its history of training Nigerian physicians at Johns
Hopkins in Baltimore. JHPIEGO has built upon Nigeria's high
regard for education by concentrating its initial institution-
alization efforts at the country's most prestigious medical
universities.

The need for improved health and family planning programs
is clear. One out of five Africans is a Nigerian. The country's
total population is estimated to be 91 million and is increasing
at an annual rate of about 3 percent. Maternal and infant
mortality are high. One of every 10 children dies before
reaching his or her first birthday. Deaths due to complications
of pregnancy and childbirth in some Nigerian communities are
more than 50 times the level of the United States and Western
Europe.

JHPIEGO's objective in Nigeria is to increase the number of
professional health workers able to provide family planning,
ORT, and other health services. Also recognized as important by
JHPIEGO are the spin-offs of itg support: increased status and
credibility for those <trained (particularly for doctors trained
at Johns Hopkins itself), greater awareness of family planning
role in health in the medical community, and increased avail-
ability of quality reproductive health services, JHPIEGO's
objectives fit well with expressed AID goals and with the goals
of other AID-supported agencies. JHPIEGO projects are reascnably
coordinated with the work of such groups ac The Pathfinder Fund
and the Association for Voluntary Sterilization. For example,
JHPIEGO's laparascoplc training has been supplemented by AVS
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support for expanded facllities for laparascopic procedures.
JHPIEGO-supported training iIn Ibadan is likewise coordinated
with work supported by The Pathfinder Fund.

JHPIEGO activities are also coordinated with government
programs. The emphasis on training nurses, midwives, and
community health workers is appropriate for Nigerla and fits
with government and AID policy. Two of the projects wvisited
were belng carried out by the government health ministries and
other activities appear to be implemented to meet needs expressed
by government officials. The links between JHPIEGO projects in
Nigeria and the work of other national and international groups
seems to be maintained without burdensome formal communication
requirements.

II. JHPIEGO Activities

JHPIEGO supports thirteen projects in Nigeria, of which the
team visited six. The team also discussed future activities
that current grantees wish to undertake. According to the AID
Mission in Lagos, the Nigeria Maintenance Center was recently
visited by JHPIEGO's equipment technician who reported no
serious problens. The team decided not to visit the FEMOPE
marketing company responsible for equipment maintenance.
Descriptions of each of the projects visited, taken from the
Johns Hopkins population information program, are given below:

1. Reproductive Health Tralning, Benin Teaching Hospitals

This program will establish a reproductive health care
trailning center within the Department of OB/GYN at the
University of Benin Teaching Hospital in Benin City. By
the end of the first year, two educational programs in
reproductive health/primary health care, with emphasis on
the care of women and children, will be conducted for a
total of 48 medical officers assigned to government hos-
pitals in Bendel State and the neighboring states of Ondo,
Ogun, Anambra, Kwara, Benure and Rivers, with the goal of
improving the reproductive health care of women and the
health care of children in these states. Educational
materials and consultant support will be provided to
supplement the training program.

2. Reproductive Health Training for HNurses and Midwives,
Bendel State.

The training program for nurses and midwives is designated
to broaden thelr knowledge in family planning and child
spacing techniques, increase their knowledgs as to how to
teach other health workers, and improve administrative
aspects of client service. A limited number of students in
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health-related fields will be invited to attend the didactic
sessions in Benin.

The course will be organized and coordinated by the State
MOH and University of Benin Teaching Hospital (UBTH). Six
sessions will be conducted during the year. Each session
will consist of one week didactic and two weeks of clinical
practicunm. These sessions will be attended by up to a
total of 150 student nurses and midwives, plus 26 graduate
nurse/midwives who will continue in the clinical practicum
subsequent to completing the didactic. The students in
training who will attend the didactic sessions will be
rotating through MCH or community health sections of their
curriculum.

University of Ibadan Endoscopy Training Project, Ibadan.

The purpose of thils agreement is to train physicians and
operating room nurses in endoscopic techniques and advances
in reproductive health to help reduce the high rates of
maternal and infant mortality and morbidity and to improve
the diagnosis and treatment of infertile wonen. It is
expected that at the conclusion of the program all medical
schonls in Nigeria will have phyeicians trained in endo-
scopic techniques and that this training will be provided
to medical students and residents at each of these
institutions.

The specific objectives for the program are:

a. To provide didactic and clinical training in endoscopy
to 20 physiclans from government hospitals with
emphasis on management of fertility and infertility
and the use of the laprocator and the mini-laprocator
for diagnostic and therapeutic laparoscopy procedures.

b. To provide didactic and clinical training in skills
necessary to assist physicians in their performance of
laparascopic procedures to 20 operating room nurses
from the same institutions as the phvsicians trained
under this agreement.

c. To provide medical equipment, educational materials
and consultant support to supplement the training
program.

Reproductive Health Training for Medical Otticers, Lagos.
This project aim:s:
a. To provide training in reproductive health including

didactic lecturcs and clinical demonstrations on
immunization, family planning and oral rehydration to
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team believes more generous provision of course-related material

may have a substantial impact. The provision of a small supply
of contraceptives for each nurse-midwife would be especially
useful to reinforce their newly acquired skills. Few of those
visited had adequate mid- to long-range plans. Tahus, future

directions and needs are not as well specified as they could be.
With a little extra effort, plans could be outlined to identify
the most important areas for JHPIEGO support.

VI. Recommendations
The team recommends that:

1. JHPIEGO should continue to offer high-level
training for family planning administrators
and health policy-makers.

2. JEPIEGO should consider offering continuing
education conferences and other updates for
graduates of training progranms.

3. JHPIEGO should produce a newsletter for
professional midwives, physicians, and
program managers that would contain a
combination of technical-medical updates,
program management information and nuational
population issues, News of program ~ccom-
Plishments could be shared, as well as
features on projects, individuals, etc.

4. Educational packages given to participants
should be distributed to all program faculty
and lecturers.

5, Students nurses attending workshops should
get inexpensive pamphlets, c.g., "Basics of
Birth Control" (Planned Parenthood Federation
of America ([PPFA] fact sheet could be
modified). A simple brochure on the role of
the nurse in family planning could be
commissioned if one is5 not available that is
culturally appropriate,

6. The Benin midwife training program could
benefit from the Omni Film on Pelvic Examina-
tion to supplement {ts pelvic models.

7. Consideration should be given to standardiz-
ing the length of tralning for midwives.
Didactic content should also be reviewed in

the Benin program, ¢.qJ., strengthen topics
around birth control method management,
8. JHPIEGO should consider evxpanding the

educational materials it furnishes to include
avallable patient education materialg,
teaching posters, etce.
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Consgsideration should be given to establishing
an 1Internship or preceptorship period for
midwives who are returning to practlice
setting with aimple reporting requirements,
forms, envelopes, and postage rfurnished.
Award certificates following "successful
completion” to guarantee feedback. Documen-
tation of practice should be considered.

iUDs with practice kits might ke supnlied to
assure m.dwives practice thelir skills.
Particlpant follow-up forms should be
redesigned to better capture experience of
midwives and nonphysician tralnees.

Some technical assistance should be provided
to strengthenr natural family planning as part
of the midwives' curriculum.

Adequacy of funding for follow-up visits to
midwife participants should be assessed.
JHPIEGO sgshould continue to encourage the
utilization of local experts and rescurces
while monitoring the adegquacy of teaching.
Workshops on curriculum development testing
techniques and teaching strategies should be
continued.

Although the private medical asector should
not be ignored, priority should continue to
be given to developing the skills of the
public health workers who care for the
majority of women and infants in Higeria.
Consideraticon should be given to initiating a
limited approach to the private aector
physician and midwife through aponsorchip of
local medlical soclety meetings at which
famiiy planning subjects could be presented.
Teaching alds, 11.c¢luding medical journals and
textbooks for medical students and house
officers, could be gsupplied.

Asgistance might be glven with the develop-
ment of ins*itution- or program-specific
five-year plans for JHPIE3O0 and other
national and Iinternational support.
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I. Overall Program Objectives

Although Egypt has had a Sdpreme Council for Family Planning
(recently renamed the Population and Family Planning Board and,
more recertly still, the National Population Council) headed by a
senior government official since 1965, the country and its leaders
have not moved to implement a national family planning program as
forcefully as many other developing countries. Egypt's crude birth
rate has remained high (approximately 37) and the country's popula-
tion is growing at an annual rate of 2.7 percent. What one group
of international experts called "nearly 30 years of official dis-
interest by Egypt's political leadership about population issues"
has been at least partially redressed by President Housni Mubarak
who has issued & stream of supportive statements, promptgd the re-
organization of the country's family planning program, and received
briefings from a number of foreign population experts visiting Egypt.
The family planning program has recently been reorganized (organi-
zational charts for the new program structure were being drawn up
during the Team's visit) and there is widespread hope that new
leadership will be able to substantially increase the prevalence
of contracertives from the current level estimated to be about 28
percent,

The pattern of contraceptive use in Egypt is heavily weighted
toward the pill, which is by far the country's most popular method.
according to one recent study, oral contraceptives accounted for

€3 percent of all fer+tilitv control {including prolonged breast-



feeding and traditional methods) used in rural Egypt. IUDs and
sterilization, on the other hand, represented 12.5 and 4 percent,
respectively, of all contraceptives used by married women in rural
areas.

JHPIEGO's objectives in Egypt have been to increase awareness
of the importance of reproductive health and to provide training
in the modern methods of fertility regulation to physicians who
occupy positions as teachers and providers of reproductive health
care. JHPIEGO has chosen to work with a small number of key medical
schools to incstitutionalize training programs that cover all family
planning methods but co"icentrate on endoscopy. JHPIEGC and its
Egyptian grantees are trying to encourage physicians to use the
risk approach to reproductive health, especially to the provision of
family planning services. Promotion of voluntary sterilization,
however, is not an important program element. The theory underlying
JHPIEGO support is that once endoscopy and the risk approach are
institutionalized at Egyptian medical schools, more sterilization
services v ill follow in both the public and private sector. There
is some evidence that this is happening. Physicians report that
there has been a growth in female sterilization procedures as a
proportion of all laparoscopic cases.

JHPIEGO-supported projects seem to fit well with the large and
diversified population assistance program supported by AID in Egyp:.
The concentration on high technology and high quality medical educa-
tion appears tc be an appropriate balance to AID's support of community

and nonphysician-based contraceptive distribution programs. The
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centers the Team visited at Al Azhar and Alexandria universities are
involved not only in medical education but also in a variety of
other training, research and service activities that provide the
directors of the JHPIEGO program with a network of national and
international contacts active in Egypt's health and family planning
programs. Staff of the two JHPIEGO-supported programs the Team
visited appear to work well together, exchanging ideas and contacts.

Particularly noteworthy is the relationship with the Ministry of
Health, which appears cordial andg mutually supportive. I spite of
the lack of official approval for contraceptive sterilization, JHPIEGO-
supported centers train Ministry physicians who are helping disseminate
both endoscopy and the concepts of high risk pregnancy management.

One important result of this collaboration has been an increasing
recognition that high parity constitutes an important risk factor,
although Ministry physicians are more conservative in their application
of high-risk approach than university-based providers of care. At
Alexandria, a promising collaboration is underway between the medical
school and the Higher Institute of Nursing, staff from which have
regulavly taught in JHPIEGO~-supported programs to train nurses to
insert IUDs.

JHPIEGO~supported activities have also been coordinated with the
work ol the AID-funded Association for Voluntary Sterilization (AVS)
and its principle Egvptian grantec, the Egyptian Fertility Care So-
ciety. AVS-funded equipment maintenance facilities have been shared,
for example. However, the different proarammatic orientations are

apparent. AVS-funded programs sought to increase the availahility
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and use of voluntary sterilization, whereas JHPIEGO's support was
for training in endoscopy, one by-product of which would be greater
use of sterilization by high risk patients.
II. Ongoing Programs and Objectives

JHPIEGO currently supports three projects in Egypt at Al Azhar
University in Cairo, Alexandria University and the University of
Assuit. The objectives of _hese projects are as follows:

1. Endoscopy Training Frogram, Human Reproduction Training Center,

Shatby University Hospital, Alexandria

This project teaches physicians and paramedical personnel
current concepts in reproduction through four types of
training: (a) physician laparoscopy training, (b) non-
physician health personnel laparoscopy training, (c) local
anesthesia training for physicians, and (d) nurses IUD

training.
2. Endoscopy Training Program, Al Azhar University, Cairo

The goal of this project is to improve maternal health through
the training of physiciane and nursing personnel in modern
aspects of reproductive health. Objectives for 1984-85 in-
cluded training 40 physicians in endoscopy and 20 nurses in
equipment maintenance. 1In addition, six physicians will

receive training in tubal microsurgery.

3. The Standardization of Curriculum in Reproductive Health for

Medical Schools in Eqgyot, The University of Assuit, Assuit.
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The purpose of this project was to alleviate the shortage

of trained personnel in family planning by developing a
standard curriculum in reproductive health and encouraging
its integration into Egypt's eight medical schools. Program
activities included a three-day meeting of medical school
administrators, Ministry of Health physicians, and family
planning organizations to define competency levels and cur=-
riculum content. 4 follow-up mea2ting is planned to assess

progress in implementation of recommendations.

III. Effectiveness

Administration. The Team found JHPIEGO's programs to be well

managed but not without administrative problems of a sort that may

be inevitable, but one wishes were less troublesome. Almost everyone
the Team spoke with complained about the excessive amount of paperwork
required by JHPIEGO. Project directors also criticized “he mechanical
nature of JHPIEGO's trainee follow-up procedures and the lack of en-
thusiasm for the more personal dimension of follow-up.

JHPIEGO's staff were well thought of and their contribution to
the program was appreciated. The lack of a Regional Development
Officer for Asia, however, represents a potential problem, probably
more in terms of keeping AID and the National Population Council
informed about JHPIEGO activities and need for suppcert than with
JHPIEGO grantees.  Special attention needs to be called to the January

1985 Presidential Decree that stipulates that all foreign~supported

proposals antd projects be reviewed by the National Population Council
before AIL review and approval. This arrangement scems likely to slow
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decisions, especially if JHPIEGO is not adequately staffed to provide
the support needed to deal effectively with the National Population
Council.

Less significant administrative issues include occasional diffi-
culty with the transfer of funds, auditing procedures, and the special
needs of foreign trainees in Egypt. JHPIEGO grantees appear to be
dealing with these problems with equal measures of common sense and
good humor.

Program. The Team found that the programs proposed.by Al Azhar
and Alexandria universities supported Ly JHPIEGO had mven implenmented
in a timely and resporsible fashion. Both programs nave met their
trainee quotas (with the exception of on. training pro~ram for nurses)
and have covered appropriate geographical areas in recruiting trainees.
By the end of its fourth year of support, the program in Alexandria,
for example, trained people from 35 institutions .r Alexandria as
well as staff from 17 institutions in 10 other governorates. The two-
week IUD insertion training for nurses has been well attended ané h=s
a long waiting list. Becauce of the questionable legal status of
nurses performing this procedure, the program has admitted only nurses
whio are assured of being able to use their skills.

Follow-up. Follow-up is a matter of concern to both project
directors. Thoso trained feel a sense of identity with the program
(zomparable to that which the Egyptian project directors feel toward
Johns Hopkins), but project directors feel more could be done to
promote effective follow-up. The guestionnaire approach currently

used is not well thought of because it minimizes the all-important
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interpersonal relationship between the professor and the trainee.
The group at Alexandria has instituted a second follow-up visit

to trainees that serves to reinforce the training and provide a
continuing link to the program. Both project directors mentioned
the need for continuing educational material that could aid in
follow-up and also encourage the continued use of the newly acquired
skills.

Evaluation. BEoth projects the Team visited cecmed to be con~

ducting appropriate trainee evaluations. Pre- and post-tests are
given, but more important the Team sensed that the project directors

and program staff had a detailed and realistic view of almost every

‘.'_,5 .

o

trainee's progr
The current JHPIEGO-supported programs do not provide a significant
amount of service to high risk women in need of a completely effective,
long-lasting method of fertility control for health reasons. Because
trainee follow-up is poor, accura*e data on the nature of the pro-
cedures performed is hard to cbtain. Estimates given Lo the team
were that 5 percent or less of all procedures done by those trained
at Al Azhor University were sterilizations. The comparable figure for
those trained in Alexandria was 25 percent. Sterilizations, however,
appear to be increasing as a proportion of all procedures.
Because of the recent visit of a JHPIEGD ecquipment specialist,
the Team did not prebe into the issues of repair and maintenance.  But
both project directors oxpressed concern about the 1ssue. Dr. E1 Salwi
of Alexandria, in particular, was worried that lack of adequate repair

rrocedures would jeopardize the effectivencss of the program.  During



its stay in Egypt, the Team learned that the nature and extent of
Association for Voluntary Sterilization (AVS) support, including
that for repair and maintenance of laparoscopes, was likely to

change, adding to the uncertainty surrounding this issue.
IV. Curriculs at Institutions

Outlines of course conzent and class schedules were reviewed for
the endoscopy program at Al Azhar University in terms of a general
content and balance between didactic and clinical hours. Syllabi
or lesson plans are apparently not prepared to detail toplic content
or toaching/learning activitice. Al Azhar's endoscopy project con-
ducts a two-weeck diidaciic component followed by one week of clinical

training. The Shatby proiect, on the other hand, has intearated the

ge]

didactic and clinical cemponents, an approach the Team regards as
better suited to the training needs.

A review of the Al Azhar classroom schedule for endoscopy training
shows that out of 40 hours of didactic, only 5 hours are devoted to
nonsurgical contraception, family planning and population issues.
Among the topics covernd is research design, but no time is scheduled
for a diccussion of hormonal contraception,

Al Azhar University has made significant progress in the institution

o
—
[
]
[N

ng of a family planning curriculum. Dr. Hefnawi explained that
different levels of instruction now exist for medical students, house
officers, nd specialists from the Ministry of Health. The Al aAzhar

curriculum was apparently used as a model in the curriculum standard-

2
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ization workshop held in Assuit in October 1984.



Because neitcher syllabi nor class outlines were made available
to the Team for the Alexandria programs, it was not pnssible to
fully assess the appropriateness or adequacy of their didactic con-
tent or clirical nractice.

On the basis of the narrowly-focused program for nurses and limited
time devoted to contraceptives and reproductive health for physicians,
it is the Team's impression that all of the programs are missing an
opportunity to significantly enhance the family planning skills of the
pprofessionals being trained,

It is uncertain whether the short period of clinical training for
nurses 1s adequate for them to attain competence in assessment and
management of IUD patients. Project staff described deficiencies in
the preparation of both nurses and physicians in Egvpt. It makes sense,
therefore, to provide them with as much family planning education as

feasible.
V. Unmet Needs and Tuture Opportunities

Half the women 1in kqgypt who die in pregnancy, childbirth or from
abortion are over age 70 anl/or have four or more childven. Voluntary
surgical contraception for women for whomn preqnancy represents a risk
of seriour illness or death in o recognized medical practice. There
are signe that the newly appointed Secretary General of the Yatlional
bPopulation Council, Profousor Malio: Mahran, may be gquictly sunportive
of greater provision of female sterilization services.  He reportedly
believes that the most pressing need at ©he moment 5 not for more

recearsh o or additional tralning but for a morc aadreosioe stance toward

b
-

the provision of contraceptive servicer an? that o need exicts for

o)

sterilization, esprcially among high-risk women.
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It will continue to be difficult for the National Population Council
to provide leadership to a sterilization program, but gquiet support
should be forthcoming for a program aimed at giving physicians the
technical skills needed to provide good services and an understanding
of the health impact of high fertility and its treatment. The
Ministry of Health may continue to make provision of srerilizaticn
services at government hospitals difficult. This raises the question
of the necd to train physicians active in the private sector. The
Team recognizes the problems involved in such training, but believes
imore imaginative programs that capitalize on the unique role of private
physicians but do not promote excessive medical entrepreneurship could
be developed. The Team believes, contrary to the impression of some
JHPIEGO senior staff, that substantial support would be provided by AID
and the National Pcpulation Council for a person cor program aimed at
energizing the private sector provision of endoscopy ‘training and ser-
vices. The private sector is already active in the provision of
other contraceptive services, and it seems likz2ly it could play an
important role in the provision of sterilization services. One estimate
given the Team was that two-thirds of the births averted in Egypt were
by ccontraceptives obtained from private sec*or sources.

Both project directors, but especially Dr. Serour from Al Azhar
Univerzity, exoressed an interest in in vitro fertilization. The
Team does not believe thig would be an appropriate activity for JHPIECO
support, [Likewise, the Team fcels thaz only limited additional re-
sourcaes should be devoted to microsurgery training. Tts importance for
Zgynt's family planning preqram is laraely symbolic. Local support

would probably be available for microsurgery and the need for it and
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its availability will remain limited for some time. A more important

need is for an additional endoscopy training program in Upper Egypt

and more support for incorporating reproductive health courses in

the training of doctors, nurses and other health workers.

VI. Recommendations

Consideration should be given to:

1.

10,

Providing more audiovisual and teaching aids to project
directors and staff.

Providing opportunities for project directors to meet and |
discuss problems and issues in program implementation.
Expanding the endoscopy program to a suitable location in
Upper Egypt.

Incorporating more in~depth coverage of contraception,
including current issues related to safety and problem
management.

Develoring programs that better meet the needs and opportun-
ities available among the private health care providers.
Careful ecvaluation and monitoring of the laparoscopic equip-
ment repair and maintenance.

Sponsoring regular continuing education programs for trainees.
Publishing a newsletter for JHPIEGO a:aduates.,

De-emphaciving highly cpecialized techniques and stressing a
broader focus cor the provision of family planning.

Developina cvllabs for established courses that include be-
havioral outconmes, topic outlines teaching/learning activities

and related readings.
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Egypt Key Contact List

Lenni W. Kangas, USAID/Cairo

John Paul
Constance
Dr. Fouad
Dr. Gamal
Dr. Seraq
Mr. Abdul
Dr. Samir
Dr.

J:nes, USAID/Cairo

Collins, USAID/Cairo

Hefnawi, Al Azhar University, Cailro

I. Serour, Al Azhar University, Cairo
Mansour, Al Azhar Unliversity, Cairo
Malik Dawvdiv, Al Azhar University, Cairo

El Sahwi, Shatby University Hospital, Alexandria

Mamdouh El Faham, Shatby University Hospital, Alexandria

Frances Cook, Counsel General, U.S. Consulate, Alexandria
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Current Program

At present 1in Tunisia, JHPIEGO supports a RAM center (NMA 16), the
Tunisian National Education Educational Program in Reproductive Health,
Endoscopy, and Laparoscopy (NCA 6), and a Clinical Practice Center (NTA 32°.

Comm:nts by the administrator and physicians in two laparoscopy centers
strongly support the conclusion of the recent RAM evaluator (Chapter V) that
bteakdown of -—quipment was not a problem. Use of laparoscopy in vuarious
Tunisian centers appears to range f{rom around 1,000 per year to around 50 with
available population apparently a more important factor than local initiative,

Both the HNational Training Program and the Clinical Practice Center are
apparently in abeyance. At the Ariana Clinic, the most recent training
occurred in the late faul of 1984. The personnel, equipment, and facilities
needed for training all appear intact. Training should be able to start very
quicklv. There are enough patients requesting sterilization to provide
clintcal teaching. The tacilities are in smooth working order, clean, and
attractive, and seem to have appropriate statf. The training center where the
didactic Iectures are given is in a new location which is attractive but
somewhat on the outskirts ot the most populated area. The location might
provide some transportation problems, especlally if thers were an attempt to
establish clivic services at the site for teaching purposes.

The re Lon tor the slowdown in JHPIEGO activity is not clear, but
apparently centers around the change in bureaucratic stri :ture at the upper
fevel ot ONFP, the reduction in the number of untrained Tunisian physicians
twhich makes it more difficult to schedule those who still need to be
tratned), awd a reduced number of trainees coming [rom overseas.

JUHPIEGO"s objectives and those of its Tunisian grantees remain the same,
and 1 f demand and support increase, the number of persons trained at all levels
can be in:reased.  In the meantime, the centers continue to operate. It is
fasier to train at the centers than in hospital surgical units because of
competition for time in the operating theaters.

Program Lffectiveness

The RAM Center, the training centers, and the educational program appear
to be eflective,  The ability to perform outpatient sterilization in small
umits s helped spread the "Family Planning Center" idea over most of
Tunisia, Althouph sterilization isg only a small portion of the program, these
services allow the ONFP (o attract and provide interesting work tor physicians
in the program.  Positions in the ONFP tra ning center are apparently much
sought attery they provide both youny, physicians and better established
doctors a swall but steady source ol additional income.
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Administration at JHPIEGO-supported centers seemed effective. Buildings
were clean and had appropriate staffing patterns. There was adequate space
for both the surgical and cliaical programs. The recovery areas also had
appropriate equipment and staff. Dirty and clean utility rooms were found.
The sterilization facilities appeared reasonably modern.

No problems in the receiving of funds were discovered, but because of the
recent low level of activity, this may be a false impression. There were no
complaints aboutr JHPIEGO's reporting requirements. There did seem to be a
slight undercurrent that the need to send all documents to the senior admin-
lstrators at institutions in Tunisia slowed things down a great deal. Junior
staff hoped some formula could be found to reduce this.

The only curriculum seen was that used to train physicians in the laparo-
Scopy course. 1t appeared adequate and probably previded an appropriate guide
for the different teachers who were used in the training program.

The Family Planning Centers in Tunis are reportedly used for the training
of "residents, medical students, nurses, and technical personnel.'" The exact
process by which this takes place was not observed and, thus, is not clear.
The amourt of variation in the use of the centers by the different medical
schools could not be established.

Essentially all of the physicians working in the clinics have private
patients. Laparoscopy has moved into the private sector and appears to be
well-supplied and reasonably popular. However, there is apparently a limit
to the number of procedures being performed because of a shortage of equipment.

Future Opportunities

The ONFP seems very pleased with JHPIEGO's training programs and appears
to have profited from them. Such programs probably neced to continue a bit
longer. More importantly, there needs to be a major emphasis on getting such
training institutionalized in Tunisia's medical schoolzs,

Medical schools in Tunisia are much more 1nvolved in training nurses and
"technical personnel™ than are schools in America. ‘The ONFP expressed
interest in being a conduit for such programs, but JHPIEGO probably should
make direct contact with the schools. Although there is some family planning
material in the academic tustitutions, curricula need improvement . Further
instituttonalization ot family planning education could be aided by workshops,
seminars, regional conferences, and small research grants to appropriate
faculty to enable them to Investigate local issues. Providing a small subsidy
to increase the use of the local family planning centers for teaching purposcs
should aiso be considerod, Subjects such as reproductive risk and sexually
transmitted diseases should be incorporated into the curriculum.

A ‘}



Another unmet need is for more personnel in the country's more rural
areas. ONFP needs help in developing training programs aimed at helping rural
communities. Educational programs for the rural nurse and technician need
attention. The time appears very advantageous for a short, two- to three-year
program aimed at nurses and technicians working in rural areas and designed to
help them improve their services.

To the extent possible, AID needs to continue to provide support to
contraceptive services with particular emphasis on the IUD for the multi-
parous woman who are walting to decide 21bout sterilization, and on NORPLANT
or its equivalent.

A method 1s needed whereby the private physician can more easily obtain
the use of a laparoscope for use in his private clinic. JHPIEGO and ONFP
should discuss how this might be done. Revolving loans, low intecvest loans,

a subsidy vo the RAM center to gradually move into a commercial operations are
options ¢ be reviewed. If there were more scopes 1in the private sector, more
tubal ligations would be done. Therc would also be a geanral lacrease in the
perception that sterilization was good since there would be more selling of
the concept by the private sector.

A final unmet need is a better system by which personnel are recruited
for training in the United 5tatrs. National leaders do not feel sufficicucly
involved in the selection. This is a delicate issue but one that needs to be
carefully reviewed.

Other concerns mentioned py the Tunisians were for more training in the
United States in areas such as general reproductive health, STDs, nursing
education, etc. They are also anxious for coutinued support of the KAM center.

Finally, JHPIEGO should establish more direct communication with the
International Cooperation Division (ICD). Although 1t 1s appropriate to send
all communication to the highest office, little, 1f any, filtered down to the
[CD. For example, ICD staff staff had apparently not seen the RAM center
evaluation.

Recommendations

o Continue the Regional Training Program.
o Increase contact and program development with the medical schools.

0 Develop an extension training and support system for rural nurses and
health technicians.

o Emphasize the newer and ionyer=acting contraceptives to till the gap
between termination of childbearing and sterilization,

AN
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Investigate methods of getting laparoscopes into the private sector.

Use French-spcaking personnel by JHPEIGO and AID as consultants and
contact personnel.

Encourage training in microsurgical techniques, and help in developing
the necessary support system for microsurgery in the private sector.

Support ONFP in its desire for further training of personnel in
Baltimore in those areas necessary for a mature, on-going family
planning program.

Develop methods to keep the Division of International Cooperz_ion
better informed on programs, reports, and contracts that involve
JHPIEGO.
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Appenaix E

MEXICO: COUNTkY KEPOKT

Program Objectives

With a population of 77.7 million ana @ annual growth rate over Z percent,
Mexico 1s one of the worla's tastest growing aeveloping countries ana a major
source of Latin American population growth. The Mexlcan government nas naa an
otficiai tamily planning policy since 1976. Most observers creait the Mexican
tamily planning program witn slgniticant gains. The annual population growtn
rate has been reducea trom 3.2 percent in 1976 to about 2.3 percent 1n 1984
because of aeclines in marital tertility causea .by 1increasea contraceptive
prevalence.,

Currently, the public sector (social security, hwaltn nlnistry, service
for government employees, ana chilaren's services) previaes bl percent ot the
country's family planning services, The remaining 40 percent 1s proviaea by
Private physiclans, pharmacles, ana nonprotit organizatlons such as tne Mexlcan
Family Planning Association (MEYFAM) ana FEMAP (Federacion Mexi1cana ae Asosia-~
ciones Privaaas de Planilicacior Familias).

Priorities 1aentitiea by senior government otficials center on motivation
Ot Mexico's young population to aelay cnilabearing ana limit tamily size,
Meeting this goal will fequire training ot healtn ana social service protes-
sionals, integration ol the concept OL reproauctlive r1sk with the concern about
population ana aevelopment, ana lncreasing population educatlon programs espe-
Cially those that concentrate on adolescents.

The Mexican Social Secu ity Institute (IMSS) believes laparoscopy has 1ts
place 1n the country's overa. 1 tarmily planning program but 1s encouragling mini-
laparotomy ana vasectomy as more cost ettective, particularly 1n Mexico's rural

areas.

Tnere 1s eviaence that laparoscopic sterilization has become an accept-
avle proceaurs ot least 1n urban areas ana witnin major hospitals, Accorailng
Lo br. Francisco Altano, Mexlco's National ALHoCclation O Lnaoscoplsts now nas
a membersnlp ot approxlmately 300, an 1nulcation ot the extent ot us¢ ot lapar-
OSCOpIC breceaures. It shoulu be notea that the laparoscopes were proviaea by
Lthe Acsocratron tor Voluntary Sterilization {AVSY, whilch aluso 1s responsible
tor tuelr malntenance.

Ligniticant progress has alooe been lade Lowara the integration ol Lamlly
Plannilng cancutlion in the country 'y fia JoI medlcal schniools, Lr. Juun vela
feported thatl o tedical s2houls have aaoptlea hiu JhPLIEGU-suppor teo mouel
CoOurne al part o thell ohyulhy Culricula,

JUPTLGO" S Gverald O JeCtaven 1o MeX1CO have been (1) to proviae Lrullidlng
In endencopy; (L) LG proviars Lralnlng on Selected center 1n Lapatoncople jiro-
ceduten, eupecially fenegle stertlieation; (4) Lo provice tialinlng 10 micru=
BULely s anG (4 Lo promote the 1nntitutionslzatlon oi ! afil iy plunnhinyg 1n the
country 'y mesical Lohooln.
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JHPIEGO's projects have complementea botn public, private, ana nonprotit
eftorts. The Minlstry of Health ana social Securlty proviaes edaucatlon ang
tralning but, unlike JUPILGO's more conprenensive cpproach, 1ts tocus nas been
Oon training tor specitic clinical service delivery. JHFILGO actlvities appear
to be well coordinatea, not only with the public sector but wilth other inter-
national aonors such as ACS.

Ongoing Erograms

JHPIEGO currently supports two major ana two lesser projects in Mexlco.
The main projects are a fertility management program tor meaical stuaents ana
laparoscopic training for selected obstetriclans ana gynecolcgilsts,

(1) AMFEM Fertility Management Eaucation Program, Unilversity Autonoma ae
Tamaul pas Tamplco

The goal of this prugram 1s to institutlionalize tertility management
education for medical schools 50 that physlclans will be better able to make
tamily planning services available. Specitic objectives are to

O provide training tor 53 mealcal school 1nstructors;

O proviae tertility management trawning to ¢0,Uuvl mealcal stuaents
throuyh 885 courses 1n 37 Mexican mealcal schools;

O wOrk towara institutionalization ot the curricula 1n meaical schnols;
O aevelop 1lnstructor manuals ana proviae educational materials ana

teaching alas.

(4) Reproauctive Health ana Laparoscopy Training Program, Huspltal Cival,

Guagalajara

Th1s projuct was tunaea to proviae trdining 1n laparoscopy ang repro-
auctive health o teams ot physicirans, nu s5¢5, anga anesthetlsts who are
leaders 1n reproductive health to promote 1nproved practice dandg instltus-
tional support. Specitic objectives are Lo

o traln Live tean:s ot Py s1Clans, nursesS, ahda anesthetlosts reom
institutions that luck trainea personnel;

O provide retresuer tralnihy 1n laparoscoplc techniques tor 10
Previously trained pnysicians;

0 corauct . cunterence on laparoscopy tor publin- ana private-sector
physiclansg;












Friea Chicken" ot tamily planning eaucation. ‘The course's personallzea
dpproach appears to stimulate ana hola studgent interest. Wwitnin 1ts 15 hours,
there 1s time Lor the students Lo 1ntegrate tnelr protessional Knowleage
through counseling r1 managlng patlent neeas.

Dr., Yela has provided tor extensive Lnstructor training d4nha support to
Help assure Cons,stent quality ana tnstltuticnallzaticn.  He reports that an
cLprit o de corp.s haS grown among the instructors. A major benetlt of tnls
program Snoula be 1ts 1apact on the dellvery ot tamily planning sources as
laduatenl pove 1nto ealcal practice 1n both puplic ana Prwvate gectors,

Dr. Veld expressca concern about the Jditticuley of measuring l1mpact
Pedause ol othe lonyg delay belore the medlcal students cater praceice, he
folnted Lo the growth in popularity ot the course and the reauctlon ln preg-
ahcles anong o students as g measure of the course's lmmoclate ebtectlveness.
dle- dnd post=test scores lndicate s1gniticant Knowledge gains aaa Dr. Vela
CApIessed Interest 1n oan lnstrument that coulo measure SN1LKES 1n attltudges.

while the reviewers were unable to observe @ course in sess1o0n at the
fuspital Civiloat Guadalajare, the curriculum was alscussea with Dr. Altaro.
e Tepofted that the course does not 1nclude a review ol has c daemography or
Tt reproductlve rlsk concept s listed 1n the project course content.
cacming nethoedologles tnclude slides and viaeo cassettes which he has
Cretparea. Clhe tranees neet tor 00 to YU omlnutes each morning to cover the
hdac e content, thnen proceed with clinlcal practice. The tirst Jroup. com=
pdeted Lhe course 1n May.  The nigh volume ot procedures appears to be more
Thanadedquaate Lo provide clinicail experience tor the tralnees.  Although a
tamily planning clinic 1s aescribea o5 beilny established, 1n tact the clinlc
doen not o exint, LU will be avarlable 1 two yeors when the hospltal moves to
Ponew tacillity.,

HBo printea curriculum was avallable tor the twOo—-Cay olgactic portion ot
the retresher prograir other than the content 11sted i the project, e
conterence scheaules tor November 1985 wans described as planned 1o WOLKSLop
tormat counnisting ot Small work groups whose task will be to aevelop sets of
voluntary standaras.  Ur. Altaro gescribed tne update conterence toples as
tocusing on vnocer nology, 1ncludalng in vitro tertilization,

Dr. Allaro accepts puyniclansg from Loth the public anu privote cector.

He pointea out tnat Lome phyniclan ciippdoyea 1n o the LILL hospitals have
cncountered Mt 1Cuity GLINIRY JeImlsLlon Yo allend Lhe [elrenier Course.,

Unmet terea g Futale ot tanities,

AL MOX1CO Lecomen nofe ahid o more Luccensstul 1n Ceacdhlng wormen and tamiliies
who Nave il the chisdren they desite, 1 musnt turn Lo meeting Lhe more gitt)-
cult challenge to1ts younger genegation. Wigenpread avallatllity ol cuntra-
Coptives nunt be nupplemnented Ly caucational ang motivational ellorts 9n the
part ot the protesnionals ang comnunity=boted workers,  Thoe tea was tola



repeatealy that the publicly funaea programs will concentrate on these etforts
ana tnat the private voluntary groups such as JHPIEGO, AVS, LPPF, ana FHI can
best serve family planning 1in Mexico by testlng ana aemonstrating 1nnovative
approaches.

Over the next tive years, JUPILGU's Strategy will shitt to support ot
university-level education in tamily planning tor Mex1co's nursing students
and to support Ot the cisseminatlon of the reproauctive risk concept among
health professionals. A longer-ranye objective 1s to proviae continuing
education 1n contraceptive technology to physiclans ana nurses wnc have
receivea basic JHPIRGO training. ‘The team conslaers these objecrtives ana
strategles to be reallstic and consistent with the necas ot USAIL ana Mexican
tamilies, ana with JHPILGO's own resources and protessional competence. More
lnvolvement with nursing caucation, however, may make 1t necessary tor JHPIEGO
te ldentilty aaaitional protessional statt ano consultants from this tiela.

kecommenaations

Consiaeration snoula be glven to:

¢ Proviaing 1increased tlexibility to project directors for accepting
«bpropriate candiaates tor trailning ana pernltting a streamlining ot
the budget meaiticatlon process,

O Reviewing ULr. Altaro's Look on laparoscopic tecnniques with the
possivility ot publication.

O Assisting Dr., Vela 1n ldentitying, recruiting, and supporting intlu-
entlal nursing caucators or maternal anc chila health nurses to
Support integration ot the model curriculum 1nto schools Ot nursing.

O Expanaing br. Vela's mouel curriculum to schools of soclal service ana
pharmacy.

O Lncouraging more general tamily planning content 1n the laparoscopic
training project, e¢.y., r1sk tactors Lor tamily planning, Lew

approacties to reversible contoaception, cetc.,

O Asslstance an assesoing the lmpact of Dr. Vela's caucation model both
on stucent agttltudes towald ahd khowleage of fanaly paanning,

O Loordinating wich AVH and other donor agincien gl weldloaL tae Minrstey

ol health Lo anouze Laparoaucople cquiphent o kept i WOl klhy wruer,
O Update utilivatson Pepeortn tor Lapaloscoplc qujancnt oW L0 Mexico
aonatea ity AVL, Jib LG,
O Increases tinancial SHEort tor conterence attengee!, who are

cncountering probdemns becaune O MexXico' s eCOLGH LG probilema,
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Appendix F

PERU: COUNTRY REPORT

Summary

Peru exemplifies perhaps better than any country the role
that JHPIEGO can play in convincing both medical and political
leadership that reproductive health and population issues can be
integrated into politically acceptable family planning services.
Peru's slow acceptance of family planning programs is typical cf
a number of Latin American countries, and JHPIEGO's emphasis on
reproductive health rather than family planning has been consis-
tent with the Peruvian approach. ' The evolution of the JHPIEGO
program reflect this emphasis. Until 1983, the technology
disseminated through JHPIEGO training was intended primarily to
address reproductive health problems, not femaie sterilization.
Training trips by ey physicians and health leaders to other
progressive Latin American programs and to JHPIEGO's Baltimore
headquarters offered strong evidence that reproductive risk
could be redefined to permit voluntary surgical contraception to
younger women at risk, and that family planning should be con-
sidered a part of any effort to improve reproductive health.
The importance of political support and the part JHPIEGO can
Play in eliciting that sunport is also exemplified by the Peru
experience. Both the Minister of Health and the National
Council on Population (whose president is the long-time JHPIEGO
in-country coordinator) are in favor of increosing the number of
physicians who should receive JHPIEGO tr2ining. Over the long
run, this support should also go a long way in permitting
trained physicians the opportunity to provide 1IUD and surgical
contraceptive services to women at risk.

Country Background

Peru's population is almost 20 million, with an annual
growth rate of 2.6, exceeded in Latin America only by Bolivia

and Ecuador. Contraceptive prevalence 1is estimated at 40
percent; however, almost half of this number includes the use of
traditional natural family planning methods. Surgical contra-
ception, relatively rare except for those women at greatest

health risk, has recently jumped to about 4 percent of acceptors
and will undoubtedly increase. Vasectomy, however, is relatively
unknown. Provision of these services is progressing through
Ministry of Health (MOH) hospitals and clinics (70 percent) and
much more slowly, through the social security health network (13
percent) ., Mission and grivate hospitals also provide a snall
portion of services. Eowever, almost all physicians maintain a
part-time practice, and this represents an important, though
presently untapped, resource.
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Program Achievement

Until 1983, JHPIEGO's activities in Peru were primarily
associated with selective training to key physicians in reproduc-
tive health, which often included endoscopy training and the
provision of laparascopes. It was clear from the outset that
the endoscopes would be wutilized primarily for infertility
diagnosis and to a much lesser degree for female sterilization.
Nonetheless, such training did permit the dissemination of
technology to teaching hospitals and enabled medical opinion
leaders the opportunity of viewing endoscopy as nne component of

reproductive health. The training also proviced the important
opportunity for wvisits to other progressive Latin American
programs (Mexico, Colombia, Brazil). These site visits permitted

trainees to see first-hand how health and population issues
could be integrated into politically acceptable government and
private sector models in the provision of family planning
services.

Perhaps the single most important initiative of JHPIEGO was
the hosting of a Peruvian training session in Baltimore for
health care leaders. This activity, more than any other, helped
pave the way, not only for future JHPIEGO training activities,
but more important, for the development of a national effort.
Specifically, after this Hopkins-based course, participants
agreed to a Peruvian national education campaign in reproductive
health, conceived by USAILDL and utilizing mass media.

Despite thie absence of in-coun*ry personnel and the lack of
follow-up wvisits, the Baltimore training set the wheels in
motion for the establishment of training models %o be employed
within all major hospitals. Moreover, an ambitious JHPIEGO-
funded program for the MOH, including the Social Security
Administration, has already been established. The plans call for
the training of almost 650 physicians, half of whom are Ob/Gyns
who will receive training in surgical contraception; the curri-
culum for physicians includes all aspects of family planning
with an emphasis on IUD insertion. The overall program has
already begun with a curriculum developmrnt workshop, which also
served as a vehicle for the training of trainers. This is to be
followed by training for the chiefs of service from 72 major
medical institutions. 1/ Training for 160 Ob/Gyns and 300
General Practitioners is also planned. What is perhaps most
encouraging about these training initiatives 1is the tangible

1/ While the program got a somewhat late start, this was
not due to JHPIEGO, and, no perceived problems on the grant
administration level appear to exist except for a possible need
to adjust in-country travel per diems as the rate of inflation
in Peru.
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support provided by the office of the Minister of Health and
through Peru's National Council on Population. Unfortunately,
the Social Security Administration has lagged far behind in
implementation of programs that would provide priority patient
care in reproductive health.

During this year, the concept of reproductive risk has been
fully accepted and surgical contraception recognized as an
important component. Furthermore, the most recent training
cycle redefined reproductive risk in terms so that younger
vomen, those with multiple abortions as well as those with
consistently short pregnancy intesvals, could be considered for
elective sterilization services. At the same time, the National
Council on Population has been pressuring the government to
enact official reproductive health legislation.

It becomes increasingly clear to trainers that para-profes-
sional training which includes outreach work and direct patient
counseling is an important compcnent of all successful service
delivery programs. The idea of including nurses, pare -profes-
sionals and community leaders is being accepted. A demonstration
region for an expanded traininc model has been established in
ICA and is expected to be expanded to other regions. Eventually,
JHPIEGO will probably be asked to expand the proposed national
training to incorporate these health workers; if so, JHPIEGO
should respond favorably. JHPIEGO should study the success of
this Peruvian model from its inception of ministerial-level
Baltimore training through each of its well planned components
to determine its applicability to other countries - particularly
in Africa.

Coordinatinn

JUSAID, by wvirtue of 1its strong and creative health and
population staff, has played an important role in priority
setting, thus enabling all donor agencies to fund complementary
activities with a minimum of duplication.

Maintenance

After a series of meetings with the MOH, USATID, the new
representative of The Patnfinder Fund, and university chairmen,
it became clear that a full-time equipment supervisor for repair,

maintenance was needed. One such person had alrcady received
training but necessary clearances were not received to offer him
a position. The evaluation team urged ministry personnel to ask

JHPIEGO for initial support in return for a commitment of office
space and continued funding at the end of a two-year periaod.

Private Sector

USAID/Peru plans to move rapidly into programming geared
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toward the private sector. The opportunities in Peru are
particularly evident and JHPIEGO's established credibility in
training should be incorporated in the training of private
physicians. Hospitals such as Lovyaza (where the sole micro-
surgery unit exists) are particularly well suited for endoscopy
ancé minilap training.

Monitoring and Technical Assistance

Monitoring and technical assistance visits by JHPIEGO staff
and consultants have been relatively few in the recent past, but
the present programming document calls for three consultant
visits and four JHPIEGO staff visits. These technical assistance
initiatives are particularly important given JHPIEGO's expanded
role in Peru. )

Evaluat.ion

The evaluation component of the present JHPIEGO program in
Peru is significant in that it seeks to evaluate all segments of
the program well beyond the standard questionnaire format. The
present program should enable the newly appointed JHPIEGO
evaluation coordinator an opportunity to wuse new evaluation
models which could have applicability in determining program
impact in other JHPIEGO-funded countries.

Recommendations

1. Continue to view Peru as one of JHPIEGO's highest priority
countries.

2, Make certain that technical visits by JHPIEGO staff and its

consultants, as authorized by the present grant document,
take place on schedule.

3. Add para-professional training to all training models.

4. Develop a special module for training of key Social Security
personnel.

5. Train and support an MOH staff person to handle repair and
maintenance of service equipment. This individual might

also service equipment which may ultimately be provided as
part of private sector initiatives.

6. Work with private sector contractee (to be determined) in
the provisinn of training.
7. Involve the JHPIEGO director of evaluation in assessing

each module of the present program in Peru. This program
incorporates training, service demonstration, and curriculum
development and has led to policy change. Therefore, the
evaluation model could serve as an important beginning in
JHPIEGO's measuring of program impact.
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Persons Contacted

Dr. Carlos Mufioz - President, National Council on Population

Dr. Carlos Bazan - Minister of Health

Dr. Trelles -~ Vice-Minister of Health

Dr. Franco Ponce - past Minister of Health

Dr. Cardo - Minister of Education

Dr. Daniel Alzamora - Director General, Department of Health
Services

Dr. Nazario Carrasco - Coordinator, Family Planning and Repro-
ductive Health, Social Security Administration

Dr. Luis Sobrevilla - Vice Chairman, Mational Council on Pop-
ulation

Dr. Disz - Professor, Ob-Gyn, Loyaza Hospital

Dr. Daniel Gutierrez - Coordinator, National Program of Training
in Reproductive Health

Mr. Jshn Sanbrailo -~ Director, USAID

Mr. George Hill - Deputy Director, USAID

Ms. lorma Parker - Chief, Health, Education and Population, USAID

Mr. Art Danert - Chief of Population Section, USAID

Ms. Brenda Doe - Ass't Population Officer, USAID

The team's having been provided with a series of top level
interviews, particularly during a period of government transi-
tion, is a reflection of the prestige and continued commitment of
Dr. Carlos Mufioz to the national effort. It also indicates a new
willingness on the part of the ministerial personnel to discuss
issues associated with reproductive health now that it has become
an acceptable program on a national level.
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Appendix G
KENYA: COUNTRY REPORT

1. Introductory Remarks

Despite the need for and acceptance of JHPIEGO activities
in Kenya, reliance on the one existing medical school as a
training locale may limit the extent to which JHPIEGO's efforts
can expand and the impact which it can achieve within Kenvyan
national efforts. USAID has recognized this issue/and suggested
a limitation of its scope to the public sector.

2. Team Visit

The evaluation team's visit concentrated on university
training model by meeting with personnel and by reviewing
Ministry of Health program strategies. It also met with Gary
Merritt, Head of the Office of Health and Population for US-
AID/Kenya and reviewed USAID's recently completed seven-year
Kenya project paper on family planning. It also reviewed a
recent comprehensive report by Joseph Dwyer, representative for
Africa of the International Project of the Association for
Voluntary Sterilization (IPAVS). Both reports dealt with
training cbjectives of denor agencies. Dr. Mati, the chairman of
the Department of Ob-Gyn at Nairobi University was in the U.S. on
sabbatical leave but discussions were held with Dr. Andrei
Makoha, director of the JHPIEGO-funded training effort there.

3. Country Background

Kenya is reported to have the highest growth rate of any
nation: 3.8 (reportedly down from 4.0), with the present popula-
tion of almost 20 million expected to double by the turn of the

century. This projection, coupled with a high rate of inflation
and a 30-percent unemployment rate, has kindled new interest in
family planning at all government levels. USAID and other donor

agencies such as FPIA, AVS, JHPIEGO, Pathfinder, UNFPA, IPPF, and
The World Bank have recently coordinated efforts toward prowvi-
ding training, equipment and services in an effort to expand the
overall program and to recruit additional acceptors. Where
possible, the broad umbrella of reproductive health in countries
such as Kenya with high rates of infertility and inter-tribal
rivalries needs to be retained. JHPIEGO has wisely functioned
within that philosophy.

Nonetheless, surgical contraceptive services (primarily for
women) have recently been given a high priority by top government
leaders, Provicion of surgical contraception is urgentlv

required to meet demand, with trairing at all personnel levels
for the provision of this service a prerequisite.
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4. JHPIEGO Achievements to Date

JHPIEGO has alreaday performed an important role in this
effort. To date it has utilized Kenyatta National Hospital to
trair 30 gynecologists in endoscopy and almost three times that
number of medical officers in reproductive health, including
minilaparotomy. JHPIEGO has also taken an important initiative
in nurse training; 9C nurses have received updated training in
reproductive health and 32 physician and nurse teams received
training through equipment maintenance workshops.

5. Future Role for JHPIEGO

It is difficult to determine the actual extent of surgical
contraceptive services ‘avalent in Kenya, as post-partum tubal
ligation performed in -s ociation with cesarean section is not
uncommon. It is estime<..d however that at least 30,000 endoscopy
and minilap female sterilizatlons were performed through 1984--
a figure significant in that prior estimates were only in the
hundreds. However impressive, the total 1is still guite low in
light of consumer demand, which has been estimated at between 17
percent and 40 percent of fertile-aged women. Even 1if one
accepts the lesser figure, (most of whom have four or more living
children), the need for a half-million procedures would exist.
A realistic goal, therefore, would be 250,000-300,000 procedures
being performed within the ensuing seven vyears by utilizing all
methods of surgical contraception, the figure adopted by
USAID/Kenya in its project paper.

USAID/Kenva has tentatively earmarked JHPIEGO as assuming
responsihility for 40 percent of Kenyan physician training needs
over the rext seven vyears. Under discussion is the training of
8,000 nursing personnel. Since USAID has reserved no bilateral
funds for these purposes, it will request a JHPIEGO commitment
of approximately $660,000 towards this effort.

Clearly, this is not an unreasonable rcle for JHPIEGO if
careful attention 1is paid to selection of candldates and to a
closer definition of the role of endoscopy within the overall
program. This latter point may be particularly important as many
of the 30 ob-gyns origirally trained are no 1longer at the
provincial or district hospitals where the equipment is present.
It appears that mos laparoscopes are underutilized even when
one Includes their us2 in infertility petients. Given the high
rate of pelvic inflammatory disease and consequent infertility in
many parts of Africa iIncluding Kenya, it is appropriate for
endoscopy training to remain an important mainstay of the
program, particularly at referral hospitals. Whether the
retraining of gynecologists located at the outlying 41 district
hospitals 1is realistic should be left to further critical
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analysis--despite University of Nairobi personnel promoting

such efforts.

JHPIEGO must make certain that IPAVS's emphasis on minilap
and JHPIEGO's province of endoscopy remain separate and that

overlap in training specialties does not occur. The possibility
of overlap may be increasing, since JHPIEGO is providing training
.in minilaparotomy to district health officers. Should JHPIEGO

be given the primary responsibility for nurse training, careful
attention must be paid to curriculwn, design and the projected
role of nurses in Kenya's overall provision of services.

5. Constraints

5.1 Availability of Operating Rooms

It was only this past year that the term voluntary steril-
ization was wused by ministry personnel during a mecst important
national conference on reprocductive health. Even vasectomy,
while not having many advocates, is receiving attention in the
media and should be included as a component of future training
programs. It is clear that the MOH, with support from USAID's
bilateral program as well as from centrally funded activities
through JWPIEGO, AVS, FPIA, Pathfinder and The Family Planning
Associat on of Kenya, is gearing up for a major national effort
requiring training, equipment and financial support. Recent
analyses have concluded that one of the greatest obstacles to
providing surgical contraceptive services stems from the lack of
availability of suitable operating rooms which can be employed
for outpatient use. Most are fully wutilized in providing
curative services for hospiltalized patients. Some capital
investment will therefore be required to ensure adequate ad-
ditional space for operations within the clinics and private
health centers. The World Bank is prepared to designate funds
specifically for this purpose. Whether ob-gyns and medical
officers will consider offering such procedures as a priority
can only be based on the strength of MOE directives, However,
there 1s every reason to believe that the position of the
Ministry will not change and that voluntary surgical contra-
ception will evolve to Dbecome an important compcrent of the
overall reproductive health effort.

5.2 Reliance on Sole Medical School

Both USAID and University of Nairobi personnel view JHPIEGO

training efforts favorably. The quality of training has appar-
ently been excellent, and the material well received by the
participants. JHPIEGO has handled smoothly the key adminis-

trative functions of obligation of funds and provision of
equipment, although additional technical field support might be
helpful. Overall, the cost/benefit ratio of the JHPIEGO training
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has been positive.

One problem, however, is that JHPIEGO must work within the
administrative confines of the sole medical school. While
interest in training by the medical staff is high, there seem to
be many other time-consuming priorities; even the training
director (who maintains a sizeable private practice) appears
overextended. Even though JHPIEGO built a follow-up component
into the endoscopy training. The transfer of medical personnel,
non-availability of operating room time and 1lack of adminis-
trative support have all combined to produce rather mixed results
sad rather sparse reporting. The importance of field follow-up
after the completion of training is key to the transition from
training to service delivery. Improvement of follow-up will
require even closer cooperation with University of Nairobi staff
to ensure adequate budgetary und program support post-training.

6. Limitation of JHPIEGO Role to Public Sector and Implications
for Cooperation with Other Organizations

USAID/Kenya has recognized these present constraints, and
while noting the importance of continued JHPIEGO training, has
nonetheless suggested a limitation in scope of 1its future
activities in the public sector. Meanwhile, IPAVSs, FrIA, and
Family Planning Association of Kenya (FPAK) have been slated to
play 2an increasingly greater role in extension of surgical
contraception through non-governmental facilities, mission
hospitals and through the private sector. This division of
responsibility leaves JHPIEGO responsible for training of those
professionals who will respond most directly to MOH goals. Now
that the present Kenyan government has redefined eligibility
criteria (not always followed) for voluntary sterilization to
only three births and age thirty or above, consumer demand will
undoubtedly build and the need for public sector expertise 1in
this area will grow accordingly.

While a regicnal office model is probably not suited to
JHPIEGO, an IPAVS regional office probably with on-site avail-
abllity of administrative and technical skills, is scheduled to
cpen soon in Nairobi. This may represent an opportunity for
increased cooperation between IPAVS and JHPIEGO. For instance,
a jointly agreed upon set of training standards for Kenyan
health professionals could be developed which would benefit both
parties.

Another area for cooperation might be development and
support of an equipment and maintenance center with the aim that
the direct responsibility of staffing would be transferred to the
MOH within a reasnnable amount of vime.



- G5 -

7. Regional Training

The addition of regional trainees to the next JHPIEGO
training cycle is an encouraging development. Kenvya represents
an ideal host country for English-speaking African health
professionals, particularly in light of the government's positive
stance towards fertility regulation. University staff have had
considerable training experience and appear to be looking
forward to increased regional responsibilities. Unfortunately
the approved program document does not contain a’ field follow-up
component for regional trainees. Such an activity would provide
additional inducement for senior training staff while allowing

for 1important "African to African® post-training technical
assistance.
8. Inclusion in Medical School Curricula

As the demand for family planning services increases, all
graduating medical students will need to be capable of inserting
IUDs and performing basic minilaparotomy and vasectomy pro-
cedures. These clinical skills are not currently contained
within the medical school curriculum. There is reason to believe
that meetings by senior JHPIEGO staff with the Minister of Family
Health and the Minister of Education would bear fruit. A good
first step might entail providing key ministry personnel an
opportunity for additional Hopkins-based training in academic
and administrative skills. Built-in field follow-up would then
further ensure the likelihood of such programs becoming fully
implemented.

Recommendations

1. JHPIEGO's continued presence in University-based training
for Kenyan health professionals, as elaborated in the
USAID/Kenya position paper, seems appropriate.

2. Ongoing cocrdination with all agencies involved in physician
and nurse training (e.g., IPAVS, INTRAH) should be streng-
thened.

3. Congsideration should be given to utilizing the administra-
tive and technical expertise at the (soon to be approved)

IPAVS regional office in Nairobi.

4. One component of  the above recommendation might be the
establishment of 4 jointly sponsored equipment maintenance
center with projected support from the MOH.

5. Additional administrative help on a full-time (not course-
to-course) bais would aid greatly in project evaluation and
provide for the timely submission of reports. It would also



10.

- G6 -

provide the training staff additional time to work in
curricula modification and field follow-up.

A consultant should be hired with experience in curriculum
design and program evaluation, 1if JHPIEGO is given primary
responsibility for nurses training under the new USAID
project.

Fleld follow-up, ideally by African training staff members,
should be built into regional training modules.

All training in reproductive health should include a
vasectomy, minilaparotomy, and 1IUD iasertion component.
Inclusion in medical school curricula should be discussed by
JHPIEGO with government officials.

As the provision of surgical contraception grows within
Kenya, the importance of one or two university physicians
receiving microsurgery training will become evident.

Priority should be given to the area of curricula develop-
ment with the possibility of initially inviting ministry-
level professionals to JHPIEGO/Baltimore to attend a
modified administrator/academics course. During this time
prograii cevelopment, particularly 1in terms of addressing
curricuiz neads, could be initiated with appropriate field
follow-upr toc ensure implementation.
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LAPAROSCOPY PROGRAMS: NIGERIA, MEXICO AND TUNISIA

Nigeria

Conversations with physicians in Ibadan and Benin support conclusions
that down time as a recult of nonfunctioning equipment was within reasonable
limits.

At the Ibadan University Hospital the laparoscopes were working. Three
diagnortic procedures were performed in the morning of the team's visit. The
opera.ing area was spacious, but very hot because the air conditioner was
hroken. The prep area, recovery room, charts, and general flow seemed within
the normal range. Discussions with staff suggested that the workload was not
as high as it could b:, recruitment apparently being the problem.

The team also visited the University of Benin Hospital. A new suite on
the first floor is currently being built. It will be near the current out-
patient units and the main offices of the department. No trouble with the
instruments was reported. The major problem was obtaining space in the regu-
lar operating theaters. Space and facilities are apparently limited, so the
number of cases being done is low. Economic problems were given as the reason
for many oi the services problems.

Two large theaters in the labor and deliveciy area were reserved exclu-
sively for operative obstetrics even though tne use rate was very low. At
least one room in the area should be available for laparoscopy until the
outpatient unit is finished. In addition to space, there was also a staff
available in case of need, clean and dirty utility rooms, a recovery area,
and direct access to the outside corridnrs.

Mexico

The following conclusions are based primarily on discussions with
Dr. Alfaro, Dr. Fuentes of the Ministry of Health, and Ms. Cantu of ALD:

o There are approximately 230 laparoscopes in Mexico.

o Approximately one-half arc in working order.

0 Approximately 15, are in active use.

o Ms. Cantu was not exactly sure who was responsible for the care and

maintenance of the instruments and equipment. Dr. Alfaro implied that
ke made his own arrangements.
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o Dr. Fuentes described a Ministry of Health plan for centralized main-
tenance of laparoscopes. Some initiative comes from the need to save
dollars.,

0 Better maintenance will be needed, but there is little evidence that
this factor plays a major role in the relatively low use of the scope
for sterilization. Minilaparotomy is very popular with the IMSS and
with the private sector, and this is a more impcrtant clement in the
pattern of use.

o Dr. Alfaro's unit was impressive. He is one of the few advocates of
postpartum sterilization using the scope and has a ready supply of
postpartum patients. Postpartum sterilication constitutes about 40%
of his total activity. Dr. Alfaro was careful to point out that he
did not formally teach the candiuates this technique, but ttat they
did see it perfu:med. The anesthesia team, teaching equipunent,
general spaciousness of the division, availab:iity of patients, and
presence of students and residents all made for an excellent teaching

unit,
Tunisia
NCA 6 - "Tunisian National Education Program in Reproductive Health,

Endoscopy, and Laparoscopy," has been recelving support from JHPIEGO for about
seven years. The program's status is being reviewed. According to informa-
tion supplied, about 200 physicians have been trained in laparoscopy and/or
anesthesia.,

At the Ariana Family Planning Clinic, the facilities are attractive,
clean, and appear to run smcothly. Two laparoscopic tubal ligations using the
falope ring went smoothly; anesthesia was a combination of nitrous oxide,
pentathol, and valium. There is a shortage of any real anesthesia record but
some data are recorded. Following a brief betadine prep of the umbilicus and
vaginal canal, the nurse inserte« the tenaculum and dilator into the uterus.
One liter of gas was insuflated while the rings were put on the scope.
Insertion went smoothly and in time the rings were in place, the instruments
out, the gas released, and the incis‘on closed. A single, vertical mattress
stitch was used. The surgeon directed the nurse to move the uterus while he
had both hands on the scope. No attempt was made to inspect the upper abdomen
in either case, and when asked, the surgeon said it was not routine but
sounded interesting.

Between cases, the scope was wiped with a cleaning solution and placed
back into the sterilizing solution along with the scaple, forceps, Touhy
needle, and the needle and ethicon that was left over from the first case.
After the last case, the nurse broke down the scope completely according to
the standard method.
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The Hammar Lif Family Planning Clinic's facilities are new and very
impressive. Space is generous, the area is clean, the Tecovery room has wall
oxygen, and the clean and dirty utility room are adequate. A mixture of
Fentanyl, nitrous oxide, and Valium are used. I could not get any clear
impression as to how much local along with Demerol and Valium is being used.
In both clinics, a standard medical history form is used which is such as to
allow a carbon copy to be sent to a data collection unit. The consent form is
in both French and Arabic and seems to meet the requirements.

The training center where the didactic lectures occurred is housed in a
very attractive building which had been a private home. The facilities are
spacious and have the potential for providing some student quarters. The only
possible problem is that it iz situated in a racher high-class residential
area. If any kind of clinical teaching were to be done, it would be difficult
to attract patients.

At the RAM center, the technician in charge reported no problems with the
repair and maintenance program, and said that there was no evidence of reduced
use because of broken equipment.

Conclusion

This review of three countries indicates that the use of the scope varies
greatly. It is at or near maximum in Tunisia; it has a few local proponents
but no real acceptance in Mexico; in Nigeria, the low level of infrastructure
limits its use. There was no visible abuse. There was interest, if not
active use, on the part of the private sector, in all three countries.
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Scope of Work for Evaluation of
The JHPIEQD Corporation - AID/pha-CA-0083

(Project §32-060%)

Background

JHPIEGO, a Corporation affiliaced with the Johns Hopkins University,
was formed in June 1974 with a grant from A.1.D. Since then, JHPIEGO
has received approximately $63 milljon in A.I.D. funds, first under its
original grant and then under an A.1.D. Cooperative Agreement, These
funds represent over 95% of JHPIEGO's budget.

The purpose of JHPIEGO is to train LDC medical professicnals in
reproductive health and to help these profescionals put up-to-date
reproductive health concepts and techniques into everyday practice,
thus increasing the availability of these needed services in developing
comtries. Specific objectives include training 5,000 LDC
professionals in programs in 25-30 LICs, training faculty from 75% of
eligible LDC Medical Schools, training 6,000-12,000 LDC medical and
paramedical students and helping to staff and equip 10-15 LIC service
sites each memth.

This A.I.D. project was reauthcrized in June 1983 for the years
1984-1986. Authorization beyond 1986, therefore, will soon be needed.
The last A.I.D. sudit of JHPIE® was comleted in 1979; the cost recent
camprehensive evaluation took place in the fall of 1980; an APHA review
of JPIEGD's mznagement operations in Baltimpre was conducted in May
1983.

General Plan for the JHPIEGD Evaluation

A four-member evaluation team will spend approximately four weeks in
April/May 1985 evaluating JHPIEGO's overall operation by visiting
AID/W, JHPIER's headquarters in Baltimore and five or six countries in
wnich JHPTEGO has major national or regional training programs.

Following the visits to countries of Latin fmerica, the Near East and
Africa, the t2am will reassemble in Baltimore and/or Washington to
tepare its evaluation rteport. Asia will not be visired becsuse it was
well reported on in the last evaluation and JHPIEGD's ellorts in Asia
are phasing down. The ream will provide a cebriefing for ald/w o
capletion of its written report, late in May or early in June.

Purpose and Scobe of the Evaluation

The evaluation will examine the overall effectiveness of JHPIZR)

operations, including the process by which subagreezenis are ceveloped,
approved and monitored; the degres to which JHPITCO in-country treining
is becoming institutionalized; the appropriateness of the training
being provided and an asses:aent of what new activities/directiors, if
any, JHPIZCO should plan to pyrsue.

o



Items to be covered in the Evaluation:
A. Ormanizational Structure and Stafr

Does the table of crganization appear adequate for carrying out
JHPIEGO's tesponsibilities? Do the lines of authority appear to be
clear? 1Is there a logical and efficient delegation of authority during
the 65% of time that the Director devotes to other duties? Do
essential positions such as regicnal development officers (RDOs) and
deputy RDOs appear to be appropriately filled?

Are the duties ard responsibilities of each position adequately
defined? Does the table of orpanization appear to pramote a smooth and
expeditious flow of work?

B. Stbapreement Develooment and Mmiitorine
———

Are the’'steps znd procedures efficient by which JHPIEGO plans,
develops, refines, approves, implements, monitors and evaluates its
in-country subagreements? Are jrocedures too clmbersoms? Are delays a
significant problem?

Are subagreezents planned and izolemented so as to direct resources
efficiently at priority countries aid training Jeeds?

Should JHPIZGD censider ploying country representatives (LG
naticnals) - on a part time or full time basis - to help develop and
mOnitoT prograns in countries such as Braril and Nigeria wnere JHFIEGO
supports such extensive training activicties?

C. Reachine ILIC Medical Schoole

Does JHPIEGD systematically endezvor to find and train LDC medical
faculty members whose schools have not yet been reached by
JHPIEGO-supported training? How is this evaluated.

D. Institutionalizariom

Are JHPIZGO in-country training programs plammed so as to lead to
fnstitutionalizaticn of the type of reproductive health training.they
previde? dow successful is this effort proving to be?

E. Coordinatien

In its in-country training programs does JHPIZGO proupte service
delivery by coordinatiag wizh other Tganizotions which can help
provide trainces with medical supplies, work space and funds, where
these are needed to support services? 1Is coordinaticn with other

-

AlD-funded F.P. training programs taking place? How is this done?
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F. Training Materials and Medical Fauipment

Are JHPIEQRD training programs and/or trainees provided with needed
training materials? Is promised imedical equipment being provided by
JHPIEGO and does it generally arrive on schedule? Is it presently
functional? Can it be readily serviced or repaired in-country?

G. Trainine Activities znd Procedures

Do training activities cbserved include active trainee participation?
Do trainers appear skilled and knowledgeable? Does clinical training
follow accepted medical guidelines. Are lectures enthusiastic., Do
classes include a useful mix of individuals?

H. Field Supobort and Evaluation

Does JHPIEGD have an efficient ard effective system for following up
subagreements, obtaining reports, advancing funds, and monitoring and
evaluating prograns? 1f not, wnat additional actions are necessary?

I. Fiscal Managemenr

Is JHPIEGD unduly cautious in obligating AID funds? 1f so, how can
y £ 2

this be remrdied? If not, wiy does JHPIEGO's pipeline of wobligated
£ID funds smetimec appear excessive?

J. General Eflectivensss

How effective has JHPIEG) training assistance been in a particular
comtry? Has it lec to or is it lealing to inszitutionalization? Eas
it led to Govermment policy changes? Eas it had a general effect on
reproductive health training in the medical schools and/or training
hospitals of the country. 1f not, what steps should be taken by
SPTEGD and AID to help accamplish this?

~valuation Prozedure and Promened “chedule

N
A. Yroceaure

The evaluation will imvolve interviews with JHPIEGD staff, with AID/W
staff oecbers concerned, with USALD Miscion Population/Hezlth Officers,

with host countty project divectors, with petiinent host country
goverament oflicials and with selected past and present patticipants of
CTaining proprams.  Froject docwents, recorde, Teporis, sumiries and
evaluztions will be examined. Visits, by one or more sezbers of the
evaluation (:am, will be made to five or six of the develcping
countries listed below, in wnich JHPIEGO has had o3 jor involvement
since the last evaluation five years ago.
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The percentage and actual expenditures by rezim aad by comtry (exclusiwe of
costs of nedical equipment and educatimal materizls provided) for the years
1980-1984 arz also listed.

S oyan ekpundilinis

latin Americen Regiom §3.3 Million 327
* Brezil §1.9 57%
Mexd.co L3 16%
* Colurbia M 10%
Peru $.1e4 5%
Jemaica $ 1M 5
a37

Afica Rezim $ 2.8 Million 277
Nigeria $1.6%4 . 6%
Renya § .54 187
Socalia $ 1M 6%
Sierm Lexe § .13M e
Zizhatwe S .0 37
2254

Near E2ct Rezim $2.5 Million 25%
* Iyt gl.lm A
* Tinisia 924 3T%
Moroc $ .28 117
Tuzkey $ .2 8L
T00Z

* = Comtries visitad during 1980 Evaluatien.

All plamed in-cowntry visits ame subject to appowal of the USAID
Missim/U.S. Exbassy cneemed.

B. Procoosed Schesule

The ewluatiom should begin in Aprdl 1985 and take epproximately four
WOIX weelts. A debriefing should be held in AID/W in late May or early
we.

Ca

Timst Week - Cne dav

ect with the chief of the Info=adm and Trzining Division, CZice of
cpulatiom, md with the PP/IT Poject Mmager. Joint Meeting with
Director, Deputy Director, Associate Director and Progm OZficer of
Sie Oifice of Populatim, followed by a weeting with = AID Contmacts
OZice Representaciwe.  (Copies of Besic AID/W docrentation o JEPIEGO
will h.;.u;: been provided © Zwalua=on tezs wesbers tefore their arrival
in AID/W).

M
P



First Week - Three or Four days

Meet jointly or separately with President, Director, Deputy Director,
Special Assistant to the President and with the Regional Development
Officers and their deputies.

Mzet with Director of Support Services, Director ¢f Resource
Management, Equipment manager and with project evaluation staff.
Review selected subagreement documents and the process by which they
are prepared, approved and renewed.

Review any other pertinent JHPIEGO documents.

Two Work Weeks (Not necessarily continuous)
Visiting overseas programs

The team should visit two countries in each of the three regions
listed, if at all possible. It is pointed out that visits to one or
more of the countries on the list, during the period of the evaluation
may not be feasible. Flexibility will be required.

During each in-country visit team members should meet with USAID
Mission/U.S. Exbassy officers conterned to discuss JHPIEGD in-country
activities including JHPIEGRD responsiveness and effectiveness, and
JHPIEGD collaboraticn with host country government officials and with
other ADD-funded organizations working in-country.

Team mecbers should also meet with host country Project Directors end
with selected past and present JHPIEGD particiﬁgnts including those
trained in Baltizore and those trained regionally or in-counrry.
During in-country visits, the team members should examine progress
being made toward institutiomalization of JHPIEGO-initiated training
and procedures.

Tne team merders should also observe the status and usefulness of
JHPZIG0 equipmont and educational materials.

rinal Three or Feour davs

The team will spend this time in Baltimore and/or Washington drafti
its evaluation report and consulting, if necessary, with JHPIEGD staff
mesbers and/or AID/W.

One dav Debriefing in AID/W - Late in Mav or early in June

Drafted by ATWiley:2675V:KSC:4/3/8%



