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EXECUTIVE SUMMARY
 

1. INTRODUCTION
 

A review of the experience of the first 2-1/2 years of
 
the 10-year PAC II family planning training project was
 
undertaken based on the data gathered during the mid-term
 
evaluations of the five-year contracts of the three organizations

carrying out the project. The project's purpose is to strengthen
 
or develop the capacity of less developed country (LDC)

institutions and agencies to design, implement and evaluate
 
training programs for paramedical, auxiliary and community (PAC)

personnel and thus enable PAC workers to provide safe, culturally

acceptable family planning services. Whereas 
the PAC I project

focused on training large numbers of PAC workers, PAC II
 
emphasizes institutional development and places particular

importance on improving the skills of those who train, manage or
 
supervise other PAC personnel.
 

This report concentrates on the impact of the project

thus far, the appropriateness of the project. design to meet
 
current and projected future needs, and the contracting mode for
 
the next contract.
 

2. PROJECT IMPACT
 

Although the project is only in its early stages,
 
progress has been made in a number of the six impact 
areas
 
stipulated in the project paper.
 

PAC contractors for Asia and for the Latin America and
 
the Caribbean (LAC) region have already assisted in training more
 
people than the numbers expected by the end of their five-year 
contracts. The PAC contractor for Africa is on target for its 
work there. The contractor for the Near East/North Africa region
(NENA), however, has trained fewer personnel than expected. 

Training institutions in the LAC and Asia regions are 
more mature and can ume PAC IT resources very efficiently; rela­
tively small contractor efforts in these regions can result in 
large improvements in the i nsti tuti ons ' performance. PAC 
contractors responi ) or Africa and NEIIJ. , on the other hand, 
are wor7ing with n1Wcent i nt itut ions wh ich requi re moi'e 
intensive groundwork. 

Tll( praperro ot C] ]:; for both in-fervice and pre­
service train iig I or nurse:;, nurse-midwi and auxi iaries. 
Little o fIort ha ; bi.en ma-de I,y t'AC .11 cont1-ictor:: in As i a and 
NENA to devel op ire-.,rv ice curricula. In Ihatin America, 
contracti- fI ort,; have, yi el led Iew -es;fl ts . Only in Africa has 
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some achievement been documented. The lack of emphasis on this
 
area may have been appropriate, however, in view of the
 
relatively more important need to develop in-service 
family
 
planning training programs.
 

The role and responsibility of non-physician family

planning service providers received attention from the
 
contractors in all regions, 
and examples of the increase in
 
status and responsibility of PAC workers documented.
were Much
 
more needs to be done to enhance the status of PAC workers and to
 
generate more host government funds for their training.
 

It was difficult to document any increase in
 
contraceptive prevalence due directly to PAC training. Although
 
some examples were found of training having increased
 
contraceptive use, training alone is not sufficient to achieve
 
significant improvements in contraceptive prevalence rates.
 

Access to family planning services increased in rural
 
areas in Asia and LAC, where the contractors' work has been
 
directed at PAC workers who are based in rural 
areas. In Africa,

where the PAC contractor's ability to increase family planning

for rural people is tied to the ability of government ministries
 
of health to provide basic health services beyond the cities and
 
towns, less impact has been seen.
 

3. PROJECT DESIGN
 

The project purpose is valid because training of
 
nurses, midwives, and other PAC workers is essential if temporary

family planning methods are to be made available within family

planning programs. In addition, institutionalizing the
 
capability to train these categories of workers is necessary to
 
multiply the effects of external assistance and to create changes

that will persist after aid is withdrawn.
 

The overall project design has provided a flexible 
framework within which contractors have been able to implement an 
appropriate variety of PAC training activities. There were 
considerable di fferences among the contractors, however, with 
regard to the objectives they set forth. Only two objectives 
were common to all throe contractors--national institutional 
development and reg i -na I in-;tituti onai development. 

4. ITI 1 I I ,NTL 

4.1 Nl i eni 1 1 rt- i tniti i na] Dovelopment 

Expe'riec, und ,r 1PAC 1I suggests that building national 
institutional cal).veity is a long-term enterprise. Even in the 
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LAC region, where institutions are relatively mature, constant
 
turnover of trained 
 people implies the need for extended
 
involvement. 1n Africa, the prospect of institutionalization in
 
the near future is remote. Family planning policies and service
 
delivery are at nascent stages; most services are being delivered
 
through minist:ies of health, which, given their lack of autonomy
 
as organizations, do not lend themselves easily to institutional
 
development efforts.
 

PAC contractors are pursuing two major types of
 
institutional development: 1) activities to strengthen national
 
training institutions for PAC workers, and, 2) activities 
to
 
create training systems for specific countries, these primarily

in Africa. The latter is a much broader concept, may require an
 
approach to technical assistance different from that
 
traditionally used in strengthening an institution, and may take
 
a significantly longer period to accomplish.
 

Three special issues have arisen du .;-,g the early

efforts to institutionalize training under PAC !I and lessons
 
learned in these areas should influence programming decisions in
 
the near future. The issues relate to programmLng emphasis,

specifically: 1) What kind of a mix should there be bei.,een pre­
service training for nursing personnel and in-service training

for these groups? 2) How much effort should go to training CBD
 
workers and how much to clinic-based service delivery personnel?

and 3) Should efforts be made to train personnel to work in
 
integrated primary health care (PHC)/family planning programs?
 

o Pre-Service/Tn-Service Training
 

The emphasis on encouraging and assisting pre-service

nursing, midwifery and auxiliary health worker schools to
 
integrate family planning into their curricula will not reduce
 
the need for continuing in-service training. Pre-service family

planning training can provide a knowledge base, but ic cannot
 
provide skills that are adequate for the delivering of services. 
Skill training must occur in-,ervice. Different program

strategies are needed to carry out pre- and in-service training.

In order to influence pre-service training, it is necessary Co
 
negotiate with nursing boards. In contrast, service agencies are
 
usually free to develop their own in-servic- courses.
 

o Cl ini Tra iinninr;d/clq) 

to .u)rt 
delivery wi, ant i ipat ed in tie- IPAC iroject. little guidance was 
given on whiC h t (yof) tA i0nig to ,.rwha, i":, h)owever. In Latin 
America, the JAC coot rct or work:; p;in;r with private sector 
organ izat ion:; that r.'y ext:-n: ive . y on commun ty-based 

Trai ni ng ::'u both cli ni c-baad and C131) service 

distributors- to provide :(r':vices. any of these C1D- tMhoisands; 
worker, are ] e ldy in p1 ac,, ,Imlly mlorTe alr' The PACbut needecd. 
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contractor's assistance enables these organizations to prepare
 
these additional workers.
 

In Africa, a very different approach is used by the PAC
 
contractor. Training focuses on providing clinical skills for
 
ministry of health PAC service providers. The focus on
 
government services is due in part to the relatively weak private
 
sector and in part to the acute need to assist public sector
 
programs that are just being put into place. It is expected,

however, that CBD programs will soon follow. The need for
 
training in this area should be anticipated.
 

o Family Planning and Primary Health Care
 

Significant strides have been made in some countries to
 
implement PHC programs. This represents an opportunicy for
 
family planning. With donors and governments allocating more
 
money to PHC, family planning training and services may now be
 
attached to other related health interventions, thus potentially

expending coverage while reducing the cost of the family planning
 
component. Although family planning has not received the
 
attention it deserves in many PHC programs, where PHC is being

vigorously pursued, efforts should be made to include family
 
planning in the training and service components.
 

4.2 Training: Targets and Content
 

4.2.1 Training Targets
 

The priority accorded to trainers, managers, and
 
supervisors in the PAC 11 project paper was appropriate.
 
Increased efforts should be made to reach these target groups.
 

4.2.2 Training Con tent 

9ThaiDJ!ng__ "Trainors; A major weakness among all PAC II 
contractors has been their inattention to developing indicators 
ot the quality of training. Nowhere in PAC II documentation, for 
example, i,- there a definition of a "trained" trainer. The 
result has been a somewhat uns;y.tematic approach to training of 
trainers, which rf- oct s ]ac: of agreiement on what trainer,; need 
to learn n ord(r to I)(- alh]is to train IAC workers. 

(. n i I"k I - 'I -,Ii 11i IIf]The I d,-k of qiuaI i ty 
indicator-,s, i, !;) a pro)t]]fm witht )- (,ct to ;ervice deol ivery
ski]l,.;, I)oth o ( ',U) li(I c inic,,l 1r )vid(,i . A ,;(.t of s.tandards 
for CB,D tra-ii ng i ; be ing (dev od by one contractor, however,
and cli n ica 1 s;ervice protocol ,; are bei ng devesloped by another. 
When compl( td and tes-ted, thes';, guidelines may be useful in the 
reg ion!;. 
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Client Focus In determining the kinds of family

planning services to provide and the types of training required,

PAC II contractors have sometimes focused on the needs of the
 
service provider, rather than the client. Client needs and
 
desires were assumed, perhaps correctly, perhaps not. Increased
 
attention should be directed to understanding the client's
 
perspective and designing training and programs to meet the needs
 
of specific client groups.
 

New Content Areas The potential for exposure of
 
nurses, midwives, and clients to AIDS through family planning

service provision may be great. Although two PAC contractors
 
have developed a general curriculum on AIDS prevention, more
 
attention should be given to training to assist PAC workers to
 
avoid on-the-job infection with AIDS.
 

Training curricula should be updated periodically and,
 
as new contraceptives are introduced, information on them should
 
be incorporated into the PAC training course-. New tPAc-hing

methods may also require rethinking the way content is being

taught to increase the effectiveness of training progiams.
 

Trainino Materials Deveoppinent and Production PAC II 
experience suggests that the quality of training is hampered by a
 
lack of adequate training materials for trainers and trainees. 1. 
major effort will be .'c .uircd to develop curricula and materials 
and then produce and c .. sseminate them. Besides more collaboration 
among cooperating agencies to disseminate their materials more 
widely, actions will be required at the country level to develop

relevant materials, and at the regioial level to produce and 
disseminate materials. More use shoild be made of commercial 
channels for dissemination. 

4.3 Rlo-gilh ] 1rogr _mm 

4.3.1 Regionil Tr ininc and Regicnl Institution Building 

Rf.giori I tnining has. been undertaken by al1 three PAC 
contractor.-. Cou1;e .:; hav been conducted, regional mastera 
training notwoHri: i. f i n deveIoped , and regional and 
interreqi on, 1 :;tndy toni 2, hivo h ,n provid,,d. 

A (,Iirt t h, ,e 001, tvqbsi, i in the PAC 11 project 
p(Iper, howeve., *l It ("; I -'t 11e 1-gtg (egionatraining1i 

iti i onrtow;. h;ulh cn t i i ; li ' riot pinroven to he af; appropriate 
a:8 or i ( in i, ly , i, ;(1% 1]1 " bree PlAC contractors have 
exltI et wI 1 1 i F '' f r,, i i. t i r; tlI;pe t of their 

voc; ran ';..V .v , tt,. { ., It *.t p I t,, i i l,] r train i ng needs 
ha, n t , , , i I I, . at tit, (d,1lnt I-y leve-l , i nft i tut i onal 
ca ,li)1 i i i ). I I I - (.()I III t I (-2'I " I , ,'" L e'(,n 11! 1"11. cus('heeit.er!; can 
cont nti, 1w Ia u.-ti ai - .t , (,I training, on , n.t a2i+ req,.i ontl 
needs']!; 
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4.3.2 Networking
 

Although some actions have been taken the
by PAC
 contractors to exchange information, much more needs to be done.

Efforts to share information, particularly lessons learned, among

PAC contractors and other A.I.D. contractors 
 should be

intensified. In addition, new PAC 
workers should be included in
 
the information chain on family planning, training, and the like,
 
through all available means.
 

Provision of Technical Assistance (TA)
 

Technical assistance has been the key element in making
this project work, and, generally, the TA furnished by both 
contractor staff and consultants has been favorably received. 
TA

could be improved, however, in 
two areas. First, more attention
 
needs to be given to follow-up TA. Development and refinement of

skills of trainers takes time, ongoing learning, and feedback.
 
Second, the provision of TA through regional 
resources should be

encouraged whenever possible. Increasingly, PAC contractors for

Africa and NENA have shifted the focus of attention and resources 
to the field. In both regions, regional offices have been set up

and staffed with highly qualified professionals from LDCs. (A

rcgional office was not deemed necessary in either the LAC region

or in Asia.) In addition, a small but growing group of LDC
 
consultants in all regions is beginning to provide TA to training

and curriculum development efforts. These trends should be

encouraged and strengthened in the second half of PAC II.
 

5. EVALIJATTON AND OPERATIONS RESEARCH 

Elements of what was required for evaluation appeared
in a number of sections of the project paper and seemed to create

confusion among some of the PAC contractors. What 5,tmed to be
missing in pro Joct and thethe paper in evaluation efforts of 
some of the contractors was a clear understanding of what
evaluation was to accompli h. Among the basic questions that
need to be an;wered are: flow many of those trained will bedel iveri ng services .ix months or a year later? Were the
training nbj ect.v( s met within estab]ished time frames? Are
there bettt-r (nd( more, co:t-e ectiye way; of meeting the same
object i v,:? It mIly he too early to ma kze an overall judgment
about theo Iulity of tho cont ra(ctor;' performance in the area of
evaluation riecil; of effort is- p3a inned for the lastmuch tlir 
two yeil - (d I e c n , t,.. 

With r* q ,iird t o ope rat: ions- re.search, a growing body offindinq; iii(1 1 .oI( .arne!d i-s available that would be relevant 
to imrprovi no1 ihe- qua Ility of family planning service, provided by
P1AC workO,,rs, ult I ew of tho;e fi ndings have been incorporated 
into PAC training. 
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6. CONTRACTING MODE
 

6.1 Central Funding or Bilateral Funding?
 

The centrally funded approach used to implement this
 
project has proven to be appropriate. There are a number of
 
reasons 
for this. The approach has provided for flexible, short­
term support and rapid response to requests; has assisted
 
individual missions and veen responsive to regional bureau
 
strategies; has ensured a considerable degree of coordination for
 
training activities worldwide; has filled the gap in places where
 
there are few bilateral population programs; has provided

relevant training expertise at the headquarters level for project

direction and monitoring; has provided a better opportunity to
 
work with the private sector than might be available under
 
bilateral agreements; has provided a critical mass of people who
 
are concentrating on improving PAC training; and has fostered
 
regional and interregional exchanges between PAC trainers from 
two or more countries.
 

PAC training is still needed in all the currently

designated regions. 
 Asia and the LAC regions are generally more
 
advanced in family planning and have relatively high
contraceptive prevalence. Prevalence has been accomplished in 
some countries in these regions, however, primarily through the
 
use of sterilization. In these cases, more and better trained
 
PAC workers will be required to balance programs by providing
 
more and better temporary contraceptive services. Also, even in
 
Asia and LAC, there are countries or areas within countries that
 
are only beginning to provide family planning services.
 

In addition, it is desirable for the PAC II contractors 
to have some continuing involvement with the more advanced, less 
needy countries. These countries can contribute to PAC training
in less developed locales by participating in international 
courses, networking, and serving a; test sites for new approaches 
to improve PAC training and ervice delivery. 

6.2 Pog]oi Cool:mt 7t o;r or ai WOnr 1ldwi do Cont:ractor? 

T1h( advantage of the c rr-ent s ituat ion, with different 
contractors oper(iting in d1fferevnt pi rtfs of the world, includes 
the contractors ong ince part i cular' e>:ier n geographical 
areas, the ir dif I-( i t: a Hi roaches ind the potential for learning
from each othe r, and the !,pirit of competition to match or 
outperlorin .,o thr is.1w tlat Im;tered, implementation of the 
proj(,ct thrcg(h1 illrgi, c , might offerd, ('OJ( ,ictor however, also 
s]olne avanltg Ohf Single contractor would reducel. us,;l, a 
overhead (:()!'t; Illd proy i d , (;po rt:un i ti e, to s;ecia i z e in 
"ubst~avt i yer ,ara, to gather ex:tens,ive daita on ;peci fic issues, 
and t, 0 I i )t re, orn iciati Trn1Ient t tm Oli,] on/echange. 
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Chapter VII provides of a list of 19 recommendations
 
for the PAC II project.
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I. INTRODUCTION
 

This report reviews the first 2-1/2 years of a 10-year

farily planning training project for paramedical, auxiliary and
 
community (PAC) personnel. PAC II, approved in 1984, is a
 

1
worldwide project. The purpose of the project is to szrengthen
 
or develop the capacity of less developed country (LDC)

institutions and agencies to design, implement and evaluate PAC
 
training programs and thus enable PAC workers to provide safe,

culturally acceptable family planning services. The report

recommends changes of emphasis within the project to make the
 
training of PAC workers more effective.
 

The report is based on data gathered during the mid­
term evaluation of the three contractors carrying out the
 
project--Development Associates, Inc. (DA), for the Latin America
 
and Caribbean (LAC) region; Program for International Training in
 
Health (INTRAH), for the Africa and Asia regions; and RONCO
 
Consulting Corporation, for the Near East and North Africa (NENA)

region. The evaluation was carried out during the second and
 
third quarters of 1987. Visits to contractor headquarters and to
 
selected countries were made by four teams of evaluators.
 
Summaries of these evaluations are found in Appendix A. The
 
reports are available at the Population Technical Assistance
 
Project office of the International Science and Technology
 
Institute, Inc.
 

I.1 Scope of Work
 

The scope of work for the evaluation of the PAC II
 
project is found in Appendix B. During the briefing session for
 
the preparation of the PAC II review, Office of Population staff
 
provided guidance on issues to be included in the report. The
 
main questions to be addressed in the assessment were the
 
following:
 

- What has been the impact of the project so far? 
- Are the purpose and objectives of the project 

still appropriate?
 
- Is the project's strategy appropriate to meet the 

objectives? 
- Is there a continuing need for PAC training

assi stance in each of the geographic regions? If 
so, whait Linds of assistance are needed, and do 

1 PAC I, a five-year project (1979-84) for the training of 
paramedical workers in family planning, focused on organizing and
 
conducting training courses for large numbers of PAC workers in 
LDCs.
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the needs vary for each region?
 
- Are changes in the project design necessary, and 

if so, what new activities/directions should be 
pursued? 

1.2 Methodology
 

The leaders of each of 
the four contract evaluation
 
teams, Patricia Baldi, Robert Blomberg, Carolyn Lona John
 
McWilliam, Judith Rooks and Sheila Ward, met for four days 
in
 
Washington, D.C., 
in late October 1987 to review the findings of
 
the contract evaluations and the PAC II project paper. Each
 
issue in the scope of work was discussed and a consensus was
 
reached, which forms the body of this assessment.
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II. IMPACT OF PAC II
 

Measuring the impact of a 10-year project after only 2­
1/2 years of implementation is very difficult. Significant
 
impact may only be ascertained after the project has been
 
completed. The data presented in this chapter, therefore, should
 
be viewed as only preliminary indicators of the progress being
 
made in the project. The discussion addresses the impact
 
measures stipulated in the project paper.
 

o 	 Less developed countries (LDC) participating in the
 
project will have increased numbers of PAC personnel
 
delivering more kinds of services than before.
 

Worldwide, PAC II training has prepared many types of
 
workers to provide a wide variety of services. These workers
 
come 	from both gcvernment and private institutions and represent
 
both family planning and integrated maternal and child health
 
(MCH) service programs. PAC training in Africa has focused
 
primarily on professional- and auxiliary-level nurses and
 
midwives who deliver a variety of temporary family planning
 
methods, including IUDs, in government-supported, clinic-based
 
integrated family planning/MCH services. PAC II assistance in
 
LAC has emphasized training of community-based distribution (CBD)
 
workers, who provide mainly pills, condoms and vaginal barrier
 
methods. Several kinds of community-based workers have been
 
trained in Asia, including family planning village volunteers,
 
CBD workers, and traditional birth attendants (TBA) and medical
 
practitioners. Training in NENA has supported improvements in
 
both clinical and community-based family planning service
 
delivery by training supervisory midwives and community-level

workers. Training to support natural family planning (NFP)
 
methods has also been provided, and all programs emphasize

training in counseling and patient-education skills to promote
 
informed choice.
 

PAC contractors in LAC and Asia have already assisted
 
in training more people than the numbers expected by the end of
 
their five-year contracts. The PAC contractor for Africa is on
 
target for its work there. The contractor for the NENA region,
 
however, has trained fewer personnel than were expected by this
 
time, perhaps be2cause an entirely new unit had to be developed to
 
implement the contract (see Appendix C).
 

o 	 Training institutions will be able to maintain programs 
with decreased project support. 

PAC contractors responsible for LAC and Asia are 
working primarily with mature institutions that are capable of 
technical and, in some cases, financial self-sufficiency. More 
mature training units use external inputs very efficiently;
relatively small PAC contractor efforts result in large 
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improvements in performance, and the changes are integrated into
 
competent, ongoing training programs that produce lasting
 
results. PAC contractors responsible for Africa and NENA, on the
 
other hand, are working with institutions in the nascent stages
 
and therefore require more intensive groundwork.
 

NENA countries that were not involved in the PAC I
 
project need to develop a base of trained PAC workers and an
 
adequate service base before they can fully benefit from the
 
institution-strengthening emphasis of PAC II. Some programs in
 
Tunisia and Turkey, however, are already at the point where they
 
should be able to continue some training activities independently
 
or with declining technical support.
 

In Africa, progress has been slower. Only a small
 
number of Nigerian states, those which have received intensive
 
attention and a significant proportion of resources under PAC II,
 
and the country of Zimbabwe, which has a long history of family
 
planning program assistance, are capable of maintaining PAC II
 
training programs with decreasing levels of technical assistance
 
(TA). More commonly in Africa, PAC training has found little to
 
build on: There is often no institutional base, few or no nurses
 
with family planning experience and skills, inadequate numbers of
 
clients to provide necessary clinical experience for trainees,
 
and weak to nonexistent policy-level support. A lot of necessary
 
foundation-laying work has been accomplished since the start of 
PAC I, and a genuine demand for family planning services is 
building within African communities. 

o National nursing/midwifery/auxiliary pre-service 
curricula will be revised to include family planning.
 

No efforts to develop pre-service curricula have been 
made by PAC II contractors in Asia or INENA, and in Latin America 
this activity has yielded few results. The only appreciable 
achievements in this area have been in Africa, where family
planning units are being prepared for the pre-service curricula 
of nursing/midwifery schools in at least two countries, and pre­
service tutors are included in most of the in-country training 
teams. A new family planning unit is now ready to be implemented 
in 100 basic nursing schools in Zaire. 

o 	 Roles and respons;ibi 1 i:i es of non-physician family 
planning service providers will receive official 
recognition. 

Although tlie ma jorit y of f aniily planning provider. are nurses, m i (V;i ves and other PAC wore r. , rheres:;I itt] e 

recognition of their imnportnt role in family planning through 
status or romunerat ion. By focusing the attention of PAC 
contra.ctors on non-phy;ici an Iamily planning service providers, 
progress is being made in enhancing the status of PAC workers 
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and, in some cases, in obtaining more host government funds for
 
their training. Although the examples below illustrate this
 
progress, more needs to be done.
 

In Turkey, the system of community networks being
 
developed by the MOll will involve teachers, agents of
 
the Ministry of Agriculture and village religious
 
leaders, all of whom are expected to support the
 
midwife's role in family planning at the local level.
 

In Jordan, where family planning is just being accepted 
by the government, the PAC contractor has used the 
training of PAC workers to enhance -heir status in the 
medical community. Jordanian nurses and physicians are 
being trained together in the same workshops for the 
first time. Doctors participating in the course are 
receiving some instruction from a nurse. 

In Mexico, the head of the government family planning 
program attends the ceremony at which CBD workers 
receive their certificates. 

In Brazil , the PAC contractor has helped a group of 
family p1]:innin- nurse practitioners start their own 
professional organization, an effort that should lead 
to greater recognition and acceptance of their role. 

In Sri Lanka, male villacge community leaders have given 
their approval to the female community leaders who are 
educating vii]a(ie women about family planning. 

In Nepal, the PAC cont ractor has given the MOll's 
Division of Nurs ing (DON) responsibility for managing 
the money f or it!-, TBA tra cining project. The central 
staf f of t-h D1 N h ao del ega ted some of that 
respons i 1 1i i]t y to ( ( tictr pul] i c heal th nurses and the 
auxi] iiary nllre-n idw i ('.- who tcach and supervise TBAs 
at locl1 hel th t!;. Thi.:; iu; the f ruL time nurses 
have haid a uthcr ity oir projtct: funid.-u; they have handled 
the re upon:;i i ity w,.]], t: h'.r,.by ga ining re:;p.ct in the 
eyes of n rue ,u,,rv ior,, at. the level.the ir Fn-cu local 

The de :; I0n t -, 11 illr,-,,/( y (ci 1, tean ; at the 
rejor ontn, ci ici : 1s conrue in t:he Phil ippines 
contrihilt,.:; to rcfi(,nit lll (of the importance of nurses 
and I i dt' i ye:;, s ,s pLy:, 1 i an:;, in providing 
farnily ; 1,1? 0 i , . 

' i ,' Lecue, 
progre:.; i.,s , i n(; ml(]e to include family planning 
training Io curss and midwives within official state 
p1an:; a cd budget 

II te( j,'' i ,t l u Kwara and Lagos, 

http:h'.r,.by
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O Contraceptive prevalence rates (CPR) will improve.
 

Because PAC training is a necessary but not sufficient
 
input to increase contraceptive prevalence, achievement of this
 
goal is hard to assess. PAC contractors often target and pace

their projects to correspond with larger family planning program

plans, but in most cases it is not possible to determine which of
 
many inputs and improvements are mos,.t responsible for increasing 
contraceptive use.
 

Nevertheless, service data collected by community
workers trained through PAC I -supported programs in Asia 
document their effectiveness. Village volunteers in Sri. Lanka,
for example, raised contraceptive prevalence among the families 
they served from less than 20 percent to more than 70 percent 
over a two-year period. Traditional medical practitioners in 
Nepal are selling condoms and pills in villages that have no 
access to other sources of family planning supplies, and trained 
Nenali TAs are referring women to family planning clinics. 

AlthouICJI sti ]l 1ow, conltrace)tive preval1ence rates in 
Africa are inc reasinc ,n(i enrolled communnity nurses trained by
the PAC contractor in ai!,t Al rica are beginning to keep service 
statisti cs. 

A s;tudy conductred by ,in organization with which a PAC 
contractor worL: ini ex co documnt-, increases in contraceptive 
uFe asscciate.d wi th every I ncrement of training (i..
"retraining") of worL r~r,. related f inding was thatCHD A more 
than 70 percent of the fam i y planning users enrolled by PAC 
contractor-train d ClI) worki:r, w,re. women using a family planning 
method for the 1 ir,t time. 

o Access t:o fami ly p]anninq :services will increase in 
rul/ areas:; 

The tIAC cont ractor ' a i I ity to i nc rea..e family
planning !;serv1 c,... for rtli] peop e in Africa is tied to the 
ability of qvi,,irnoent WOlt; to provide hasic health services 
beyond th,- cit ie; i nd town.-. Thi!- i!-. limited in many countries, 
so that I'AC imipact in most i-ulila areas of Africa is probably
quite low. Il As i,, however, a111 oe th, IIAC contractor's work 
has be n (Ii i-iect (,d it I A(' w ri o -y; h'l) , b11-as ed!;'cl in ru1ral 
communi ti' ,e . Inl t ir- -, ():-,I t11. su i's,; Iu 1 iroj ect i clea:; romAsia will tk' t rI -iied/,, t(I 1A;' txi in ! tJi, (j- S in Al ri 

'Ih Li- I'/'( ( )j1 i l' I ;I i i I i 1; iz',- e rici ,t 

trilinilnq t'e.1 :' i11) 1'.I ,1in I 1tlr'l I uno iiitlmjit "e. The 
comnlin i ty "w-:po t ii t h e 1,A., c.,nt,, ;n 1 l'A(: iawtor 
desiqn(,d to v i t t h, Ini-i y p,],nn i og wo-k of rulral midwives. 

: iil T'Itkey i:; 
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III. PAC II PROJECT DESIGN
 

III.1 Summary
 

PAC II was designed as a centrally funded worldwide
 
project with implementation through region-specific contracts.
 
Four separate but interrelated contract competitions were
 
conducted--one each for Africa, Asia, the LAC region and the NENA
 
region. The came contractor won the contracts for both Africa 
and Asia, so there are only three, instead of four, regional 
contractors.
 

Whereas the PAC I project focused on training large
numbers of PAC workers, PAC 1I emphasizes assisting "the LDC 
institutions themselves to develop the capability to carry on
effective, self-sustaining family pl anning training programs for 
PAC workers." Although PAC Il continues to provide family

planning training for many categories of workers, the project 
paper places particular emphasis on improving the skills of those
 
who train, manage or supervise other PAC personnel. The project

is intended both to alleviate shortages of PAC workers and to 
strengthen the managenent and skills-training capacity of local 
training organizations.
 

111.2 PpurposF;e 

The purpose of the project as set forth in the project 
paper is "to strengthen or develop the capacity of LDC 
institutions and agencies to de;ign, implement and evaluate
 
training programq for PAC workers, and thus to enalle the workers 
to provide safe, culturally accetable family planning services." 
To carry out thii; purpo, the, proj ect paper indicated the 
project should focu; on two types o, training: 

- - Pr,'- .cvwi t r,.inii 1(, :schools of nursiing, midwifery and
tu>:iX il r ios to ,rphis.i "'o d(ev.'e opmcnt of family planning
curriculum ad i1tetgrat i)n flI family planning into current
 
currilcu il.
 

-- 1 n-1-;1rv c t rain ing t o (ve l op or strengthen new or 
exi:t,inq i n-;erv i l,, .ii1y plainning training in.stitutions or 
progrmq Ior nurse!;, midwiv', , au>:i l iaries and community workers 
who ar a lready d qog ,rvic ,:h/ ri(ti 


Ill. 3 outplut [I,'mnts.. 

Four out:put 'lerents were set forth in the project 
paper and can he nummar i zeni a, follows: 



1. 	In-country training~ institution1 s, both private and
 
governmental, which will have added family planning


-	 --content-- strengthened-existing----family-planning--­
content in their training programs for PAC workers. 

2. 	aggional training institutions, which will be able to 
provide TA and training in response to country and
 
regional training needs.
 

3. 	 Trainees, including PAC workers and the people who
 
supervise them and/or manage the programs in which they

work, who will be trained in various content and skill
 
areas. Trainers and managers/supervisors will receive
 
priority.
 

4. 	 Short-term TA visits, which will be made in response to
 
specific requests and needs.
 

Thirteen quantifiable outputs, which arise from the four output

elements, are required of each contractor (see Appendix C).
 

III.4 Types of AssiLstal
 

Five types of assistance were called for in the project

paper to achieve the project objectives and purposet
 

1. 	Workina with training institutions to strenothen their 
abJjj to desian. condugt and evaluate family 21annin ­
traininz oroaramg for PAC workers. 
Each contract specified the percentage of effort that 
should go into developing regional, as compared with
 
in-country, institutions; i.e., 20 percent of the

contractor's resources for Africa were designated for
 
developing regional training capability, 50 percent of
 
the contractor's resources for NENA, 65 percent of the
 
contractor's resources for LC, and 70 ptrcent of the
 
contrac:tor's resources for Asia.
 

2. irtraining, i.e., conducted by contractor staff or
consul!-antg.
 

3. U.S - and tbird-country training for limited number. o

selected individuals.
 
The anticipated numbers of people to be sent for U.S.
 
training during the five-year contracts were 200 from
 
Africa, 36 from NENA, 36 from LAC and 20 from Asia.
 
The purpose was to provide mid- and high-level
 
managers, supervisors, trainers and policy makers with
 
training that was not available in their own countries.
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4. 	 Short-term TA to respond to requests from the USAID
 
missions, host country governments, or other family

planning organizations for assistance to meet specific

needs, including requests for technical input to
 
facilitate implementation of non-PAC-funded projects, 
such as bilateral projects. 

5. 	 Evaluation __of tra ing incl udin evaluation of 
Individual_ ta . o f eve y in dividual training 
activt-a% and of theenti re ram of training
activiti con duct oc_ n each coun try. 
In addition to evaluating training activities conducted 
directly through the project, the contractors were 
expected to follow up and systematically evaluate the 
results obtained in "Kucond-goneration training," i.e., 
training conducted 1y tra i ners prepared through 
contractor activti.:; 'hn ;rojeoct paper and contracts 
called lor the three IAC contractors and A.I.D. to work 
together to develo](pJ and agree upon common evauation 
question;, critria and reporting Iorms to be used by 
all contra ctors o that compa rabl e data could be 
col lected. 

111.5 	 Content ArEs 
The project emphasized training in four content areas: 
management and supervision, training of trainers (TOT),
service delivery skills, and pre-gxervice curriculum and 
instruction.
 

111.6 	 Capt ract . bject I,.s 

The ove.rall projeoct design has: provided a very flexible 
framework within which sLuitr act:ors: have been a)1e to implement
PAC triia ,- at,t V It i .!;. An r1!n Im r ' rcne the translation of 
project tnurlr;a , (it r '..,. oi . t ivit i,. (n t rart objqctives 
(s;, 'la 1 1) , t hsi' ":,1e:iI , ,t I If rons'( '; among the 
c0ntra ("t in n ,rId l '1 ,,'Iw iv,x' tlw"Y :;,et forth. ()nly two 
o) j)ict ve: '.' ie reruIen'- ' I ! ,, all I hi' ('nt a(.tor.s-- ntiJonal 
inst it ut iennl vol np 'i otW Ml -licaml inI st itutional development. 
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T.: at d Source INTRAH DA FONCO 

7:r:rity cn su.---er-

'sc-s C t: t 3 and 
A nurber of mid- and upper-level 

Tc- :' Assistece 3) 
supervisors 

effectively 

81d managers 

manage and/cr 

wilt more 

coordinate 

the dif':rent ccrponents of family 

planning service delivery (including 

provision of services. training, 

logis 'cs, IEC activities, etc.). 

5. 

t!s'-; 

:te- seurces 

(Type 

of 

of 
Supplement Institutionat development 

at the repional and in-country Level 
4,s;StS-:e 3? with selective direct, U.S., third 

t:ountry and inter-regional training 

Actlvities. 

-. 

: 

EVal.atio- (Type 

Assistan 5) 
(See (4) above) Evaluate PAC 

all levels to 

t-aining activities 

accurately assess 

at 

the 

Effective evaluation strategies and a 
comprehensive database for formative 

impact of the expenditure of PAC and sj-atfve evaluation purposes will 
training funds and identify efficient be developed and or ap:tied to all 
cost effective strategies for training traiing efforts at everf, level 
all levels of PAC workers. (overall program, training project, 

training activity and training 

session). 

.e:working (not 

s-ciflcalty catLed 

f:r in for project 

zsrer) 

In t-oth the Africa and Asia regions, 

fostering regicn-wide exchange of 

infcr-atfcn, exoeriences and Ideas 

a-=-; ntic-al leaders, program 

-a's;ers a&d trainers as a means of 

extending the impost of assistance 

Several regional nnd national or 

provincial networks for the exchange 

and diffusion of exper;ences, models 

and innovations in the training of 

family rlanning/PAC personnel will be 

developed, supported and sustained. 
provided directly in thi* program. 

3. Tar;etin; policy 

raters (not specifi-

catty called for in 

A number of policy makers 

region will more effectively 

in the 

promote 

and support family planning training 
project caper) 

(through better understanding of both 
its role and the link between training 

and service delivery) as a result of 
program efforts. 
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IV. 	 APPROPRIATENESS OF PURPOSE AND OUTPUTS OF THE
 
PROJECT
 

IV.1 	 Purpose
 

IV.1.1 	 Summary Analysis
 

The project purpose is based on two underlying
 
premises: (1) that nurses, midwives, and other PAC workers are
 
appropriate groups to train and (2) that training capability for
 
these categories of workers should be institutionalized.
 

The following section (Section IV.l.2) will explore 
whether PAC workers will continue to be an appropriate target 
group. The issue of institutional development will be discussed 
in the section after that (Section IV.2.1), in the context of 
project outputs. 

Trai ning of PAC workers will continue to merit 
attention f or three reasons: (1) PAC workers are essential if 
temlporary family planning methods are to be made widely available 
within family planning programs; (2) training is essential if PAC 
workers are to perform adequately; and (3) training of large 
numbers is justified because the impact of PAC workers depends on 
their widespreald vtilahi.ity. These reasons are cxplored below. 

IV.1.2 	 PAC Work(er PoI, in Provision of Temporary Methods of 
Family P1 anninq 

Nurse., midwives, and auxiliary and community workers 
are the rentjor provider; of temporary method- of contraception for 
people throughout the world. This is even true in the United

'States, wher, f I.rs.-midwives and nurs-e-practitionerz serve 9 out 
of 10 cl i ent_ ! in nr q,lni zrd family pl iann i ng programs. Al though
oral c: 	r1 t i V:; a, IUDI Wer'e Ii r:;t 
physi ci;is, lr:.u :; wi-re ;oon traiined in Ivilly counltries to provide 
thes.. 1IethoId . I,t r it wi.; -.hown that confllli ty wo-kers. could 
Screenl WOn('1i I or" contra ird i cat ion:; t:o oral (.oltraceptives. 
Becaue;, of t lwi I- o Il 11)(a 11 tu n,I -, ini i rity to the people 

o I-, d 	 provided onI y by 

n d 
they s;.rve., cmrHMi work ers pf-(, eiffectivei ty are larticulal-]y as 
family I11 ,ii rigf CotllI, 1ors; anid (_.an p lay a vital1 role ini 
comIu1n I -y ( , i ob0 vg i 11 me.tlIrdsI , onIIdoms!-I;. li t t VI cd: and 
p i I I ! . l1 ( n' l(,1(1' l , .ting t mpo i-ry nTlf i( )d, t h,, sl de Ia',,'w, 	 , 
honrnoll, I i 1:, Ialli , w I II (vi d. n,'w r"o1 es1 I'A{)IV! C orLe :. At­
fi -t t 11 )) - ii1 1 i[o 1n plrovic ii nq ( if I ' Ind 'llt~ oI't to 

,:; oi:;' 1:(-t ji , 1,11t , Il xi: :; (,Ill11 1 i, i ned Iin1 1 i1n ' olI 'll 

alse u , e ,I . I } . I y', I f t li . ((-.l,1;1il it! ' li)(., It l1 , I.iv, Isi ,:; ( ,1v i 
from 'ILA. .. p,1 ri.ry I ew-, [IIC ,.oI:; to lilir:e-midwive:;Iufj1 ,cartht wo 
it 1-1d phll I 1('( th d Ior y Id alin i llig anld" (.In:1.) t e l Iam 1 
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understand how these methods work. Social marketing also relies
 
on 
trained community workers--in this case, pharmacists or other
 
contraceptive salespeople. In short, it is evidenc that PAC
 
workers will be needed if temporary methods are going to be used
 
and form a major part of national family planning programs.
 

The corollary question is whether A.I.D. will continue
 
to support provision of temporary methods. Here, too, the answer
 
is certainly yes. First, the inclusion of temporary methods is
 
an essential ingredient of A.l.D.'s policy of informed choice;
 
only temporary methods offer the means to space children.
 
Second, in order to delay the first pregnancy which is becoming
 
an important need in some developing countries, temporary

contraception is needed. Third, family planning programs that
 
offer a variety of methods, both permanent and temporary, can
 
enroll more clients than programs that offer only one or a very
 
limited number of: met:hods. 

IV.1.3 Need for T'rain ng 

There Ire three justifications for training PAC 
workurs: (1) a complex of knowledge, attitudes and skills needed 
to deliver family planning services must be learned, (2) well­
trained PAC workers do a better job of increasing contraceptive 
prevalence than those who have not been trained, and (3) PAC 
workers must be nfor-med of all family planning methods if they 
are to provide qei ices or counseling to ensure that clients have
 
an informed choice of the contraceptive options available to
 
them. These three us tification 2 are discussed below. 

0 Corp oxit y of Lnow 1,odqr,, attitudes, and sk ills to be 

It is not ea-,y to(- eirn how to be an effective family 
planning s;rvicp, prevido r. LJvoen the least trained community 
worker has to I,1rn con; idrably more than how to use a checklist 
to scr ,,n wompn Ior contrainticat.ion,; and how to instruct them in 
the use of ,nos ip ]iiI .ndo,:; an ( 

IiI rt (f the4, )(fn, course, requi ren technical 
knowled(,. of tti variou: -ontricepti\'e metlhods: how they wolk, 
how to adnin i in:;tr or us" thTe, tin ir advantage:., side effects and 
compl ict iozIs, '110 W.'ho Are the right, cndidto.; for the various 
methods.. In ,,ddit ion, , it 1,ay roquire( thie ability to 

an + - how i ingu i shmake, imoM , * oI,;i- f"r insti,,n , to (dit 
betwoeen n;it,' ' I '"A ! Illd ;nit 1Y q igis; of ,!ioriou:; coni 1 icnition,;-­

ut iA'1 l knowsoften wii, .:HIr ('OI,' tin1 . u ()I s)i;ueo ,ho more. 

Foz n'M 1 1 il jw -- ninquAl ly imort ant:--t:he PAC 
workr must n () tQ.. ,n A ne,, role. 'Thi s role roquiresr', h 
communicat ion skil l:; Alnd m wluIde ,mrp)so1ul int:prviwing, active 
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listening, problem solving through counseling, providing
 
reassurance and support, transmitting knowledge and skills to
 
oth,rs, and assessing whether the other person understands what
 
to do. The new role requires a respect for the learning li el of
 
the client and interactive discussion on what is best for an
 
individual.
 

PAC workers must also provide some services and make some
 
decisions that were previously reserved for physicians. This
 
requires confidence as well as knowledge and skill.
 

Finally, it may require an attitudinal change on the
 
part of the provider, especially when family planning is a new
 
concept that is not well accepted within the local social milieu.
 
Family planning service providers, to be effective, must believe
 
that child spacing and limitation of family size is good for
 
themselves and other families in their culture and that the
 
methods they provide are appropriate and safe.
 

o Tncrease in contracept ive use as a direct result of
 
effective performance 

Research has shown that good PAC worker performance
increases acceptance and continuation of contraception use, and 
that poor PAC performance results in less effective services. 
These studies consistently identify communication si-ill,
including both a positive attitude and the ability to convey 
correct information, as a key ingredient of good worker 
performance. 

Examples of the negative effects of poor counseling are
 
more plentiful than examples of the positive effects of good

counseling. Both kinds of examples, however, show that if a 
project is to achieve its planned targets relating to increasing 
acceptor and contraceptive prevatlence rates, it is important to 
ensure tl.,t PAC workers are well skii led in working with the 
population groups- they must a ect.­

0 I errwed Che (jc 

nlnIm('r U(,nt 
there i. ai nined I or the Il,'i pi,.anning provider to be taught the 
various opt ieJr; ava i al ,I, to c ients, the advantages and 
disadvantaqe;,.:; ()I ,( i me.tthi, the, ;ide effc''...ts;, if any, and where 
client, ; >in 1i (iJiticeptt .od of choice. 

TIh 11e of rceptiye options is growing and 

,tt 10he l' their 

214!e Appendix D for examples of some of the research 
undertaken.
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IV.1.4 Need for Large Numbers of Widely Distributed Workers
 

Unlike sterilization, a one-time procedure with limited
 
need for follow-up, temporary methods of contraception require

periodic contact between the user and the person who not only

supplies the contraceptive products, but also screens for
 
problems and provides counseling, reassurance and advice. Even
 
the IUD, which works for several years and needs minimal active
 
involvement on the part of the user, still requires that users
 
have access to trained health or family planning workers who know
 
about IUDs, realize the significance of the signs and symptoms of
 
serious IUD complications, can distinguish between innocuous side
 
effects and serious complications, and can reassure women who are
 
experiencing the former and refer or treat those with major

complications. The need for users of temporary family planning
 
methods to have access to a knowledgeable and supportive family
 
planning worker means that trained PAC workers should be widely

and conveniently distributed throughout LDC societies. Social
 
factors, such as Lribal identification or ethnic group, also need
 
to be taken into account; e.g., studies have shown that people
 
are most likely to accept family planning advice from someone who
 
is socially similar to themselves.
 

Societies in which family planning is available from
 
many sources (village volunteers, retail sales, PHC workers,
 
employment-based health care pograms, gover'-i.nt clinics,
 
private clinics, TBAs and private physicians) can meet the family
 
planning needs of a far greater proportion of people t., , those 
in which only one or two types of family planning woryLrs are
 
available.
 

IV.2 Output Elements
 

IV.2.] National Institutional Development
 

iV. 2 . . I "Mma ry. The supposition underlying the 
evolution Irem i'AC I to IAC I1--i*e., that A.I.!). ,Should be 
assisting ho;t. count r i e, to t rain I'AC workers rtathrer than 
providin; (iilrc(t trainin---w:; val id in 1984, when the project 
was deve Od, ,i ii st i 1i va i tody. b i d in nit: .ona I 
instituti onii I >.,q),icity i" rIWCe"..' ry t mtllti[lIy th, f I :ts of 
external , tan to th'it will p r:;i st: al telr', ,udi'sij (lidianq,..-
aid if withfila-,wr. 

.'hml~t tlim:; ' ri ovf ;.m t 4 m r:; ml lt, , r' th. ;t lE' ' i ho}w 
dif (' tlli I:; ,n tiil! o , ,' iv,'. Flt, I'A(' I I pzo ioctt t t i i,'v ' 
pa fur h1H tj t . ti tt' i AK t 0111,d I .1(IforCIt WelluI I ' e 
requiired to( :te:1 hAn a ' W1AQlIn1 1j I lt i t lit iou ill11 A! 1.iCa,' 
three Il ir II NJA , two.' to t hiio ye'ti jil . 1lid 'ihn tw()t 
years!- 1()r it11%U: i11 111i' .(" l. Il 5 ";'rw . -I'~rIy 

underest, i eIt (.1c iideut 11%C.iEe; t.. i-~o1ehce 1~ I I 11,11 
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the minimal time span necessary and that 10 years may not be an

unrealistic expectation for many institutions. Even in the LAC
 
region, where institutions are relatively mature, 
 constant
 
turnover of trained people 
 implies the need for extended
 
involvement. Several "generations" of trainers and managers may

have to be trained before changes become part of the continuing

ethos, identity and standards of the institution, rather than
 
their being associated with only one or two particular

individuals. Particularly in Africa, the prospect 
 of
 
institutionalization in the near 
future is remote. Not only are

family planning policies and service delivery at a nascent stage,

most family planning services are being deliverced through

Ministries of Health (MOH), which, given their lack of autonomy 
as organizations, do not lend themselves easily to 
in:titutional
 
development efforts.
 

One reason for A.I.D. 's underestimate of the time
 
needed to achieve the project purpose may have been that it did
 
not spell out in the project paper what it meant by institutional
 
capacity. Nowhere in the documentation is there an analysis of
 
the various steps that must be taken before 
an institution can
 
operate without external assistance. Moreover, a distinction 
needs to be made between strengthening national training capacity

and strengthening national training institutions. are
The terms

used interchangeably in the project paper, and the PAC II 
contractors have provided assistance to both types of activity.
Strengthening national training capacity, however, is a much
 
broader 
concept, placing more emphasis on strengthening the
 
training system of a country than on strengthening one
 
institution. It may therefore require an approach to technical
 
assistance different from that traditionally used in
 
strengthening an institution, 
and it may take a significantly

longer period to accomplish.
 

IV.2.1.2 De.i inn National Institutional Development.

As stated above, PAC contractors seem to be pursuing two types

of institutional development. One focuses on activities to
strengthen national training institutions for PAC workers, and 
the other focuses on creating a training system within countries.
 

In Latin America and Asia, some training institutions 
have been established, and hero, the role of the PAC II 
contractor should be to provide TA for the opecific needs of 
these institutions. 

In Africa, where I'A(c t-raiining is usually implemented
through MOlls, the contract- ii putting in setU fn;tead place a of
the building locks that t0(1Ttlhe r can function in each country as 
a training system. Thr1e(-c are a considerable number of these
building blocks that need to he in place before a country can be
considered to have reached an accep)table level of technical self­
sufficiency in training. They include such activities as 
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o 	 Training of a cadre of local trainers. This means that
 
TOT does not end with the production of a core group of
 
10-12 trainers from which 2-3 proficient trainers
 
emerge, but continues until enough fully-skilled
 
trainers are produced in each country to implement the
 
country's training plan.
 

o 	 TA to a small group of trainers in each country on how
 
to develop a training plan, which would include
 
training needs assessments, development of a training
 
strategy, design of training events and a follow-up
 
system, production of materials, logistical support and
 
evaluation.
 

o 	 Identification and training of a small group of
 
trainers in curriculum development and preparation of
 
materials.
 

o 	 Development of rational selection criteria to be used
 
by ministries in choosing trainees.
 

o 	 Sensitization of leadership, including RAPID
 
presentations for high-level government officials, and
 
systematic orientation of managers and supervisors of
 
family planning service providers.
 

o 	 Development of an appropriate training management
 
system, which would include logistical and material
 
support, transportation, finances, selection of
 
training sites and practicum sites.
 

o 	 Training of preceptors, who supervise and advise
 
trainees during their on-site practicums.
 

o 	 Development of appropriate evaluation tools to enable
 
assessment of training events and necessary adaptation
 
and refinement of training approaches.
 

o 	 Institutional budget line items to at least partially
 
support training efforts.
 

Although the approach of developing a training system 
is sound for the short term, over the long run a training system 
must be housed in some type of institution. Many institutions 
are possible: 1) family planning training efforts might be based 
at a school of nursing or an International Planncd Parenthood 
Federation (P11h'F) affiliate; 2) within a MOH, perhaps in the PHC 
subsection of the MCH division of an MOH; or 3) with a national 
training team whose members are employed in several 
organi zations. 
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Each of these institutions has its advantages and
 
disadvantages.
 

Basing in-service training efforts at a school of
 
nursing could serve to make the pre-service teaching faculty
 
aware of the need to include family planning within the pre­
service curriculum. Moreover, the experiential training methods
 
used in in-service training could be adopted for courses at the
 
pre-service level. Housing training efforts at 
an IPPF affiliate
 
could enhance its institutional development efforts.
 

Housing training efforts in a MOH might have favorable
 
results if there were a strong national family planning policy

and the ministry had political support. Most ministries of
 
health, however, are vulnerable to external political decision
 
making, national budget decisions, frequent transfers of civil
 
servants, and a general lack of autonomy to function as
 
independent organizations. Housing family planning training

within the PHC subsection of the MCH division of a MOH is an
 
option that deserves careful consideration. Such integration

would facilitate the trend toward client-centered service and
 
would help legitimize the training capacity of the ministry.

This is particularly important because training is always a
 
vulnerable area when ministries are faced with budget
 
constraints.
 

Finally, increasing the training capacity of a national
 
training team whose members are employed in a variety of
 
institutions might lead eventually to development of the
 
institutions that employ those individuals.
 

Recommendation
 

1. National institutional development for family

planning training should remain the primary focus of the project.

A distinction should be made between strengthening the national
 
training capacity and strengthening specific national training

institutions. A.I.D. should provide guidance on a country-by­
country basis in the approach to institutional development that
 
should be followed.
 

IV.2.1.3 Spgcial Issues
 

IV.2.1.3.1 Summary. The following discussion focuses
 
on three special issues that have arisen in the course of
 
implementing PAC I. In each case the question is where should
 
programming emphasis be placed: (1) on pre- or on in-service
 
training? (2) on training of clinic-based providers or on
 
training for CBI) providers? and (3) on programs that provide
free-standing family planning services or those that integrate
services into primary health care (PHC) training? Although a 
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clear choice can be and is made in all three areas, it is
 
important to remember that any such programming decision based
 
upon these issues should be made in the context of two broader
 
principles: (1) variety among services and providers is
 
essential tu the effectiveness of these services and (2) using

different institutions may offer an opportunity to experiment and
 
learn what kind of service is preferable in a particular
 
circumstance.
 

IV.2.1.3.2 Pre-Service or In-Service Training for
 
Nursing Personnel. The project paper calls for both in-service
 
and pre-service training for nurses, nurse-midwives and
 
auxiliaries (hereafter referred to as "nursing personnel"). To
 
date, emphasis has gone to in-service training. This is
 
appropriate; PAC II contracts should de-emphasize pre-service 
training.
 

There are several reasons that little attention has
 
been given to pre-service training. The opportunities have been
 
quite limited. In Africa and Brazil, where nurses and midwives
 
are the major strength of the health care system, PAC II training

has been provided. Elsewhere in LAC and in some countries in
 
Asia and the NENA region, however, there are more physicians than
 
nursing personnel. The nursing personnel are so heavily involved
 
in hospital care, plus management and supervision of services,
 
that they rarely provide direct patient care in preventive
 
services.
 

Even in Africa, however, where nurses and midwives are
 
the major family planning service providers, it is probably not 
reasonable or efficient to try to provide actual service delivery 
skills, especially IUD insertions, during pre-service nursing
education. Of the many pre-service students, only a small 
percentage will ever work in family planning service settings,
and of these, fewer yet may work in locations where the demand is 
substantial for clinical methods (IUDs) . In addition, any
specific skills acquired during pre-service training may erode 
between skill acquisition and placement in an actual family
planning service position. Skills not used are lost, and the 
training is wasted.
 

Part of the problem in the implementation of family
planning training for nursing pers-onnel is that the PAC II 
contractors did not undertike ad,-quate training needs assessments 
that spelled out the mult: ipl e aspects of the role of any given 
group of1 nurs ing personnel. Jn!-stead , they have more or less 
added an overview of fami y pla n ing and s.ome clinical service 
delivery skills to a curriculum that is basically dealing with 
curative care. 

Increasingly, the role of nursing personnel has 
broad.ned. With the advent of the P1C approach (see section 
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IV.2.1.3.4), it may include not only MCH/family planning

responsibilities but also administration, supervision,

environmental sanitation, school 
health, mental health, training,

community organization and even transport and vehicle
 
maintenance. Many of these skills are not now provided in pre­
service training and it is unlikely that they can or should be.
 
In general, the governing principle should be that, at best, pre­
service family planning training can only provide a knowledge

base, but cannot provide adequate skills to deliver services.
 
This training must occur in-service.
 

Experience under PAC II has also shown that quite

different program strategies are needed to carry out pre- and in­
service training. In particular, pre-service training changes

frequently require formal negotiation with nursing boards, while
 
there is more freedom for agencies that provide services to
 
develop their own in-service courses.
 

Focusing PAC II efforts on pre-service training for
 
auxiliary nurse-midwives (ANM) is also questionable at this time.
 
Although ANMs occupy key positions in the health care strategies
of many countries, they are often the weak link. They tend to be 
young, unmarried and inexperienced. They often come from 
locations other than where they are posted, a situation that doeb 
not meet their social needs or help them gain the acceptance and 
respect from local people that is needed for them to perform
effectively. Moreover, they are not well enough trained to work 
without firm supervision. Thus, they lack not only the better 
training of professional n-r=e- but als:o the community roots and 
acceptance of less trained workers, such as TBAs. There is a 
limit to the amount of family planning skills training that can
 
be included in an 18-24 month pre-service program whose graduates
 
are expected to perform a wide range 
of health service functions 
with limited backup and supervision. Their direct supervisor is 
usually a male heal th worker who p,'ovide. curative care and knows 
less than they do about family p],Ann inq. Typically, ANMs have to 
rely on a central ly .1oc.ited pul ic he a]c:h nurse (P1111) for techni­
cal supervj!sion, of wh ich they do not receive near,-ly enough. 

Some countr ies, particularly in the As.ia region, have 
begun to rea.;se';s the i r re ]I ance on ANM,: Nepal is going to stop
training this cadre 1,)ecau!;e they do not stay ii rural area!; once 
they are trained, and Thaiiland plans to provide additional 
training to qua]ify then as tro.;iona nurse,-midwives;. On the 
other hand, auxi iiry-le.vel worl:- r:;ar sii-(- i mportant many;-i1 in 
countri es. 

In , Ilnn, ,'i;L rncl i ( (1I ; i 11)jve'.1551 sting pre­
service nur.;ing, mi'1wi .y 1d ,luxili,nry het alt, worlke(r schools to 
integrate famiy pl1annin(; i to the'ir curricl 'a will not reduce 
the need Ior cont uininq -:;'rvice trining. ]n-se',rvice family
planning training will e nec.:s;nry for nursing, midwifery and 
auxiliary hoalth workers; to ,rov ido family pl anning services. 
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Recommendation
 

2. PAC II resources should be concentrated primarily
 
on in-service training of nurses, midwives and other PAC workers.
 

TV.2.1.3.3 Clinic-based or CBD. Neither the project 
paper nor the c rntract scope of work included specific guidance 
on whether the prime targets of training should be clinic-based 
personnel or C13D workers. A look .it the results expected from 
the contract, however, suggests that both types of trainin:g were 
anticipated: Rev is ion of pre-S.rvice curriculum for 
nursing/midwife/au>:iliary personnel would provide more clinic­
based personnel, whereas increa o (of access to family planning
services in idra] a e, , irf;l ie:; an increa.eo in CBD workers (see 
sections a.3ad I1.7). 

In IAtin AmerJ ?a, the, nec(:;s ity to program primarily
with p rivate :;ec tor or ;ani t Ion:; ha:; had profound impl ications 
with regard to the :inds of programming with which the PAC 
contractor ha; become involvoed. Private sector inproviders
Latin America rely extensively on community-based distributors, 
village or barr_o volunteers to provide services. Although many
thousands of these CB1D worker!; are already in place, many more 
are needed,
 

Governments, on thr, other hand, are frequently the
 
principal providers of clinical services, and because of the
 
difficulty of becoming involved with government programs in Latin
 
Americi, (due in part to the major role 
played by another donor
 
in sup ortring the training of government health Yorkers), the PAC
 
contractor has had relatively I ens invo]vement with clinical
 
programs. In addition, clinical training is far time
more 

consuming and co:;t lv than CIP training. In Latin 
 America, 
clinical t raining gono ra11y Iocun: a s on p roviding servicecs that 
cannot be provid.d by CIP w'rk.:, :;ula ,i:; 1.1) iUnDn rtion. 

n apo1 the isThe [1AC (.ont I"' i ,occh to Af rica region 
very dif Ier-ent. ThelI , the. cnt ract(r ha:; workjed mainly with 
ministries of helth in prey iding c' in ica] trainin-a. Thin is 
due, in part, to the l k of pri.it, health :vrtor developmcnt in 
some count 1 i:; a-dld t o t1 v i to d ttI a:;:; th(tp1)l i cI .ector 
pro ram.; that a", )1! t ,,i1¢ PM! in place. 

'I'lle [ ' r ''i or I a A ' > ,,.t'I tha,r (I(![) ,iln';ri'' htot 
her; t 1t)(- Ie on, takenwill soon in 1l hr e:t i dl ha!;, the the 

initiati ve to i n, rod q l y p o mi l i(: imker:;, mAnage;rs 
tram' f: r ([ v:;er tour..dlid l'Ac 'r 0 ('hr prwiglr ',I: L ! , ion/:t dy

The exUCceserinI hh A:;i a le(giOn i) Ct) programs is('x;)E'Iencf 
being tran; ryed by thin isn.re-lenal I,>:c.langc. 

http:increa.eo
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Recomnmendat ion 

3. Xn Africa, particularly, more emphasis should be

given to training for CBD. Family planning training target
groups should include TBAs, community health workers and PHC
workers. 
 In countries with no CBD programs, observation/study
tours of CBD programs should continue to be conducted for family
planning policy makers, managers and PAC trainers to prepare them
 
for CBD program implementation.
 

IV.2.1.3.4 Family Planning and PHC. A continuing issue

in family planning is the relative effectiveness of free-standing

as compared with integrated service delivery in which various
 
aspects of basic health care are integrated at the community

level. 
 The project paper laid the groundwork for involvement in

integrated programs with its statement that the contractors could
 
use "host government's MCH training program for PAC workers 
... 
as a base for in-country family planning training." This
 
presumably would be the case where 
"family planning service

providers work 
within an integrated system of maternal/child

health and family planning." The opportunities are growing for

involvement in integrated programs. Many LDCs and international 
donors have committed themselves to the PHC approach.
Significant strides have been made in 
some countries since the
approach was first enunciated. As part of this effort, PHC
 
programs in some countries are attempting to integrate family

planning into their training and service delivery.
 

The growth of PHC represents an opportunity for family

planning. With significant funds from governments and donors

going into PHC, family planning training and services may now be
 
attached to other health interventions, thus potentially reducing

the cost for the 
family planning training component. such
 
integration would stretch available resources and 
would also
 
represent an appropriate and holistic response to client health
 
needs.
 

Becoming involved in PHC programs, however, poses a

number of risks for family planning service provision. Program

planners must be cognizant of the potential difficulties. The
 
PHC and MCH/FP components of ministries of health are not always

in the same unit and may not interact well. The family planning

component of pre-service curricula for PHC may also be weak; 
in

particular it may lack 
a clearly enunciated description of the
 
knowledge, attitudes and skills related 
to family planning that

PHC workers must have to 
fulfill their roles. Moreover, full­
scale PHC programs are much more difficult to organize and

administer than are unipurpose family planning programs. The 
workers are expected to learn how to perform a great number oftasks, with the result that they may not learn all skills fully
.
Finally, the logistical systems needed to supply the workers with
 

wUk s1:w hA ­
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the commodities required for the provision of PHC are 
difficult
 
to establish and maintain, particularly in those LDCs where such 
services are most vitally needed. 

4. in countr,-. wj,.-' '4,-i! bt-- !j pursued, ways to 
incorporate lamily planning content into the training of PIIC 
workers shouId be invest igated. Special attention should be 
given to curricula and materials development for PIC workers to 
ensure that: they develop the attitudes, knowledge and skills 
necessary for their role in the provision of family planning
services. 

IV.2.2 Targets ano Content of Training 

IV.2.2. 1 Trainingarget!;. The priority accorded to 
trai ner: and manaqger:; n the project paper was certainly
appropriate in thie cont(,:.et of in:;t itutiona1 development. The 
need to tr,iin tr.inor:; i- ni :utabl e, given that the overall 
purpose of t I PAC I I or-Jct to develop and strengthen
progr! , to t. .iin PAC wo:Lurs . In -ddat ion to trainers, the PAC 
contrctor, have given 'iqni.icont emIpha;is to training and other 
inputs to t:r onqthon s upe rvi.Aion of PAC workers. In ASia and the 
LAC r,(liJ 1n, the PAC 1.1 contractors aimed their TOT efforts at 
supervio.,;r of community wu!-!: through well- lesigned projects
that com!ibno the roles, of trainnr and superviso. in an efficient 
way. In Africa, as the PAC 11 contractor's program evolved, it 
began to include routine supervisor training. 

p n 1ommr)ht.it on 

5. The emlpha .- i s given ir the project paper to the 
training of trainer:;, supervisors and managers was well founded 
and additional e fort:s should he made by the contractors to reach 
this priority group. 

IV. 2.2 ,'Tra qCon .t . 

. ; . . 1 ' A maj or wea}kness among all PAC 
contractorn; h,:; ,'-n th.iir inIt t ,lt iO to developing quality 
indic,,toi ( , r1nI inint. 't I, U j.ct iw individual.t()Tho for 
traillill ' ,,;t :; KU)I th , ,.-t i'',n tr ,,,,l roflect a clear 
not: i n oI hi.lo, I' 1 1i II' -+ f, oW (I by t 7I ai ; to 
carry out t 11'iI. Il i'. . ;II ',!t lhi 2 lii:; ,.,n tii , for a l1 typosn 
of t ra ii I),;, it h s: olht,, 1 '1 '( )!l obv j ol:S ii) the,( area of 
tri ni ll ()I t r, 11022 (101) . Io,,l.lkO inl PIAC( I I doculm1o1ntat ion doe!; 
il dof illiI ion '>:i l of ,, t rifl ' tr n'l 'n. Th . le.ult, ha; oe n a 

II 

http:cont(,:.et
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somewhat unsystematic approach to TOT, which reflects a lack of
 
agreement on what PAC trainers need to be able to do. The PAC II 
contractors need a common definition of a trained trainer to be 
able to colliaborate more fully in the training of this cadre. 

I'AC I TOT h,'; cenerally attemrpted to include too much 
material in too itt le tire,. It us;ually starts. with the 
scienti i ,iw. t, hnjnciri I inc tl on fami ly planning and 
manual .;k ills normally a ; *o :att.- w i'th ItAC tra ining, and adds a 
heavy inlusion of rlewcir, part5" tupant-active tra ining methods, 
plus some training moth odd ogy , surrivicmL1 development, training 
needs a.(;es meat: and 0VaiI oat ion. , a rca!s TOT isIn some moving
tOward i nt rofdusirg "corg it 1eny ;e d" t ra i, i ng, in which theC-a 

learning obj oct i ves and t-r, I rI i nrg content are dete rm i ned 
 by
aria y!;i s of the att itudsf-', kno: e1ge and ski ] I necessary to 
perf ormI the, tas:; that const. i tt the(, tlr, i n O I, -,peci f ic job(s) . 

Iong ,:: it 1it -, -, l st of topic- is considered by 
some aso! too hort: to prlovid". Idoquat:e TOT. Exaimples of other 
issuk- thought de2sirablo III-(,a ta-, iin1g in how to change attitudes 
and i li how to tte'ach corpi. x hlt (,' liti al communli cation and 
desir~in-m~k i rig s;k i ]s; an intr-oduction to opterations research 
finding: on 1,im Iy p] annqg:orx'ic, provis-ion; in.;truction on the 
development of mater, al 2 to training; ruport training in 
teaching mehod;; and an it nt] ction to principles and practices 
of n;opervi;ion. 

xpr i once, with P AC I I contractor:; in Africa and NENA 
has ,shown that only a I .ite-d rimui r of trained trainer. became 
genu i ne y plrof ici ent in tll. use of pa rt i ci ptory methods.
 
Compe t .n c:y-has] t r,-iinqi has 
 rarely been used in individual
 
training events!;, pa.rt Iy becaus.;e 
 of lack of time and partly
 
because of I ,Iak o f ,adruat I t a!-n i rig 
 i n needs ass-_;es!;sment.
 
I, i k ew i ;f-, t rri-i er- hna,-ve oIlot r 
 vd (1o ;o f is ic ent preparat ion to 
devel op now s:urr i ii] a or ,dt ctirr,.nt ,taeri a]; to moIrot changing 
n(, ,d _ Iri :;hort , t-h i.s iif 'nce :ugge:;t.; that by giving 
everyon ,1 itt e -! '.ryt hi ,, rsoc Iave,il. been dii uted and 

1, I for d evelopingthat Ivri] the xp,4ted I iMe I naIme 

intitut ional I'i ,d trI i n riq it y is f
ais visuall y not: r ealistic. 
The m:ost important ], esslt il thi, rea is that developmnt and, 
ro I i noemerit of skl! IsI tI iI II':; ta,kes. t. ime aId mos.t be 
re inf orced by ongoilig lit ilurl ,( 'dhIjck, . With b,out -,even 
yearn r-,r8h1 inil i in tie pio , 111)W:,,vr , t hre w 1] b time for 
the d(-ve.lo rilt lid 1I iIeededJ ,erirt e, :1: i I I:; by t ri i nr!";. 

9r'c-omltielf d i ()It 

6 . In t ie Af r i (:a and NEINA req i on,;, more attention
 
;houl d be pa i( to (ev i n i ri(J method!; to enhance the ;kills of


exi ;t i1ig t.rI iIn r.; ian t ()p v i dV them with the, ongjo ing upport
and re;ources thoy ne(d t () i nprv(), thh ir (, le,7tVi Vne.;,;. 

http:d(-ve.lo
http:ctirr,.nt
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IV.2.2.2.2 Clinical Skills and CBD Training. The

lack of quality indicators has also hampered training in service 
delivery skills, for both C13D and clinical providers. Progress
is being made here, however. The PAC I contractor for Latin 
America is presently developing a set of standards for CBD 
training thaft could be ured in the I2tC region and adapted for use 
elsewhere. The PAC 11 contractor for Africa is also developing
cl ilic.l scrvice protocols that outline elements of service. 
More attention, however, needs to be focused on the clinical 
environment in which clinical service providers will be working.
Training content should take into account the equipment and 
facilities at exi;ting service sites, as well as the love] of 
knowledge and pr-act icc of aseptic procedures. 

Pecon0 n, , I nn (-)11 

7. For service providers, quality indicators of 
training need to be clearly defined, updated or revised to 
reflect accurately the effectiveness of the training in serving
cl ient:;. 'he PAC I I contractors should alro share what they
develop for pos :;ibl, adapt ion in other reqgions. 

IV.. ... .. . oct,; on Cl ient :;. In determining the kinds 
of ftamiIy pk)innin( to )provide, the PAC II contractors have tended 
to f ocu, pI I r i Iy (il the "service prov ider rather than on the 
cli ent. (. I i ent needs and des i re; were assumed, perhaps 
correctI y, jrh,tp!; not. The I-ck of :,. c lent fi'>:.. 3n th(,
training content may afI ect s.ervice provis ion. For example,
males, young aduI!te anld fertile women in various age ciroups may
require dif enont,r ,ipprolaches if they are to be influenced to
 
adopt lmi ly Id innii ,g.
 

Pecomm.nId,at 10)T 

8 . Traininq prog rams should take into account the 
needs of te(1 client and -.ome as.ses.-sment of their needs ;hould be 
part of the traininq proce,;. 

IV...2 . 4.' N,-w (')o ' t, Ar.,t:; . P1ku'AC I I ,va 11,1t iono 
trips", ifh the- jiet vnt iii 1 zbsep.z o midwive:;- and 
clijent.; to aegnIIId i imunin.f rI.1 ir ieney udre(A ))through(11
family t,1,I ,1(. : , . fvic*. J)If v i: ei , rJ. , I11T) ill.; rt iol; ,101d 1the 
r1us e (if y!t nfll);4... 2)i V iff provid1,I l. ,i l; i.t ,11i' Iot teirnJp)rotect" I"1 I I fmI~ I l.i .: ionl of the' Vi ustl: broughl~lt laoq , t:;e' of 
glove:; 111(1 ,'f ,' 't1'vo, 'A ,I) i;,at loll ()I :sylrilge: (rF Ip;)roJpr]ilte us-e 
an I(i),iof :; jWg I |'"ao ::yIlige:;. Iw ([ , ( 7() 11t t,or hIIve 
dev l ()) , 'pfi t, I ' 1ric ill tln I (I- Al l:; lpl'evf liI ()II, arIlI( i 
training I)r,; llw e ig dlevf.l j),wd by one1(- (*()litr.)(ctorl Ior IIrus" wIth 
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different levels of PAC workers on preventing transmission ofAIDS to them as workers. This is a vital area of concern that
should receive attention by all contractors.
 

With the wider distribution and use of NORPLANTR andthe likelihood of other new contraceptives being tested and made
available in the near future, PAC contractors should be aware ofthe new technologies and ready to assist in their use by updating

their curricula and teaching materials.
 

Family planning training should not be viewed in a
static way; new family planning technologies, better methods of
teaching, new knowledge from operations research and changing

needs, such as an epidemic like AIDS, require that curricula be 
revised and improved teaching methods employed.
 

Recommendation
 

9. Training should be undertaken on how to safeguardPAC workers against the transmission of AIDSI training modules 
should be developed for this purpose. 

IV.2.2.2.5 Training Materials Development and
Production. PAC II experience suggests that the quality of
training is hampered by a lack of adequate training materials fortrainers and trainees. It also appears that efforts to producematerials within the 
context of regular TOT training have not
 
been fully successful.
 

Materials that would 
be most relevant are those
produced 
locally by people who have expertise in developing

training materials. Materials produced by PAC contractors and
those from other countries and regions, however, can also be 
useful for training. 

One of the PAC contractors has developed a computerized
system and library for referencing and storing training
materials. Mechanisms and funds are required, however, toproduce, publish and disseminate needed materials in greater
volume. Particular attention needs to be given to production and
dissemination of training materials on region-wide jases. (The
WHO Regional Training Center in Lome, Togo, and AMREF in Nairobi,
Kenya for example, have developed such a production and
publishing capacity.) More ambitious undertakings, such as

textbooks, can be published through existing commercial channels,
 
e.g., Heinemann has offices in Nigeria and Kenya. 
 Materials can

also be disseminated through nursing schools, PPF and its
affiliates, ministries of health, and where appropriate, through
commercial channels.
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10. The PAC contractors should disseminate as widely
as possible both the materials they produce and relevant
 
materials developed by other Cooperating Agencies (CMs) and
 
family planning agencies.
 

11. In view of the great need for skilled personnel to
work in curricula development, resources must be concentrated on
small groups of trainers in each country, the purpose being to
provide them with sufficient training and technical assistance to
make them proficient in the development of curricula and
materials. 

12. Regional capacity to publish training manuals andother materials should be established, perhaps at one of the. 

strong national centers used for regional training (for instance,
at the WHO Regional training center in LOME, Togo) or throughexisting commercial channels (such as Heinemann). Dissemination
through existing channels should also be explored. 

IV.2.3 Regional Programs
 

IV.2.3.l A22rogriatne.s of RegionAl Trai The
PAC II project paper stipulated the percentage of program funds
 
to be allocated for regional training programs. Of the funds

allocated to each geographic region, a certain percentage was to

be allocated to regional training and a certain percentage to in­
country training. With regard to regional training, 50 percent
 
was allocated in the NENA region, 70 percent in the Asia region#

65 percent in the LAC region and 20 percent in the Africa region.
 

Regional training has been undertaken by all the PACcontractors. Regional master training networks are being

developed which reinforce among the
training concepts trainers
 
and are expected to be a future resource for technical assistance
 
in the region. Regional and interregional study tours have been

effective, particularly with regard to can programs and clinical
 
training.
 

A part of the regional emphasis in the PAC U projectpaper, however, is on the strengthening of regional training

institutions. This has not proven 
to be as appropriate as

originally 
 envisaged. The rationale for the establishment

and strengthening of regional instit~itions was in part to 
substitute for U,.S.-based training. Such training was considered 
expensive and therefore justifiable only for a few types of 
personnel. Additionally, U.S.,based courses were not believed tobe as relevant as courses in the same geographic area or in-a 
country with similar problems or at an equivalent level of 
development. By contrast# in the 
words of the project paper,
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regional institutions were considered to be "relatively
inexpensive" and generally "culturally acceptable." Regional
institutions were also seen as an alternative to in-country
training. With the large number of countries requiring

specialized training, building up specialized institutions for

family planning training in each country seemed unrealistic.
 

In practice, efforts to develop regional institutionshave not been very successful. There are a number of factors
 
that may explain this:
 

-- The criteria for choosing institutions to be 
strengthened may be inadequate. In many cases, the 
strongest regional institution is picked. Strong
institutions already have a purpose and a clientele and 
to them PAC contractor assistance may not represent an 
asset, particularly if it means a dramatic change from
what they are already doing. Indeed, some institutions 
chosGi may not even need PAC assistance since they are
already doing a good job in training. Thus, for the
donor/cooperating agency, the easier task may be to
 
strengthen a weak institution, rather than a well­
developed one.
 

--	 What constitutes a region or a "culturally acceptable"
training environment is not easy to define.
Nationalism, language differences, and cultural 
diversity make it extremely difficult to find the ideal
location for a permanent regional training center. 

The expense for regional training centers can become a..
 
burden to 
 donors. Whereas national training
institutions may have a constituency and receive 
government subventions, regional institutions often do 
not. Governments in the region are reluctant to 
provide financing unless the center is located in their 
country. Usually, donors try to make the center 
somewhat responsible for self-financing by requiring a 
fee structure for courses. Even when this is done,
however, it is still the donors who are providing the
funds for the fees. 
 There are very few regional
 
courses in which individuals finance themselves.
 

Where the capacity to meet particular training needs 
has not been available at the country level, institutional
capabilities in other countries have been used. (For instance,
the Association Senegalaise pour e Bien-etre Familiale 
CASBEF
 
the Zimbabwe National Family Planning Council, and the Asociacion
 
Pro-Bienestar do la Familia de Guatemala tAPROFM 
 are all strong
national tamilr 
planning training centers that have conducted
regional train ng under PAC 11.) Such centers, and others as 

theybecme troger, can continue to be used on an. as-needed 
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basis for 
regional training needs. It should be noted. however,
 
that there are limitations to the number of outside r-.'ple that
 
national centers can accommodate.
 

Reconmneod'at i on 

13. Regional training needs should be met through the 
ad hoc use of strong national training centers, the master 
training network, and existing regional training centers, e.g., 
in Asia. U.S. -based training ;hou 1 be undertaken only in 
exceptional circumstances in which training needs cannot be met 
in an LDC environment. The emphasisn in the project on regional 
institutional deveopment Jluould be reduced.
 

IV.2.3.2 Networking. Networking and exchange of ideas
 
were called for under various PAC II contracts, particularly at 
the regional and in-country levels. These activities were 
appropriate. 

.'. were the 

expected to be reaped from countri e:; within 


A. D hopes probably h ighest for dividends 
a given region

learning from one another, in particular throujh the regional
training centers. Al though th ose centers nothave real ly

materialized, the other rogional] activities; that have taken place

have fostered an e>:change o Min best ideas aris;ing from the 
experiences of trainer,, 
 1:venI -ore effective networking,
however, seems: to he oc-:urriir; within individual countries. 
Joint needs ane;s, meint, , i)int roject, d(?sign, and exchange of 
information are plceo, a routine basin A.I.D.taking (i bet:ween 

contractors and other h,,.t c(ounit ry organi zat ions, and all
 
involved are I i i o ri"ot .(benefitiri n c:hVino 

In a(dd I t.,On, 1 (-)11t oit.r!; e-xer tpect(.d to 
compare r :su t:'; o d iI !l'e t i ni Irrt ,a Iq1w0, ( h ; i n diif f rent 
regions. M(Iet inr,; )Ior o I t I r, mw,riat oK have tikeon place,
but there htvo' ben ro ,,vol tt ir; to romre tle cost­
ef fectiveness of (1i I I ernt tr, i oiil~pr(,dch!; (now Chaipter V) . 
Contractors have much to Mo,rn frn 4ich other's >:priince:; and 
this goal in appropriate. 

[io 11, it the- prorgram level, obs-ervat ion visit.,, of 
African lami ly pla nn i ng mnarw,,=' ; 1 pol icy maker:; to Asia have. 
proven t) bp r'>:t. ,.127,ly . 1'ct eiv,. 

TT3I rI,I' mm r
 

14. Eliort; I) share information, particularly ]es;ons 
learned, among 'AC ontrac:tor; and other A. 1.I). contractors 
shou I(d he i nten,;i Ii(,d and inst i tit iOna Ii ed(. Issues covered 
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should include technical updating, sharing of findings prom
operations research, contraceptive advances, training
new 

methods, management issues, etc.
 

15. New PAC workers should be involved in the

information chain through 
all available means, including use of

the master trainer network and the technical advisory committees,

through regional meetings, and through the inclusion of a

training 
 column for PAC workers in various organizations'
 
newsletters.
 

IV.2.4 Provision of Technical Assistance
 

Technical assistance has been the key element in making

this project work and, generally, the TA furnished by both
 
contractor staff and consultants has been favorably received.
 

Experience under the project suggests two areas in
which the use of TA could be improved. The first relates to

follow-up TA: some PAC II contractors have done a better job of

organizing, launching and participating in initial training

events than in following up with additional on-the-job TA.

Development and refinement of skills of trainers takes 
time,

ongoing learning and feedback. PAC II contractcrs are aware of
 
this, but have not always acted accordingly.
 

The second area relates to the source of TA. The PAC
 contractors have provided TA both from the United States and from

within the various regions. The LAC region has depended more on
 
consultants in the region. 
 Tne PAC II contractors for Africa and

NENA have focused their attention and resources in the field by

having regional offices and them
staffing with highly qualified

professionals from LDCs. In all 
regions, therefore, a small but

growing group of LDC consultants are beginning to provide TA to

training and curriculum development efforts. These trends in

using regional resources for TA should be encouraged and

strengthened; they represent important progress towards technical
 
cooperation among developing countries and towards regional self­
reliance. In addition, the use of regional/local resources 

facilitate the follow-up required 

may
 
to develop and refine the
 

skills of trainers.
 

Recommendat ions. 

16. PAC II contractors should use their regional
staff, regional consultants and the regional master trainers 
networks to the greatest extent possible in carrying out program
TA. The technical advisory committees that have been developed
by some PAC contractors should be given an expanded role in
providing guidance arid advice regarding TA planning, strategy and 
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implementation. The role of U.S.-based TA should be reduced and
 
fccused mainly on supplementing the capabilities of in-country

and regional trainers and service providers.
 

17. TA should be established cross-regionally so that
 
the experience gained in the training of PAC workers in one
 
region may be applied, when appropriate, to other regions.
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V. EVALUATION AND OPERATIONS RESEARCH
 

Guidance for the evaluation of training is described in
 
detail in the PAC II 
project paper (pp. 25 and 26). Elements of

evaluation, however, appear in a number 
of other places in the
 
same document, which creates some confusion. Furthermore, two
 
key points seem 
to be missing: a clear statement of the
 
objectives of the evaluation and effort to
an lay out the basic
 
questions to be answered.
 

At this point, PAC training has raised more questions

than it has answered. For instance, what changes in family

planning service delivery have resulted 
from PAC training? Are
 
there better and more cost-effective ways of meeting the same
 
objectives? What training approaches work and why?
 

It is important to answer these questions. Poor
 
contraceptive continuation rates in many countries 
speak to the
 
need for better training for those who organize, support, and
 
provide family planning services. FEMAP in Latin America is
 
conducting a study of the effects of refresher training on 
CBD

worker performance. Much more research of this type is needed to
 
determine which approaches to training, supervising and
 
organizing 
PAC workers will result in better performance and
 
ultimately to 
more widespread, longer, and safer contraceptive
 
practice.
 

It may be too early to make any overall judgment about
 
the quality of the contractors' performance in the area of
 
evaluation. For instance, the LAC contractor is planning to
 
conduct a major regionwide evaluation for the LAC region during

the last two years of its contract. Likewise, some important

components of another contractor's evaluation strategy,

especially performance assessmentz, are not scheduled to 
occur
 
until the latter years of the contract. Evaluation of some key

questions are purposely timed so that the results can be used
 
during follow-on contracts, but will not be available to improve

performance during the first five years.
 

A growing body of operations research (OR) findings is
relevant to improving the quality of family planning services 
provided by PAC workers. Although appropriate for practical
application, few of these findings have been incorporated into
PAC training and :;up~rvi on programs (see Appendix D) 

Pecommond l t i nn!; 

1.8. Iva]uations s;hould focus squarely on the issue of
what work:; and why. Evaluations of this type should include an
analysis of the practices of especially successful programs and 
even of especially successful PAC workers at every level. 
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19. Close collaboration with A.I.D. cooperating

agencies that conduct family planning OR should be established by

the PAC contractors so that the lessons learned from the research
 
can be applied to future family planning training. Key issues
 
emerging from training programs should be selected 
 for
 
investigation by OR groups.
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VI. CONTRACTING MODE FOR NEXT CONTRACT
 

VI.1 Central Funding
 

Is a Centrally Funded Project still appropriate?
 

VI.l.1 Rationale
 

The project designers chose to provide PAC training

through centrally funded contracts for 
four reasons. They

believed that a centrally funded approach would
 

provide flexible, short-term support and rapid response
 
capabilities;
 
provide assistance to individual missions while also
 
responding to regional bureau strategies;
 
ensure a greater degree of coordination for training
 
activities worldwide; and
 
fill the gap in places where there were few bilateral
 
population programs (especially in Africa). 

In fact, the centrally funded approach has proven to offer all 
these advantages and considerably more. Although drawbacks
some 

can be theorized, the weight of the evidence is on the positive
 
aspects of central funding.
 

VI.I.2 Advantages
 

The PAC II 
contracts have proven to offer considerable
 
flexibility. Contractors have 
been able to respond to evolving

needs and emerging opportunities, which may not have been evident
 
at the start of the project. Even countries with bilateral
 
agreements have used the r-ervices of the flexible centrally
funded contractor, both to moet additional needs not addressed in
the bilateral agreement and to provide expertise on a programmed 
or ad hoc basis to .upport training that is part of the bilateral 
agreement.
 

In addition to tlhe,; a nticipated benefits, central 
funding has proviri, d !our ot leu a tv intiages: 

I) P' ]'V'I 1t oxprIt i!v' of A. •1). Mon i tor. The PAC II
project has. 1,,!(n monitorod by (II . [.). oIf icer with expertise in 
nursing, mi(w 11 ery, fai ri I y lp1 n i 11 service delivery and 
training. This ri>: of ,prti: . ; inot widespread within the 

agency and is no". ivai i]Ie)] in mn:ot A. I .1). missons.. PAC
training assi.-,tanc ';1pporro( by a contrally funded contract has 
the advantage of overn;ight by an A. I. ). of Iicer with relevant 
technical expertise. 
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2) Opportunity to work with the private sector. Although
private voluntary organizations (PVO) may be involved in A.I.D. 
bilateral agreements, it is usually easier for centrally funded 
contractors to work with private agencies. Many of the most 
successful PAC 11 activities to date have been those in Asia and
 
the LAC region that were subcontracted to PVOs.
 

3) Cumulative knowledcue. KnowLedgu is evolving of how 
best to provide family planning services and to train and use PAC 
workers. A centrally funded project provides a critical mass of
people who are concentrating on improving PAC training, who are 
thinking about it, studying it, and trying to do it better. A 
centrally funded project suppo,'ts a large number of discrete 
training projects, many of which may be small and/or short-term. 
It can afford tc try new things and to experiment to some degree,
and what is learned in one setting can be applied in other 
places. Whereas those responsible for bilateral programs will 
become versed in all aspects of family planning in a particular
country and culture, a centrally funded PAC training contractor's 
understanding of training and PAC worker performance will be 
enriched by exper i ence in many different countries,
circumstances, and levels of development. 

4) International frxc hnges'. A centrally funded contractor 
can arrange for exchanges between PAC trainers from two or more 
countries and/or regions. International courses, meetings and
other experiences planned and facilitated by the current PAC II 
contractors have been extremely useful. PAC trainers from
 
different countries learn from one another, they share 
information and, by working synergistically, often develop new 
ideas and understandings. The capability to bring together

people who are working on the same issue in different countries
 
for joint problem identification and problem solving is extremely

valuable. 

VI.1.3 Disadvantages 

,Lackof foilow-up. Lack of adequate follow-up has been 
a shortco.nino of some of the work conducted through PAC II to 
date. This is i common problem among centrally funded contracts,
where work .ubcontracted to ho!t-country institutions is 
monitored by the U..; contractol- on ain intermittent has s. Th is 
problem, howver, is not it tni o the-, I'AC II project d(es-.ign. 
Rather, tho ore-t-nt PAC ] ]roj i pr a] ] o)wsf contract-or; to 
provide' ] oIJ--t e, ri 'TA wh"t ' I' lif '. ,'dd by .;tIt ion i llg pe ;onne I 
overs; ,, Ior Iens; priod ol( l il . In addition, th(. reIgional
off ice; ma i n.,til)ied in i , '1nd idn IFJA can provide more 
i ntens; i v( and cons is,;tent -upport to thei r many subcontractors. 
Moreover, i n most Case,;, i nte rmi ttent mon i tori ng as been 
su f f i ci ent. 
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Lack of opnortunitv to coordinate training with other 
comp~onents of family 21anning service delivery.. PAC trainingefforts carried out in isolation from other population program
initiatives may not have as great an 
impact as does PAC training
that is carefully planned and coordinated with other components

of a more comprehensive, bilateral program. These isolated

training events also may not justify hiring a long-term training
advisor, whereas bilateral agreements might.
 

VI.2 Worldwide Design
 

VI.2.1 Need for Continued PAC Assistance Worldwide
 

Is PAC training assistance still needed in all four of
 
the currently designated regions?
 

Although the availability of family planning servicesdiffers greatly, not only among regions but among countries
 
within regions, even the most advanced regions still have a need
for PAC worker training. For instance, although Asia and theLAC

region have relatively high CPR overall, this has been
 
accomplished in some countries predominantly by the use o

sterilization. In these countries, sterilization services may

need to be balanced by greater emphasis on the temporary methods 
that are usually provided by nurses, midwives, and auxiliary and
community workers. In addition, family planning services are 
only beginning to be provided in some countries, e.g., Papua New
Guinea, and in specific geographic areas of some countries with
high national CPRs, e.g., Brazil. Intensive start-up training
will also be needed to develop services for some cultural
minorities, families who live in geographically isolated areas,
and the poorest of the poor. 

VI.2.2 Applicability of Worldwide Approach
 

Are family planning programs and PAC training needss!fficiently uniform worldwide to permit a global project design? 

A broad, flexible, worldwide project is stilldesirable. 
 Even though some regions and specific countries have
 
considerAbly less need than others for access to the resources of
 
this project, the project 
should permit some continuing
involvement with these more advanced countries. one reason is
that participants from these countries have much to contribute to 
the inttrnational courses, networking and other learning/sharing

experiences that the PAC contractors have supported to date.
Both LDC PAC trainers and the U.S. contractor staffs can learn 
from personnel in the more advanced countries. Solutions to new
problems and better ways to deal with old problems often emerge 

II;" 1 
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from these more successful countries. They 
are also good places

to demonstrate or test new approaches to improve the
 
effectiveness and quality of family planning services provided by

PAC workers.
 

VI. 3 2i ngo -.',- C'"nt wv - ,'" .• I';tin I1e Contractors 

What are the advantages of implementing the worldwide 
project through a single contractor as opposed to continuing with
 
separate regional contracts?
 

VI.3.1 Advantages- of 21;ni( Worldwide Contractor 

Mo.-t other centrail],€ :unded AI.. D. population contracts 
are worldwide instead of regional, and this approach might also 
make sense for PAC Ii trai,-ing. At leas;t four advantages come to 
mind. Using a sirniq e waildw:d contractor might 

1) Peducea','i' r,­

2) Pra.'i do arpjrt u nt i"'.: tar ,'eciaIization 

A large contract w-,ith a worldwide perspective might
offer opportunities to locus on apecific problem areas--e.g. 
training and at workers.superviion 'of1bA. 

ntroviide-.apI uniIt I'- gathr extensive data on
issuies og "ne r, ut_05)-at 

'IBA training, Ior e.xa i)]rpie, now eJxists in each region
(in Zaire, Br, iandl1Upal) , hut always on a small scale. If 
all these countries1 were under an umbrella contract, better 
opportuni t i, would ex i,;t t:o understand how TBAs should be 
tra i ned. 

4) Oftormo mr n p)or t n it ies for interregional
_gOLmpMq.n ri[ 

New kind, of interregional exchanges might be possible.
For intnce , poople fira Engi sh-s.poahi ng Jamaica and French­
speaking la it i, who cannot heone fit from many of the [AC
contracto r ' :J)I InIi fII- gug of feri ng;, be toa II1, 1C might able 
participte 1, 11co cininI1-:; )l o rdc primarily for1 Eng Iish-Frenlch-a;l,' i A-ilivn;. 

or 
ug c 

VI.3,.': Advnt'e,,:; at M~l]( i p Contractors 

'hI- '-xiat ing ,contidcting mode, with its three separate
contrcti:or-:;, ha:; wor)-,d we]) foi- thep PAC II project. Three 
specific advt I ge" cn I'- i ( ntified: 
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1) Long-term Experience 

Generally, the PAC II contractors have become 
specialists in their regions. DA, for example, has worked in the 
LAC region for about 17 years and If;TRAHl has been in Africa for 8 
years. The.se contractors, with their relevant language skills 
and long e>:perience and r1At onships in a specific region, have 
been a signif icant factor in th.i -uccess of the PAC I project to 
date.
 

2) Di f f eronlt Apoc 

Each of the IRhC 11 contractors has developed different 
strategies and approach(es ,adri each has its special strengths.
Moreover, they can, andi do, learn from one another. 

3) f9mpopt i tinn 

Competition ,mong centractoe- is healthy, spurring each 
to attempt to match or outpe -I em the others. Although there is 
a positive side to competiton a monc contractors, there is also a 
negative side, spec i ! cal y a reluctance to initiate 
communicat ion and intercha nqe am.gnq themselves . Al though they 
can learn I rom each other and do, 2105t meaningful cooperation 
among the PAC contractors,; L, ni nrqinized by A. I. D. If 
multiple contracts are ac1i r , ... ',,]I I have to continue to 
require the contractor; to coi ate. it may be useful for 
A.I.D. to consider whethor there i; any contractual mechanism 
that would make collaboration a regular aspect of all the major
activities of tne contractors. 
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VII. SUMMARY OF RECOMMENDATIONS
 

National Institutional Development
 

1. National institutional development for family planning
training should remain prima ry of thethe focus project. A 
distinction should be m"d. h,:wn'.'on strengthening the national 
training capacity and t-r e ng then i ng national training

institutions. A.I.D. shou d provide guidance on a country-by­
country basis in the approach to institutional development that 
should be followed. 

2. PAC 17 resource.: Thould be concentrated primarily on 
in-service training of nurses, midiv'iven and auxiliary health PAC 
workers.
 

3. In Africa, part icularly, more emphani; should be given
to training or CB. Fimily planning training target groups
should include TBAn, community hlth workers and PHIC workers. 
In countri es with no CBP p,';rqr.c, ohservatiom/ntudy tours of CBD 
programs shou]Id cont:inue tc n,ducted for family planning
policy maker', man;rgem: mm 'Ar', :r- morn to prepare them for CBD 
program i rIoent.at on 

4. In countrion!; v', P ICCe n ng pursued, ways to 
incorporo,t f ami i y p1 anni n cmtent into the training of PHC
 
workers -houl d be inven;t iqated. !;pecial attention should be
 
given to curricula and mat(rial,, development for PH1C workers to
 
ensure that they deve lop t- at ttudes:, knowledge and skills
 
necessary for their role in the provision of family planning 
se rv icc s. 

Tra in i ng Ta rqets 

,. 'The emphasis given in the project paper to the training
of traie rn, 'ulporvisors and managers was well founded and 
aciditionot] eff orts should be made by the contractors to reach 
thin pri(orily qroup. 

T'r iini m o"I(& ,'iq
 

f,. In ! t, A! ii'a , NdtailhAN regions-, more att'.!ntion should
be paid vin in; ithin to0 "nhianr the skil s of xi sting

ti *trii 1)1',,(, dI heth the, ongoing ;upp)ort and 
re!-ourc.:. he(e tot improe t hi' i r* eivl, ness 

http:rIoent.at
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clinical Skills Training
 

7. For service providers, quality indicators of training
need to be clearly defined, updated or revised to reflect 
accurately the effectiveness of the training in serving clients. 
The PAC II contractors should share what they develop for 
possible adaptation in other regions. 

Focus on Clients
 

8. Training programs should take into account client
 
needs, and some assessment of these needs should be part of the
training process.
 

New Content Areas 

9. Training should be undertaken on how to safeguard PAC
workers against the transmission of AIDS; training modules should
 
be developed for this purpose.
 

Training Materials Development and Production
 

10. The PAC contractors should disseminate as widely as
 
possible both the materials they produce and relevant materials
 
developed by other CAs and family planning agencies.
 

11. In view of the great need for skilled personnel to work
 
in curriculum 
development resources must be concentrated on

small groups of trainers In each country, the purpose being to
 
provide them with sufficient training and technical assistance to
 
make them proficient in the development of curricula and
 
materials.
 

12. Regional capacity to publish training manuals and other

materials should be established, perhaps at one of the strong
national centers used for regional training 
 (for instance, at

the WHO Regional Training Center in Lome, Togo) or through
already existing commercial channels (such as Heinemann).
Dissemination through existing channels should also be explored.
 

Regional Institutional Dovelopmant
 

13. Regional training needs should be met through the AdWM use of strong national training centers, the master training
network, and existing regional training centers, as, for example,
in Asia. U.o.-based training should be undertaken only in
exceptional circumstances in which training needs cannot be metin an WOC environment. The emphasis in the project on regional 

institutional development should be reduced.
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Networking
 

14. Efforts to share information, particularly lessons
learned, among PAC contractors and other A.I.D. contractors

should be intensified and institutionalized. Issues covered
should include technical updating, sharing of findings from
operations research work, contraceptive advances, new training

methods, management questions, etc.
 

15. 
 New PAC workers should be involved in the information
chain through all available means, including use of the master

training network and the technical advisory committees, through
regional meetings, and through the inclusion of a training column

for PAC workers in various organizations' newsletters.
 

Provision of Technical Assistance
 

16. PAC II contractors should use regional staff, regional
consultants 
and the regional master trainers networks to thegreatest extent possible in carrying out its TA program. Thetechnical advisory committees that have been developed by some
PAC contractors should be given an expanded role in providing
guidance and advice regarding planning, strategy and

implementation. The role of U.S.-based TA should be reduced and
focused mainly on supplementing the capabilities of in-country
and regional trainers and service providers.
 

17. TA should be established cross-regionally so that theexperience gained in the training of PAC workers in one region 
may be applied, when appropriate, to other regions. 

Evaluation and Operations Research
 

18. Evaluations should focus squarely on the issue of whatworks and why. Evaluations of this type would involve ananalysis of the practices of especially successful programs and 
even of especially successful PAC workers at every level. 

19. Close collaboration with the cooperating agencies thatconduct family planning OR should be established by the PACcontractors so that the lessons learned form the OR findings can
be applied to future family planning training. Key issues
emerging from training programs 
 should be selected for
 
investigation by OR groups.
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A
 

EXECUTIVE SUMMARIES OF THE EVALUATION REPORTS OF PAC II CONTRACTS
 
WITH DEVELOPMENT ASSOCIATES, INC., 
PROGRAM FOR INTERNATIONAL
 

TRAINING IN HEALTH, AND RONCO CONSULTING CORPORATION
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MIDTERM EVALUATION OF PAC II CONTRACTORS: DEVELOPMENT ASSOCIATES*
 
II
 

EXECUTIVE SUMMARY
 

In 1984, the Agency for International Development (AID)
 
contracted the firm of Development Associates, Inc. (DA) to
 
train paramedical, auxiliary and community (PAC) personnel in
 
Latin America and the Caribbean (LAC) in the provision of family
 
planning services. The training project, which is called the PAC
 
II Project and which is also being conducted in Africa and the
 
Middle East under different contractors, is to be finished by
 
December 31, 1995. DA's contract with AID covers five years.
 
The report that follows evaluates the first two and one-half
 
years of DA's performance under the contract.
 

PAC II follows PAC I and builds on its work. While PAC
 
I's main purpose was to train PAC personnel in the provision of
 
family planning services, PAC II's main purpose is to increase
 
the capability of institutions to conduct their own training
 
programs. DA has been the contractor in the LAC region for both
 
PAC I and PAC II.
 

The contract stipulated that DA increase the capability
 
of both in-country and regional LAC institutions to provide
 
family planning training to PAC workers. These institutions were
 
to be strengthened in four areas: 1) service delivery skills, 2)
 
curriculum/materials development, 3) training of trainers (TOT),
 
and 4) management/supervision/evaluation.
 

DA has put more emphasis on in-country than on regional 
training and is succeeding in strengthening in-country 
institutions. Its success can be attributed primarily to its 
strategy of creating corps of Master Trainers who assuxe 
leadership of the training programs. DA has been unable to 
devote as much effort to strengthening regional institutions 
because all of the so-called eegioTnal institutions targeted for 
development under PAC II are, in fact, in-country institutions, 
whose resources are already stretched to the limit providing 
training to nationals. Despite this constraint, DA is making an 
effort to develop regional institutional capabilities. The long­
term prospect, however, is that these centers will not be able to
 
provide regional training without continued external support.
 

DA has E;ucceeded in achieving its quantitative goals
 
under the contract. At this point, it has exceeded 100 percent
 
of its end-of-project goals in seven out of thirteen categories 
and has exceeded the anticipated 50 percent level of achievement 
in four others. Its performance has been consistently strongest 
with respect to in-country training institutions, where it has 
surpassed end-of-project goals for program years of assistance 
and number of institutions. 

IST! report. 87-118-061.
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Service Delivery Skills
 

DA has found its greatest opportunity for involvement
 
skills among the various
in strengthening service delivery 

private providers of family planning services, which rely 
orextensively on community-based distributors (CBD), village 
inbarrio volunteers. DA's three most notable efforts 

strengthening service delivery skills in the private sector have 

been 1) development of corps of Master Trainers, 2) improvement 

of training materials, and 3) experimentation with more cost­
effective methods. For various reasons, DA has had far less 

success in the area of clinical family planning training.
 
Constraints have included the greater cost of clinical programs,
 

the areater time commitment required by these programs, and
 

suspension of programs (which are mostly government-run) because
 
of political unrest.
 

1) Masti. Trainers: The idea of the Master Trainer 
program was to c':eate for each country a corps of trainers to 

conduct training of trainer (TOT) programs in their own 
more the generationcountries. While of training of second 

trainees has been carried out by Master Trainers than originally
 
envisioned (about one-half of 30,000 to date), this volume of 
training is in itself an accomplishment. The Master Trainer 
prograd has succeeded in creating a group of enthusiastic, 
dedicated workers who can be relied on in the task of
 
institutionalizing family planning training.
 

2) Improvement of training materials: The materials
 
being deve Ioped to improve CBD training include a comprehensive
 
training manual entitled "Training and Quality Control for
 

Community-based Family Planning Programs." This manual
 
originated in a small meeting of trainers and training directors 
held in Miami in September 1984 at the end of PAC I. Even though 
it is not finished, it is being used in a number ol CBD programs 
and is being greeted with positive reactions from trainers. When 
published, it promises to be an important vehicle for 

in,-titutionalizing in-country capability to provide high quality 

CBD training. 

3) Experimentation with more cost-effective methods: 
DA hasBecause of concerns about costs and high dropout rates, 

been encouraging local institutions to experiment with new ways 

to train CI!D workers that are appropriate for local conditions. 
It is hoped that these efforts will cut down on the costs and the 
CBD dropout rate.
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Curriculum/Materials Development
 

With the exception of a major effort in Mexico, DA has
 
provided little training in curriculum/materials development. It
 
has, however, provided considerable technical assistance (TA) to
 
LAC institutions to assist them to develop their own training
 
materials, and has also produced some materials itself, with the
 
involvement of LAC personnel. The TA that DA has provided to LAC
 
institutions has resulted in a wide variety of training
 
materials, although the effectiveness of training programs is
 
still hampered by the lack of adequate quantities of appropriate
 
materials. In addition, DA has assumed responsibility among the
 
PAC Ii contractors for development of a computerized database of
 
training materials and resources to be available 
contractors engaged in training. 

to all AID 

Training of Trainers (TOT) 

TOT training has been conducted at APROFAM in 
Guatemala, whose multiple skills in family planning service
 
training has made it DA's most important regional resource. The
 
quality of TOT training has been very good, particularly with
 
respect to teaching methodology. Concentrating primarily on
 
teaching methodology and on some curriculum development, the
 
training has not only broadened the skills of participants, but
 
has also bolstered their morale and esprit de corps. Training
 
has acted as an incentive to keep trainers in training jobs
 
despite offers of more secure or lucrative jobs from other
 
organizations. TOT is, in fact, the most successful part of DA's
 
strategy to institdtionalize family planning training capability:
 
all institutions visited exhibited a fairly systematic approach
 
to training and an increasing appreciation of the need for
 
continual assessment of efforts.
 

Management/Supervj sion/Evaluatjon
 

Under PAC II, DA's long-term strategy has been to
 
provide management training at the regional level, but this plan
 
has been slow to materialize. Nevertheless, DA has not neglected
 
management/supervision/evaluation training. While there have not
 
been large numbers of trainees in these areas, DA has provided
 
some kind of training on these topics in all but two of its
 
target countries. At the level of top management, for instance,
 
efforts to improve management techniques were evident in all
 
institutions visited. Thanks to DA, it appeared that training
 
units were becoming more methodical in analyzing the tasks that
 
trainees would be expected to fulfill; defining related
 
knowledge, skills and attitudinal requirements; setting
 
priorities in the training curriculum; measuring skill
 
achievement; and determining the areas of need for refresher 
courses/continuing education. 
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DA is also doing a good job of making evaluation an
 
integral part its own programming process. In spite of its good 
efforts, however, DA needs to upgrade its management/supervisory/ 
evaluation training.
 

Conclusion
 

DA can be commended on several counts, among them its
 
excellent staff and its reliance on LAC expertise whenever
 
possible. Its efforts to open up lines of communication between
 
family planning workers within countries and from country to
 
country have also been' excellent: the consequent sharing of
 
knowledge and expertise should greatly advance the
 
institutionalization of training programs throughout the region.
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MIDTERM EVALUATION OF PAC II CONTRACTORS: INTRAH*
 

EXECUTIVE SUMMARY
 

This is one of three evaluations undertaken at midpoint
 
to assess progress in the efforts of three Agency for
 
International Development (AID) contractors to provide training
 
in family planning to paramedical, auxiliary and community (PAC)
 
personnel worldwide. This report assesses the work of the
 
Program for International Training in Health (INTRAH), University
 
of North Carolina, in implementing the PAC II contract in Africa
 
and Asia. INTRAH was also the centractor in Africa for PAC I,
 
the predecessor contract. PAC I was aimed primarily at training
 
large numbers of workers while _. PAC II, the focus has shifted
 
to strengthening the capacity of host country institutions, both
 
in-country and regional, to provide training.
 

The contract called for allocation cf 80 percent of
 
INTRAH's resources to Africa and the remaining 20 percent to
 
Asia. In light of the tremendous growth in demand for family
 
planning services in Africa compared with the relatively well­
developed family planning infrastructure in Asia, this was
 
appropriate. Moreover, it is recommended that INTRAH intensify
 
its efforts in Africa and limit its efforts in Asia during the
 
remainder of the contract.
 

Developing in-country institutional capacity in the
 
fourteen African countries where INTRAH has conducted training is
 
proving to be a long-term process. INTRAH's strategy has been to
 
create groups of core trainers from within the institutions it
 
has targeted for assistance. INTRAH has succeeded in introducing
 
these trainees to experiential teaching methods and often,
 
imbuing them with considerable self-confidence. Even this task,
 
however, has been difficult, and little time has been left to
 
train trainers in the wide range of other skills necessary to
 
design, implement and evaluate training programs. Efforts have
 
been made to include curriculum development as part of training
 
of trainers (TOT), but trainees have not had time to master this
 
skills. Several recommendations are made in this report to bring
 
training goals more in line with the reality of the African
 
setting: 1) to concentrate on improving teaching skills and to
 
initiate special training workshops for curriculum developers; 2)
 
to provide more follow-up for host country trainers, particularly
 
as they begin to conduct workshops on their own; and 3) where the
 
need for family planning services is urgent, to accelerate TOT 
training to create more core trainers. 

In Asia, INTRAIH's efforts cannot be credited with 
having led to institutional self-sufficiency: three of the five 
institution,; with which INTRAH has been involved were at or near 
technical self-sufficiency before :ITRAI's assistance, and the
 
other two will continue to need additional strengthening.
 

*]STI1 R[PORI 87-120O-064.
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INTRAH's efforts in evaluation were particularly
 
a
problematic. Its initial approach, to develop core of in­

country evaluators to asset3 the training, essentially defeated
 
the purpose of evaluation, which was to give trainers the ability
 
to assess weaknesses in training they had conducted and to revise
 
courses accordingly. Recently, INTRAH has improved this aspect
 
of evaluation, but it still has not addressed another deficiency:
 
how to ensure objective standards by which trainers should judge
 
competence at the cnd of training. These standards should enable
 
trainers to differentiate between people who have acquired the
 
minimal knowledge and skills needed for their jobs and those who
 
have not.
 

Regional training was designated as a major focus of
 
INTRAH's work in Asia with considerably less emphasis planned for
 
Africa. The two regional institutions with which INTRAH has
 
worked in Asia have served as excellent resources, one for
 
community-based distribution (CBD) and the other for clinical
 
skills training, with- the CBD site serving dso as a site for
 
observational tours for Africans. In Africa, where five
 
potential regional institutions have been identified, the
 
conclusion was reached that none were sufficiently developed to
 
bc targets for institutional development.
 

Other efforts for sharing regional expertise, however,
 
such as development of a core group of master trainers and
 
regional technical advisory committees, were deemed useful and
 
well worth pursuing.
 

Overall, management of the contract has been competent,
 
as witnessed by the quantitative accomplishments to date: at
 
midpoint, the project had met or exceeded end-of-project goals in
 
both regions in five out of six categories, including having
 
initiated projects in nineteen countries, worked with seven
 
regional institutions, and trained over 19,000 first generation
 
trainees. Another strength is the existence of two regional
 
headquarters in Africa, although efforts should be made to
 
augment their staffing and to delegate more authority to the
 
field. While INTRAH and its two subcontractors have provided
 
high quality technical assistance in most areas, project training
 
staff skills need upgrading in supervision, management and CBD,
 
and evaluation staff need to adapt their skills for developing
 
countries.
 

INTRAH has not yet undertaken any major efforts to 
compare different approaches to training, primarily because its 
approach does not differ substantially from place to place. 
Opportunities to collaborate in operations research (OR) should 
be pursued, particularly to test some of its innovative 
approaches to CBD training in Asia. Any new approaches to TOT 
that might be implemented in line with the recommendations in 
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this evaluation should also be tested through comparative
 
studies.
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MIDTERM EVALUATION OF PAC I CONTRACTORS: RONCO*
 

EXECUTIVE SUMMARY 

This report is a midterm evaluation of the work of 
RONCO Consulting Corporation, under its contract with the Agency 
for International Development (A.I.D.) to provide training in 
family training in the short term and to assist in the 
development of host country capacity to provide this training 
over the long term. RONCO is one of three contractors selected 
to implement A.I.D.'s worldwide Family Planning Training Project 
for Paramedical, Auxiliary, and Community (PAC) Personnel II 
Project. Its geographic area of responsibility is the Near 
East/North Africa (NENA) region. 

In comparison with the other PAC II contractors, RONCO
 
had considerably less experience in the area of family planning
 
training. In addition, there are considerable discrepancies
 
among the countries in the region (Turkey, Tunisia, Morocco, 
Egypt, Yemen nd Jordan) in terms of their receptivity toward
 
both family pluIning in general and training for family planning
 
service providers in particular. In four of these countries,
 
RONCO was able to build on the work undertaken by the prior
 
contractor. Nonetheless, it has experienced considerable
 
difficulty in achieving its contractual obligations to date.
 

At this point in the contract period, RONCO has fallen
 
considerably short. of its quantitative goals with respect to 
numbers of trainees trained, both first generation (or those
 
trained directly) and second generation (or those trained by
 
RONCO-trained trainers). RONCO cites A.I.D.'s emphasis on the 
goal of institutional development as one major problem, asserting 
that it is not possible to train large numbers of people while 
engaged simultaneously in laying institutional groundwork. As a 
result, RONCO has opted to concentrate on institutional 
development, leaving large-scale training for the second half of 
the contract. RONCO also cites a number of events that have 
conspired to -et back some plans. An assessment of the 
absorptive capacity of Turkey and Tunisia, however, plus evidence 
of underspending in specific training events, suggest that with 
more imagination and programming insights, RONCO might well have 
been able to uildertake additional training activities. It should 
be noted that A.I.D. 's emphasis on institutional development does 
not preclude the training of the specified number of trainees. 

The contract calls for achievement of eight qualitative 
objectiv,:.;, thoe mo.t important relating to tYe ability of in­
country in:*titution!-; to plan, implement, and 2valuate family 
planning train ing project,; and the development of regional 
training rx;ipacity. In Tunisia and Turkey, ROCO's efforts have 
contrihuted to government programs thrt had eyisted at the start 
of the contract and that now show, in part because of RONCO's 
effort5, .trengthened capability to carry on without external 

"I.4 1 P r tl0rt87-119- 063. 
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support. For a number of reasons, less progress has been
 
possible in Egypt and Morocco, the other two countries where the
 
previous contractor had laid some groundwork. In Jordan, where
 
RONCO has begun a new program, national trainers have been 
identified and plans formulated for their training.
 

The contract had called for 50 percent of the resources
 
to be applied to regional training. Although RONCO has
 
identified three institutions that it deems promising, it
 
maintains that none will be able to provide training without
 
RONCO assistance at the end of the contract.
 

With respect 'o the other goals, RONCO has made good 
progress in generating enthusiasm among training team members, 
conveying to policy makers a sense of the urgency of the need for
 
increased family planning capability in their countries, and 
reaching mid- and upper-level supervisors and mangers who manage
 
and coordinate different facets of family planning service
 
delivery systems. It has also done a good job in advancing
 
communication that was already under way among groups in Turkey,
 
Tunisia, and Jordan. It has, however, had less success with
 
respect to interregional networking.
 

RONCO's training activities, usually in the form of in­
country in-service workshops, have often not provided enough time
 
to achieve all the skill training needed. Particularly with
 
respect to training of trainers (TOT) workshops, too little time
 
has been available for practice in the participatory teaching
 
methods that are being taught. Although RONCO-trained trainees
 
are eagerly applying these methods in workshops, more RONCO
 
follow-up is needed to ensure that these skills are
 
institutionalized for the long term. RONCO appeared not to be
 
providing strong materials support to training activities.
 
Curriculum development was identified as a weak area, and the
 
need for more training material was a pervasive theme at all the
 
training sites visited.
 

To date, RONCO has done little in the area of clinical
 
skills training, because until recently there was no enthusiasm
 
for it among the host countries. RONCO, however, has succeeded
 
in generating a growing concern in this area and has recently
 
completed a survey of the current status of clinical training
 
that is an important first step. No in-service training takes
 
place, as this is already under way through other contracts.
 

RONCO's management is overcentralized, with too little 
authority delegated either to the regional office in Tunis that 
is supposed to manage training programs or to managers of the 
training program- themselves. Quite frequently, training events 
appear to have been plagued with plans that were too vague, 
resources that were too limited, staff changes that were made 
precipitously, and trainers who were overloaded. Part of the 
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problem may have been that RONCO staff did not always make enough
 
effort to work with host country staff to develop their
 
management skills.
 

Although on the whole RONCO staff were perceived as
 
competent and helpful, the project's central staff would benefit
 
with strengthening in the skill areas of curriculum development,
 
nursing/midwifery, training methodology, research, data
 
management, and evaluation. Monitoring and evaluation seemed
 
particularly weak, with visible lack of good documentation about
 
project activities to date and an absence of any plan to make
 
evaluative data part of ongoing planning and programming. On the
 
bright side, RONCO is attempting to develop an evaluative
 
instrument that should enable staff to evaluate whether the
 
project is succeeding in achieving the institutionalization goals
 
that are key to the overall performance of this project.
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SCOPE OF WORK
 

Scope of Work for Evaluation of Project 936-3024
 
Family Planning Training for
 

Paramedical/Auxiliary/Community Personnel 
II (PAC II)
 

Purpose and Scope of the Evaluation 

The purpose of this. evaluation is twofold: 

-to assess the validity of the project design, to examine how
well it is beir irrleiMnted and to make general project and specific
recomrionitions for each of the four geographic regions; 

-to ansess the progress be'ing Tmade by each contractor toward
achieve Tent of' project objectives. 

Recom _ndations mrvde on both the project and contract-specific evaluations
will contribute to decisions on project effectiveness and continuing need. 

The questions to I ;Addrc n the external evaluation include but are not 
limited to the following: 

A. 	 PLoject Design
(UCJfE: This section will be addressed by the team which 
prepares the overall project evaluation report. However, each
evaluator will be asked to submit aiy observations made during
contract-specific evaluations which might contribute thi­to 
section.) 

1. Are the purpose and objectives appropriate to improve and 
increase family planning service delivery and were they derived 
irom an accurate asesment of needs? 

2. Is the project's strategy, (as outlined in the.four output
elernts of each contract) appropriate to meet each objective? 
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-3. 	 Are family planniing prograrms and PAC training needs 
sufficiently uniform worldwide to permit a global project 
design, or, should there be significant variations in the scope 
of work of the PAC contractors by region? 

B. 	 Meetinq Project Objectives Throuqh I lementation of major 
Activities or Oultts 

1. To what extent is each contract objective being achieved at 
this stage of imnleantation? 

2. Overall, how well doeS the contractor develop strategies 
and plan actjviies to m2et contract objectives and produce 
spe. if ied outputs? 

3. 	 Are the contractor's country needs assessments and training 
designs appropriate and effective tools to prioritize needs and 
miake dcisions on how to allocate project resources? 

4. Tro what extent have the three contractors 
collaL rated/sh2cd information between themselves regarding 
common problems; ann 9tO[ihes? Have the contractors integrated 
their efforts with ocher Office of Population and bilateral 
projects and it !-,o how has this Ixen done and has it been 
succesf ul? 

5. Wnat is tue current o-'proje fte d usefulness or valu6"of 
training materials de,2velolyxd, included as project/activity 
coa~xY)nents, or provided as reference resources for family 
planning trainers and supervisors by each of the contractors? 

C. 	 pr[_[oject Ma aq mnt 

1. 	 How havo the followirg factors affected the irplementation 
of contract/pro]ject actIvities?
 

--oganlzationa/(inuistratiVe set up at headquarters and 
re-awoial offices;; 
-stai tiryn ot Iw-rwnent xitions;
 
-- nVnage ,?nt of :,u x2or 'acts and subpro)ects including
 
procUNrITVnt anid rtniltorityj procedures;
 

technical-- selection of. and adsu ni strative suE-I-r I for 

astanco (cotslU I rant ) personnel
 

2. hat atLC the 1_nCOIIm ndation:; for improvement of project 
m'nac!Tont for each contractor? 
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D. Repo .,q, Monitoring and Evaluation 

1. What types of monitoring aid evaluation systems have the 

contractors used to assess overall performance in project 

implementation? Do these -systeasguide contractors in their 

achieveent of project objectives? To what extent have 

technical monitoring and trainee/training system follow-up 

efforts been effective in sustaining improvemnts and 

institutionalizing faiily planning training for PAC workers? 

2. How has each contractor attenpted to evaluate the impact of 

their training efforts on imrproved and increased family planning 

service delivery?.
 

3. How or through what means has each contractor attempted to 

strengthen the capzibilit of LDC organizations to utilize 

evaluation findings? Has this been institutionalized by any LDC 
organizations? 

4. Assess the quality and usefulnes of documenting second 
generation training, esptcially as it relates to demnstrating a 

multiplier effect attribuitable to contractor activities. Should
 

this information continue to be collected? Loes it impose 

unrecessary reporting requirenents on former trainees and on 
contractors?
 

Irrm-)
E. Project act 

1. hat' impact have the contractor's population/fami ly 

planning training efforts (e.g., use of training teams, use of 

LDC consultants) had on the institutionalization of such 
training?
 

o has contractor identified and utilized effective
 

strategies to increase training capability of LDC institutions
 

and agencies? Have sufficient trainingrimaterials been developed
 

and are they apptopriate? 
o have assisteI institutions and agencies been able to 

maintain training programs with decreased technical support? 

o what has; been the experience on incorporating FP into 

basic training for health workers? Has sufficient work been 
acccoxrlishd-d in this area? 

2. In wat ways has contractor-supported population/family 

planning training affected the delivery of FP/MCIi services? 
What increase in nunbers of PAC personnel who are providing 

family planning services can be attributable to project 
activities?
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3. Have any of the strategies which have been egployed by the 
contractors to develop LDC regional training resources resulted 
in a technically viable re onal family planning training 
institution? If so, what is the model and is it transferable? 

4. Are any unplanned effects of any contract activities 
evident? Are they positive? neutral? negative? 

5. What, if any, project materials or activities (e.g., 
training approaches, training materials, project development 
strategies, evaluation approaches, eta.) have applicability 
beyond the PAC II project? 

F, 'Recorrnendations 

1. Is there a continuing need for PAC training assistance in 
each of the geographic regions, i.e., Africa, Asia, Latin 
America/Caribbean and Near East/North Africa? What kind of 
assista ice, and do the needs vary for each region? 

2. Are changes in the project design necessary, based on the 
analysis of the present project design, irrplementation of major 
activities, project management, reports, monitorig and 
evaluation, and progress in meeting project objectives? What is 
the team's asses-ment of new activities/directions to be pursued? 

3. What are the options for improving performance in the 
remaining period of the contract? 

4. Has A.I.D.'s investment in this project been worthwhile in 
extending family planning services and education? 
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OUTPUT ELEMENTS OF THE CONTRACTORS 

INTRAH D.A. RONCO TOTAL 

EOP 

Goat 

Mid-term 

Per-

formance 

EOP 

Goat 

Mid-term 

Per-

formanc 

EOP 

Goat 

Mid-term 

Per-

formance 

EOP 

Goat 

Mid-term 

Per­

formance 

1. In-country training 

institutions 

1.1 program years of 

assistance 

87 60.8 22 31 14 7.37 123 99.17 

1.2 nu-be7 of in 

-country institutions 

31 25 21 25 6 12 58 62 

1.3 nu-ber of 

countries 

15 14 6 12 3 5 24 31 

2. Regional training 

institutions 
2.1 program years u. 

assistance 

27 11.4 16 10 3 51 24.4 

2.2 nu-ber of regional 

institutions 

a 5 4 5 2 3 14 13 

2.3 nunmber of 

countries 

6 5 4 3 2 3 12 11 

3. Trainees 

3.1 in US-based 

prograrn 

220 47 36 46 36 18 292 111 

3.2 in regional 

training 

774 352 574 117 473 75 1,821 544 

3.3 number in-country 

trainees, Ist gen. 

14,000 19,249 8,233 10,972 3,141 1,332 25,374 31,553 



INTRA D.A. RONCO TOTAL 

EOP 

Goat 

Mid-term 

Per-

formance 

EOP 

Goat 

Mid-term 

Per-

formanc 

EOP 

Goat 

Mid-term 

Per-

formance 

EOP 

Goat 

Mid-term 

Per­

formance 

3.4 number in-country 

training days, 1st gen. 

70,000 105,318 41,165 29,489 28,269 6,725 139,434 141,532 

3.5 nu-nber In-country 

trainees, 2nd gen. 

74,940 15,700 44,215 31,661 30,815 3.898 150,000 51,259 

3.6 nu-ber 

training 

gen. 

in-country 

days, 2nd 

374,850 47,100 210,075 90,999 123,260 20,132 708,185 158,231 

4. Short-term Technical 

Assistance (T.A.) 

4.1 Number 

visits 

of T.A. 60 18* 22 97* 20 13* 102 128 

T.A. provided on request from A.I.D. mission or 
**T.A. provied outside of subproject agreements. 

REDSO and not in context of a subproject agreement. 
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APPENDIX D 

EXAMPLES OF FAMILY PLANNING RESEARCH RELATED TO TRAINING
 

Following are ofexamples family planning operations

research findings which could be immediately applied, in most
 
cases, to improve family planning training.
 

A study in Indonesia 
 found that when IUD users were
 
counseled routinely, 90 percent were still using the method
 
after a year and 79 percent kept their IUDs for at least two
 
years after insertion. However, when counseling was
 
minimal, only 52 percent were still after a year and
users 

29 percent after two years (Affandi et al.).

The relatively 
high ratio of male to female voluntary

sterilization among clients of the Associacion 
 Pro-

Bienestar de la Familia (APROFAM) in Guatemala is attributed
 
to the staff's favorable attitude toward both procedures.

Workers counsel husbands and wives together and provide

balanced information about both procedures (Santiso et al.).

A study from Indonesia found that women
some left family

planning clinics with a different method from the one they

really wanted, and that 85 percent of women who did not get

the method they preferred discontinued use of the method
 
within one year. The discontinuation rate for women who
 
received the they only 25
method wanted was percent
 
(Pariani et al.).

When discussion groups were organized to find out why

government health in Imo Nigeria,
facilities State, 
 are
 
underutilized, many people complained about harsh, rude and
 
uncaring attitudes of the health care personnel (Attach U86,

from PorPulation Reports J, 35-36, in press).

Sixty-seven percent of unwanted births to women in a study

in Nepal occurred for reasons 
that might have been obviated
 
through more effective provision of family planning

services. Although the couples lived near a family planning

facility, negative perceptions of family planning services
 
made many stay away. Vhen some did go to the clinic, family

planning workers did not 
:raw out and refute their clients'
 
false beliefs about the risks 
of specific contraceptive

methods, and they often tried to force them to use the 
method the clinic worker thought best, even though the 
client wanted a different method. If the couple did not 
like the method they were given, they thought it was their
fault and were afraid to return to the clinic (Schuler et 
al.).

A study in Ghana found that heal th workers approved of
family planning and contracept j on in general hut often 
disliked specitic methods, which they were reluctant to 
recommend (Kumnh) . In Uepa 1], worker; to] d cl ients that
condoms were unreliable and advised them not to use them 
(Schuler et a].). Twelve percent of sample of MClIa clinic 
nurses in S;omal ia thought that more than 30 percent of 
couples using condoms would get pregnant in a year, even 
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ifthey used condoms correctly every time they had sex 
(Rooks). 
Although it is relatively easy to get initial pill 
"acceptors," many programs seem unable to support long­
term, continuing use. Even the intensively supervised
 
programs used for clinical trials often report one-year
 
continuation rates of only about 50 percL t. Clinical
 
trials also show significant differences in continuation
 
rates between programs, which suggests variation in the
 
quality of client education and support, as well as other
 
variables.
 
IUDs were introduced but failed to take hold in some places
 
because, although people were trained to insert them, no one
 
was adequately prepared to handle complications and side
 
effects and to support women through the discomforts and 
concerns of the early post-insertion period. Without 
adequate backup, some nurses stopped inserting IUDs after 
experiencing one complication. 
Similar to IUDs, injection programs also may suffer for lack 
of good training. During the PAC II evaluation, a physician 
in Nepal complained that injections were not suitable for 
women in her culture because she found that her clinic 
waiting room was full of Depo-provera patients who were 
concerned because they were either bleeding too little, not 
at all, or too often, too long and too much. She did not 
like dealing with tnese problems preferred to perform 
sterilizations. In reality, few of these patients were
 
experiencing significant complications. Most returned to
 
the clinic because they were not adequately counseled
 
regarding th-ir ideas and feelings about menstruation, and
 
were not effectively taught to expect menstrual changes and
 
to understand that cessation of menstruation in a woman who
 
has used Depo-provera for some time is common arid not a sign
 
of pregnancy.
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