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Glossary: Abbreviations and Term 

Abbreviations 
i 

k1.D 
ADPCN 

9 AVSC 
CA 
CDC 
DA 
DFH 
FCC 
FHI 
FPMD 
FPSD 
GTI 
HPN 
IAC 
IP 
INTRAH 
IPPF 
IT 
ITC 
IUD 
JHPIEGO 
LDC 
MIS 
MOH 
MOPH 
MSH 
NGO 
NORPLANT 

NTCRH 
OBIGYN 
OBIGYNS 
OPTEL 
PATH 
PAC IIb 

PCS 
PIP 
PY 

RAM 
R c r  
RTC 

Agency for International Development 
Association of Deans of Philippine Colleges of Nursing 
Association for Voluntary Surgical Contraception 
Cooperating Agency 
Centers for Disease Control 
Develapment Associate 
Division of Family Health (Kenya) 
Fertility Care Center 
Family Health International 
Family Planning Management Development (project) 
Family Planning Senices Division, Office of Population 
genital tract infection 
Health, Population and Nutrition officer 
International Advisory Council 
infection prevention 
Program for International Training in Health (project) 
International Planned Parenthood Federation 
Information and Training Division, (Office of Population) 
International Training Center 
intrauterine device 
Johns Hopkics Program for International Education in Reproductive Health 
less developed count~y 
management information system 
Ministry of Health (multiple countries) 
Ministry of Public Health (Morocco) 
Management Sciences for Health (project) 
non-governmental organization 
method of contraception which releases the synthetic hormone levonorgestrel 

through capsules inserted beneath the skin of the upper arm 
National Training Center for Reproductive Health 
obstetricslgynecology 
obstetrician/gynecologists 
distance learning using computerized teleconferencing 
Program for Appropriate Technology in Health 
Family Planning Training for Paramedical, Auxiliary and Community 

Personnel (project) 
Population Communications Services (project) 
Population Information Program 
Program Year [note: PY 4 extends from May 1,1990 to April 30,1991, PY 5 extends from 
May 1, 1991 to April 30, 19921 

repair and maintenance center 
Regional Center for Training in Farilily Planning (Cairo) 
Regional Training Center 
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SAC 
SEATS 
S O . W C  
STD 
TA 
TAG 
TOT 
UNFPA 
URC 
USAID 
VSC 
WHO 

pre-service training, 
pre-service 
education or 

Scientific Advisory Committee 
Family Planning Services Expansion and Technical Support (project) 
Social Marketing for Change (project) 
sexually transmitted disease 
technical assistance 
Technical Advisory Group 
training of trainers 
United Nations Population Fund 
University Research Corporation 
United States Agency for International Development (overseas missions) 
voluntary surgical contraception 
World Health Organization 

Terms (as frequently used by JHPIEGO) 

the basic education of medical, nursing, and midwifery students (i.e., in 
medical, nursing, or  midwifery school) 

basic training 

in-service training training for in-service providers (workshops, on-the-job training, etc.) - 
training skills skills in training others (usually provided as part of some in-service training) 

academic skills skills of academic faculty in medical, nursing, and midwifery schools (i.e., refers 
to pre-service education) 

clinical skills skills for performing clinical procedures 

clinical training skills for training others to perform specific clinical procedures (e.g, VSC, IUD, 
skills Norplant) 

curriculum develop- skills for developing a training course or program and the curricula and 
ment skills support materials on which it is based 

teaching skills a less precise term sometimes used interchangeably with the above more 
precise terms 

Note: "Education" refers to pre-service or basic education, whereas "training" usually refers to in-service training. In the 
context of family planning personnel, education involves the presentation of ideas that expand a person's view of him or 
herself and of other people; in family planning, "education" can include demography and general family planning knowledee 
(e.g., an werview of modem contraceptive methods and concepts of counseling). In contrast, training usually includes 
learning to perform specific techniques and skills. Insofar as possible, this repon makes thii distinction between the two 
terms. 
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Backmound and Proiect (hrenriew 

Since 1974, the Agency for International Development (A.I.D.) has provided funding through the 
Johns Hopkins University to train physicians and other clinical health care personnel in reproductive 
health and family planning. The program is known as JHPIEGO from its original name, the "Johns 
Hopkins Program for International Education in Gynecology and Obstetrics." The new n a w ,  
reflecting a broader orientation, is the "Johns Hopkins Program for International Education in 
Reproductive Health." JHPIEGO is a Cooperating Agency of the Office of Population and receives 
upwards of 95 percent of its funding from A.I.D. 

The project being evaluated, "Training in Reproductive Health," is AI.D.'s fourth five-year project 
with JHPIIEGO. The current cooperative agreement (#DPE-3045-A-00-7004-00) has a budget of 
$55,182,033, of which part derives Erom UShIL> mission buy-ins. Designed as a five-year project 
(May 1, 1987 to April 30, 1992), it was amended in May 1991 to allow for a two-year extension; the 
project is now scheduled to end April 30, 1994. Approximately $35 million had been obligated as of 
the end of September 1991. 

The project Dumose stated in the cooperative agreement is (1) to increase the availability of 
improved reproductive measures; and (2) to increase the number of LDC health professionals with 
modem, appropriate knowledge and skills in reproductive health, especially famil;? planning. A.I.D. 
currently states JHPIEGO's mandate to be: (1) 'To train developing country physicians, nurses, and 
midwives in reproductive health and family planning; and (2) to institutionalize appropriate training 
in developing country medical and nursing schools, thus improving family planning service delivery." 

Punme and Methodolow of this Evaluation 

This evaluation was to be the standard final evaluation for this projcct. It was also to be primarily 
forward-looking with the specific purpose "to help define the need for and role of training in k1.D.'~ 
population program during the next decade and JHPIEGO's role in that training over the next 5-10 
years." Finally, it was to provide a basis for a new cooperative agreement for J)EPIEGO. The team 
was instructed to evaluate activities only since the hiring of the current director, h August 1988, and 
to focus on the future rather than on quantifiable outputs specified in the cooperative agreement. 
Evaluation tf JHPIEGO's current work was to be a secondary purpose. 

The evaluation took place during a four-week period which included field visits to three countries: 
Philippines, Kenya, and Morocco. Conclusions are based on: interviews and observations at Johns 
Hop- University and in the three countries visited; interviews with a sampling of international 
family planning professionals and representatives of other A.I.D. Cooperating Agencies; comments 
Erom USAID/missions in response to a worldwide cable sent by A.I.D. for this purpose; and document 
review. 



Major Conclusions 

1. P r o m  in transition. JHPIEGO b in the process of a major transition from a program (the "old 
JHPIEGO) whose dominant components were courses in Baltimore, laparoscopic female sterilization, 
and university-based obstetrician-gynecologists, to a more diversified progeam with a greater public 
health approach to family planning. Excellent progras has been made. The "new JHPIEGO" is still 
in an early formative period, however; much remains to be done to follow through on recent 
initiatives, both in terms of program content and management. 

2. Achievements and imuact Since 1988, J3tPIEGO has launched several excelient initiatives and 
is uniquely positioned to have an impact in important clinical areas that contribute to demographic 
impact. These include: standardization of the teaching of manual clinical skills; measures related to 
making training efficient; activities related to reviv,;ng the IUD (standardization of insertion proce- 
dures, management of genital tract infections, and infection prevention); and development of national 
clinical standards as the basis for trainha, sc; ice delivery, and quality control. The above materials 
have been developed largely in the context of in-senice W i g  but could be used for selective pre- 
service education too. It is not possible tc say with any certainty what impact JHPIEGO has had to 
date, however. JHPIEGO has not sought to evaluate the overall impact or effectiveness of its work - 
- nor even to document its work in such a way asf"to facilitate evaluation by others. JHPIEGO 
appears to have had little impact to dzte on preservice education. 

3. Mana~ement  As with almost everything else at JHPIEGO, management structures and systems 
(including personnel arrangements) are in a state of evolution. The present staffing is thin at the 
leadership level and not really adequate to c a m  out the current program, let alone an expanded one. 
JHBIEGO has expanded its staff and initiated laudable organization development activities that are 
intended to remedy management weaknesses. The changes under way seem positive, but it is too 
soon to predict the outcome. 

4. P r o m  plannin~ and strate:@= J H P E G O  has developed some good technical strategies related 
to standardization of training in specific clinical methods of contraception (IUD, female VSC, 
Norplant). Beyond this, it has no clearly articulated strategies defining how it approaches or allocates 
resources to component parts of its program (e.g., institutionalization of pre-service education, 
institutionalization of in-service training, determination of country strategies, training of doctors vs. 
nurses or  midwives, etc.). Activities too often flow from historical relationships with leading 
obstetrician-gynecologists and their institutions. Many programming decisions are made on a targel- 
of-opportunity basis -- both as concerns countries in which to work and activities within a country. 
This may have, been appropriate in earlier decades but. is no longer so. 

5. Current ~roglram ~ D D I ' o ~ c ~ ~ s  

a) train in^ materials and apuroaches. Perhaps JHPIEGO's most significant contribution to 
date has been development of prototype training and reference materials to facilitate and standardize 
comgetency-based clinical skills training courses for: (1) insertion, management and removal of the 
copper-T 38OA IUD, (2) minilapamtomy, and (3) insertion, management and removal of Norplant. 
These materials vary in quality, but have many good features. A particular strength is the 
competency-based approach to the development of technical, clinical skills. Developing these 
manual skills is an essential part of clinical skills training and is one of the most difficult parts of a 
clinical skills training course to standardize (i.e., to assure attainment of a certain level of learning 



by each trainee). The materials are less strong in other areas, such as counseling, quality conti.;i, 
clinic management and general training skills. These training materials are not yet as widely used as 
they should be. 

In addition to the method-specific manuals, JHPIEGO has developed two impci rant reference 
manuals, one on Preventing Infdon and one on Management of Genital Tract I r S d o n s  (GTIs), 
especially in relation to the use of IUDs. Attention to these problems was needed; JHPIEGO's work 
in this area has been done well and provides essential support for provision of IUDs and VSC. 

b) Pre-se~ce education JHPIEGO has no clear strategy for introducing and institutionaliz- 
ing family planning in the pre-service education of health care providers. The assumption (e.g., in 
JHPIEGO's mission statement) that pre-service education can "ensure a steady supply" of qualified 
family planning service providers and trainers is questionable. Basic family planning knowledge and 
values should be part of the pre-service curricula for all health care providers. It is not feasible, and 
will probably never be cost-effective, however, for family planning clinical skills to be taught to 
medical, nursing and midwifery students during their basic education. JHPIEGO has some good 
achievements in pre-service medical and nursing education. However, many of its activities are 
isolated, without follow- through, and have not led to institrltionalization or  documented impact. 

c) In-service tr*g&. In-service training addresses needs that will never go away, even 
though overall need for in-service training can be reduced somewhat by pre-service education. 
JHPIEGO's main achievements in this area flow from development of its standardized approaches 
to clinical training (see above). JHPIEGO has begun shifting from training family planning service 
providers ("direct training") to training of trainers who will train the family planning service providers, 
but is still grappling with how to do this effectively and efficiently. JHPIEGO is also moving toward 
providing activities that will have a national, rather than isolated local impact. Where projects are 
based on a careful, indepth, objective assessment of national training needs, the results tend to be 
good. JHPIEGO has no protocols for needs assessment, however, and does not carry these out 
consistently. 

JHPIEGO is emphasizing the development of more effective, efficient and "humanisticn 
approaches to family planning training. Components of this emphasis include the use of competency- 
based training methods and materials, analysis of certain complex technicaVmanual skills in order to 
teach them most efficiently, and the use of anatomic models for beginning skills acquisition. The 
issue of efficiency is particularly important in relationship to IUD training, and M I E G O  has 
developed a special expertise in quality training related to IUDs. In,, addition, JHPIEGO has 
recognized and responded to the need to support the safety, and thus the acceptability, of m s  by 
focusing on infection prevention and the management of genital tract infections. 

Low-distance learning. JHPIEGO's experimental efforts with OPTEL (interactive PC 
teleconferencing) remain questionable. At this point, OPTEL appears to be primarily a sophisticated 
technology searching for an application. 

Location. JHPIEGO has decreased use of Baltimore training (except for courses tailored to 
a specific group of providers from one country). Results have been mixed. The regionadfiiternational 
trainiag centers that JHPIEGO has supported have provided training to substantial numbers of 
providers and trainers, but JHPIEGO's limited efforts to evaluate results, track trainees, and analyze 
overall impact leaves questions as to effectiveness and impact. 
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6. This evaluation. It is not realistic to be so future-oriented during an evaluation as ALD. had 
hoped this team could be. To produce sound and useful recommendations for the future, it is 
necessary first to have a very sound understanding of present performance, strengths and weaknesses. 
For an external team to make a valid assessment of a program that operates globally in several dozen 
countries of widely varying stages of development is a complex task -- which must come first. 

For JHPIE GO: 

1. Proeram ~lanning. JHPIEGO should engage in a "strategy-clarification" exercise to develop a set 
of strategies for working toward program objectives in the most cost-effective ways. JHPIEGO 
should analyze its experience to extract lessoi~s learned, but it should also look beyond its own 
experience to examine afresh evolving needs and possible new solutions. For each major problem 
area, JHPIEGO should produce a short working paper in which the strategy. as well as pending 
issues, are set forth. Strategies developed should center on principles and processes that emphasize 
the importance of working from individual country needs; approaches should not be superimposed 
on countries. A deputy director for program management should be recruited and should lead this 
exercise. To assist in programming for impact, JHPIEGO's Monitoring and Evaluation staff should 
participate in this activity while immediately moving forward with its planned evaluation systems. 

2. Pre-se~ke education. JHPIEGO should bring nursing/ midwifery1 physician educators, clinicians 
and service administrators together to identify "core knowledge" and "core competenciesn that 
graduates of pre-service programs should have. Pre-service curricula should be based on a clear 
understanding of the roles, functions and task for which the students are being trained and the level 
of competence expected of new graduates. Tutors in pre-service educational programs need to 
understand the demands of the jobs their graduates will fill. Prototypic curricula for nurses, midwives, 
and physicians will all be different. 

3. In-service &aining. In-service training (and a training strategy for each country) should be based 
on objective data regarding the pre-service training, numbers, roles and general performance of the 
various categories of health professionals arid other workers who participate in the provision of 
contraceptive services. It should also focus on strengths and weaknesses of current family planning 
service systems, including evidence of safety or  lack of safety and evidence of effectiveness (i.e., 
contraceptive prevalence and method-specific continuation rates). Plans to install OPTEL in other 
countries should be cancelled or deferred until the first installation (in Egypt) can be put into use 
and shown to be effective. 

4. Materials develo~ment. JHPIEGO should continue to subject its current training manuals to the 
process of assessment, field-testing, and revision. It should give more emphasis to  training in 
counseling, quality control and clinic management. JHPIEGO should assess the need and demand 
for the training products it has already developed and make a plan to produce and distribute large 
enough quantities of these materials to  meet the need. 

For AID. 

1. Tra-e stratem for the Ofice of Po~ulation. The Office of Population should have a strategy 
for increasing the effectiveness with which it programs its training resources during the coming five 
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to ten yeats. The goal of such a strategy should be to help the Office, and the Information and 
Training (IT) Division, to design, monitor, and evaluate its training programs with graater ease and 
success. To this end, the IT Division should consider convening a "Training Strategy Working Group" 
with representation from the IT Division's training CAs as well as other CAs with substantial training 
components. This is especially important for maximizing the contribution OF training to the Office's 
BIG Country Strategy (or any similar effort). 

2. Co- . . 
strateeies. In each country in which A.I.D. supports family planning activities, 

there should be a clearly articulated country training strategy. The Office of Population should have 
guidelines as to what belongs in a wuntry training strategy and how it is developed. This should be 
part of the Overall Training Strategy recommended above. It should probably also include some 
principles as to how the various CAs are to find their roles in the country training strategy as well 
as the particular role of the specialized training CAs, both vis-a-vis bilateral projects and other CAs. 
These guidelines should then guide both project design and evaluation as concerns training. 

3. Follow-on uroiect with JHPIEGO. The new JHPIEGO project should be designed in the context 
of an overall training strategy in such a way that A.I.D. can use JHPIEGO to its greatest comparative 
advantage. JHPIEGO has certain historical emphases and strengths on which A1.D. should 
capitalize. Although JHPIEGO has emphasized certain areas, it has ignored others (e.g., the pill, 
supervision, development of locally suitable training materials to meet local needs, working with 
certifying and accrediting bodies). This is acceptable, so long as there are other organizations 
focusing on the other aspects. JHPIEGO should focus on what it is starting to do well; it may be 
appropriate to expand its scope somewhat, but JHPIEGO should not be expected to meet all family 
planning training needs. 

4. JHPIEGO management. A.I.D. should support JHPIEGO's proposal to strengthen its 
management by adding two deputy director positions. It should also monitor whether J H P I E W  is 
moving adequately to fill all associate director positions. Neither the project director nor deputy 
director should simultaneously be filling regional (associate) director positions. 



1. JIXPIEQO, A Program in Transition: Mandate and Btrategies 

Proiect Overview 

JHPIEGO -- the Johns Hopkins Program for International 
Education in Reproductive Health -- is one of the oldest 
collaborating agencies of A.I.D.'s Office of Population. It was 
established by A.I.D. shortly after the office of Population itself 
was created in the late 1960s and has been an important partner 
ever since. Although an old partner, JHPIEGO today is in the midst 
of a transition to a new type of program -- one oriented relatively 
less toward obstetricians and gynecologists and more toward other 
family planning service providers. 

Since 1974, A.I.D. has funded a series of projects with 
the Johns Hopkins University in Baltimore to train physicians and 
other clinical health pzrsonnel in reproductive health. The fourth 
of these projects is the subject of this evaluation. Officially 
entitled "Training in Reproductive Health,#! this current project 
is being carried out through a cooperative agreement between A. I .D. 
and the Johns Hopkins Program for International Education in 
Reproductive Health (JHPIEGO) . The three earlier projects 
included a five-year grant followed by two five-year cooperative 
agreements, with tatal funding of approximately $120 million. 
Nearly all of JHPIEGOfs funding is and has been from A.I.D. 

The current cooperative agreement has a budget (ceiling) 
of $55,182,033, of which part is to derive from mission buy-ins. 1 

Approximately $35 million had been obligated as of the end of 
September 1991. Designed as a five-year project (May 1, 1987 to 
April 30, 1992), the agreement was amended in May 1991 to allow for 
a two-year extension; the project is now scheduled to end April 30, 
1994. 

The project purpose, as set forth in the current 
cooperative agreement, is two-part: 

1. To increase the availability of improved reproductive 
health measures; and 

2. To increase the number of less developed country (LDC) 
health professionals with modern, appropriate knowledge 
and skills in reproductive health, especially family 
planning. 

'~ooperative Agreement No. DPE-3045-A-00-7004-00, April 1987. The part of the $55 million "ceiling"that comes 
through buy-ins is only potentially available. 

1 



The Focus of This Evaluation: 1988 to Present 

This evaluation focuses only on activities since August 
1988 (approximately a year and a half after the project began). 
A.I.D. had not been satisfied with implementation of the project 
during the earlier period and, in August, 1988, a new project 
director (the current director) was hired. A.I.D. specified that 
this evaluation should focus only on activities since the arrival 
of the current director -- what has been referred to as ''the new 
JHPIEGO. lm2 JHPIEGO contimes, however, to both benefit and suffer 
from its legacy of the 1970s and early 1980s. Thus it is necessary 
to understand where JHPIEGO is coming from in order to judge its 
performance since 1988. 

Backcfround: the JHPIEGO. 1974-1988 

In 1974 a five-year A.I.D. grant created the Johns 
Hopkins Program for International Education in Gynecology and 
Obstetrias (JHPIEGO), based in the Department 0% Obstetrics and 
Gynecology in the School of Medicine ax Johns Hopkins University in 
~altimore.~ Its mandate was to institutionalize the teaching of 
reproductive health in medical and nursing school curricula, to 
train developing country physicians in the latest techniques of 
fertility management, and to provide related technical assistance. 

The strategy was to provide educational programs within 
a broad reproductive health framework to leading clinicians, 
opinion leaders, and policy-makers, thereby building up a critical 
mass of developing country professionals who could initiate and 
sustain reproductive health training in their own countries, which 
would result in the delivery of quality family planning services. 

1.3.1 Focus on Laparoscopy 

Within this reproductive health framework, sterilization 
via laparoscopy became the main priority (a legacy that continues 
to dominate the image many international family planning 
professionals still hold of JHPIEGO).~ There were two reasons for 
this. 

2~ecause this evaluation was to asscss only performance since 1988, the evaluation team was qxcifically directed that it 
should devote attention to guantitative outputs and indicators set forth in the 1987 agreement. This evaluation was also 
not asked to address financial questions. (See Appendix A: Methodology.) - 

3~undiog ftom A.I.D. actually began even earlier, when the Johns Hopkins University one of four universities 
participating in the 'advanced technology fertility trainiing centers" project of k1.D.'~ Office of Population, which itself was 
just launching its program. In 1974 the 'advanced technology fertility training centers"project was consolidated into one 
university, Johns Hopkins. 

'see Section 6.4: "Impact of JHPIEGO: General Impressions." 



First, when JHPIEGO began, female sterilization was 
commonly performed under general anesthesia as a major inpatient 
hospital procedure, usually requiring an overnight stay. This made 
sterilization both too costly and too frightening to be a realistic 
means of fertility control for most developing country women. 
Laparoscopy, it was thought, might hold the key to making female 
sterilization a true part of the contraceptive method mix.5 
Second, in the 1970s laparoscopy was a new technology unavailable 
to most developing country institutions, but one that offered many 
advantages for treatment and diagnosis of various gynecological 
problems. Thus it was believed that the attractiveness and 
advantages of this new technology would entice developing country 
obstetricians and gynecologists (oblgyns) into the field of family 
planning, or at least familiarize them with family planning and 
minimize the resistance many would otherwise have put up. 

JHPIEGO thus focused during the 1970s on laparoscopy. 
(Minilaparotomy with local anesthesia, which has since gained 
favor, was not particularly known and available at that time.) 
JHPIECJO brought oblgyns from many countries to Baltimore for 
didactic training in diagnostic and therapeutic laparoscopy. 
Trainees received clinical training in laparoscopy at an 
international network of JHPIEGO clinical training centers. After 
successfully completing the clinical training, the traineest 
institutions were provided with a laparoscope. In key countries, 
JHPIEGO established laparoscopic repair and maintenance (RAM) 
centers. These were crucial for the equipment to remain in use. 
According to JHPIEGO, its laparoscopy training helped sensitize 
leading ob/gyns in more than 75% of the medical schools in 
developing countries to a new approach to female sterilization 
which could be performed as an outpatient procedure. Since the 
training was provided within the overall framework of reproductive 
health, these same clinicians were also sensitized to the important 
health benefits of all methods of family planning. 

In the 1 9 8 0 ~ ~  JHPIEGO broadened its focus somewhat, 
adding short courses targeted to physicians, nurses, and 
administrators on a range of topics. Courses, included, for 
example: "Management of the Infertile Couple," "Integrating 
Management of STDs into Family Planning Programs," "Microsurgery 
for Tuba1 Reanastomosisw, "Curriculum Development in Reproductive 
Health," "Integrating Family Planning into Primary Health Care 
ProgramsI1' and "Administration of Reproductive Health Training 
Programs." Most of these courses were offered at JHPIEGOts 
training center in Baltimore. 

Also in the 1980s, in accord with guidance from the 
Office of Population, JHPIEGO began to shift much of its training 

SThe earlier procedure was laparotomy, which required a long incision opening the abdomen. In contrast, laparwcopy 
requires only a small incision at the navel. 



overseas, helping to develop regional training centers in countries 
such as Thailand, the Philippines, Morocco, Kenya, Indonesia, 
Nigeria, Thailand, and Colombia. By the late 19806, more than 95 
percent of JHPIEGO training was conducted in developing countrie~.~ 

1.3.2 Administrative Issues 

For its first decade, JHPIEGO was an ancillary program of 
the Department of Obstetrics and Gynecology in the School of 
Medicine, directed by members of that department or others for whom 
it was only one of several priorities. A critical evaluation in 
1985 pointed out that, while JHPIEGO had both a president and a 
project director, neither worked full time on the project. 
JHPIEGOfs president was also Vice President of the Johns Hopkins 
Hospital and thus spent only "minimal time1@ on JHPIEGO; likewise, 
JHPIEGOfs project director was spending more and more time on 
research and university clinical commitments, and less on JHPIEGO. 
Day-to-day management had by default been taken over by an 
assistant to the president, creating wconfusionM among all 
concerned. 

The 1985 evaluation recommended both full-timemanagement 
and major changes in program direction, especially a significant 
broadening of the program beyond laparoscopy and a more substantial 
shift to training overseas. In August 1988, following a national 
search, a new project director was hired, JHPIEGOf s first full-time 
director. He remains in this position today and has been 
responsible for many of the new initiatives JHPIEGO has launched in 
the three years since his hiringO8 

In 1988 JHPIEGO changed its name to V?IPIEGO, a Johns 
Hopkins Program for International Education in Re~roductive 

JHPIEGO judged this important to de-emphasize obstetrics 
and gynecology and reflect the organization's shift to a broader 
focus in which key service providers also include nurses, midwives, 
and doctors not specialized in ob/gyn. The familiar acronym 
remained unchanged. 

6JHPIEG~: information provided to IT Division Strategic Planning process, 1991. 

'Richard Deman et at., Evaluation of the Johns H o w  h g m m  for IntcrnatiOnnl Education in Gynecology and 
~Obstefria, October 3, 1986, p. 28. 

BThe position of president is currently unfilled. No moves are under way to fill it. This may become an issue in the next 
cooperative agreement, but no action seems needed at this time. 



1.4 jaaIEGO Todav: Mandate and Mission 

11.4.1 The Present Cooperative Agreement and A.I.D. Mandate 

As noted above, the current cooperative agreement sets 
forth two purnoses for the project: 

1. To increase the availability of improved reproductive 
health measures; and 

2. To increase the number of less developed country (LDC) 
health professionals with modern, appropriate knowledge 
and skills in reproductive health, especially family 
planning. 

In designing this project, JHPIEGO and A. I. D. also agreed 
upon five activities JHPIEGO would pursue. These were listed in 
the cooperative agreement "in no order of preference." They were: 

Pre-service education in medical schools, nursing 
schools, midwifery schools, postgraduatemedical training 
centers, Ministry of Health major hospitals, etc.; 

Modern academic skills, technologies, and appropriate 
approaches; 

Provision of effective methods of family planning 
services by skilled health professionals; 

Expansion of JHPIEGOfs training center network; and 

Provision of medical equipment, supplies, and education 
materials as necessary. 

Eight specific outputs relating to these activities were 
agreed upon, again in no order of preference. Strengthening of 
pre-service education would be accomplished through curricula 
reviews and development of model curricula and related materials 
for reproductivv health, leading to institutionalizing reproductive 
health training in develoging country institutions. Related 
outputs included identification and assassment of skills and 
technologies relevant to reproductive health through international 
forums and meetings and developing strategies for reproductive 
health training. In addition, JHPIEGO was expected to achieve 
quantitative outputs in the areas of U.8.-based training, 
assistance and support to developing country institutions, clinic 
staffing by personnel trained in family planning, and short-term 
technical assistance. 

Although A.I.D. did not set priorities for JHPIEGO, 
JHPIEGO, in its proposal to A. I. D. , made some choices, proposing to 



"concentrate its efforts in medical schools and the most important I( 

nursing schools. It9 In-service training received less emphasis: 
uWPIEGO'S proposal said only that llcontir,uing education will also 
be provided in other institutions." The term "in-service trainingm 
was not used. 

In addition to these statements of purpose, the Office of 
Population currently states JHPIEGO's mandate to be: 

1. "To train developing country physicians, nurses, and 
midwives in reproductive health and family planning; and 

2. To institutionalilre appropriate training in developing 
country medical and nursing schools, thus impzoving 
family planning service deli~ery.~'~ 

1.4.2 JHPIEGO's Operational Definition of Its Mandate and 
Mission . 
How does JHPIEGO see its mandate? Elements JHPIEGO 

emphasizes are the following: l1 

o To train nurses, midwives, and doctors in family planning 
(especially clinical methods); 

o Within this framework, to shift: 

o to greater numbers of nurses than physicians; 

o from laparoscopy to minilap; and 

o from training of providers to training of Lirainers; 
and 

o To concentrate on the public sector over the private 
sector in a ratio of about 90 to 10 (while most other 
cooperating agencies [CAs] focus on non-governmental 
organizations). 12 

'~ooperative Agreement No. DPE-3045-A-00-700440, April 1987. 

1°kl .~ . ,  Users' Guide to the O@e of Population, 1991, p. 21. 

llStaternent at opening session during current evaluation. 

'ZStaff stated, however, that JHPIEGO does not see the distinction between public and private sectors as very important. 
Ffrst, pre-service education feeds into both the public and the private sectors. Second, many public sector providers also or 
mntually work on the private side. 



A rationale behind this mandate is: Clinical methods play a vital 
part in the contrweptive method mix and JHPIEGO, because of its 
Johns Hopkins University relationship, is pre-eminently positioned 
to train developing country clinicians in these methods. 

JHPIEGO Mission Btatement 

Since May, 1991 JHPIEGO has been carrying out an 
organization development process led by a management consultant 
(see Chapter 5) . As part of this process, JHPIEGO has now 
developed a IQmission statementu1 (see below). This is intended to 
define the core of the organization's program, as distinct from an 
A.1.D.-specified project mandate. Given that JHPIEGO receives 
almost all of its funding from A.I.D., the two should not diverge 
tremendously -- and they do not. 

JHPIEGOfs mission statement reflects JHPIEGO's 
aspirations to broaden its program fi it could get funding from 
sources other than A.I.D. Whereas A.I.D.'s priority for JHPIEGO is 
training in familv nlanninq (i. e , contraception) , the heart of 
JHPIEGOts mission statement is ~enroductive health. This includes 
family planning, of course, but JHPIEGO would also like to include 
other measures related to reducing maternal mortality and morbidity 
(e.g., screening for cervical cancer). JHPIEGO believes such 
measures would not only save women's lives, but also make family 
planning services more acceptable to more clients. 

1.5 @@The JEPIEGO Wav8@: New Amroaches and Proaram Decision- 
Makinq 

1.5.1 New Approaches 

How have JHPIEGO activities actually changed since 19883 
When asked to describe current strategies, senior staff tend to 
describe various approaches to clinical training which they often 
refer to as "the JHPIEGO way. This includes the following new 
approaches (details of which are presented throughout this report). 
Since 1988, JHPIEGO has: 

. Reduced and altered the training courses Pn Baltimore -- 
closed the training center and stopped the regularly- 
scheduled standard courses in favor of courses tailored 
to specific groups; 

Established and increased ths use of regional 
(international) training centers in key developing 
countries; 

. Developed new approaches to make training more efficient -- that is, to shorten training time, improve 
performance, and conserve limited resources (e. g. , use of 



JRPIEGO Mission Statement 

MISSION: JHPIEGO is dedicated to improving maternal and child health in 
developing countries by increasing the availability of reproductive health 
services worldwide. 

GOAL JHPIEGO works to increase the number of qualified health 
professionals trained in modern reproductive health care, especially 
family planning. 

m T F i G Y :  For the nineties and beyond, JHPIEGO will accomplish this goal by 

Promoting integration of basic reproductive health training in the 
curricula of schools of medicine, nursing and midwifery to: 

0 Ensure a steady supply of qualified trainers and health professionals 

0 Complement in-service training programs 

0 Decrease donor-dependency and reduce training costs 

. Developing and field-testing new teaching technologies to shorten 
training time, enhance performance and conserve limited resources 

Increasing training capability in modem methods, such as IUDs, 
injectables and implants, and voluntary sterilization, to meet the 
projected increased demand and shift in contraceptive method mix over 
the next 20 years. 

October, 1991 

anatomical models and of only wneed-to-knowm information 
presented in easy-to-use reference manuals); 

Standardised and systematised clinical skills training by 
developing standard step-by-step approaches that increase 
efficiency and effectiveness of training in clinical 
family planning methods: IUD, minilaparotomy, and 
Norplant; 

Developed prototypic training and teaching materials to 
disseminate the standard approaches; 

Pursued initiatives to make the IUD a safer, more 
acceptable method; 



. Developed guidance for preventing and managing infection 
(in the context of family planning clinical and surgical 
procedures) ; 

. Assisted in development of national family planning 
clinical service guidelines as the basis for training, 
service delivery, and quality assurance (in Egypt); and 

. Experimented with advanced computer-based technologies 
for distance learning. 

Most of these approaches are significant contributions 
which, when further and optimally pursued, can undoubtedly have a 
major impact in improving the quality and increasing the 
availability of family planning services in the coming decade. 

1.5.2 Training Strategies at the Field Level 

In some countries JHPIEGOgs new approaches for clinical 
training have already begun to have an impact. Their use is not 
widespread, however. According to JHPIEGOgs director, "In the 
field, 10% of sites might demonstrate 100% of the teaching 
advances, whereas the rest of the sites may have incorporated only 
some segments of the newly developed manuals and  course^.^^ For 
example, the pelvic models needed for JHPIEGOfs new approach to IUD 
training are not consistently available (noted as a problem in 
Brazil). Even newly developed projects (e.g., in Chad) do not 
incorporate the llcompetency-proficiencyll approach which JHPIEGO 
leadership cite as central in their overall training strategy. 13 

There are several reasons for this. First, JHPIEGO 
training approaches are in such a state of ongoing evolution 
(including development in various countries and field testing in 
others) that it is not possible for every activity in the field to 
represent the latest thinking in Baltimore. Second, JHPIEGO has 
not developed a documentation strategy that permits it to 
communicate new approaches effectively to others. Third, in many 
countries, JHPIEGO has tended to continue working with long- 
existing personal contacts and institutional linkages, and this has 
impaired its ability to step back and undertake new approaches. 
Finally, field constraints make it impossible for any CA to carry 
out all strategies consistently. 

At the same time as not all new training approaches have 
been widely introduced, JHPIEGO activities continue to include 

1 3 ~ ~ ~ ~ ~ ~ ~  identifies three levels of achievement in clinical skills training: (1) skilk a q u M o n  - the 
trainee knows the component tasks and sequence for performing a certain procedure (skill); (2) skifh 
competency -- the trainee is able to perform the procedure safely under supervision; and (3) skilIsproficciency - 
- the trainee is able to perform the procedure efficiently without supervision. 



carry-overs from the "old JHPIEGO." Notable is the continued 
training of ob/gyns to perform laparascopic tubeatomies, coupled 
with training and support for maintenance and repair of 
laparascopic equipment. This is not necessarily bad, but 
represents a problematic issue (see Appendix D). 

1 .5 .3  Program Decision-Making 

Stratecric Planninu vs. Taruet of Omortunitv 

Central to the new training approaches, of which JHPIEGO 
is rightly proud, is svstematization and develo~ment of standarq 
ste~-bv-step amroachesthat increase efficiency and effectiveness. 
This is what JHPIEGO means by "the JHPIEGO way." In striking 
contrast, while JHPIEGO has adopted this approach for clinical 
skills traininq, it does not apply the same principles for the 
overall management of its program. It should. 

JHPIEGOts program continues to be dominated by a "target- 
of-opportunityu approach rather than strategic planning. As staff 
acknowledge, many activities are simply initiated in response to 
targets of opportunity -- and staff defend this approach. JHPIEGO 
has made little effort to use strategic planning: systematic 
analysis of options and establishment of priorities and related 
strategies aimed at achievinq the best use of limited resources. 
JHPIEGO has engaged in some strategic planning during 1991, as part 
of the organization development process noted above, butthe effort 
has focused chiefly on internal personnel and management issues 
rather than JHPIEG08s training program. 

JHPIEG08 s mission statement (see above) contains three 
statements under the heading "strategy." These are quite general 
statements, however, which are actually more like objectives than 
strategies. For example, the first "strategyu is stated as: 
"Promoting integration of basic reproductive health training in the 
curricula of schools of medicine, nursing and midwifery ...." But 
how is JHPIEGO doing this? What approaches has it found to be most 
successful? To be most cost-effective? Similarly, we may look at 
the third @lstrategyl@ : "Increasing training capability in modern 
methods, such as IUDs, injectables and implants, and voluntary 
sterilization.... Again, how is JHPIEGO doing this? What 
approaches has it found nost successful? To have the greatest 
impact? To be most cost-effective? Answers to these questions are 
not readily available -- but should be. 

In addition to responding to targets of opportunity, 
JHPIEGO also tries to be responsive to A.I.D. -- which is 
appropriate. However, the combination of responsiveness to A.I.D. 
and responding to targets of opportunity may result in substantial 
activity with relatively little to show in the end, and needs to be 



guided by rational technical criteria.I4 To institutionalize 
family planning training in a country, and to also achieve a 
multiplier effect (and impact) in improving service delivery, 
requires much more than responsiveness to A.I.D. and targets of 
opportunity. 

Many of the "targets of opportunitygg have grown out of 
relationships developed with ob/gyns trained in Baltimore.  his is 
changing, but many projects still reflect the older approach. 
Sometimes these ties have resulted in JHPIEGO's supporting 
activities that appear at odds with country strategies. For 
example, in Morocco, JHPIEGOts long-standing links with the 
National Training Center for Reproductive Health (NTCRH), whose 
director continues to favor laparoscopy, conflict with USAID and 
Ministry of Public Health efforts to introduce minilap training and 
to expand IUD training (despite JHPIEGOts having participated in a 
laudable multi-agency country strategy planning exercise). The 
implications are serious; expanding the method mix and making VSC 
more widely available is essential to increasing prevalence in 
Morocco, where currently 80 percent of prevalence stems from pill 
use. In the ~hilippines, JHPIEGO's long-standing ties with the 
Fertility Care Center (FCC) again box it into training for 
laparoscopy, whereas an increase in minilap is needed for extending 
VSC access c0untrywid.e. 

Strategies are important for achieving a wise use of 
scarce resources -- for getting the greatest impact with a fixed 
amount of funds. Responding to targets of opportunity was a 
reasonable approach in the early decades of family planning. 
However, as the number of clients to be served with contraceptive 
services increases exponentially in the 1390s and early 21st 
century, more effective use of resources will be essential. This 
means also more effecti-~e use of resources allocated to training. 

Proclram Strateqies vs. Traininu Strateuies 

JHPIEGO does not make a clear distinction between overall 
program strategies and technical training strategies. Proaram 
strateaies should include, for example: how JHPIEGOfs budget, 
including personnel time, is allocated among major 'program areas 
(e. g. , pre-service vs. in-service) ; how to determine the regions 
and countries in which to concentrate; and how to determine what 

'%e history of JHPIEGO in Brazil seems to illustrate this issue. Active in that country since 1979, JHPIEGO has 
pursued four different approaches, all of which are either ended or about to end, and is now launching a fifth. Admittedly, 
Brazil represents a particularly difficult casei but JHPIEGO nevertheless appears to have given less strategic thought to its 
pmpmrning in this country than other Cas operating in the same problematic milieu. A 1991 evaluation faulted JHPIEGO 
for inadequate in-country presence and monitoring of its activities (Lassner, 1991). The situation may be irnpmed now that 
JHPIEGO has recently appointed an associate director for Latin America, but the evaluation still points to the need for better 
strategies as well as more in-country presence. 



interventions are most appropriate (needed and likely to have an 
impact) in an individual country. Trainfncr strategies can be 
further divided into: (1) seneric trainins stratesies (e.g., how to 
design a training course, how to make a workshop interesting and 
effective, how to train .trainers-of-trainers, and how to evaluate 
and follow-up trainees) ; and (2) clinical skills traininq (e.g., 
how to train others to insert an IUD or Norplant). 

Reuional 8trateaies and Country Selectioq 

JHPIEGO has not made a systematic effort to set 
priorities among regions and countries. Rather, in its choice of 
countries and activities, JHPIEGO has been guided primarily by 
whether assistance was requested by A.I.D. and/or some host-country 
entity and whether a proposed project seemed viable. No criteria 
exist to guide decisions as to the countries in which staff time or 
project funds should be invested (e.g., small country vs. big; 
high-prevalence country vs. low; country with good training 
infrastructure vs. poor, atc.). 

Only with regard to sub-Saharan Africa has there been a 
clear effort to direct resources (but this in response to A.I.D. 
requests). Staff increases have been greatest in JHPIEGOts Africa 
division (6 persons to 12), and the percentage of central monies 
going to Africa has ahso increased. 

Country Traininu Stratecries and Needs Assessments 

Nor does JHPIEGO have criteria to guide its decision- 
making at the country level. As of September 1991, JHPIEGO had no 
standard format or protocol for training needs assessments -- an 
essential tool for targeting training resources most effectively. 
JHPIEGO does conduct needs assessments but these are done in an 
idiosyncratic manner with thoroughness and accuracy varying with 
the orientation, expertise, and time availability of the individual 
JHPIEGO staff member. Where JHPIEGO has worked from a good needs 
assessment, results have been very positive -- as in the case of 
in-service training for nurses in Kenya (see Appendix L). In some 
cases, however, JHPIEGO decides what it will do without conducting 
an adequate needs assessment. 

Related to this, JHPIEGO also has no criteria or 
conceptual framework as to what should go into a country training 
strategy. JHPIEGO has not yet developed criteria that would enable 
staff members to select institutions that are most likely to use 
JHPIEGO assistance to best advantage. Nor has JHPIEGO developed 
criteria to guide star'f in deciding with which categories of health 



care provider to work for the greatest impact. The Philippine case 
study presented in Appendix K illustrates this point.15 

Encc aaina Beu- 

A fair amount of strategic thinking is increasingly 
taking place. However, except for JHPIEG08s well-detailed training 
materials, few other approaches or strategies are documented in 
comprehensive enough detail to allow new staff or consultants to 
understand and then implement them. (For example, even the 
important~tskillacquisition-competency-proficiencyt~ approachwhich 
JHPIEGO leadership espouses most vigorously is not understood by 
all the JHPIEGO staff.) Some strategy beginnings appear here and 
there in writing, but the information presented is not readily 
available to the staff or consultants. For example, there is a 
great deal of good strategic analysis on computer discs and buried 
in trip reports written by the Associate Director for Asia and the 
Near East, but these need to be taken further in a systematic 
way.16 Similarly, a preliminary schema linking training to stages 
of family planning program development has been set forth by 
JHPIEGOts Africa Office, but not taken any further. 

Recently, in some countries, JHPXEGO has begun to take a 
more strategic approach. For instance, in Papua New Guinea, which 
JHPIEGO views as a model effort, JHPIEGO has worked closely with 
other agencies (World Bank and A. I. D. ' s SEATS project) from the 
earliest planning stages to develop a joint training and service 
delivery strategy. JHPIEG08s training plans grew out of an in- 
depth study of the government's needs for service delivery 
personnel and trainers and includes a number of stages designed to 
lead eventually to institutionalization of training capacity within 
the country. Morocco is another example where JHPIEGO has recently 
worked closely with the mission to develop a "global strategy." In 
Brazil too JHPIEGO is seeking to coordinate inputs with those of 
other agencies. 

JHPIEGO is also discussing ways to increase its impact by 
becoming more involved in work of other donors -- and "leveragingw 
their input. For example, JHPIEGO has discussed possible 
collaboration with IPPF in developing and producing training 
materials. JHPIEG08s director has also suggested that JHPIEGO 
should participate in World Bank project appraisal teams, thus 
influencing the design of that donor's programs to include 
appropriate training components. 

'one approach JHPIEGO is following, in a limited context, may be questionable. This is the "reproductive risk 
approach." Reasons for caution with this appmch are discussed in Appendix E. 

1 6 ~  typical example is a xeroxed paper titled "Transcript of Presentation Made By Dr. Clayton A. Ajello, 'Insights into 
the Training Process," July 11,1991. Another good example iti Dr. AjeUo's "Requirements for Establishing a Clinical Training 
Facility" (buried away on a 1989 Egypt disc). 



1.5.4 p i t  with IT Division's OD- 
! a h k l m a  

- 
In 1990, the Office of Population's Xnformation and 

Training (IT) Division developed a set of "Operating Principles and 
Objectives far Trainingn (see Appendix B). In genebral, the fit is 
good between JHPIEGOOs program and the IT Division's operating 
principles and objectives, but some discrepancies exist. 

For example, the first IT operating principle is: 

"Education and training have more impact when closely 
linked to service delivery." 

JliPIEGO is aware of the importance of linking training to service 
delivery and now conducts most of its training in developing 
countries rather than Baltimore. Nonetheless, whether persons 
trained by JHPIEGO actually provide family planning services 
remains variable. For instance, in a nurse trainers8 course in 
Egypt in December 1990, only 4 or 5 of the 15 nurses taking the 
course were directly involved in family planning. 

The second IT operating principle is: 

"Training activities should flow from a comprehensive 
strategy based on the needs, resources, and stage of 
development of the country being assisted.!@ 

As noted above, JHPIEGO has no standard protocol or conceptual 
framework for training needs assessments (although this is said to 
be in the planning stages). Sometimes its training activities flow 
from a comprehensive strategy, but often they do not. From 
JHPIEGOts recent participation in several country program strategy 
planning exercises, however, it now has a good basis for developing 
its own comprehensive framework and strategy. 

1.6 Overlaminu Mandates 

JHPIEGO's mandate overlaps those of numerous other CAs. 
The most direct overlap is with the three other CAs who implement 
the Family Planning Training for Paramedical, Auxiliary and 
Community Personnel (PAC IIb) project: the Program for 
International Training in Health (INTRAH), Development Associates 
(DA) and Pathfinder. l7 There is also overlap between the mandates 
of JHPIEGO and those of service delivery CAs (managed by A.I.D.'s 
Family Planning Services Division, FPSD) which support training as 
one of several components needed for good service provision. These 
CAs include the Association for Voluntary Sterilization (AVSC) , the 

"DA works in Latin America and Mi; DA's subcontractor, Pathfinder, works in the Near East-North Africa; INTRAH 
works in subSaharan Africa. For further details on "werlapping mandates," see Appendix C 



Family Planning Service Expansion and Technical Supports (SEATS) 
project and, again, the Pathfinder Fund. In addition, some othar 
CAs also provide training, but primarily in management and in 
counseling and inter ersonal skills, areas in which JHPIEGO does 
not now concentrate. 8 

Overlapping mandates have the potential for duplication 
of effort in the field and some competitiveness among the various 
CAs with regard to proprietary interest in materials developed. To 
their credit, JHPIEGO and the other CAs involved have made 
substantial effort to collaborate, and no serious duplicative 
efforts have been observed'. Resolution of overlap issues generally 
takes place on a country-by-country basis, often at the field 
level, with different solutions being arrived at in different 
countries. Often these reflect long histories of relationships 
with host-country institutions as well as particular strengths of 
the individual CAs. 

A.I.DOfs project monitors are generally aware of the 
broad mandates of the various CAs, but often they are not well 
informed at the subproject level of the other projects8 work. When 
projects are in different divisions of the Office of Population, 
communication between project monitors may be minimal (e. g. , 
between JHPIEGO in the IT Division and AVSC in FPSD). Moreover, 
the Office has no system that reviews training activities or 
strategies in a comprehensive way. 

The existence of multiple organizations with overlapping 
mandates to conduct training is similar to the situation of overlap 
in other areas (e.g., management information systems, logistics) in 
the Office of Population and is inherent to the way the Office 
operates. A.I.D. has encouraged specialization among its CAs and 
supported certain CAs in developing expertise in specific areas 
(e.g., AVSC for counseling, Development Associates for materials 
development, and JHPIEGO for training related to IUDs). This has 
been important in minimizing duplication. 

1.7 Conclusions an4 Recommendations 

Conclusions 

1. Proaram in transition. JHPIEGO is in the process of a major 
transition from a program (the "old JHPIEGO"), whose main 
components were training courses in Baltimore and a 
concentration on laparoscopy, to a far more diversified 

"~ana~ernent-oriented projects include principally the Family Planning Management Development (FPMD) project, 
whose mandate is to provide training in management skills, but also John Snow, Inc., University Research Corporation 
(URC), Pathfinder (institutional development), ABT Associates, and the Management Sciences for Health (MSH) Health 
Fmcing Project. Training in co~meling and interpemnal skills is provided by the PACIIb Cas as well as by AVSC, 
Pathfindcr, and other service delivery projects. 



program. Over the past three years, JHPIEGO has made good 
progress. The "new JHPI EGO1@ features more targeted technical 
assistance and training in developing countries, inclusion of 
other contraceptive methods, and related technical approaches 
to make family planning safer and more acceptable. The "new 
JHPIEGOw is still very much a program in transition, however. 
In Baltimore, many of the staff are new, having only recently 
been hired. In the field, new approaches are not widely 
implemented and many old programs continue on. Much remains 
to be done to follow through on recent and current initiatives 
and to arrive at program strategies that result in cost- 
effectiveness and impact. 

2. Btratecnr develo~ment. JHPIEGO has made laudable progress in 
developing strategies and standardized approaches fortraining 
in specific clinical s u  (e.g., IUDs, VSC, Norplant). 
JHPIEGO has placed lower priority, and made less progress, in 
the equally important area of aeneric trainha s k i u  (e.g., 
how to design an effective training course). JHPIEGO has also 
placed lower priority and is relatively weak in the area of 
woqram strateaies (e.g., criteria for determining in which 
countries to work and what interventions are most appropriate -- needed and likely to have an impact -- in an individual 
country). Strategies for institutionalizing family planning 
training (pre- and in-service) remain to be fully and clearly 
articulated. JHPIEGOts program continues to be dominated by 
a target-of-opportunity approach rather than strategic 
planning. 

Recommendations 

To JHPIEGO: 
1- Btratecrv-clarification. JHPIEQO should engage in a ggstrategy- 

clarifiaationg8 exercise to develop a set of strategies for 
working toward program objectives in the most cost-effective 
ways. JHPIEGO should analyze its experience to extract 
lessons learned, but it should also look beyond its own 
experience to examine afresh evolving needs and possible new 
solutions. For each major program area., JHPIEGO should 
produce a short working paper in which the strategy, as well 
as pending issues, are set forth- Strategies developed should 
center on principles and processes that emphasize the 
importance of working from individual country needs; 
approaches should not be superimposed on countries. The 
deputy director for program management recommended below (see 
Chapter 5) should lead this exer~ise.'~ 

- 

*~emmmendations in boldface type are the principal recommendations in chis report. 



To the Office of Population: 

2. mandate@. The Offiae of Population should not try to 
define mandates so narrowly as would be neaessary to prevent 
all overlap. Nor should it prescribe roles so narrow that 
JHPIEGO and other CAs would be prevented from working with 
organizations with which they have long-term relationships and 
a natural entree. Finally, A.I.D. should not assume that 
having only one training projeat, or one training CAB would be 
a good situation, even though this would minimize issues of 
overlapping mandates. 

3. CA aharinu of traininu emertiae. The Offiae of Population 
should find effeative ways to faailitate sharing of expertise 
among its training CAs. The following are appropriate topics: 
counseling; improving clinic management; clients' perspective 
regarding quality of service; IUD insertion, management and 
removal; infection prevention; management of genital tract 
infections in family planning service settings; curriculum 
development; development of effective simple training aids; 
natural family planning; management of family planning service 
delivery systems; family planning commodities management; 
supervision; and competency-based training and evaluation. 



2. Training Materials and Methods 

2.1 Trainina Materials 

JHPIEGOfs special area of expertise, for which it is 
A.I.D.,s lead agency, is training in long-term clinical methods of 
contraception: the IUD in particular and, although to a lesser 
degree, Norplant, and voluntary sterilization. Perhaps 
JHPIEGOfs most significant contribution has been the 
standardization of clinical procedures and the development of 
prototype training and reference materials for these three 
contraceptive methods, complemented by guidelines for infection 
prevention and management, all aimed at rendering these methods 
safer and services higher-quality. 

An important contribution of JHPIEGOfs training materials 
is the competency-based approach to the development of technical, 
clinical skills, especially those related to surgical and other 
sterile techniques. Developing these manual skills is an essential 
part of clinical training and one of the most difficult parts of a 
clinical skills course to standardize, i.e., to assure attainment 
of a specific level of learning by each trainee. JHPIEGOfs 
training materials are particularly valuable because they 
facilitate and standardize a consistent, effective and efficient 
approach to developing these manual clinical skills. 

These materials have not yet been widely introduced in 
developing countries, but have significant potential for both pre- 
service and especially in-service training. They jmclude the 
following: (1) training packages for the three contraceptive 
methods; (2) reference manuals, and (3) prototypic family planning 
service guidelines. 20 

2.1.1 Training Packages and Manuals 

The purpose of JHPIEGOrs "training packagesw is to 
facilitate and standardize effective and efficientcompetency-based 
clinical skills training courses for individual contraceptive 
methods. These training packages, which can be used "as ism or 
adapted to individual countries and training programs, are: 

1. IUD insertion, management and removal (for the Copper-T 
380A)  , 

2. Minilaparotomy with local anesthesia, and 

3. Norplant insertion, management and removal. 

%ee "JHPIEGO Training Materialsn (dated July 10, 1991) for a list and description of these training materials, including 
the languages in which each is available, its approximate cost, contents, and countries in which it has been successhrlty used. 

Previous Pago Blank 



The heart of each training package is a prototype 
trainina manuax designed to be used by both trainers and trainees. 
(JHPIEGO's minilaparotomy package uses AVSC's manual.) For each of 
the three contraceptive methods, the complete package contains four 
principal elements: 

a course outli.~, which provides a day-by-day training 
schedule keyed to the training manual; 

a trainina manual, which constitutes the heart of each 
training package. This is designed to be used by both 
trainers and trainees and to provide essential "need-to-knowtv 
information on the topic. The manual also describes how this 
information should be presented in a training course. It thus 
includes written pre- and post-tests to measure trainees8 
knowledge before and after the course); competency-based 
evaluation checklists (for pre- and post-training assessment 
of trainees8 clinical skills); and a course evaluation tool. 

audio visual materials, usually a set of 35-mm slides and a 
video cassette; and 

anatomic models (in the IUD and Norplant packages) for 
students to use in practicing manual skills. (The IUD package 
contains two kinds of pelvic models and a hand-held uterine 
model for practicing clinical skills; the Norplant package has 
a model of the upper arm). These help trainees develop skills 
with less need to practice on clients. 

All materials in each ~ackaae are consistent and thus 
reinforcing in their content and approach. 

The audio visual materials and anatomic models play a 
central role in the vvhumanisticmv approach which is an important 
part of JHPIEGO's training philosophy. Throughout the world, 
clinical training has generally required that completely unskilled 
trainees practice techniques such as IUD and Norplant insertion on 
female clients to gain initial skills, thus subjecting many women 
to discomfort or pain. By llhumanisticll approach, JHPIEGO means 
that it promotes the use of training aids to help trainees acquire 
basic skills without extensive practice on actual clients. This is 
an important objective. The training aids are of two types: 
anatomic models for practicing clinical procedures, and other 
visual aids (chiefly slide sets and videos). There is a vast need 
and demand for these training aids. The good ones are highly 
valued and make a significant difference in training. 

2.1.2 Reference Manuals 

In addition to the training manuals, each of which is 
part of a method-specific training package, JHPIEGO has produced 



two important reference manuals. JHPIEGO undertook these on its 
own initiative, to standardize and raise the quality of care, 
especially in relation to use of IUDs. They are: 

1. Jnfectio ~1 Prevention for F a milv Pl-a Servicp 
groarams, and 

Genual Tra ction Guidelines for F a a v  Pl- 2. ct Infe 
Service Proarams. 

These reference manuals focus on the information 
necessary for clinical care. They differ from the training manuals 
in that they are not presented in the format of a training course 
or exercise. 

A reference manual on training skills has been in process 
(several starts with several consultants) since about 1988. The 
latest effort, titled "Training Skills for Reproductive Health," is 
still being developed. This will apparently cover all the skills 
needed to design and implement a training program. If well done, 
it could make a major contribution in improving the efficiency and 
ultimate impact of training. 

2.1.3 Characteristias and ~ualitie~ of JHPIEGO's Training 
Materials 

Manuals and Related Print Materials 

JHPIEGO strives to achieve certain qualities in its 
training and reference manuals. These can be considered general 
characteristics, although the materials vary in quality and the 
extent to which these characteristics are actually achieved. 
Specific qualities of the materials include the following: 

1) The information presented is accurate, up-to-date, and 
consistent with the opinions and standards of leading 
authorities in the field. 

The training materials are based on . clear, detailed 
definitions of the knowledge and clinical practice behaviors 
(competencies) that are the objectives of the course or 
training experience. The goal is for both the trainees and 
the trainers to know exactly what the trainees are supposed to 
learn and be able to do at the end of the training. Training 
manuals come complete with written tests to measure traineesf 
knowledge before and after the course, and guides for pre- and 
post-training assessment of the trainees, clinical skills. 
Since the course objectives are keyed to essential knowledge 
and skills for safe practice, trainees are expected to a 
achieve all of the objectives. 



The information included has been selected on a "need-to-know1@ 
basis ( e .  , it does not include unnecessary details or 
complexities) and is presented in a manner that facilitates 
its use. For instance, information in the IUD manual is 
presented in a sequence which follows the usual way patients 
are cared for, starting with general counseling and ending 
with management of side effects and serious complications; the 
Infection Prevention Manual uses decision-tree flow charts. 
JHPIEGO is trying to apply principles of good teaching and 
learning in the organization and presentation of the material 
in its documents. 

JHPIEGO has refined the manual skills involved in basic 
clinical procedures and disaggregated them into a sequence of 
short, distinct steps which make the procedure more efficient 
to perform and easier to learn; this also facilitates 
assessment of a trainee's competency. JHPIEGOfs "no touch 
methodu of IUD insertion is an example. 

Course outlines call for the use of a variety of participatory 
or learner-active (i.e., "adultw) teachingllearning methods. 
They also emphasize the use of anatomic models for the 
acquisition and refinement of manual skills. 

Although the manuals have some common characteristics, 
they vary in many ways, including scope. For instance, each of 
them focuses on the knowledge and skills required for the technical 
aspects of the clinical care of individual patients; however, the 
IUD manual contains less guidance related to counseling and none on 
clinic management; by comparison, the Norplant manual is richer in 
both areas. 

Audio-visual Materials 

Audio-visual materials have been a lower priority than 
the print materials. JHPIEGO has developed some slide sets and 
videos, of the generic prototype sort, to be used in classroom 
teaching and has distributed these to some of its trainees to use 
for "second-generation1@ training of service providers. JHPIEGO has 
also supported some local development of audio-visual materials. 
The quality of these materials could almost certainly benefit from 
the same level of attention that has gone into the manuals. 

For example, a GTI video made for distribution throughout 
Egypt was a good idea but was amateurish and of a quality too poor 
to distribute. While the technical content may have been sound, 
the presenter lectured rapidly, violating most of the principles of 
adult learning that JHPIEGO seeks to teach trainers. The video 
would have been incomprehensible to viewers who had not already 
participated in JHPIEGOfs GTI training course. 



JHPIEGO has not sought assistance or collaboration :in 
this regard from the Center for Communications Programs, the other 
A.1.D.-funded family planning program at Johns Hopkina University. 
Given the success the Center's Population Communication Services 
(PCS) project has had in producing compelling and professional- 
quality visual communications, it would seem that JHPIEGO could 
benefit substantially from working with PCS in this area. 

2.1.4 Development and Dissemination 

Some of these materials started as products developed to 
meet the needs of specific JHPIEGO projects in one or more 
countries. In this case, the original document (and approach) were 
then reviewed and field tested in other settings, resulting in 
improvements and eventually generic products potentially adaptable 
worldwide. For instance, the Genital Tract Infection Guidelines 
for Familv Plannina Service Prosrams evolved from a module 
developed by the Zimbabwe Ministry of Health to provide "the 
minimum necessary knowledge for a nurse to manage patients with 
STDs.. . . Similarly, JHPIEG08s manual, Infection Prevention far 
Familv Plannina Service Proarams, evolved from an initiative in 
Nepal and was subsequently elaborated and refined in Kenya (with 
funding provided by USAID/Kenya). After these two field 
experiences, it was taken to experts for review. This manual will 
be used for training of trainers and assessed further. 

In contrast to these examples, some JHPIEGO materials are 
adapted from documents originally produced by others. For example, 
JHPIEGOts Norplant materials are based on a thick compendium 
developed by The Population council, the Program for Appropriate 
Technology (PATH), and the World Health Organization (WHO). One 
might ask why JHPIEGO needed to produce yet another manual. The 
answer is that the earlier materials were produced to meet multiple 
needs -- not just training. JHPIEGO has revised them to inchdie 
only llneed-to-knoww information material pertinent to training and 
reformatted them to support competency-based training and 
assessment. Basing a JHPIEGO manual on other documents also helps 
assure technical consistency between a variety of materials on the 
same subject. 

JHPIEG08s materials are at various stages of development. 
Some are still considered drafts (e.g., the Norplant manual). All 
materials are dated on every page and stored on computer disks, 
implying that they may eventually be revised. This is important, 
since various improvements are needed. For some toy,cs, JHPIEGO 
has submitted the draft manual to various experts for technical 
review in order that the manual produced represent a consensus in 
the field. For instance, the Infection Prevention manual was 
reviewed by experts from the World Health Organization, the U.S. 



Centers for Disease Control, the International Planned Parenthood 
Federation, and AVSC and will be published under the imprimatur of 
these organizations). $1 

JHPIEGO is aware that its materials are not perfect and 
is committed to further field-testing of some. Its annual workplan 
for PY 5 calls for field-testing and evaluating the clinical skills 
training packages for IUDs, Norplant, GTIs, and infection 
prevention in more than 12 countries. The goal is to have generic 
products which are adaptable worldwide. 

Dissemination and Gocal Adaptation 

JHPIEGO presents its manuals as prototypes and invites 
local adaptation and revision. Each manual carries a statement 
that "This publication is in the public domain and can be used or 
adapted freely by anyonegg and an offer to send copies of the 
document on computer disk or by modem to facilitate local revision. 
This is very appropriate. Even the training course outlines seem 
to be used mainly as reference documents -- that is, they are not 
being used "as is" but rather used to support the local development 
of specific courses. 

JHPIEGO1s manuals are being used in some manner in a 
variety of JHPIEGO curriculLum development and training projects. 
They have been shared with other international family planning and 
reproductive health agencies, including all of the Office of 
Population CAs. The task of dissemination has only begun, however, 
as is illustrated by the fact that staff of I N ~ P s  Regional 
Off ice in Nairobi had not seen and did not have copies of JHPIEGO1s 
manuals. JHPIEGO has made efforts to distribute copies to CAs and 
other lead agencies, but greater efforts are needed to get 
materials to the field. 

2.1.5 Content and Use of Specific Materials 

This evaluation was not able to examine every detail of 
each training package or manual and its use in the field. Some 
achievements stand out, however, along with areas needing 
improvement. 

The IUD: Revitalieinu An Important Method 

One of the "new@' JHPIEGOfs major areas of emphasis has 
been the IUD. J'HPIEGO has worked hard to make this method, which 
had fallen into disfavor in many countries, safer and more 
acceptable. 

Z I J H P ~ ~ ~ ~  has been working hard to arrange large-volume printing of this manual s o  that its low 
cost (%.90/copy) will permit mass distribution to all organizations working with the sponsoring organizations. 

24 



In the early 1960s, IUDs surfaced as an important method 
of contraception. Unfortunately, following rapid, widespread 
introduction in South Asia, by the 1980s backlashes had occurred 
there and elsewhere due both to inadequate provision of this method 
and to problems with the early devices. The IUD has now gone 
through several generations of technical refinement, resulting in 
the new Copper T 380A. Although highly promising, this new IUD was 
nevertheless launched into an environment of substantial negativism 
due to past problems and complications including infection, 
perforation, and infertility resulting from insertion bp poorly 
trained service providers (see Appendix H). 

To its credit, JHPIEGO recognized the great potential of 
the Copper T 380A and moved in several important ways to revive and 

v extend the use of the IUD. Specifically: 

1) JHPIEGOts IUD training manual, Comer T 380A IUD Guidelines 
for Familv Plannina Service Proarams, standardizes and details each 
step in the process of "safe and gentlem1 IUD insertion and removal. 
Information is presented in a sequence that follows the typical 
progression of patient care, starting with general counseling and 
ending with management of side effects and serious complications. 
Its discussion of the l1no touch methodm of IUD insertion, which 
permits insertion of the IUD directly from the package, is an 
example of JHPIEGOts efforts to disaggregate clinical skills into 
short steps that make learning the procedure easy. 

2) JHPIEGO has helped produce an anatomic ~elvic model and 
introduced its use -to develop a %urnanistic approachw in IUD 
insertion training. This has the advantage of avoiding the usual 
situation in which completely unskilled trainees ractice IUD 
insertion on female clients to gain initial skills?2 A second 
important advantage is reducing the need for large numbers of IUD 
clients in order to train service providers in IUD insertion. 

3) JHPIEGOfs most com~rehensive trainina ~ackaae is for the 
Copper T 380A IUD. This is formatted to be conducted as either a 
one- or two-week course. The complete package includes: a set of 
slides; family planning service program guidelines; guidelines for 
developing an IUD program; two kinds of pelvic models and a 
hand-held uteririe model for practicing clinical skills; and a video 

2 2 ~ ~ ~ ~ ~ ~ ~  has found that both IUD and Norplant training can be completed in less time with better 
results through use of anatomic models. An important study in Thailand showed that midwives who practiced 
IUD insertion first on anatomic models ach~ieved competence after only 1.6 insertions on clients, in contrast 
to the 6.5 insertions on clients required without previous practice on a model. 



cassette available in English, French, Spanish, Arabic, Nepalese, 
or Thai). 4.3 

4) Consistent ~tanardg have been established so that quality 
control visits can effectively be carried out by a number of 
examiners in different parts of a country expecting uniform outputs 
in terms of client teaching and clinical use of the IUD; and 

5 )  To mila~ln= 
. *  e com~lications directly related to IUD 

insertion, JHPIEGO has brought together specialized information on 
genital tract infections and infection prevention. This is 
presented in the two complementary reference manuals listed above. 

A major field-level effort related to the development of 
JHPIEGOfs IUD materials took place in Egypt, where JHPIEGO was the 
lead agency in helping establish the Regional Center for Training 
in Family planning (RCT) (see Appendix I). A central objective in 
establishing the RCT was to extend Egypt's national IUD program in 
a safe, uniform and replicable way and thus expand its chances for 
success. JHPIEGOfs contribution was crucial and, at the same time, 
this gave JHPIEGO opportunity to develop and improve its generic 
IUD training materials. 

Lessons learned in the process of codifying and creating 
uniformity in IUD training and services should have far-reaching 
effects in the advancement of other contraceptive methods such as 
Norplant. In addition, there will be important spin-off effects on 
techniques of training medical professionals in developed as well 
as developing countries. 

Areas Needina Im~rovement. The IUD manual was JHPIEGOfs 
first; in comparison to the later manuals, it is less complete. 
While strong on the manual skills involved in IUD insertion and 
removal, it is weaker in related program areas. The manual does 
not address or designate time for training related to ensuring 
privacy, record keeping, and other aspects of clinic management for 
quality care. 

The content on counseling seems thin. .(One afternoon is 
designated for learning related to counseling and counseling skills 
are included in the post-training clinical competency assessment, 
but relatively little substance is provided). In addition, the 
counseling section refers to another document, identified only as 

U ~ n  Kenya, Ministry of Health officials were impressed by the IUD training package. Both physicians 
and nurse-midwives had expressed concerns about Copper T 380A IUDs, in relation to safety (due to 
tarnishing in the package), efficacy (alleged high expulsion and failure rates), and acceptability (potential users 
refusing to accept a tarnished IUD). A JHPIEGO demonstration of its IUD training package, however, helped 
convince Ministry of Health trakers to request technical assistance from JHPIEGO in revamping Kenya's in- 
service training program. 



"PathH, which is neither reprinted nor clearly referenced within 
the actual manual. This implies that a second, supporting document 
is needed to teach the course and is quite confusing. 

The content on managing side effects and complications, 
adapted from an INTRAH manual ,24 is inadequate, weak, or confusing 
in several important areas. One is ectopic pregnancy, a 
potentially life-threatening complication. Also lacking is 
adequate guidance on what to do if the cervix is red, "inflamed," 
or has an "erosionIt1 situations that cause many women who want IUDs 
to be denied them unnecessarily. 25 

JHPIEGOts minilap materials derive in large part from its 
pioneering work in Kenya, as well as from similar work in Zimbabwe. 
For the manual in its minilap training package, JHPIEGO uses AVSCts 
Safe and Voluntarv Suraical Contrace~tion (which it acknowledges as 
AVSCts) . In Kenya, JHPIEGO has also supported production of a 
Kenyan minilap manual (developed together with the local Department 
of Obstetrics and Gynecology and AVSC). The course outline and 
teaching slide set have been extensively field-tested in Kenya and 
Zimbabwe and most of course components are designed for use in an 
African setting. The slides show minilap as actually performed in 
Africa. A video on the procedure itself was produced in clinics 
and hospitals in Kenya. A second video, on counseling, is targeted 
toward African health care providers. 

Infection Prevention: An Important Initiative 

The reference manual, Infection Prevention for Familv 
plannina Service ~roarams, is a unique resource. It brings 
together for the first time information designed to promote the 
safety of clients and providers involved in invasive family 
planning methods: IUDs, VSC, and Norplant. This is information 
that would otherwise be inaccessible to most developing country 
family planning program managers, trainers, and clinicians. The 
manual is thus a significant and much needed contribution to the 
field. Even though quite new, the manual is relatively widely 
known, is highly valued, and is being used. 

UINTR~H, Guidelines for Clinical hcedures in Family Planning and Saatally Trmmitted Disemes: A Reference for 
Trainers, 1989. 

zrMany developing country doctors, midwives, and nurses lack adequate information regarding cervical ectopy and how 
to distinguish it from cervical conditions that may require treatment or that contraindicate IUD insertion. A red and inflamed 
cervix can occur with no abnormal cervical or vaginal discharge and no pain, itching or other symptoms of genital mct  
infection. ?his condition is apparently common, especially among oral contraceptive users, in Morocco (and other countries, 
such as Turkey). In some cases it may reflect cervical ectopy, a benign condition that can result from use of oral 
contraception. Cervical ectopy is often misdiagnosed as cervicitis, however, causing some women to be denied an IUD when 
it would not be harmful. 



Needina ImmrovQglggf;. One specific problem with 
this manual concerns its directive to soak in bleach all materials 
contaminated with blood or body secretions. Such soaking causes 
rapid deterioration of expensive cloth and latex products -- and 
appears to be resisted by many people in the field. For example, 
although physicians at the Fertility Control Center in Manila said 
they like the infection prevention manual, they were not following 
this particular recommendation, which they may consider 
impractical, even though it is theoretically necessary to protect 
personnel, including cleaning and laundry staff, from AIDS. 

Although JHPIEGO sought expert opinion regarding these 
standards, it may not have subjected them to adequate pre- 
publication testing in the field. When even the Fertility Care 
Center in Manila -- a JHPIEGO Itinternational training centeru -- 
failsto follow the manual's directives completely, as was observed 
during this evaluation, something is wrong: The recommended 
standard may be unnecessarily rigid and high, in which case 
alternative approaches should be offered. Or, if the standard is 
absolutely necessary and should be retained, then the manual should 
be revised to communicate the need for the standard so effectively 
that it will be followed. It is counterproductive to set a 
standard with which even a JHPIEGO training center does not comply. 

Genital Tract Infection Guidelines for Familv Planninq 
Bervice Proarams 

This reference manual focuses on abnormal vaginal and 
cervical discharges and other symptoms which arise fromthe uterus, 
cervix, vagina, pelvis and external genitalia. It was developed in 
large part to support the safe use of IUDs and was undertaken by 
JHPIEGO, on its own initiative, as part of its effort to revitalize 
the IUD. This manual -- and JHPIEGO's generally high level of 
attention to prevention, diagnosis, management and treatment of 
GTIs -- constitute an important contribution to preventing IUD 
insertion in women with vaginal/cervical infections, thus 
protecting those women and, as a consequence, the acceptability and 
reputation of IUDs. 26 

JHPIEGO distinguishes between genital tract infections 
(GTIs) and sexually transmitted diseases (STDs) for two reasons. 
The first is because ofthe negative social implications associated 
with STDs. Second, some vaginal and cervical infections result 
from causes other than sexual transmission of infection and some 
STDs (such as AIDS) are manifested through disease complexes which 

we term "reproductive tract infections" (RTIs) is also used for what JHPIEGO refers to as "genital tract infections." 
Women's health advocates have recently highlighted the need for family planning service providers to show more concern 
for problems of reproductive tract infections (e.g., Ruth Dion-Mueller and Judith Wasserheit, m e  C u l m  of Silence: 
ReMuctive nuct Infections Among Women in the Third World, New York, International Women's Health Coalition, 1991). 
JHPIEWs manual provides concrete guidance. 



do not include the usual signs and symptoms of genital tract 
infection. 

The manual is organized by categories of symptoms 
(presenting problems), inmtead of being based on disease entities. 
This is a very useful orientation. 

aa Nee-ove. Unfortunately, the manual 
does not adequately address the problem, mentioned earlier, of a 
red, apparently inflamed cervix in the absence of abnormal 
discharge. There is a chapter on vaginal discharge, but none on 
cervical abnormalities. The manual fails to address the need for 
a better way to differentiate between cervicitis associated with 
infection (i.e., a contraindication to IUD insertion) and cervical 
ectopy ( e ,  a common benign abnormality which is not known to 
increase risks associated with IUDs). 27 

The GTI manual also seems difficult to use, in part 
because it contains several flow charts that refer back and forth 
to one another. The actions prescribed by the flow charts28 are 
not uniformly followed, even at JHPIEGO international/regional 
training centers (e. g., in Morocco) that have been provided with 
the necessary laboratory equipment. 

Additional To~ics Needincr Attention 

JHPIEGO has by no means exhausted all the topics that 
could benefit from well-designed training and reference manuals. 
One particularly urgent area is that of sentic abortion. 
Incomplete abortions are responsible for one-third of all maternal 
deaths in developing countries; treatment of septic abortion 
absorbs large amounts of hospital staff time; and a large 
proportion of the beds in gynecological wards are filled with women 
suffering from this condition. In most developing countries, the 
aspiration equipment that could successfully treat most of these 
women does not exist and hospital personnel are helpless. Recent 
testimony by A.I.D. before Congress has clarified that the Mexico 
City policy guidelines allow for provision of training and 

n~oncerning arvical cctofy, the following gnclus i~ i i  are relevant: (1) Cervical ectopy may be a relatively common 
condition among women, especially oral contraceptive users, in some countries. (2) Many developing country doctors, 
midwives, and nurses lack adequate information regarding cervicp! ectopy and how to distinguish it from cervical conditions 
which may require treatment andlor which contraindicate IUD insertion. (3) This lack of information may cause many women 
who want IUDs and who could safely use IUDs to be unable to ge: them. (4) JHPIEGO's training materials do not 
adequately address the problem of cervical ectopy. Recommendation: JHPIEGO should study the issue of cervical ectopy 
and decide how to advise clinicians in developing countries to proceed when they encounter a client with red, 
inflamedappearing tissue surrounding the cervical os but no other signs and symptoms of vaginitis andlor cervicitis. 
JHPIEGO should seek help from outside experts to decide this. It should then revise its IUD and GTI training materials 
to incorporate this advice. 

%g., to gram stain endocervical exudate from women with a friable (bleeds easily on touch) cervix. 



equipment to treat septic and incomplete abortions (including 
illegal abortions) as well as post-abortion counseling and 
services, including contraceptive services (see Appendix F) . 29 

Cervical cancer, the leading cause of cancer death in 
women in developing countries, is another important reproductive 
health area which could benefit from JHP1EGOts attention. The use 
of pap smears as a mass screening nethod for pre-cancerous 
conditions of the cervix is beyond the capacity of most developing 
countries. An important initiative would be to evaluate, by 
clinical research or pilot project(s), the value of gross inspec- 
tion in the early diagnosis of cancer of the cervix (using the 
facilities of a university department of ob/gyn and an associated 
department of pathology in a country where the incidence of 
cervical cancer is high) . 30 Subsequently, if proven advantageous, 
gross screening of the cervix for suspected cancerous lesions can 
be added to the GTI manual (see Appendix G). 

2.1.6 Other Limitations 

1) 1. Although JHPIEGOts training 
materials are consistently excellent in regard to the development 
of sanual skills for clinical contraceptive procedures, manual 
skills are not the only objective of family planning training. 
JHPIEGOts materials are less strong in such equally important areas 
as counseling, quality control, clinic management, and general 
training skills. 

2) Course outlines. The training course outlines are not as 
widely known and used as they should be. It appears that the 
course outlines are most often used as reference documents (rather 
than as the actual basis for a course). They may be difficult to 
use and have not been adequately field tested. (Being sent to 
affiliated regional/international training centers for comment is 
good but does not constitute adequate field testing.) Documents 
which establish technically correct standards but are not followed 
are not good enough. The outlines could and should be improved. 

3 ) Use of me-~ackaaed trainina courses ..- A pre-packaged 
course is extremely valuable as a model, guide, or point of 
departure for trainers who are establishing a new training course 
or augmenting an existing one. However, the most effective and 
efficient training builds on the pre-existing knowledge, attitudes, 
and skills of the people to be trained and must be designed to 
achieve specific abilities based on the job(s) the trainees are 
being prepared to fill or to correct specific service delivery 

*opulation Crisis Committee, US. Government Clurijks Implementation of Mexico CiCy Policy Abortion Reshicfiom, 
1991. 

%rass inspection or screening: smening by .the naked eye. 



problems. No pre-packaged course is able to provide a perfect fit 
with these specific training needs. Thus even the best training 
materials must be adapted and/or used in combination with other 
materials to create a course which is appropriate for local use. 
While the JHPIEGO training manuals do not seem to be (and probably 
cannot be) picked up and used as the basis for a comprehensive 
training course, they provide an excellent basis for the difficult 
clinical skills core and may also be used to augment or fill in 
other spots in a course. 

4 )  audio-visual materia&. These have been a lower priority 
than the print materials; the quality is not uniformly high. 

5 Pissemination. Despite JHPIEGOts efforts to make its 
training materials available, they are not as widely known as they 
should be. 

2.1.7 Conclusions and Recommendations 

Conclusions 

1. General. J?IPIEGOes training materials have many good 
features, although they vary in quality. Some aspects are 
excellent, others weak. The materials are stronqest in the 
area of training in manual techniques of clinical skills. 
They are less strong in areas such as counseling, quality 
control, clinic management, and general training skills. 

2. Standardization and com~etencv-based a ~ ~ r o a c h  to clinical 
skills training. A unique contribution of JHPIEWes training 
materials is the competency-based approach to the development 
of technical, clinical skills, especially those related to 
surgical and other sterile techniques. Daveloping these 
manual skills is an essential part of clinical training and is 
one of the most difficult parts of a clinical skills course to 
standardize, i.e. to assure a minimal level of learning in 
each trainee. JHPIEGOts training materials are particularly 
valuable because they facilitate and standardize a consistent, 
effective and efficient approach to developing these manual 
clinical skills. Such materials make it easier for a 
proficient clinician to teach; however, they do not eliminate 
the need for involvement of a clinically proficient role model 
or preceptor in clinical traiiiing. 

3 .  Revitalization of the IUD. One of the "newn JHPIEGOes major 
areas of emphasis has been the IUD. JHPIEGO has worked hard 
to make this method, which had fallen out of favor in many 
countries, safer and more acceptable. JHPIEGO has now laid 
important groundwork which, with continued follow-through, 
could have a major impact in increasing the contribution that 
the IUD makes to contraceptive usage throughout the world. 



4. w-r and iafection ~reventu. JHPIEWts initiative and the 
mality of its work regarding the management of GTIs and 
infection prevention is praiseworthy. Attention to these 
problems was needed. JHPIEGO's work to date has been done 
well; it provides essential support for the provision of IUDs 
and VSC. 

There are, nevertheless, many ways in which JHPIEGOfs 
training materials can be improved. Suggestions follow. 

1. Bevision of manua-. JHPIEW should continue to subject its 
current training manuals to the process of assessment, 
revision, field-testing, and revision. Some changes are 
recommended mlow; others have been suggested in the text. 

. Training and reference manuals should describe acceptable 
alternatives to ideal practices whenever possible in 
order to make it as easy as possible for developing 
country institutions to use them. 

. Documentsthat seek to establish standards should attempt 
to motivate compliance with those standards by explaining 
clearly why each recommendation is necessary. 

. JHPIEGO (and other CAs) should include names of authors 
and/or contributors on the inside cover of a manual. To 
minimize inter-organizational resentment when adapting 
materials developed by another organization, names of the 
original authors should be retained as part of the credit 
given the organization whose material is adapted. 

2. Counselinu. aualitv control and clinic manaaement. JHPIEGO 
should expand its attention beyond the technical aspects of 
the physical care of individual clients and give more emphasis 
to training in counseling, quality control and clinic 
management. Where possible, it should incorporate materials 
already developed by others (with proper.. attribution) or 
collaborate with CAs specialized in these areas. 

3 .  ZUD training. JHPIEGO should contime to play its key role in 
revivingthe IUD and promoting its widespread availability and 
acceptability. It should clarify lessons it has learned in 
the process of standardizing IUD training and services and use 
these for advancement of other contraceptive methods such as 
Norplant. Results from the Thai study (which documented IUD 
insertion competency after only a few insertions in actual 
clients by trainees who had used anatomic models for 
acquisition of initial skills) should be published, the study 



repeated elsewhere and, if results are similarly positive, 
incorporated into new standards for IUD training. 

GTI manaaement and infection mevention. JHPIEGO should 
continue its work in infection prevention and the management 
of genital tract infections in family planning service 
settings. Further work is needed on the issue in the 
Infection Prevention manual of soaking in bleach. If the 
standard is found to be absolutely necessary, the manual 
should be revised to communicate the need so effectively that 
it will be followed. 

General traiq,$wu s u m  JHPIEGo should develop 'greater 
clarity and competence regarding the general training skills 
needed to design and implement a training program. It should 
finish, circulate, and field test the draft manual which has 
long been under development. 

pistribution of teachina aids. JHJ?IEW should assess the need 
and demand for the training products it has already developed 
(manuals, slide sets, videos, and anatomic models) and make a 
plan to produce and distribute large enough quantifies of 
these materials to meet the need for them in a far more 
comprehensive way. Plans for low-cost publication of the 
Infection Prevention manual should be pursued. 

Audio-visual materials. JHPIEGO should produce more slide 
sets and videos to use in training. (Slides would be a good 
adjunct to training materials related to differential 
diagnosis of cervical abnormalities.) JHPIEGO should get 
technical input from Johns Hopkinst Population Communication 
Services Project in this area. 

Evaluation of the cervix. JHPIEGO should study the issue of 
cervical ectopy and decide how to advise clinicians in 
devel-oping countries to proceed when they encounter a client 
with red, inflamed-appearing tissue surrounding the cervical 
os but no other signs and symptoms of vaginitis and/or 
cervicitis. JHPIEGO should seek help from outside experts to 
decide this. It should then revise its IUD and GTI training 
materials to incorporate this advice. 

Screenina for cervical cancer. The use of pap smears as a 
mass screening method for pre-cancerou~ conditions of the 
cervix is beyond the capacity of most developing countries. 
JHPIEGO should evaluate, by clinical rosearch or pilot 
project (s) , the value of gross inspection in the early 
diagnosis of cancer of the cervix. Subsequently, if proven 
advantageous, gross screening 
cancerous lesions can be added 
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10. meraencv treatment oP se~tic and inco~lete abortion. 
JHPIEGO should prepare a training module for the emergency 
treatment of septic and incomplete abortion. Wherever 
possible, this clinical training should be planned and carried 
out in conjunction with activities (including those sponsored 
by other organizations) to provide post-abortion contraceptive 
counseling and services. 

2.2 National Pam- Senrice Guidelines 

A related part of JHPIEGO's overall strategy of 
standardization to reduce training inefficiencies is the 
development of national family planning service guidelines. 31 It 
is not efficient for dozens of different training and service 
delivery organizations in a given country to direct service 
providers to do things in contradictory ways. In contrast, if a 
country can develop and put into practice a uniform set of service 
standards (or clinical guidelines), according to which service 
providers are trained and subsequently perform, the quality and 
efficiency of service provision are almost certain to improve. 

To support countries in developing their own national 
clinical standards, JHPIEGO has now produced, and made available on 
computer a set of prototypic family planning service 
guideline%SqCf As with many of JHPIEGOt s prototype products, this 
too evolved from a specific country experience, this one in Egypt. 

In 1988, USAID/Cairo asked JHPIEGO to help establish a 
family planning training center. Family planning demand was 
increasing rapidly in Egypt but there were too few service 
providers able to meet that demand with quality services. 
USAID/Cairo wanted to increase rapidly the numbers of competent 
service providers and to do so established a buy-in to JHPIEGO to 
create what is now the Regional Center for Training in Family 
Planning (RCT) . 

When JHPIEGO began to help design the RCT courses and 
curricula, family planning services were provided in idiosyncratic 

' and often inefficient ways. The Ministry of Health viewed national 
guidelines as essential for improving the quality of family 
planning services in Egypt. JHPIEGO and RCT staff realized the 

"INTRAK has also worked closely with several governments in developing national standards (e-g., 
Botswana Family Planning General Policy Guidelines and Service Standards. Botswana Ministry of Health, 
October 1987.) 

3 2 J H P ~ ~ ~ ~  has provided these prototypic guidelines, for example, to the Philippine Department of 
Health to help it in developing clinical standards for the Philippines; JHPIEGO also hopes to help Turkey 
develop guidelines as it did in Egypt. 



Center itself needed a set of standards on which to base its 
courses and agreed to expedite the process. Many drafts later, 
several thousand copies of National Fz&Jy Pl-a  guideline^ foy 
E u v ~ t  were published by the Ministry of Health. 

Today all major family planning organizations in Egypt 
use some form of these guidelines for training and service 
delivery. Contraceptive prevalence has increased significantly. 
The RCT, with JHPIEGO assistance, is judged to have contributed 
substantially to this increase. An important element has 
undeniably been the national standards. This experience shows both 
how training can be linked to service delivery, and how training 
can have an impact on contraceptive prevalence. 

Conclusions 

National familv ~lannina service uuidelines. National 
standards of family planning clinical practice (also called 
"practice guidelinesu or "national family planning semice 
guidelinesn) can play an important role in standardizing 
training and senrice delivery. If properly developed and 
implemented, national standards can link training to service 
delivery and increase contraceptive prevalence. 

Becommendation. A set of agreed-upon and appropriate 
standards of family planning clinical practice must exist to 
serve as the basis for all clinical work, both in the 
classroom and in the family planning clinic. If guidelines 
don't exist, they should be developed. 

2.3 Distance Learninu Usinu Com~uterized Teleconferencinq 
f OPTELI 

As part of its efforts to develop new training approaches 
and technologies, JHPIEGO has been experimenting with a 
teleconferencing technique (OPTEL) that allows for distance 
communication and learning. OPTEL equipment has been installed at 
JHPIEGO headquarters in Baltimore and in the Regional Training 
Center (RCT) in ~airo. JHPIEGO is eager to expand its use to other 
countries. 

Interactive teleconferencing is an intriguing concept 
which captures the imagination and enthusiasm of participants and 
allows for accurate long-distance presentation of visual 
information. In the health and family planning context, OPTELqs 
most powerful capability is its ability to transmit pictures -- for 
example, microscopic slides for microbiology or tissue pathology, 
gross pathology such as skin lesions on living clients, charts, 
graphs, X-rays, ultrasound pictures, and fetal or cardiac 



monitoring strips. These can be manipulated by the presenter as 
well as by the recipients of the communication. 

On the negative side, OPTEL requires detailed advance 
preparation prior to a transmission. It requires intensive 
preparation of visual materials, and it requires orientation and 
accommodation on the part of all participants. The preparation 
time for a teleconference is beyond that needed for the usual 
lecture/conference/seminar event. It is also fairly expensive, 
although future advances are likely to simplify it and make its use 
less costly. 

2.3.1 Use of OPTEL by JHPIEGO 

OPTEL Ca~abilitv in Baltimore 

JHPIEGO ' s OPTEL staff is enthusiastic and ';mowledgeable. 
During the past two years, they have ironed out 8ost of the 
irregularities and technical interruptions in the syotzrn, They 
have also prepared three manuals, which offer an r.~,?.r.adlu~t~:~on to 
the equipment, a short tutorial on the use of tk 4Lv:,kt;tonic 
writing tablet, and some helpful information on h : v  I -  design 
programs that emphasize the interactive features olr ' ~ , y - " , \ ~ , m .  A 
library of images has been established, which stc:.sz wcex?.al 
created for a particular session. These materials can L . $:if over 
and over again in new contexts. 

OPTEL Overseas: Cairo 

The OPTEL installation in Cairo is not met.ing its 
intended purpose and is rarely used. Teleconferencinq between 
JHPIEGO/Baltimore and the Cairo center has been corrducted at 
infrequent intervals. In total, over a 7-month period (January 
1991-August 1991), only 25 hours of operating time were logged, 
only one hour of which was sf high priority transmisnfon. 

The most valuable program transmitted.to Cairo was a 60- 
minute quality assurance follow-up on laboratory techniques used in 
the diagnosis of GTIs. Its purpose was to reinforce an earlier, 
live GTI course at the RCT in which there were quality problems 
with the visual aids. The least valuable use, in terms of 
cost/benefit, was 10 hours of administrative meetings conducted 
between JHPIEGO's Baltimore staff and the RCT administrative staff 
in Cairo during the Gulf war -- communications that could just as 
well have been carried out by telephone and/or fax, at much less 
cost. 

The system's relative isolation in the Egyptian RCT 
administrative area (which is separate from the medical schoo18s 
department of ob/gyn) plus the busy teaching and clinical duties of 
the RCT staff, contribute to OPTEL8s underutilization. No effort 



has been directed to expanding its use; currently no JHPIEGO staff 
member has the both the ability and the time needed to develop any 
cost-effective use for this OPTEL installation. 

A similar system is in general use under the auspices of 
the University of the West Indies. This was not ,established by 
JHPIEGO, but JHPIEGO has used it for several courses directed to 
clinicians in the Caribbean. 

2.3.2 Future Plans 

JHPIEGO is eager to expand the use of this technology 
and, at the time of this evaluation, was proceeding with plans to 
install OPTEL in the Philippines, Indonesia, Morocco, and Turkey. 
JHPIEGO says it has already purchased teleconferencing hardware 
which it now plans to use to link two sites in Turkey. One of 
these, the Department of Community Medicine at Haceteppe University 
in Ankara, has many of the characteristics of an ideal receiving 
site, but the other, the Human Resources Development Foundation, 
Istanbul, has virtually none. This latter site is new and does 
not have the trainee base to justify its use for OPTEL activities. 
Most likely, it would resemble the Cairo RCT, in which OPTEL has 
clearly not fulfilled its promise to date. 

2.3.3 Conclusions and Recommendations 

Conclusions 

O~tel. For JHPIEGO and A.I.D, OPTEL remains a sophisticated 
technology searching for an application, rather than a cost- 
effective tool for training in family planning. JHPIEGOfs 
field installation of OPTEL, in Cairo, is rarely used and no 
one currently has time to develop an appropriate use. 

1. Existinu installations. JHPIEGO should try to find an 
appropriate cost-effective use for its OPTEL installation in 
Cairo. JHPIEGO should continue to share the teleconferencing 
facilities of the University of the West Indies and use 
evaluations from this system to assess its value. 

2. Future installation. OPTEL should g& be extended to other 
countries until the usefulness and cost-effectiveness of this 
currently expensive communications method is.evaluated more 
completely. OPTEL should be installed in additional countries 
only when it can be demonstrated to have an important role in 
a larger, clearly articulated strategy in the proposed 
country. Ideally, this should be not only a JHPIEGO strategy 



but a country training strategy. (For a greater impact, 
JHPIEGO should consider approaches whereby this technology 
could also be used for other A.1.D.-sponsored activities, 
whether bilateral projects or those of CAs.) 

ent ~ l a n s  to i n s t u .  Plans to install OPTEL in Turkey, 
Indonesia, and Morocco do not appear to meet the criteria in 
the recommendation above and should therefore be canceled or 
deferred. In the Philippines, JHPIEGO states that the 
installation of OPTEL is to be funded through a USAID/Manila 
buy-in and that USAIDIManila wants the equipment to be 
installed. In this case, it may be appropriate to proceed. 
Nevertheless, important questions should be answered first. 
Who would use the system? And for what purposes? Where would 
it be located? At the Fertility Care Center, where expertise 
and services are almost solely centered on laparoscopy? If 
there, what concrete purpose would it serve? Would others 
have access to it? 



3. Pre-Service Education: Institutionalizing Family Planning 
in Medical, Nursing, and Midwifery Schools 

v P1- Pre-Service Education: Overview 

When international family planning efforts began in the 
1 9 6 0 ~ ~  family planning was a new (and often resisted) idea and was 
generally not included in the basic education of developing country 
health care professionals: doctors, nurses, midwives, or others. 
The only way to train personnel in family planning was thus through 
in-service courses. For many years in-service training was the 
norm -- but it was increasingly recognized to be a very expensive 
norm. 

A.I.D. concluded that costs of family planning training 
could be reduced by having family planning included in the basic 
education of doctors and nurses. It later made the same assumption 
with regard to midwives. JHPIEGO, along with INTRAH and possibly 
other CAs, was asked to make a major'effort to put family planning 
into pre-service curricula. It is now part of the IT Division's 
Qperatina Principles and Objectives for Train- to "Integrate 
family planning into the curricula of public and private 
educational institutionsn and that "Family planning should be 
institutionalized in pre-service curriculavv (see Appendix B) . The 
Office of Population has no guidelines or strategy as to how this 
should take place, however, nor does it have any guidelines as to 
how much of the family planning training burden can be transferred 
from in-service training to pre-service education. This has been 
left up to the Ittraining CAs. " 

In develqing countries today, there is considerable 
variation as to whether family planning is included in pre-service 
education of doctors, nurses, and midwives. In some countries and 
in some schools, a good amount of family planning information .is 
included. In others, family planning is there, but only marginally 
or superficially. In other countries, health care professionals 
graduate from their basic training with no understanding of family 
planning. 

3.2 JHPIEGO: Pre-Service Activities but No Clear Stratem 

The second part of JHPIEGOfs mandate, as defined by 
A.I.D., is "to institutionalize appropriate training in developing 
country medical and ursing schools, thus improving family planning 
service delivery.N33 This appears also in JHPIEGOfs mission 
statement (see Section 1.4.2). In the mission statement, however, 
midwifery schools have been added. 

33~ser's Guide to the Office of Population. Agency for International Development, 1991, p.21. 
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How does JHPIEGO work toward this goal? JHPIEGO has no 
documents which articulate a strategy for institutionalizing family 
planning -- neither in pre-service education nor in-service 
training. Nor is there a common understanding among staff as to 
exactly what is meant by rlinstitutionalization. There is no clear 
statement about what is feasible, most efficient, or of exactly 
what knowledge or skills should be institutionalized. Often the 
term "integrate" or llincorporatem is used in place of 
winstitutionalize.ll But there is not any clear shared vision 
either as to what the difference is between "integrate," 
"incorporateN and llinstitutionalize.ll What are the steps or basic 
components? Senior JHPIEGO staff have a sense of what is involved, 
but there are no project-wide guidelines to guide new staff, junior 
staff, or congyltanks, or even to facilitate decision-making by 
senior staff. JHPIEGO occasionally refers to pre-service 
education as an efficient way to produce a "steady streamu of 
persons prepared to provide family planning services; this 
assumption is questionable. 

Nor is llinstitutionalizationw made clear in a way that 
allows A.I.D. to monitor or evaluate progress accurately. A.I.D. 
and JHPIEGO have also not established meaningful outputs and 
objectives for assessing progress. In the absence of clear 
definitions and meaningful targets and objectives, A.I.D. has no 
real way to evaluate JHPIEGOts effectiveness in this area. 

Senior J'HPIEGO staff can talk knowledgeably about why 
they pursued a given project in a given setting but, as in other 
program areas, JHPIEGOts approach to this task seems to be largely 
a !!target-of-opportunityw approach. As one staff member stated 
(approximately): When we find some institution that is interested 
in working with us, we would like to proceed. Why not?" 

3.2.1 A Tentative Definition 

Although JHPIEGO has not produced a consistent definition 
of the term, we might define institutionalization -- in the context 
of pre-service education -- as: llIncorporating basic family 
planning knowledge and values and, as feasible and cost-effective, 
training in family planning service delivery skills into the basic 
curriculum for the pre-service education of doctors, nurses, 
midwives, and other health care  professional^.!^ 

3 6 ~ o r  example, in February 1990, following an evaluation of the JHPIEGO-launched training center 
in Egypt (see Margolis et al. 1990), lively discussions took place between two members of this evaluation team 
and JHPIEGO senior staff. The JHPIEGO staff members were clearly intrigued by the subject of 
"institutionalization," and had multiple views as to what "institutionalization" might mean; but there was no 
consensus or even a basic definition, let alone a strategy for achieving it. 



A framework for understanding the issues involved in 
institutionalizing family planning in pre-service education would 
begin with the clear recognition that two kinds of teaching and 
learning take place at the pro-service level. (This is true for any 
medical specialization, not just family planning.) These are: 
didactic learning (basic knowledge of a subject transmitted chiefly 
through classroom lectures) and clinical training (observing and 
learning how to perform surgical and other 81hands-onfl procedures). 
Didactic and clinical learning also take place in in-service 
training. In pre-service education, however, didactic hours occupy 
a much greater portion of the learning experience. 

3.2.2 m i c a 1  JHPIEGo Pxe - Semi ce Activities 

Despite lack of a clearly articulated strategy, there is 
a core set of activities that JHPIEGO employs for introducing/ 
integrating1 institutionalizing/ "strengtheningw familyplanning in 
the basic education of doctors, nurses, and midwives. This is as 
follows: 

1. Provide financial and technical assistance to faculty of an 
interested or I1targetW school, or schools, to review and 
revise the existina curriculuq for either medical, nursing, or 
midwifery students. (This would obviously need to be preceded 
by policy dialogue to achieve the initial go-ahead.) 

In some cases, JHPIEGO may help faculty to develop a separate 
module on family planning and reproductive health. In other 
cases, the approach is to I1integrate" family planning and 
reproductive health information throughout the entire 
curriculum (e.g., in discussions of maternal health, of child 
health, etc.). In some instances, both may be done -- as in 
the case of the Philippines nursing program (see Appendix K). 

2. Once a revised curriculum has been agreed upon by the 
necessary authorities, "im~lement" the revised curriculum -- 
meaning, have faculty start using it instead of the old one. 
Subsequently, there may be evaluation to determine whether the 
curriculum is being used effectively. 

Provide "academic skills coursesn to kev faculty members. 
JHPIEGO has recognized that a major deficit in medical 
education in developing countries is: large classes, 
impersonal didactic lectures, memorization, and limited 
clinical training experiences. To overcome this and make 
familyplanning/reproductive health courses effective, JHPIEGO 
offers "academic skills" training to the faculty teaching the 
family planning/reproductive health courses to enable them to 
be better teachers. JHPIEGOts I1academic skills1# courses focus 
on modern "adult learningw (i. e. , interaotive, participatory) 
techniques. The key faculty members may subsequently be 



supported by JHPIEGO to teach this new approach to other 
faculty members. 

The way this all occurs varies depending on the country 
and on whether medical, nursing, or midwifery programs are the 
target. For example, in Egypt, "academic skillsM courses have not 
followed curriculum revision activities but have been offered to 
key ob/gyn faculty as a come-on. These Egyptian oblgyn faculty 
were not interested in family planning per se, but had heard about 
or seen the new participatory methods that trainers at the Regional 
Center for Training in Family Planning were being taught by a 
JHPIEGO consultant, and wanted to get in on this exciting new 
approach. JHPIEGOfs hope is that these ob/gyn faculty will 
subsequently be more interested in family planning and will want to 
incorporate it into their curricula in a substantive way. 

3.3 Pre-Service Education for Medical Studentg 

Physicians have traditionally been the key category of 
health care provider with whom JHPIEGO has worked (although there 
is a shift to greater numbers of nurses and also midwives under the 
"newt1 JHPIEGO). What family planning knowledge and skills should 
be included in a physician's pre-service education? What and how 
much didactic or how much clinical knowledge and skills are 
feasible objectives? Does 'Ipre-service educationw of doctors mean 
only what they get during their basic four to six years of medical 
school? Or does it also extend to include the year of post-medical 
school training (rotating internship) that is generally required? 

The degree to which medical students are afforded 
opportunities to perfect clinical skills during their four to six 
years of medical school varies from country to country and from 
school to school depending on the number of students, the student- 
to-teacher ratio, and the clinical training sites available. 

A year of post-medical school training (rotating 
internship) is generally required, for which the best students go 
to teaching hospitals. Between 5 and 10% of graduates go on to 
some type of ob/gyn specialty training. These post-medical school 
years are primarily clinical service and represent the ideal 
opportunity to link technical training to competence and then 
proficiency. These years could be considered pre-service training 
because the recent graduates are still supervised and not yet 
practicing independently. (JHPIEGO apparently includes the 
internship year in "pre-service.") 

Over the years JHPIEGO has aligned itself with academic 
departments of obstetrics and gynecology in more than 40 developing 
countries. Initially it used training in laparoscopy as a common 
entree to the core group of experts in reproductive health in a 
country. Over time many of these individuals informed and 



influenced policy and decision-makers. They also innovated, in 
some measure, at their institutions, which were viewed as change 
agents. Many of these ob/gyn professors remain at medical schools 
and are in a position to continue to work at embedding family 
planning education into the didactic portions of medical students' 
courses on reproductive health and related fields of medicine and 
surgery where applicable. 

3.3.1 Recent Activities 

JHPIECO has recently completed a 3-year project in 
Colombia which illustrates JHPZEGOrs approach to integrating basic 
family planning knowledge into undergraduate curricula. This 
involved more than 20,000 first-year medical and nursing students 
in 19 schools in Colombia. The students were taught a JHPIEGO- 
sponsored revised family planning curriculum aimed at knowledge, 
personal attitudes, and practices. These "Fertility Management 
Coursesu of 15 hours (one hour per week) were designed for groups 
of 20 students and were conducted as part of the regular 
curriculum. The course was a combination of didactic and 
interactive sessions led by selected faculty who participated in 
the organization of their respective school's program. Deansr 
orientations, faculty workshops, and supervisory visits were made 
in the course of the 3-year project. The ultimate goal is to 
establish a basis for the adoption of a standardized user-oriented 
family planning course for first-year medical and nursing students 
within the regular curriculum of the participating schools. 
Results are yet to be evaluated. 

Clinical Traininu for Medical Intern  

In contrast to the Colombia model -- in which JHPIEGO kids 
helped introduce basic family planning orientation (knowledge and 
attitudes) for first-year students, but no clinical experience -- 
Kenya and Zimbabwe illustrate the provision of family planning 
clinical training to interns. 

In Kenya, all interns are now required to learn to 
perform minilaparotomies during their internships, in preparation 
for two-years of government service as medical officers. JHPIEGOrs 
project here is designed to institutionalize training in 
minilaparotomy -- performed under local anesthesia ("minilap/LAW) - - for medical interns at 13 teaching hospitals. Over the long 
term, JHPIEGO believes that the project will drastically reduce the 
need for in-service training, as it will supply the government with 
a steady and increasing supply of physicians trained in female VSC. 



The potential for incorporating minilap training into internship 
training appeared to be gc~od: The government: is committed to 
increasing tha availability of VSC and to training personnel to 
provide it. Despite the favorable conditions, however, 
accomplishing this task was not easy. 

11: proved difficult at the start to develop clinical 
skill levels that mat international standards. Each intern was 
expected to perform a minimum of 10 minilaparotomies during the 
clinical portion of the training, a sufficient number to achieve 
competence. It turned out, however, that their trainers, the 
medical officers who were their supervisors, were themselves not 
performing the procedure to acceptable standards. To address this 
problem, JHPIEGO added a simultaneous in-service training-of- 
trainers project for medical off icexs and nurses. Even so, two 
1990 evaluations highlighted substandard clinical work being done 
by both medical. officers and interns. JHPIEGO agpears to have 
turned this situation around (six of the seven major 
reccmmendations made in the previous evaluatAm have been 
successfully implemented). 

To a large extent, the marked improvement in the pr~ject 
was possible because JHPIEGOts project director, an activist hands- 
on physician, personally took a leading role, making five trips to 
Kenya and spending about two ma-~ths there during 1990 alone. Also 
helpful was the use of clinical preceptors trained to mentor and 
supervise their students (rather than centering on classroom 
teaching), management of a clinical practicum, and assessment of 
clinical skills. JHPIEGO refers to this as the wcoachingw method 
(meaning, clinical training on a one-on-one basis). This approach 
has long been used in,formally in medical education, but was just 
being adapted, codifi~cf, and piloted (in Kenya) by JHPIEGO for its 
programs at the time of this evaluation. 

Institutionalizing minilaparotomy training in the 13 
teaching hospitals in Kenya is a significant achievement, but there 
is a question as to whether any one country program should absorb 
this high a percentage of the project director's time (see Section 
5.1). This involvement might be justified if JHPIEGO is able to 
extract a set of lessons learned from the experience that can be 
transferred to similar situations in other countries and fed into 
the development of generic prototype materials and approaches. 
JHPIEGO has made a good start in this direction, but most likely 
more could be learned from this experience and, if abpropriate, 
applied elsewhere. 



Completed in October, 1990, was JHPIEGOfs projec 
"Family Planning Curriculum for Interns/ResidentsN in Zimbabwe. 55: 
This project had two parts: one featuring hands-on minilap/LA 
training (adapted from Kenya) and IUD insertion; and a didactic 
portion which JHPIEGO has described as "innovative" and @@unusual in 
several respects.@@ The innovative features included self-paced 
learning and small-group case problem-solving conferences (rather 
than lectues). Implicit in this curriculum is the need for 
faculty with sufficient time to devote to the course and with 
training in modern teaching methods to carry it off. 

3.3.2 a a n s  for Prwram Year 3 

For Program Year 5 (1991-1992) , JHPIEGO projected that 
47% of its activity would be directedtoward @@institutionalizationM 
of family planning. Approximately half of @@institutionalizationt@ 
(23% of total activity) is to be directed toward students in 
schools of medicine (including post-medical school training), 
midwifery, and nursing. Approximately 11.5% of @@&stitutionaliza- 
tionl@ activities is to involve medical students. 

In Program Year 5, "medical student activitiesw are 
planned in 18 countries. In half of these countries, the planned 
activities are to train faculty in more effective teaching methods. 
The @@targetg@ audience is as follows: 

- In 3 countries: undergraduate medical students, 

- In 6 countries: interns/residents, 

- In 9 countries: faculty training in modern teaching 
methods and/or curriculum development. 

These figures indicate that: (1) half of JHPIEGO's 
planned pre-service activities for medical students focus on 
training faculty to be better teachers; (2) two-thirds of remaining 
activities focus on the level at which medical students can learn 
clinical skills; and (3) the lowest priority is helping beginning 
students acquiring basic fa~iily planning knowledge and attitudes. 
These figures may not tell the whole story. This needs to be made 
explicit, however, in a strategy document. Is this the best 

3 5 ~ ~ ~ ~ ~ ~ ~  undertook this together with the Department of Obstetrics and Gynecology, University 
of Zimbabwe, and the Zimbabwe National Family Planning Council (ZNFPC). See: JHPIEGO, InternlResident 
Famiry Planning Training Cuniculum, Universiry of Ziwbabwe, Department of Obstelrics and Gynecology, and 
ZNFPC, October 1990. 

3 6 ~ ~ ~ ~ ~ ~ ~  Annual Workplan. Promam Year 5, June 27, 1991. 



balance of effort? Does faculty training in teaching skills have 
a good pay-off? What evaluatim has been done and what does it 
show? 

3.3.3 ent Practice in U.S. Me&al Schodb 

To understand what may be feasible in developing country 
curricula, it is instructive to bear in mind what happens in the 
U.S. -- recognizing, of course, that conditions always vary from 
country to country. 

In the U.S. medical education emphasizes use of small 
group exchanges for problem-solving, rather than lectures, except 
where didactic material is presented. Students in their first year 
of medicine are oriented to reflective listening (basic counseling) 
and modern approaches to history taking. Reproductive 
Endocrinology and the principles of clinical family planning are 
taught in the second year and are associated with the studentst 
need for personal knowledge as well as the rights of patients to 
know their choices. The technical use of contraceptive methods is 
restricted to observation and participation during the required 
under-graduate clerkships in the third year of a four-year course. 
This may be enhanced by actual practical hands-on work during 
electives in the 4th year when students are making career choices 
for residencies. 

The steps which occur from the beginning of the sequence 
of orientation to proficiency are: 

a) unconscious incompetence (entering medical students); 
b) conscious incompetence (oriented students, pre-clinical); 
c) conscious competence (post-graduate interns/residents 

trained and performing under supervision); 
d) unconscious competence (the proficient resident who 

trains others in the course of his/her residency program 
and who operates in independent practice subsequent to 
leaving an organized program). (Some individuals in this 
final stage may have the abilities to be me Itmaster 
trainersN as currently defined by JHPIEGO.) '3 

Conclusion: Familv Planninu Education for Medical Students 

In most countries it is probably not realistic to expect 
that medical students could be ready to work as family planning 
service providers immediately after medical school--that is, on 
completion of undergraduate medical training. (Classes are too big 
to allow for hands-on training, the tradition in developing country 

3 7 0 b s e ~ t i o n s  and conclusions by Alan J. Margolis based on many yean experience in medical 
education. 



medical schools does not lend itself to such an approach, and it is 
almost certainly not cost-effective. ) Rather the more realistic 
strategy would be: (a) for all undergraduates to be given basic 
knowledge in reproductive endocrinology and family planning, and 
(b) for smaller numbers to receive further training (especially 
technical training in clinical methods) closer to the time when 
they might actually become involved in providing clinical services 
(e.g, during internships, residencies or special elective courses 
for small groups) . 

. . 
3.4 Ere-Sewice Education for Nursi~a and M i d w x f e ~  Students 

The "newn JEPIEGO is placing increased emphasis on pre- 
service education of nurses and midwives (relative to doctors). 
These two categories of workers are often discussed together 
because of their similarities, but there are also differences. 
These are important to bear in mind when assessing issues related 
to training for family planning. The question also exists as to 
whether priority should be given to training nurses or midwives, 
and under what circumstances. 

3.4.1 Activities and Ac@omplishments to Date 

JHPIEGO has supported numerous activities related to pre- 
service education for nurses and midwives, but results have been 
limited to date. As of February, 1991, JHPIEGO reported only three 
countries where changes have been made in the pre-service 
curriculu for nurses and midwives: Ghana, the Philippines, and 
Colombia. !!8 

JHPIEGOts pre-service work with nurses and midwives is 
no_t designed to produce nurses or midwives who are able, when they 
graduate, to provide competent family planning services without 
further training. Rather the primary focus has been to instill 
basic family planning knowledge and pro-family planning concepts 
and values among the nursing and midwifery students. This is well 
illustrated by the project in Mexico (first in the list below). 

JHPIEGOts current approach for integrating family 
planning into the pre-service training of midwives and nurses seems 
to include a sequence of activities aimed at: (1) revising the 
curriculum; (2) orienting at least one member of the faculty of 
each school to the revised curriculum; and (3) training one or more 
members of the faculty of each school in effective teaching skills. 
This sequential approach is well illustrated by JHPIEGOts work in 
the Philippines (see below). 

38~isted in POPTECHs Background Paper for Evaluation of JHPIEGO (Friedman 1991, p. 11). 
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In many countries, however, JHPIEGO projects seem 
disparate -- not part of a sequence which fallows through to 
evaluation of an implemented curriculum. This is illustrated by 
the following listing of actiyJties launched to date during the 
current coogwative agreement. 

o In WCQ: Basic Reproductive Health Training for Nursing 
Students. One of JHPIEGOts biggest pre-service efforts to date 
consists of courses for first-year nursing students in 35 Mexican 
nursing schools. The course objectives are to develop pro-family 
planning concepts and values among the students - to enable the 
students to manage their own fertility and to be able to discuss 
family planning with their friends and patients. Significantly, a 
major impetus to the acceptance of this pilot ,program was the fact 
that 1 in 20 university students in Mexico dropped out of school 
because of a "pregnancy problem." JHPIEGO is currently evaluating 
this project (primarily, it appe ?ifS , to determine whether the courses were ~~instit~tionalized@~) . 

In Costa Ric o g: A project to review and improve the 
family planning content of courses for pre- and post-graduate 
medical and nursing students at two universities. 

o In Colombiq: A project (similar to that in Mexico) to 
encourage adoption of a standardized user-oriented family planning 
course for first year students within the regular curriculum of 19 
nursing schools , The purpose is to increase the knowled.$s of 
students as potential users of family planning, with hopes that 
this will influence their future practice as professionals, 

o In the Philimines: Three projects to strengthen family 
planning training in all Philippine pre-service nursing school 
programs. (See case study below.) 

o In the P h i l i ~ ~ i  . .  . nes: Plans are being made to assist the 
Association of Philippine Schools of Midwifery to strengthen the 
reproductive health curriculum of the midwifery schools and expand 
the educational and reproductive health training skills of their 
faculties. This project should have an important impact, since 

39~his  section is included to note what JHPIEGO says it has accomplished. It is not possible to 
estimate the impact of these accomplishments. The section is based on the evaluation team's case study of 
JHPIEGO projects in the Philippines, on the report of an evaluation of the course in Nigeria, and on very 
brief summative information in various JHPIEGO reports. 

*JHPIEGO Annual Workplan R o g m  Year 5, Section on Monitoring and Evaluation, pp. 20-21. 



midwives are the primary providers of family planning care in the 
Philippines. (See case study below.) 

o A resional 6-week reproductive health clinical update and 
teaching skills course for 15 tutors from nursing and/or midwifery 
pre-service education programs in malogluane West Africq. This 
course, conducted in Nigeria, was based in part on an evaluation of 
earlier nurse-tutor training which suggested that tutors without 
family planning clinical skills training were not as effective 
(even for didactic teaching) as tutors who had had such training. 
Four weeks were devoted to a reproductive healthlfamily planning 
update, including a clinical practicum on patient assessment and 
management, IUD insertion, and clinic management. Two weeks were 
used to strengthen teaching skills. The trainees were members of 
teaching faculties or held administrative positions with teaching 
responsibilities at nursing and/or midwifery schools. Although 
experienced teachers, they had limited knowledge of family 
planning; only one had previous family planning training. The 
tutors were adept at learning the clinical skills. Following the 
JHPIEGO-sponsored training, an on-site assessment of eachtraineefs 
classroom performance and review of their lesson plans found some 
improvement in their performance as teachers, but a need for still 
more improvement. 

o Resional family planning skills and teacher training for 
nursing andmidwiferytutors from C6te dfIvoire and other countries 
in Ranco~hone Africa. 

o In Camerooq: A workshop to develop parts of a 
reproductive health module (family planning and gre-natal, 
intraparturn and post-natal care) for medical, midwifery and nursing 
schools. During the last year of its current cooperative 
agreement, JHPIEGO plans to assist faculty of these schools to 
develop four more sections of the module (STDs, infertility, 
gynecology, and newborn care), and will conduct a three-week 
didactic and clinical reproductive healthlfamily planning course 
(including IUD insertion) for 10 midwifery/nursing faculty members. 

o In C6te dfIvoire: Cumiculurn development activities at 
the School of Midwifery and provision of technical assistance and 
educational materials to the medical, midwifery and nursing 
schools. This is an ongoing project, with much still to be 
achieved. JHPIEGO hopes to institutionalize reproductive health 
training into the pre-service curricula of all of the health 
professional, schools in Cate dtIvoire within the next 4 to 5 years. 

o In Ghana: Provision of anatomic models , educational 
materials, and reproductive health/family planning training for 
tutors and nurse-midwives from 30 nursing and/or midwifery schools. 



o In a B w  Faao: Assessments of reproductive 
health/family planning training components of pre-service nursing 
and/or midwifery education programs, in 1990-91, requested by USAID 
missions. 

o In m: A new project to develop and integrate 
reproductive health modules (including family planning) into the 
pre-service curricula of the schools of midwifery and nursing. 
JHPIEGO will assist with curriculum development training, clinical 
and didactic reproductive health training, counseling/IEC teaching 
skills training for nursing and midwifery faculty members, the 
development of clinical training sites, and provision of 
educational and audio-visual materials and anatomical models. The 
goal is to develop the information, education and communication 
skills of nursing and midwifery students and to prepare them to 
provide family planning services. 

. Fear EasWNorth Africa: 

o A three-day p e u i o a  conference on the development of 
curricula and educational modules on reproductive health for the 
pre-service schools of medicine, midwifery, public health nursing 
and social work. The workshop focused on the importance of family 
planning and how to incorporate it into the curricula of these 
schools. (Done with RONCO while it was implementing the PAC IIa 
project . ) 

Case Studv: Im~rovinu Familv Planninu Teachinu iq 
phili~~ine Nursinu Schools 

The Philippines is one of JHPIEGO's most important 
countries (ranking second on$x to Egypt in anticipated expenditures 
[$1.4 million] for PY 5). JHPIEGO's work in this country 
illustrates JHPIEGOts general approach to pre-service education. 
Since 1987, JHPIEGO has been engaged in pre-service activities for 
nurses, midwives, and physicians, in five projects, as follows: 

1) Pre-Service Education -- Doctors. This project aimed 
at strengthening family planning content in the pre-service 
curriculum of the leading medical schools. It was suspended in 
1989 after two years. Filipino physicians involved say they do not 
understand why, but still wish JHPIEGO would resume the project. 

4 1 ~ ~ ~ I E ~ ~  projects in the Philippines during the past three years represent the major types of 
country-specific activities that JHPIEGO has been engaged in globally since the late 1980s. Ongoing (6), 
recent (I), and pending (2) projects include the following kinds of activities: pre-sexvice education for medical, 
nursing, and midwifery students; in-service training for doctors and nurses; VSC training and institutional 
support; laparoscope repair-and-maintenancecenter support; and training in Baltimore for selected individuals. 



2) vice E w t i o n  ...- dwivea. This is a new 
project, just getting under way. Its goal is to strengthen family 
planning content in the basic midwifery curriculum. Funding is 
more than triple what was allocated to nurses training 
(approximately $500,000) . 

3 )  g r s e ~ u r s e a  - t o -- (three consecutive 
projects between 1987 and 1991). The first two were designed to 
strengthen the family planning content in the basic pre-service 
nursing curriculum of 126 nursing schools, the third was to improve 
teaching skills of the nursing school faculty who will teach family 
planning. Together, the budget for these projects was less than 
$150,000, a relatively low amount. 

The most comprehensive effort was for nursing students. 
A case study of this experience is provided here because it 
illustrates: (1) JHPIEGOts general approach to institutionalizing 
family planning in pre-service education; and (2) generic issues in 
pre-service education. (A more detailed version of this case is 
presented as Appendix K.) 

The Philippines has over 100 nursing colleges graduating 
approximately 26,000 nursing students annually. (The number is 
constantly growing because running nursing schools has become a 
lucrative business.) The curricula of the nursing schools is 
coordinated by the Association of Deans of Philippine Colleges of 
Nursing (ADPCN), thus making it in effect a national curriculum. 

JHPIEGO Activities. JHPIEGO's work with pre-service 
nursing in the Philippines has taken place with the Association of 
Deans of Philippine Colleges of Nursing (ADPCN), an excellent 
counterpart organization. In 1984, the ADPCN launched a series of 
activities to design a new competency-based curriculum oriented 
toward primary health care and the role of nurses in the community. 
This new curriculum was put into effect nationwide in 1985. 
Subsequent evaluation showed the family planning component to be 
weak. 

JHPIEGO began its first project with the ADCPN in 1987, 
its purpose being to strengthen the family planning content in this 
new pre-service curriculum. JHPIEGO provided financial and 
technical assistance to help the ADCPN analyze the existing 
reproductive health component and develop new modules (e.g., human 
sexuality) . 

A f ollow-on pro j ect (I1Academic Skills in Reproductive 
Health for Nursing Faculty In the Philippinesw) was later designed. 
Its goal is to improve the teaching skills of the nursing school 
faculty who will teach the family planning and reproductive health 
modules. A core group of 40 key teaching faculty were to be 
trained in modern adult learning methodology. They in turn were to 



conduct 120 academic skills workshops throughout the country to 
transmit the modern teaching techniques to al.1 nursing faculty in 
the Philippines who would be teaching the family 
planning/reproductive health mod~les. 

During 
teaching faculty 
skills training. 

the project, plans for developing the 40 key 
were changed. Only 20 were given the special 

However, instead of being trained only in 
teaching skills-, they were also given training in clinical skills 
(chiefly IUD) and training to help them develop effective lesson 
plans. 

Results. As a result of the JHPIEGO projects, the 
curriculum which guides teaching in these schools has been changed 
to encourage more open discussion of sexuality, to provide specific 
information about each family planning method, and to arrange for 
each student to visit and observe a family planning clinic. Nurses 
educated under the revised curriculum should be able to counsel 
patients about family planning and should understand the legal 
basis for family planning in the Philippines and the importance of 
informed consent. At least one MCH teacher from most of the 
nursing colleges has been oriented to the new curriculum and has 
had some training in how to teach reproductive health and family 
planning more effectively. Detailed lesson plans have been 
developed to make it easier to teach some parts of the curriculum. 
(Detailed lesson plans are important because there is a high 
turnover among teachers and new schools are being opened every 
year.) In addition, about 20 nursing faculty members have received 
training in clinical family planning skills. 

Limitations. Philippine nurses will still need to take 
an in-service family planning clinical skills training course in 
order to be qualified to pravids family planning clinical services. 
It may be possible to shorten the in-service family planning 
training course for nurses who have had the enhanced pre-service 
training, but this has not yet been tried. Whether the new 
teaching skills have been successfully transmitted down to all the 
nursing schools is questionable. Also, even though some nursing 
faculty have been trained in clinical skills, it is unlikely that 
they will be able to maintain these skills, and to train students 
in them, because nursing schools have no clinical base from which 
to provide out-patient services. 

Analvsis. JHPIEGO regards its Philippines nursing 
activities as one of its major successes, primarily because of its 
large multiplier effect. The nursing school system in the 
Philippines represented a particularly attractive target of 
opportunity for curriculum change, as all the nursing schools in 
the country are affiliates of the Association of Deans of 
Philippine Colleges of Nursing, which sets standards for the 
curricula for all schools -- in effect, a national curriculum. 



Thus, changing this national curriculum should affect the training 
of all the graduates of all the schools. 

However, although some 26,000 nursing students graduate 
each year, a large portion of these will never provide family 
planning services in the Philippines. Only about half (currently 
48%) of the graduates pass the examination to become registered 
nurses (RN4s); of these, a large proportion emigrate to other 
countries. 

JHPIEGOfs needs assessment for these projects was weak 
and superficial. A more thorough needs assessment should have 
directed JHPIEGOts attention to midwives, who are the primary 
providers of family planning in the Philippines (not nurses). 

, JHPIEGO did not begin a project with the midwifery schools until it 
had worked with the nursing schools for nearly four years. The 
midwifery schools do not have a uniform curriculum and therefore 
are not such a straightforward target for programming as are the 
nursing schools. There is, however, an organization that accredits 
the schools and JHPIEGO is now working with it, rather than on a 
school-by-school basis. In retrospect, a better strategy would 
have been to work with the midwifery schools first, or at least 
much sooner than has been done. 

Nonetheless, training nurses was not a wasted effort. 
Even though relatively few nurses fill jobs that require family 
planning clinical skills, all nurses need to understand the 
benefits of family planning and be able to counsel patients and 
refer them for family planning care. Indeed, even transmitting 
family planning concepts, values and information to nursing school 
graduates who fail to become nurses has probably had value. They 
will most likely apply this training in unknown but positive ways 
in their own lives and in other roles they undertake in their 
society. In the Philippines, nurses fill many leadership roles in 
the health care delivery system, and nurses who go on to qualify as 
midwives ( e . ,  nurse-midwives), some of whom teach in the 
Philippine schools of midwifery. 

Lessons Learned 

1) This experience illustrates that sustained inputs, 
including more than one subproject, are necessary to integrate 
family planning effectively into a pre-service curriculum. 

CL~ursing has become the way up (in terms of status and income) and out (of the Philippines). Currently, 42 percent 
of the money sent back to the Philippines comes from nurses living abroad. 

53 



Conti ity of effective technical 'assistance is an important 
part. ?Y 

2) This experience suggests that it is easier, and requires 
fewer resources and less time, to revise curriculum than to* 
improve teaching skills of faculty members. 42 It may be possible 
to encourage the more effective teaching methods by augmenting the 
curriculum with detailed, fully developed lesson plans (in 
particular lesson plane that direct the teacher to use specific 
teaching approaches). 

3) In countries in which all schools follow a standard 
curriculum, it is cost-effective to direct efforts at strengthening 
the reproductive health/family planning content of the pre-service 
curriculum through curriculum revision. If possible, this should 
be augmented by the development of complete and detailed lesson 
plans. 

3.4.2 I E W  Plans for Prouram Year 5 

In contrast to JHPIEGOfs low productivity to date in pre- 
service nursing and midwifery education, plans for the fhal year 
of the project are extensive. J'HPIEGOfs Year 5 Workplan includes 
major new initiatives to strengthen family planning training in 
undergraduate nursing and/or midwifery in 13 countries (Egypt, 
Papua New Guinea, Bolivia, Ecuador, Tanzania, Niger, Senegal, Togo, 
Burkina Faso, the Central African Republic, C8te dfIvoire, Algeria, 
and Morocco). Experience in the Philippines suggests that 
successful integration of family planning into pre-service 
education requires sustained inputs, JHPIEGOfs fifth-year plans in 
this area thus appear unrealistically optimistic -- especially 
without strategies and guidelines to guide junior staff and 
consultants who would be asked to help carry out this work. 

3.4.3 Nurses and Midwives: Similarities. Differences and 
conclusion 

Similarities between nurses and midwives are many. 
Globally, both are primarily women. They usually come from the 
same social strata. In most countries they are educated at the 
same level, often within the same training institutions. They 

43~echnical assistance was provided chiefly by one JHPIEGO consultant, who the nursing school deans 
praised for her effectiveness and on-going support. The deans hope this consultant will return to help with 
evaluation and write-up of the experience. This should be very instructive, both for the Philippines and for 
other countries. 

G~dmittedly, in the Philippine nursing case, curriculum revision really meant only refining and 
strengthening a reproductive health curriculum that was already in existence. The lesson may still hold, 
however, even when family planning content is being introduced for the first time. 



usually earn about the same amount of money and have about the same 
amount of authority and societal respect. 

There are also significant diffarences. Higher 
proportions of midwives than of nurses work in: rural areas (as 
compared to cities and large towns), community-based settings (as 
compared to hospitals), and prevention-oriented care (as compared 
to curative care). Midwives are much more likely than nurses to 
have private practices. Nevertheless, midwives and nurses are more 
similar to each other than they are to either doctors or to 
community-based health workers. 

Importantly, two different patterns of midwifery 
education should be noted. In some countries, midwifery is a 
specialty added by a nurse following her basic nursing education -- 
resulting in relatively highly educated "nurse-mid wive^.^ In other 
countries, midwifery is a separate career pattern in which students 
go directly from secondary school into midwifery school. 

Conclusioq. The focus on training of nurses and midwives 
is sound. In most developing countries, much of the direct patient 
care in family planning clinics is provided by midwives and nurses. 
Provision of family planning services fits well within the role of 
nurses and midwives, which features health education, counseling, 
a focus on prevention, and the management of common, non-acute 
health problems, especially among women. Studies have repeatedly 
found that nurses and midwives are interested in family planning, 
that they are more consistent than doctors in following family 
planning and STD protocols, and that they insert IUDs carefully and 
gently. 

In many countries, however, midwives (not nurses or 
doctors) are the major providers of basic reproductive health care. 
They should be considered separately from nurses. 

3.5 Assessment of Prouress in Pre-Service 
Institutionalization 

3.5.1 Difficulty of Assessing by Numbers or Cost 

It is difficult to judge either the impact of JHPIEGOfs 
work in the pre-service area, or how effectively JHPIEGO has moved 
to step up work in this area. Comparisons in terms of "numbers 
trainedN in various categories are problematic and comparable cost 
data are not readily available either. 45 Nevertheless, the 
following data do give some sense of relative emphases. 

%ere are no figures for the first three and one-half years of the project that can be compared with those of the last 
one and one-half. For PYs 4 and 5 JHPIEGO has calculated pre- vs. in-service training in dollar costs; for the early part 
of the project, comparisons can be made only between numbers of participants in-service vs. pre-service courses. There are 
no dollar costs available for the early part of the project, and no quantitat~e projections for program years 4 and 5. 
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For the earlier years of the project, the only figures 
available that would show the relative emphasis on pre-service 
education vs. in-service training are numbers of persons trained 
(see Table J-1 in Appendix J) . Both JHPIEGO and tho Office of 
Population understand that the traditional presentation of "persons 
trainedM is not very meaningful, as it does not convey anything 
about the ability of the "persons trained" to actually provide 
family planning services (see Section 6 ,  Impact). On the other 
hand, comparison of total numbers of participants in JHPIEGO- 
supported activities in the two categories -- pre-service and in- 
service -- does provide a general idea of where JHPIEGO put its 
emphasis during the first three years of the project. These 
figures suggest that JHPIEGO placed less emphasis on pre-service 
education during the first three years of the project than it 
expects to during project years 4 and 5 (based on 
figures) . 

Figures for the first three and one-half years of the 
project show that approximately 21,000 nurses and doctors received 
JHPIEGO-assisted pre-service training in family planning, compared 
with about 8,000 nurses and doctors who participated in in-service 
training -- a ratio of nearly 2.5 to 1. This is misleading, 
however. Most of the pre-service participants are accounted for by 
one single project in Mexico in which 18,000 n rsing students were 
slated to attend JHPIEGO-assisted classes. 42 The numbers of 
attendees in pre-service classes simply cannot be equated with 
numbers of participants in in-service training -- unless at least 
duration and content of the training are also described in detail. 

With respect to physicians, the emphasis has clearly been 
on in-service training. A total of 4,000 doctors received in- 
service training under this agreement, or abet? four times the 
total number who attended pre-service classes. At this time 
it is impossible to say what the fic#res for the last year and one- 
half years of the project will be. 

3.5.2 Issue: How Much Training Can Be Shifted to Pre-Service? 

How much of the "training loadtt can actually be shifted 
from in-service training to pre-service education? JHPIEGO has not 

%ee JHPIEGO's Annual Workplan PLogram Year 5, p. 12 and also Section 6 of this report. 

% of early 1991, some 2,270 physicians had received training in clinical techniques, compared to about 175 medical 
students and interns who participated in JHPIEGO-assisted pre-scrvice education or training (most of being trained in Kenya 
in minilap). The ratio is more even with respect to didactic training: 1,535 doctors had received inantice training in a range 
of areas (reproductive health update, "educationn skills, curriculum development), while about half that number (826) 
attended pre-scntice courses related to reproductive health. (See tables in Appendix J.) 

*It would be surprising, however, if they could s h i  as radically as might be suggested from the dollar figures shown in 
the PY 5 Workplan. 



aeseaeed this oyetematically. JHPIEQOfs Africa division, however, 
hae tried to analyze Lhe relationship of pre-service education to 
in-eervice training in terms of A. I. D. s mm~tagcs~ of famiXy planning 
program developmentmm framework. The Africa staff outline a 
progression, with the stage of program development, from in- 
service, to pre-service, to continuing education, before reaahing 
the long-term goal of institutionalization of reproductive health 
training. JHPIEGQ states that, in Africa in particular, it is 
ineffective to begin institutionalizing pre-service reproductive 
health education before the government and t e professional schools 
are politically and philosophically ready. 6b 

ts of Pre - m i c a  PIQllcatb 

JHPIEGOfs mission statement lists three anticipated 
results of pre-service education. It states that integrating basic 
reproductive health training in pre-service curricula should: 

. Ensure a steady supply of qualified trainers and health 
professionals; 

. Complement in-service training programs; and 

. Decrease donor-dependency and reduce training costs. 

The assumption that pre-service education will ensure a 
Itsteady sup ly of qualified trainers and health professionalsm1 is 
not sound. There are several reasons as to why pre-service 
training cannot or should not be expected to produce family 
planning clinical competency. First, a large portion of graduates 
will never go into work where they use clinical family planning 
skills, so it would be wasteful for the educational system to teach 
these to a11 studenl-s. Second, a large portion of students who 
might achieve competence in clinical family planning skills during 
pre-service years would lose that competence due to the time lapse 
between pre-service education and entering jobs in which the 
clinical skills are required. Third, in many countries, classes 
are too large and opportunities for clinical training are too few 
to permit medical, nursing, or midwifery students to gain 
competency in clinical family planning methods; and even if there 
were a sufficient client load, having inexperienced students 
"practicemm on clients subjects many women to avoidable discomfort 
and in some cases risk. Finally, this also wastes clinical 
practice opportunities, which is the limiting factor for family 
planning in-service training. 

4 9 ~ ~ ~ ~ ~ ~ ~ ,  I990 Annual Report, p. 12, and Annual Workplan Program Year 5, p. 2. 

S o ~ ~ ~ ~ ~ ~ ~ s  mission statement actually makes a circular argument: the outcome (producing a steady stream of 
providers) is simply a restatement of the mission statement goal, "to increase the number of qualified health professionals ...." 



The second assumption in JHPIEGOts mission statement 
(that prs-service education complements in-service training) is 
clearly correct. The third as~umption, that integrating family 
planning into pre-service curricula will decrlsase donor-dependency 
and reduce training costs is correct also -- but within limits. 
JHPIEGO regularly cites its 1989 Kenya experience, in which it 
found that training mcndical officers (in-service) in minilaparotomy 
cost sixdfimes as much per trainee as training interns (pre- 
service). Widespread substantial decreases in either training 
costs or donor-dependency are not likely to occur in the immediate 
future unless much hi.gher priority is put on pre-service education. 

(Pre-Service Education of Doctors, Nurses, and Midwives) 

1 . Modest auevements: no clgw riltrategy. JHPIEGO has some good 
achievements in pre-service medical and nursing education 
(e. y. , Kenya, Zimbabwe, Philippines) . However, many 
activities are disparate, without follow-through, and have not 
lead to institutionalization or documented impact. JHPIEGO 
has not articulated clear priorities or a strategy for 
winstitutionalizationn of family planning in pre-service 
education. There is a general approach -- curriculum revision 
plus academic skillu training for faculty -- but no program- 
wide guidelines as to how these activities should best take 
place, under what circumstances, or how they should differ for 
physicians, midwives, and nurses. Finally, JHPIEGO is unable 
to provide meaningful figures concerning cost-effectiveness of 
its pre-service efforts. 

mco-m: JHPIEGO should articulate a "Strategy for 
Institutionalizing Reprductive Health and Family Planning in 
Medical, Nursing, and Hidwifery Schools." This should be a 
"working papern based on lessons learned and related analysis; 
many statements may need to be viewed as hypotheses and 
subjected to objective validakion. The working paper should 
be revised as JEIPIEGOfs undezstanding grows of what works 
best, As with all JHPIEGOts standardization work, this should 
embody adaptation of a general approach tm local 
circumstances; a strategy does not mean wcookie-cutter@v 
imposition of a single model. 

2 . role of m e  ..I service ed ucatioq. The assumption that 
pre-service education can "ensure a steady supplym of family 
planning trainers and service providers is not sound. Pre- 
service education is an important complement to in-service 
training programs and may help decrease donor-dependency and 

sl~oel McIntosh and Juditb Weinstein, Kenya Tri;, Report, May 31June 11, 1989, p. 4. Still, given that only a portion 
(1 of IS?) of the trained interns will use the training, this may not be all that cost-effective. 
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training coats. But there are limitations as to what can be 
achieved in pre-service education. It is not feasl,ble, and 
will probably never be cost-effective, for family planning 
clinical skills to be taught to &JJ, medical, nursing, and 
midwifery students during their basic education. The amount 
of clinical training appropriate during pre-service education 
varies with the type of provider (doctor, nurse or midwife) 
and the role each plays in faniily planning care in the 
individeal country. 

-tion: Ultimately, in all countries 
a-- 
should be part of the pre-service curricula for medical, 
nursing, and midwifery students. Inclusion of clinical 
training should be determined on a country-by-country basis in 
accord with provider roles in the country's family planning 
services. 

3. Semencinaf -b  re -ssrvice and in - service t t  
evels of f-_lolannina -am matur-. In a low- 

prevalence country, priority in training and education must 
continue to be directed first to good in-service training 
carried out in conjunction with high quality services. As 
contraceptive prevalence rises, activities to include family 
planning in the pre-service curricula become more feasible and 
appropriate. It is necessary to have large-volume, well-run 
services for students in order for them to learn. 

4. Pollow - -0 uah. A sequence of inputs is required for 
successful integration of family planning into pre-service 
education ( e  , policy dialogue, changing the curriculum, 
developing lesson plans, training faculty in effective 
teaching skills [if this is to be provided], and evaluation). 

Settinu ~xiorities: Choice of ~rovi 5. dew. The relative 
em?hasis that should be given to one type of provider or 
another (doctor [ob/gyn or general practitioner]), midwife, or 
nurse) should vary depending on the roles played by each of 
these categories of service providers in the individual 
country and specifically relative to the p g g  that each 
provides, (For example, in the Philippinee, because IUDs can 
be provided by MOH midwives, IUD training should focus on 
public-sector midwives. In Egypt, where there are no formally 
trained midwives and nurses are generally not permitted to 
insert IUDs, IUD training must focus on doctors.) 

6. settinu nriorities: Choice of achools. In many cases it is 
not cost-effective to spend time trying to influence the 
curriculum of an individual school. Ideally a training CA 
should try to influence Eb;b schools of each category 
(medicine, midwifery or nursing) in a country. In countries 



in which all schools of a category follow the same curriculum, 
there is a clear multiplier effect from efforts to include or 
improve teaching related to family planning (as JHPIEGO did 
with nursing colleges in the Philippines.) 

-*: In countries without a uniform curriculum 
(which is the majority), JHPIEGO should work with leading 
schools able to influence others. Alternatively, or in 
addition, JHPXEGO should work with the organizations which 
accredit the schools (as it is doing with the Philippine 
midwifery schools) or with the organization which controls the 
national licensing or certification examination, where such 
exists. 

JHPIEGO should give priority to schools whose graduates are 
most likely to fill positions that require the ability to 
provide family planning services. This will vary from country 
to country, but is more likely to include midwives and less 
likely to include nurses. 

NACgaadc s k u .  Trying to improve the teaching methods of 
faculty in pre-service schools is an enormous job, in fact 
almost a Sisyphean task. There is little evidence of impact 
to date. It is much easier to revise a curriculum than to 
impro're the teaching skills of faculty members. Nevertheless, 
family planning education would be much more effective if 
faculty used modern, interactive teaching methods. It may be 
possible to encourage the use of more effective teaching 
methods by building a variety of appropriate methods into the 
curriculum and by augmenting the curriculum with detailed, 
fully developed lesson plans. 

Recommendation: JHPIEGO should provide "academic skillsu 
training only under certain conditions. It should evahate 
its experience to determine whether, and when and how, 
"academic skills1@ training is cost-effective. A basic 
criterion should usually be that faculty members to whom 
Itacademic skillsw are taught should each have a high propor- 
tion of students going on directly to work in family planning. 

8. Fxternal advice on core knowledae and com~etencies. JHPIEGO 
shouldbringnursing/midwifery/physicianeducators, clinicians 
and service administrators together to identify "core 
knowledgen and "core competenciesN =at graduates of pre- 
service programs should have. Pre-service curricula should be 
based on a clear understanding of the roles, functions and 
tasks for which the students are being trained and the level 
of competence expected of new graduates. Tutors in 
pre-service educational programs need to understand the 
demands of the jobs their graduates will fill. Prototypic 
curricula for nurses, midwives, and physicians will all be 



different. All must be adapted to each country. Specific 
suggestions appear below. 

9 . ice educ-on of doctors. In most countries it is 
probably realistic to expect that medical students could 
be ready to work as family planning service providers intme- 
diately after medical school--that is, on completion of 
undergraduate medical training. (Classes are too big to allow 
for hands-on training, the tradition in developing country 
medical schools does not lend itself to such an approach, and 
it 5s almost certainly not cost-effective.) The more realis- 
tic strategy would be: (a) for all undergraduates to be given 
basic knowledge in reproductive endocrinology and family 
planning, and (b) for smaller numbers to receive further 
training (especidlly in clinical methods) closer to the time 
when they might actually become involved in providing clinical 
services (e.g, during clinical clerkships, internships or 
residencies) . 

. J3eco~ndations: JHPIEGO should prepare a prototypic 
curriculum for medical students in their pre-clinical years. I 

This should be done in conjunction with external advisors. 
Like all prototype materials, this would need to be adapted or 
used in each country through a process that instills a sense 
of ownership among the local counterparts. Prototypic family 
planning modules for medical students should include: 
rationale and indicatims for family planning; contraceptive 
methods; advice giving; gender sensitization; and introduction 
to clinical skills (IUD and Norplant insertion and removal, 
male and female sterilization). 

JHPIEGO should cmtinue to explore training and use of 
clinical preceptors to mentor and supervise students (i . e. , 
courses that do not center on classraom teaching but emphasize 
"~oach~~-type methods, management of a clinical prac ticum, and 
assessment of clinical skills). 

10. Nursina and micwiferv education. JHPIEGO's work in this area 
has been limited and not designed to produce nurses or 
midwives who axe able, when they graduate, to provide 
competent family planning sentice without further training. 
In contrast, JHPIEGO's fifth-year plans appear unrealistically 
optimistic -- especially without strategies and guidelines to 
guide junior staff and consultants who would be asked to carry 
out part of this work. 

Recommendations: JHPIEGO should consider midwifery education 
separately from nursing. Relatively few nurses fill jobs 
which require clinical family planning service delivery 
skills. In contrast, most midwives are directly involved in 
providing basic reproductive health care to women. Thus, in 



most countries it is desirable for midwives to become 
competent family planning service providers during their pre- 
service training. For pre-service training intended to 
provide family planning service competency, it may be 
worthwhile to try to improve the faculty members' training 
skills. However, it is probably not cost-effective for 
JHPIEGO to invest time and resources trying to improve the 
teaching methods of nursing school teachers. 

ice education of B. All nurses should understand 
the benefits of family planning and be able to counsel 
patients ahout family planning and refer them for family 
planning care. However, as relatively few nurses fill jobs 
that require clinical family planning skills, competence in 
providing family planning services should rarely be an 
objective of the pre-service education of nurses. Rather 
efforts to improve the family planning content of pre-service 
nursing education and training should be directed to: 

Providing accurate information about the effectiveness and 
mode of action of all traditional and modern methods of family 
planning used in the country; 

Providing accurate information about the laws and rules 
which regulate family planing service delivery in t'ne country; 

Developing positive attitudes about family planning and its 
contribution to the health of women and children and the 
well-being of families and society; 

Developing competency in communication and counseling 
skills; 

Giving students some experience in counseling and/or client 
education regarding family planning, and 

Exposing students to positive models of nurses playing 
roles in the delivery of family planning services. 

Pre-service education and trainina of midwives. In countries 
in which most midwives take jobs that are directly related to 
reproductive health care, pre-service midwifery education 
should aim at producing competency in the direct provision of 
all temporary methods of family planning used in the countpy 
(except any method which, by local law or custom, can only be 
provided by physicians). Training to produce such competency 
requires access to active, high-quality family planning 
services; students need adequate clinical experience and 
proficient role models. 



-: JHPIEG08s mandate concerning pre-sentice 
education should explicitly include midwives. JHPIEGO should 
develop prototypic curricula in accord with principles 
recommended above. 

13. m a r  heath w-. It is desirable to provide accurate 
family planning information and an understanding of the 
importance of family planning during the pra-service education 
of most kinds of health workers. m&&g in particular 
should play an important role in providing family planning 
supplies and information. 

Beco~dations. JHPIEG08s mandate for pre-service education 
should be expanded to include pharmacists. During their 
pre-service training, pharmacists should be given information 
about family planning as well as learning experiences to help 
them develop pro-family plarrning values and IEC skills. 

Support to include or strengthen family planning in the pre- 
service education of health workers who will be providing 
family planning services should be limited to curriculum 
development and provision of carefully-selected teaching aids 
(e.g., videos, slide sets). A limited amount of training in 
effective teaching methods might be provided as an adjunct to 
curriculum development. 



4. In-Service Training of Doctors, Nurses, and Midwives 

4 . 1  Overview: What Does In-Sewice Tr-a Include2 

4.1.1 Types of In-service Training 

881n-serviceM is a broad category that includes several 
types (and purposes) of training. It is important to understand 
and distinguish among these in order to evaluate outcomes -- as 
well as to set priorities and to facigtate sound decision-making. 
"In-servicet8 includes the following. 

1) Training to enable health care providers with no prior 
experience in provision of family planning services to provide 
those services (initial basic family planning training); 

2) Training to reinforce, update, improve or expand the knowledge 
and skills of health care personnel who are already providing 
family planning services: 

general "updatem or "refresherm courses, 

. training to provide a specific new skill (e.g. , a new 
method of contraception, such as Norplant, or a new 
aspect of clinic management), 

. training to resolve specific family planning service 
delivery problems (e.g.., frequent misdiagnosis of 
cervical abnormalities, Inadequate counseling regarding 
VSC) ; and 

3 )  Training to teach selected family planning service providers 
in how to train other health care personnel to provide family 
planning services ("training of trainersw). 

This kind of categorization permits an important 
conclusion about the extent to which in-service training can be 
reduced through institutionalization of family planning in the pre- 
service education of health care providers: 

It is the first type of in-service training -- initial 
basic familv ~lannina traininq -- for which need can be 
reduced somewhat through pre-service training. Inclusion 
of family planning knowledge in the basic education of 
all health care providers, and inclusion of clinical 

52~his framework was developed by this evaluation team in the course of trying to understand and 
then assess JHPIEGO's achievements. JHPIEGO has not made such distinctions; it is unclear which of these 
types of in-service training predominates. 
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skills training for some, would minimize the amount of 
basic family planning that must be taught through in- 
service training. 

. In contrast, training of the second type is essentially 
t ~ c o n ~ a  educationw and must be provided in-service. 

. =ai&a of trainem (TOT) must also remain an in-service 
activity. 

4.1.2 Methods Emphasized and Providers Trained: The Numbers 

With regard to contraceptive methods emphasized during 
in-service training, JHPIEGOts focus is, of course, on the clinical 
methods. Among these, IUD training has predominated for all 
categories of service provider, followed by female VSC 
(minilaparotomy and laparoscopy) and then Norplant. Vasectomy has 
not been emphasized. Twice as many doctors have been trained in 
IUDs as in female VSC (1,373 in IUDs vs. 666 in VSC) . In VSC, 
YHPIEGO has increased training in minilaparotomy as compared with 
laparoscopy (see Appendix D). As for nurses, between the start of 
the project and April 30, 1991, nearly three times as many nurses 
have received training in IUD management as in female VSC (1,203 
trained in IUDs vs. 384 in female VSC. For nurses, VSC training 
consists only in providing operating room support). In addition to 
these figures are 153 nurses and 271 physicians trained in a 
combination (unstated) of skills (see Table J-3). 

4.2 Current A~~roaches and New Em~hases 

JHPIEGO has not articulated a clear-cut strategy for in- 
service training nor presented any detailed overview of its program 
and achievements in in-service training. JHPIEGO's in-service 
activities are characterized, however, by several new ttapgfoachesvt 
and memphasesfl which are in various stages of evolution. These 
cross-cut the training of individual categories of practitioners 
(doctors, nurses, midwives) and can be summed up as follows: 

Streamlining to improve efficiency of training; 

e Reducing and customizing training in Baltimore while 
emphasizing regional/international training centers; 

Shifting from training of service providers to training 
of trainers (TOT) ; 

53~his  emerges from interviews with JHPIEGO staff and brief statements in various JHPIEGO 
documents. 



More technical assistance, fewer generic courses; 

e An evolving two-tiered approach to training; 

Streamlining is a major emphasis throughout JHPIEGOOs 
program. In the in-service context it means, first and foremost, 
the use of standardized approaches to method-specific clinical 
training. These are the approaches related to IUD, VSC, and 
Norplant training which are the heart of JHPIEGOOs clinical 
training materials (described in detail in Chapter 2). This also 
includes other streamlining measures that JHPIEGO describes 
nremoving inefficiencies in the training process. 97 
MInefficiencies" have to do with factors that 'explain why so much 
training that is carried out (generally, globally) has had limited 
impact. J IEGO analysis in this area is just beginning, but is 
promising;' initiatives are underway in various projects. 

Conclusion: JHPIEGOOs efforts to streamline in-service training, 
while striving for safety and quality, are laudable. Such 
streamlining will be essential to meet the need for exponentially 
increasing numbers of trained service providers in the coming 
decades. 

Recommendatioq: JHPIEGO should refine its thinking about and 
develop clearer strategies for @@removing inefficiencie~~~ in- 
service training. This should be linked to improved needs 
assessment and country strategies. 

4.2.2 Trainina in Baltimore: Customized Courseq 

In 1990, at A.I.D.,s suggestion, JHPIEGO changed its 
approach to training in Baltimore. From 1972 until then, JHPIEGO 
had offered a regular schedule of courses at a training center in 
Baltimore. These courses followed a uniform design directed at a 
certain category of personnel -- administrators, doctors, or nurses -- and centered on generic topics of concern to each category: 

o Courses for administratars related to program planning, 
administration, and child survival. 

S 4 ~ ~ ~ I E ~ ~ ' s  h u u f  Workplm for PY 5 lists as two important areas of emphasis "developing new, 
more cost-effective approaches" to family planning training and "removing inefficiencies in the training 
process." 

 he "inefficiencies" are best aniculat& in a draft strategy paper written for Asia and the Near East 
by Dr. Clayton Ajello in 1991. (This further Nustrates the point made in Chapter 1, that much good analysis 
lies buried in rather obscure country and region-specific documents.) 



o C _ o u r s e s i c m  focused on infertility, sexually 
transmitted diseases, male fertility, teaching methods, 
and technical updates in obstetrics and gynecology. 

o -sea concentrated on teaching methodology 
and curriculum development. 

During the first three and one-half years of JHPIEGOts 
current cooperative agreement, the numbers of trainees brought to 
Baltimore averaged about 100 per year (364 total). Program 
administrators (142) were the dominant category, followed by 
physicians (110), and nurses (94). In most if not all cases, 
participants in a course came from multiple countries. 

Since discontinuing these generic courses in 1990, 
JHPIEGO has developed a new approach to courses in Baltimore. Now 
far fewer courses are offered. Participants generally come from 
just one country and the course is customized to meet specific 
needs of that country's family planning program. 

This change appears to have been appropriate. It is 
difficult, however, to assess the overall impact of the training 
that is still conducted in ~altimore (and JHPIEGO has not done so 
itself) . Country visits during this evaluation showed 
contradictory results: positive results for Philippine participants 
in generic ("old modelw) Baltimore courses, but no evidence of 
benefit to the Moroccan program that sent participants to a 
customized ("new modelt1) course. 

The Philippine nurses and midwives who participated in 
generic curriculum development courses in Baltimore are playing 
significant roles in projects aimed at improving the family 
planning content of the pre-service nursing and midwifery curricula 
in the Philippines. They think of themselves and are referred to 
as "the Johns Hopkins people." Their sense of having had a special 
opportunity and of having developed special skills has led to their 
willingness and ability to cross agency lines and work together on 
course development for various JHPIEGO-sponsored projects. (It 
appears the training they received in Baltimore was first rate. 
One wonders whether this same beneficial outcome might also have 
been achieved had the course taken place in the Philippines.) 

In contrast, a specially-designed course in 1990 intended 
to prepare Moroccan midwifery tutors as trainers probably will not 
produce the desired results. This was a TOT course whose purpose 
was to produce trainers for the Moroccan MOH's decentralized 
in-service family planning training centers. . The course 
participants were 12 faculty members from Morocco's only 
professional-level midwifery school. The training itself may have 
been excellent, but the midwife tutors were sent to Baltimore in 
1990, more than a year before the in-country training program was 



going to start. Furthermore, because they are faculty of a 
midwifery school, the MOH has no control over their availability to 
teach in its in-service training program once that gets under way. 

This problematic outcome is traceable to difficulties 
intrinsic to this model: it is difficult to plan training long 
distance, to select appropriate trainees, and to tailor information 
to current country needs. Although the course was supposed to be 
tailored to the particular needs of Morocco8s family planning 
program, the result may well be that the course contributes little 
or nothing toward achieving the MOH objectives for which the 
participants were sent to Baltimore. If so, this will have been a 
very expensive failure (apparently a cost of about $7,000 per 
participant) . 
-ion: U.S.-based training can have a powerful effect -- if 
it is well-planned, if the right persons are sent for the training, 
if the training is of excellent quality, and if it offers something 
that is not available in the trainees8 own countriw . However, the 
perks associated with training in the U . S . ,  and the logistical 
problems of trying to plan training long-distance, pose obstacles 
to effective planning and selection of trainees. U.S.-based 
training is also very expensive. 

pecommendation: In general, people should be trained as close 
to their own work environments as possible. An exception 
might be when training them at a distant site can expose them 
to family planning service delivery or training models that 
are not available in their own countries. 

RecrionalIInternational Trainincr Centers 

JHPIEGO often refers to wJHPIEGOfs regional training 
centersw (or, since 1991, its llinternational training centersw). 
How effective are these centers? What is their impact? How much 
effort (and resources) should go to them in the next few years? It 
is difficult to get a clear understanding of these centers -- 
JHPIEGO has no overview documents about them -- but the picture 
seems roughly as follows. 

In the late 1970s and early 1980s; in response to 
A.I.D.'s call for shifting training to developing countries, 
JH'PIEGO began to establish regional training centers (RTCs). The 
initial strategy was that these centers, most located in countries 
with relatively high prevalence rates in each region, should 
provide training in specific clinical methods to ob/gyns from 
neighboring countries that had not yet made such good progress in 
family planning (particularly in laparoscopy, JHPIEG08s prime 
clinical focus in those years). The training experience was also 



intended to provide encouragement to participants to become laadere 
of family planning in their respective countries. 

The sites designated "regional training centersw were 
usually based in or affiliated with a university department of 
ob/gyn. The directors have been ob/gyns, usually professors, often 
a former participant in JHPIEGOfe Baltimore and/or laparoscopy 
training activities. Curricula, strategies, and relationships to 
the local national family planning program, and numbers of persons 
trained, varied considerab1.y. 

The total number of sites designated as regional training 
centers has also varied over time, as some countries have been 
added and others deleted. (For example, Tytisia and Brazil were 
earlier called regional training centers but are no longer 
included in JHPIEGOfs #?test listing.) Today JHPIEGO lists seven 
such training centers. 

Asia: 

Thailand: Regional Training Center for Reproductive Health. 
Director is Dr. Kobchitt Limpaphayom, Professor in Dept. Ob- 
Gyn, Chulalongkorn University Faculty of Medicine. 

Indonesia: Kilnik Radan Saleh. Director is Dr. Birhan 
Affandi, Head of the Division of Reproductive Health, Dept. 
Ob-Gyn, University of Indonesia Faculty of Medicine. 

Philippines: Fertility Care Center (FCC) of Mary Johnson 
Hospital. Director is Dr. Virgilio Oblepias. 

Near East: 

Morocco: National Training Center for Reproductive Health 
(NTCRH) . Director is Dr. Tahar Alaoui, Professor of Ob-Gyn 
and Dean of the University Mohamed V Medical School. 

Egypt: Regional Center for Training in Family Planning (RCT) . 
Director is Dr. Roushdi Ammar, former Chair of Dept. Ob-Gyn, 
Ain Shams University. 

? ~ e p o n  on Wwkshop of JHPIEGO InternafiOnal Tmining Center Directors, Jakarta, Indonesia, September 10-13, 1991. 



1. Kenya: Department of Obetetricra and Gynecology, University of 
Nairobi. Director is Dr. Samson Wanjala, Chair of the 
Department. 

2. Nigeria: Department of Obstetrics and Gynecology, University 
College Hospital, University of Ibadan. Director is lecturer 
and senior consultant in the Department. 

In September 1991, JHPIEGO changed its designation for 
these centers from "regional" to "internationalw training centers. 

ue : Effect iven- 

Each of these centers has trained a substantial number of 
health care personnel from both their own and neighboring countries 
and have undoubtedly made significant contributions to family 
planning. JHPIEGO has abundant quantitative data on the numbers, 
and it has recently hired external consultants to evaluate other 
aspects of the programs of some of them (e.g., Egypt, Morocco, and 
Philippines). JHPIEGO has not, however, systematically tracked 
what has happened with trainees once they returned to their work 
sites. No summative data, nor even a summative description, on the 
impact or effectiveness of these training centers is available. 

Admittedly, tracking the results of training, and 
especially third-country training, is difficult. JHPIEGO is not 
alone in this regard; other organizations share the problem. To 
its credit, (MPIEGO has made a few attempts to study what has 
happened to trainees once they have returned to their home 
countries. Results of these evaluations are illustrative. 

inas fro Find m r e a ~ , a l  trafnina n Morocco. For several 
years JHPIEGO has supported training for personnel from African 
Francophone countries at the National Training Center for 
Reproductive Health (NTCRH) in Rabat. Training originally focused 
primarily on laparoscopy but has now shifted to IUD management. 
Courses follow a uniform design. An evaluation in 1989 was 
posi.tive about the training itself, judging that the courses 
operate smoothly, that the trainers created a positive learning 
environment, and that trainees were given excellent o ortunities 
to practice acquired skills in clinical settings. " On the 
negative side, the evaluation pointed out that po svstematic needs 
assessment had been carried out in the Francophone countries to 

%e current evaluation team was not asked to evaluate the training capability of this center, but the center certainly 
appeared capable of putting on good training courses Even at this "flagshipn facility, hawever, shortcomings in clinical 
procedure were observed. In particular, the physical set-up does not provide privacy for counseling the patients (and only 
minimal privacy for the pelvic atami~tion); also a doctor observed taking care of two women requesting IUDs did not do 
an adequate assessment of abnormal appearing cervices. 



ensure that the courses were maeting specific naeds. wFunctiono 
relating to needs aaremamant and @valuation are not yet fully 
inotitutionalized, stated the evaluation. 

Another evaluation, thia one on training of Franuoghone 
phyreiciana from eub-Saharan Africa at the NTCRH, also uoncluded 
that the training in Morocco had been very well implemented but 
found multiple problems on vieita to the trainaemf sitem in Cote 
dfIvoire. Few trainees wore involved in family planning service 
delivery; few wera inaerting IUDs; little couneeling was being 
done; and at sevaral sites, no coatraceptives were available. The 
evaluator concluded: "The majority of those who completed the 
training do not provide FP services in their  institution^.^^ The 
evaluator attributed the problem to pronatalist policy in Cote 
df Ivoire, It.. .a lack of political will on tha part of the 
leadership to integrate FP into the health care eystem." He 
concluded: "Despite their enthusiasm, the trainees are losing all 
their desire to provide services. They cannot do anything when 
faced with a situation in ybich their institutions lack both 
supplies and contraceptives." 

This sorry conclusion illustrates generic problems that 
prevail elsewhere too -- and that have broad implications for 
JHPIEGO. Much family planning training often has little impact 
because persons trained do not have the opportunity or the support 
to practice the skills they have been taught. The problem here is 
not poor training but poor planning. One can say that trainee 
selection was not careful enough. More fundamentally, the training 
was provided without being part of a country strategy and without 
any plans to enable the trainees to use their new training to 
provide services on their return. 

JHPIEGO should have been aware of the general policy 
environment in Cote dfIvoire and adopted one of two other ,. 
strategies: either (a)  training aimed at influencing the top 
leadership, or (b) training of well-placed service providers 
coupled to collaboration with a service delivery project which 
would provide the equipment and support to make service delivery 
possible in a few key sites. JHPIEGO, however, was not thinking 
strategically. This training was probably a waste of money. As 
JHPIEGO senior staff know well, unless trainees have means to use 
new knowledge and become competent in new skills within a short 
period of time after the training, the skills will be lost. 

Zssu 
. e: Whose Traininu Centers are These? 

JHPIEG08s organization chart at the time of this 
evaluation (see Chapter 53 places the regional training centers 
under a box labeled "Overseas Programs." The notion that these 

- - -- - 

S%uissant (1990). Trip Report to Morocco and Cote dTwire. 



centers should all be considaxed programs of JHPZEGO illustratee a 
problematic philosophy and ie not in full accord with reality. 

Although JHPIEGO often refer~ to "JHP1EGOtol regional 
training centers," these centers are not actually uJHPIEGOts.w 
Many other organizationo have contributed support. For example, 
Klinik Raden Saleh in IndonetJa is also funded by WHO, The 
Population Council and AVSC. In Kenya, programs of the 
Department of Ob/Gyn at Kenyatta University Hospital are likewise 
funded by many organizations -- FHI, The Population Council, 
Pathfinder, and others; the department chairman, who is designated 
"JHPIEGO itltnrnational training center @irectorI1@ is by virtue of 
his post also director of all the other foreign-funded family 
planning projects. Hawever good JHPIEGOts work may be, JHPIEGO is 
still just one supporter among many. 

More important, all of these sites belong to the 
individual country. On this count, attitudes of the local 
personnel differ significantly. In Norocco, the NTCRH is so 
closely identified with JHPIEGO that Ministry of Public Health 
personnel refer to the center simply as "JHPIEGO.I1 In Nigeria, 
training staff reportedly still display an old "JHPIEGO Regional 
Training Center" signboard, even though the center no longer 
receives JHPIEGO assistance. In Egypt, however, JHPIEGO is roundly 
criticized by USAID staff for taking a proprietary attitude with 
the center there. (USAID staff accuse dHPIEGO, for hstance, of 
trying to send trainees from other countries to the Cairo training 
center without concurrence from USAID/Cairo and protest JHPIEGOts 
referring to the Egyptian center as "the JMPLEGO RCT.") 

Conclusiory: The regional/international "Lraining centers that 
JHPIEGO has supported have trained a substantial number of doctors 
and nurses from neighboring countric?~ as well as their own; they 
have undoubtedly made significant contributions to family planning. 
There are also problems. JHPIEGO has not systematically tracked 
what has happened with trainees once they have returned to their 
work sites. No summative data or description on the operations or 
effectiveness of these training centers is available. Finally, it 
is misleading of JHPIEGO to designate all these centers as JHPIEGO 
centers, when many other organizations have contributed support and 
when they are more properly centers of the individual country. 

Recommendations 

JHPIEGO should carry out a systematic assessment of the 
stren~ths , weaknesses, effectiveness and impace of its efforts 
with the regional/international training ce~..'cers it helps to 
support and base future activities on this analysis. 

*One international expert judged it "presumptuous for JHPIEGO to idenlif. I ;,-lF .s having propictaxy tights aver and 
being able to claim credit for the achievments of Raden Saleh." 



Activitiera JHPIEGO eeeku to undertake with these centers 
ehould be coordinated with country strategies and concurred in 
by the local USAID mission. 

A designation suah as f'JHPIEGO-Affiliated Training Center" 
should be used in place of "JHPIEGO Training Center,l1 

Another current emphasis is to shift, where possible, 
from training of service providers to m a  of t m  (TOT). 
As with other program areas, it is difficult to get useful 
statistice and judge how well JHPIEGO is doing. TOT seems to be 
the focus of only a smt.ll percentage of in-service training 
programs on-going at the time of this evaluation (e.g., in Morocco, 
Egypt, Tanzania, and Ghana) , although a host of new TOT programs 
have been planned for PY 5 (e.g., in Turkey, Brazil, Ghana, 
Zimbabwe, Mali) . Through December 1990, about one-quarter (721) of 
the nurses receiving didactic training were trained in the 
categories of education ekills, training of trainers, and 
curriculum development (compared with 45 percent 11289 who were 
given "reproductive health updatesm (see Table 5-2). 'I JHPIEGO 
has not projected a comparable ratio for PYe 4 and 5 but a cursory 
overview of its in-service training projects during the earlier 
part of the project compared with its plans for PY 5 suggests that 
it plans considerably greater emphasis on training of trainers. 

As JHPIEGO increases its focus in in-service training on 
training of trainers for all categories of service provider it is 
grappling with how best these trainers can be produced. At Over 
time, JHPIEGO has developed a better understanding of what is 
involved, but as yet its strategies are incomplete and often do not 
accord with the realities of the field. Most recently, JHPIEGO set 
down in the PY 5 workplan some tllesaonsll related to training ,of 
trainers that it claims to have learned. These lessons, which are 
e~plored~~elow, h v e  not yet been built into JHPIEGOts program, 
however. 

611twE.thid a: the nurses who received in-service training were given didactic training, compared with one-third who were 
trained in clinical skills. 

%e terms "training of trainers" and "master trainer" are used in this report only for in-service training. The use of these 
terms may be considered inappropriate in a university context, where those teaching reproductive health or clinical skills have 
academic positions such as professor and would not consider themselves "trainers.' JHPIEGO agrees with this distinction, 
but does not adhere to it consistently in its documents. 

%e three lessons are as follows: 1) "A core group of these change agents (is. master-trainers) needs to be provided 
with program support and technical assistance for sevcml years." 2) "Achievina competency as a service provider and as a 
trainer cannot be pursued in the same short course. A prerequisite to being chosen for training as a trainer is that 
proficiency as a service provider has already been achieved." 3) "Not every proficient service provider is capable of being 
trained as a clinical trainer. Similarly, simply because someone is trained to be a clinical trainer, does not mean that such 



JHPIEGO seems to hold that qualification as a trainer of 
clinicians requires two types of trlaning and that Itthese cannot be 
taught in the same short course.I1 JHPIEGO has conceptualized 
very effectively the progression of clinical skills from 
acquisition, to competency, to proficiency and has a clear working 
definition of what proficiency entails: complete and correct 
knowledge, correct and proficient manual skills, good role modeling 
of interaction with clients, positive attitudes towards family 
pl.anning, self-confidence in clinical role. It is also clear about 
what training skills involve: communication skills and knowledge 
and proficiency in a variety of learner-active teaching methods. 
JHPIEGO is less clear, however, about the best way to impart these 
skills. 

Often in the past, teaching skills courses were held in 
Baltimore; now, they are usually to be given in the field, using 
consultants. Despite its statemant about separating training in 
clinical skills from training in adult teaching methods, JHPIEGO 
also seems to believe that potential clinical trainers may 
assimilate adult teaching techniques during their clinical skills 
training and therefore that the teaching skills portion of training 
can be downgraded. Judging from the stage of development of its 
training materials, it is also fair to say that JHPIEGO probably 
has a better understanding of how to provide clinical than teaching 
skills training: development of the teachj.ng skills manual has been 
a protracted process and the resuits have yet to be field tested 
(see Section 2.1.2). 

Trainina of Trainers and "Master Trainers" 

JHPIEGO uses the term I1master trainersw and has attempted 
to develop master trainems in several countries (Egypt, the 
Philippines, Thailand, with plans to develop master trainers in 
Brazil for the MOH project and for Norplant in Indonesia). It has 
even developed a "master tzainerN certificate, which carries the 
imprimatur and prestige of the Johns Hopkins University and which 
it has given to graduates of the Egypt, Philippines, and Thailand 
courses. 

To some degree, there is consensus as what constitutes a 
master tiwainer. Those who were eligible for the certificate in 
Eqypt went through three separate courses: a six-week course in 
Baltimore that provided basic knowledge in reproductive health and 
family planning services and, in Cairo, a clinical training course 
and a two-week participatory training methodology and skills 

an individual will ~~ecessarily be a proficient trainer." 

 PIEGO GO, Annual Workplan h q m m  Yem 5, June 1991. 



course, both taught by JHPIEGO consultants. Subsequently, the 
trainees designed a six-week curriculum and course materials for 
their training-of-trainers course (under direction of the JHPIEGO 
training skills consultant). In contrast, trainin? in the 
Philippines far three persons who were to serve as master trainers 
involved quite a different approach. Training (at the Fertility 
Care Center of the Mary Johnson Hospital) lasted 14 months and 
consisted of two parts: several weeks of preparatory training and 
orientation followed by four six-week practicums, during which the 
fellows, serving as "master trainers,I1 had a hands-on opportunity 
to develop a curriculum and teach courses. The fellows say they 
were given too little opportunity ko learn curriculum development 
skills, however, and there was also a question as to whether four 
practicums were needed for the fellows to develop their teaching 
skills. Overall, the length of the 14-month course appeared to be 
a disincentive to attracting candidates. 

On the whole, JHPIEGO seems to agree that master trainers 
for clinical courses should be grounded in the didactic disciplines 
of reproductive health and family planning; should be proficient 
clinical providers in their own rights; and should have mastered 
adult learning techniques. It has not, however, reached internal 
consensus about the importance of curriculum development skills for 
a master trainer. This is an issue that has bedeviled others in 
the training field as well. The case for including this skill 
rests primarily on the assumption that it is essential the 
interests of both ef f active perf ornance and sustainability . '' The 
counter-argument is that this standard would unnecessarily and 
unproductively slow down and increase the cost of TOT and therefore 
limit and constrain training of family planning service providers. 
It may be that all master trainers (trainers of trainers) need at 
least minimal curriculum development skills. JHPIEGO, however, has 
not systematically thought through all the vargus ways that -this 
plays out in order to reach a firm conclusion. 

selection of Trainers 

Identifying appropriate candidates for trainers of 
clinicians and as trainers of trainers has proved to be difficult 
for JHPIEGO. JHPIEGO is not entirely clear what categories of 
people, with what skills and characteristics, are the most 
suitable. Finding individuals with the right combination of skills 

6S"Master trainers with responsibility for presenting courses need to know how to develop and update curricula and 
training materials. Clinicians who become master trainers will need to be taught these skills. This is important if trainers are 
to perform effectively, and it is essential for sustainability," as quoted from Pillsbury, B. and Stolba, S. "Training in Family 
Planning: Issues find Lessons Learned During Establishment of the Regional Center for Training in Family Planning in Cam, 
Egyptn March 1991 (Draft.) See especial& "Imons"8 and 9. 

q t  IS probable that INTRAH and DA have valuable insights on this issue. This would be one of several fruitful areas 
for consensus-building in an A1.D. training strategy. 



has been difficult and even those individuals who appeared 
qualified have often proved disappointing. 

For exampla, in Africa, it has been difficult for JHPZEGO 
to find individuals who have the requisite qualifications. One of 
its ttlessons learnedu is that "a pre-requisite to being chosen for 
training as a trainer is hat proficiency as a service provider has 
already been achieved. In Africa, however, JHPIEGO has had to 
turn to persons who lack pre-existing family planning skills (much 
less proficiency) to train as trainers: i.e., to tutors in a school 
of nursing (as in Chad) or members of the MOH primary health care 
training team (as in Kenya). The question is whether such 
individuals can ever achieve an adequate level of clinical 
proficiency, especially when they work in non-clinical positions 
and theref ore have little opportunity to practice skills learned 
during the training. 

A similar problem arose with regard to the prospective 
master trainers hired for the RCT in Cairo. Recruitment took place 
through an ad in the newspaper and none of the three doctors and 
three nurses selected was really proficient in either family 
planning clinical skills or in training. Following initial 
training in Baltimore, two quit soon after while the other four 
required weeks and months of additional technical assistance in 
both training and clinical skills. It took nearly three years 
until JHPIEGO judged them sufficiently proficient to qualify for 
its Master Trainer certificate. 

One option might be to merge the roles of trainer and 
supervisor. This was the format of the pre- and in-service 
minilaparotomy course in Kenya and, after a rough beginning, now 
appears to be working well. The potential advantages are many: 
supervisors probably understand the real demands of the jobs held 
by the people they supervise and are in the best position to follow 
up trainees, reinforce training, and identify performance 
deficiencies that should be addressed by further training. Despite 
its good Kenya experience, JHPIEGO has yet to assess formally the 
pros, cons, problems and best approaches to cross-training 
supervisors as trainers. 

Conclusion. One of the most difficult areas for JHPIEGO has been 
training of trainers of clinicians (service providers) and training 
of trainers of trainers (TOT training). Uncertainty remains as to 
how best to train clinicians in teaching methods, as to how best to 
train a master trainer, and as to what sorts of providers make the 
best, traiiiers. 

"'JHP~EC~O, Annual Workplan Program Yeor 5, June 1991. 
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1) JHPIEGO should reach consensus (at least preliminary 
coneensue) on what needs to be included in the training of 
trainers of clinicians and of maater trainers. 

. JHYIEGO should develop a definition of 'rmaster trainer. It This 
should address the following questions: Does a master trainer 
need to be able to train clinicians, train other trainers 
(i.e., TOT), conduct training needs assessments, and develop 
curricula to address newly identified training needs? Does a 
person who is able to train clinicians and other trainers but 
does not have curriculum development skills qualify as a 
Itmaster trainerN? 

. JHPIEGO might consider a middle position with regard to the 
question of whether all master trainers should have curriculum 
development skills: namely, that a select few but rot all of 
the trainers in each institution should be given these skills. 
This would permit institutionalizing a training capability 
without overburdening the training program for master 
trainers. 

2) JHPIECO should develop a consensus regarding who should be 
recruited and developed as trainers. This should explore 
whether it is better to: 

rn start with a proficient clinician and try to add training 
skills, or 

. start with training proficiency (a good teacher) and provide 
technical inputs regarding the technical subject, or - 

. train a proficient trainer to teach the didactic aspects and 
use proficient clinicians as clinical preceptors ( e ,  to 
supervise, teach, and mentor trainees during their clinical 
learning experience). 

JHPIEGO should consider a strategy to develop as trainers selected 
supervisors of family planning and primary health care service 
providers (perhaps in combination with clinical preceptors). 

4.2.5 An Evolvinu Two-Tiered A~vroach to Traininq 

Many countries and USAID missions that call on JHPIEGO 
are eager, and even insistent, to have a substantial number of 
family planning service providers trained and out providing 
services in a very short time (Egypt having been a distinct case in 
point). This poses several dilemmas, especially in view of 
concurrent needs for institutionalization and sustainability. Part 
of the rroblem also has to do with IUD training. 



Training in IUD insertion, management and removal 
significantly slows the production of trained family planning 
service providers because it is time-consuming and difficult to 
organize. Even with the use of anatomic models for beginning 
practice, the need for adequate numbers of clients who want to have 
IUDs inserted limits the number of service providers who can be 
trained. 

To addresu this problem, JHPIEGO is experimenting with 
two-track (or two-tier or two-phased) approaches. One model is 
being tried out in a JHPIEGO-designed training effort in Papua New 
Guinea. There a relatively large number of service providers are 
being trained in relatively short "basicw course6 that prepare them 
to provide pills and other non-clinical methods of family planning. 
A smaller number (perhaps selected from among those who prove to be 
especially interested and successful family planning service 
providers) subsequently receive additional training to develop 
competency in IUD insertion and management. JHPIEGO is apparently 
using this approach in Zimbabwe for nurses and midwives. A similar 
variant is evolving in Egypt, where JHPIEGO has recently concluded 
that its single six-week training course is not adequate for 
producing either trainers or proficient service providers and has 
now found itself splitting the training into a basic and an 
advanced course. It is not clear how explicitly JHPIEGO is using 
a two-track (or two-phase) system anywhere else, but the concept is 
creepipg into JHPIEGO documents (at least those of the associate 
director for AsiaINear East). 68 

4-2 .6  More Technical Assistance. Fewer Generic Courses 

Increasingly, JHPIEGO seems to be moving away from a 
generic course approach and is instead providing more technical 
assistance to local personnel to develop their abilities to carry 
out an improved training program. As consultants work with local 
personnel (e.g., in curriculum revision), they can see where 
weaknesses exist and can respond fairly quickly and appropriately 
with technical assistance. JHPIEGO has in general used excellent 
trainers whose good work contributed to the success of many 
projects. In some of the best of cases, good technical assistance 
is combined with courses tailored to the specific needs of local 
participants (as during the start-up of the RCT in Cairo). 

The pre-service nursing training in the Philippines is an 
excellent example of the advantages of good technical assistance 
(see Appendix K). JHPIEGO has also used this approach in a number 
of its in-service training efforts: basic in-service nursing in 
Kenya (see Appendix L), minilap training in Kenya, and the RCT in 

6 8 ~ o r  example, "Preliminary Training Needs Assessment for USAIDflslamabad," by Clayton Ajello, 
Saha Amarasingham, an4 Stephanie Foster. October, 1990, p.7. 
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Egypt. Like the Philippines pre-service education program, all 
these have relied to a large extent on technical assistance and 
have included both curriculum development and training of trainers 
or faculty. Like the Philippines, these projects should have a 
significant impact if followed through to the end (i. 8 .  , the new 
curricula being effectively taught). 

JHPIEGO is revising its traditional approach to in- 
service training of physicians in several important ways. During 
its early years, when JHPIEGO's prime in-service focus was training 
in laparoscopy for ob/gyn specialists, training efforts tended to 
be small and limited to local sites such as a hospital, 
professional school, or specific region within a country. 

During the current cooperative agreement, emphasis has 
shifted dramatically: 83 percent of the physicians who received 
clinical skills training were trained in IUD insertion, 
minilaparotomy, or some unstated combination of skills; only about 
17 percent received training solely in laparoscopy (see Table J-3). 
This is a major change from the early days. Further, probably most 
physicians not receiving laparoscopy training are general 
practitioners, rather than ob/gyns. (In many developing countries, 
most ob/gyns focus on laparoscopy, leaving other family planning 
methods to be provided by generalists.) In addition to branching 
out to other methods and general practitioners, JHPIEGO also is 
attempting to: 

. move from training of providers to training of trainers 
who will train the providers (as discussed above); 

. develop training programs that will have a national, 
rather than an isolated local impact; and 

. establish national standards both for training and for 
provision of a given method. 

The hope is that these approaches will be more cost- 
efficient than training of service providers, and will have a 
greater, long-term impact leading to institutionalization of in- 
service training. 

Although it is not possible to assess definitively the 
effectiveness of these new approaches, recent examples of in- 
service training in IUDs, minilaparotomy, and Morplant (described 
below) show how JHPIEGO is going about in-service training. 



The effort to institutionalize in-country capability for 
in-service training of doctors to provide IUDs was launched in 
Cairo through creation of the Regional Center for Training in 
Family Planning (RCT). Established in 1989 as a collaborative 
effort between Ain Shams University in Cairo and JHPIEGO, the 
center's long-term goal is to serve as a site to train physicians 
and nurses who will train field-level providers in all 
contraceptive methods at satellite locations throughout Egypt. 
Training in IUD insertion was emphasized mainly because the 
government was eager to expand and maintain a countrywide IUD 
program. 

In Egypt, six service providers -- three ob/gyns and 
three nurses -- were recruited to be developed as "master 
trainers.@@ Producing a core group of trainers who were not only 
proficient clinicians but also competent trainers turned out to be 
a far longer process than initially anticipated. A significant 
unanticipated development during their training and preparation to 
begin training others was the discovery that curriculum 
development could not proceed satisfactorily until consensus had 
been achieved about national standards for service delivery (see 
Section 2.2 and Appendix I) . Having a set of national family 
planning service guidelines will help assure that those trained 
provide a consistent quality of services throughout the country. 

~arotomv Trainincj in Kenvq 

Whereas in Egypt JHPIEGO efforts have been dedicated to 
a training center of its own creation, in Kenya JHPIEGO is working 
through a network of 13 MOH hospitals in a training effort over 
which, initially, it exerted little quality control (see Section 
3.3.1). An early evaluation of medical officersf performance in 
providing minilaparotomy revealed a number of serious technical 
problems, leading JHPIEGOto reassess completely the approach being 
taken. A major initial deficiency had been that the physicians' 
superiors -- the ob/gyn supervisors -- had not been consulted about 
the training and that consequently there was no consensus about the 
appropriate techniques to be used. 

JHPIEGOfs solution was to call a conference, facilitated 
by a JHPIEGO consultant and the JHPIEGO project director, at which 
all the physicians aired their opinions as to how the procedure 
should be carried out and during which a consensus was reached as 
to the accepted medical protocol. This result was somewhat similar 
to that in Egypt, when the RCT trainers worked together with 
JHPIEGO technical assistance to come up with national guidelines 
for service delivery which would be part of any training effort. 
The lesson in both cases was that, although it may be a time- 
consuming process, involving host country personnel in working out 



mutually agreeable procedures and protocols is an essential step in 
any successful training program. Although at the time of this 
evaluation, it was too early to judge how well the next round of 
trainees would perform on the job, the training itself looked good, 
from both a clinical and a pedagogic standpoint. 

The Kenyan program resembled the Egyptian program in 
several ways. Most important, it was the first country-wide 
experience in institutionalizing clinical training in a specific 
method. In addition, the target groups were general practitioners; 
the training program in satellite hospitals was carried out by 
locally trained personnel; and the training was undertaken in 
response to a government initiative to increase the availability of 
a specific method throughout the country. 

At the time of the evaluation, a November 1991 conference 
for Norplant providers in Indonesia was being planned. It was to 
bring together Indonesian physicians to establish a standardized 
training-of-trainers curriculum and to carry out an initial 
training course for 10 Indonesian trainers. Like the Kenya 
experience, this training approach would use trainers who already 
had strong clinical experience: Indonesia was one of the first 
countries to undertake clinical trials of Norplant and all workshop 
participants would probably have already inserted and removed 
hundreds of Norplant implants. Despite this accumulation of 
experience, however, one of the main purposes of the conference 
would be to reach agreement on a standardized way to carry out and 
to train in this procedure. As in Egypt and Kenya, JHPIEGOts 
approach in Indonesia is to involve local practitioners to develop 
consensus regarding training approaches. 

Conclusion. JHPIEGO has had some good successes with training for 
physicians that centers on a single contraceptive method (as 
opposed to training that covers all methods with the same relative 
degree of attention -- and thus requires more time to be taken off 
from work by the participating physicians). 

Recommendation: In developing new in-service activities, 
JHPIEGO should look for government or major private sector 
initiatives to increase use of a particular contraceptive 
method, understand through needs assessment which providers 
can have the greatest impact with regard to the method, and 
plan training as part of a strategy aimed at a countrywide 
impact. 

In-Service Tnrainina of Nurses and Midwives 

Whether JHPIEGO will have increased its emphasis on in- 
service training of nurses and midwives compared with physicians 



during the remainder of the cooperative agreement is not clear. 
During the first three and one-half years, the numbers of nurses 
and midwives who received JHPIEGO-supported training were about 
equal to doctors. The background paper for this evaluation reports 
that JHPIEGO trained 4,641 nurses, midwives and tlparamedicsw in 
in-co@ry and regional courses from May 1987 through December 
1990. That number is in addition to 2,316 nurse/midwife 
"clinical traineesw. It is not clear how these categories differ. 
The total for both categories is 6,957 nurses, midwives and 
"paramedics" trained (see Table J-1). It is not possible to 
predict how many practitioners in any given category will be 
trained during the remai1,der of the agreement. 

Furthermore, these numberstell nothing about the nature, 
thoroughness or impact of the training. The listing of recent in- 
service projects is similar to that for pre-service projects (see 
Section 3.4.1) in that many workshops seem to be offered without an 
apparent linkage to a more comprehensive country strategy. It is 
difficult to assess what their impact may have been. One 
particular activity stands out. 

Needs Assessment: Case Study from K e w  

One of JHPIEGOts most impressive in-service efforts has 
been a nine-month technical assistance activity to help the 
Division of Family Health (DFH) in Kenya strengthen its in-service 
clinical family planning training program for Ministry of Health 
nurses and midwives. This training program had existed for nearly 
a decade and was well institutionalized, but had become stagnant 
over time. In 1989, a candid evaluation by Kenyans involved in 
both training and service delivery revealed numerous problems, of 
a magnitude they had not previously comprehended. This careful, 
systematic evaluation necessitated much group processing of the 
findings and made it possible for the DFH training team to look at 
its own program more objectively and with a different perspective. 
It set the tone for taking a close and realistic look at training 
needs. 

JHPIEGO assistance began with a two-week field-basedtask 
analysis, conducted jointly by DFH staff and JHPIEGO consultants. 
Two- or three-person teams visited service delivery points where 
they systematically assessed the tasks and responsibilities of 
family planning service providers and documented operational 
constraints to the provision of effective, high-quality services. 

This exercise fed directly into a curriculum design 
workshop. In this, participants focused on defining the main 
elements of the job of a maternal and child health (MCH)/family 



planning mervice provider, drawing up a comprehen~erive, detailed job 
description and agreeing that the job description would serve as 
the focus for identifying the end-point competencies for the new 
curriculum. 

A second workshop was held to identify the nurses' 
knowledge and competence prior to beginning the in-service course. 
These will be determined in large part by examining the learning 
objectives and content of their pre-service curriculum. The gap 
between the demands of the job (as per the new job description) and 
the pre-service. education of the service providers defined the 
necessary content for the in-service training course. 

JHPIEGO has provided technical assistance (consultants) 
for curriculum development and training of trainers. This is not 
noteworthy per se. What is unique is the degree to which the 
effort to re-design the in-service training curriculum has been 
based on systematic gathering and analysis of field-based data. 

This Kenya project is one of JHPIEGOts better efforts. 
Considerable amounts of consultant time were needed to go through 
every step of the curriculum development process, but the result is 
that an opportunity was created for change and learning in a 
previously stagnant training program. The director of Kenya's 
national family plaqsing program says he has now made this project 
his "top priority. 

JHPIEGO does not routinely carry out or base its training 
on rwch thorough data-based needs assessments as the above effort, 
funded by USAID, and carried out by Kenyans (with one expatriate 
advisor) . In Morocco, for example, JHPIEGO is becoming involved in 
a training program that is part of an effort to %edicalizew family 
planning by increasingly training and using doctors, supplanting 
nurse-midwives, to provide clinical family planning services. It 
does not appear that this major change in direction is based on any 
intensive, systematic observation and analysis of the strengths and 
weaknesses of the current family planning program, which is manag d 
mainly by nurse-midwives, or of alleged problems regarding IUDs. 01 
Rather, family planning leaders in Morocco seem to have decided to 
wmedicalizeN family planning as part of a decision to provide 
employment for the relatively large number of physicians being 
produced each year. Although this decision belongs to the public 

%tatement in October, 1991, to this evaluation team. JHPIEGO has profited from hiring exeellent 
trainers as consultants. The quality of consultants has been critical in the achievements of  JHPIEGO 
subprojects. This is one example. For a detailed case study, see Appendix L1. 

"The IUD 'problem' in Morocco does not seem to be related to excessive morbidity but rather to 
nurse-midwives' (and doctors') reluctance to insert IUDs in women whose cervices are red and appear 
inflamed, and the relative frequency of such cervical abnormalities. 



health medical laaders of Moroaco, JHPIEGO needu to conduat an 
adequate alsseerlsment of the situation before invallrting itn reeources 
in such 8 project. 

-. In-kernice training should ba bared on objeative 
data regarding the gre-aervice training, numbers, rolea and general 
performance of the variouo categorier of health grofesrpionals and 
other workers who might participate in the provieisn of 
contraception. It should also focus on strengths and weaknesses of 
current family planning service eystema, including evidence of 
safety or lack of safety and evidence of effectiveness (i.e., 
contraceptive prevalence and method-specific continuation ratas). 

A major issue concerning in-service training is the 
amount of effort that is devoted to lldirectw training of service- 
providers vs. measures designed to lead to winstitutionalization." 
JHPIEGO tends to use the term llinstitutionalizationv for pre- 
service education. It has not articulated priorities, a strategy 
or even a definition for institutionalization of in-service 
training. 

A tentative definition of instj.tutionalization in the in- 
service context might be: ##The development, in an individual 
country, of an indigenous capacity to meet that country's needs for 
trained providers of family planning services; in a comprehensive 
sense, this includes not only the ability of indigenous personnel 
to function as proficient trainers, but also the capacity to plan, 
implement, manage, and evaluate the countryfs training program." 

Although JHPIEGO has not articulated priorities or clear 
strategies, JHPXEGO is taking steps toward institutionalization of 
the capacity of some countries to carry out future training. For 
example, in about half of the countries (at least 8 of 17) for 
which JHPIEGO has plans for in-service training of midwives and 
nurses during PY5, those plans include activities designed to 
create or strengthen training capabilities within the host 
institution. For Pakistan, JHPIEGO has suggested a clear "two- 
trackw strategy that would use in-service training to meet immedi- 
ate needs for trained service providers able to provide non- 
clinical methods (a Itfast start-up progranU), while also pursuing 
an winstitutionalization effortw aimed at institutionalizing clini- 
cal family planni training in both pre-service efiucation and in- 
service training. ?? 

72~jello, Amarasingham and Foster, p.9. See also Section 4.2.5 dbove. 
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The roality in the fir14 to date, however, oeema to be 
that diract training in aliniaal metho& ham taken priority ovar 
inetitutionalization. (Tha faat that thera are no availabla data 
on inetitutionalization arfforte per ee 20 itudicatfva.) Thir wae 
probably unavoidable during the early traneition from the "018 
JHPIEOO," Now greater amphaslie an inmtitutionalizaZion ie needed. 
Thie will almost oertainly require management expertise that 
JHPIECO itmalf does not possess (as illuetratad by JHPIE60te RCT 
experience in Egypt) . 
m. JHPTEGO haa not articulated a clear-cut strategy tor 
institutionalization of in-eervice training. Its efforts to move 
ink0 training of trainers, to standardize apgroachea to training, 
and to tie into national programs, howsver, all hold promise of a 
greater impact and increased possibility of institutionalization. 
Nevertheless, as with other parts of JHPXEGOfs program, an explicit 
strategy to guide decision-making (analysis of possibilities, pros 
and cons, and priority-setting) is almost certain to result in 
greater impact. 

C o n c m .  In-service training addresses needs that will never go 
away: for basic training in family planning for new service 
providers who did not get it in their pre-service education; for 
skills upgrading, to strengthen specific skills (e.g., in counsel- 
ing) of people who are already providing family planning services; 
for training for new skills (e.g., a new contraceptive method) ; and 
for training trainers. 

The standardized clinical training materials and approaches that 
JHPIEGO has developed are a strong central part of its in-service 
work, specifically its lldirectgg training of both service providers 
and trainers. Needs for in-service clinical training by JHPIEGO 
axe unlikely to dedline in the near future, although the shift to 
training of trainers should reduce the numbers of service providers 
directly trained by JHPIEGO. The need to train general practitio- 
ners in clinical methods will continue to be an important component 
in the provision of family planning services. There may be a 
slight shift in emphasis among methods: training in I W s  may 
decline somewhat; training in laparoscopy will probably continua at 
its present level, while training in miniLaparotomy will probably 
increase; training in Norplant will also increase. 

Increased efforts to institutionalize in-service training 
capabilities are needed. 

Recomendatioq. While continuing to fine-tune its approach to 
clinical training, JHPIEGO should analyze its experience to 
date with activities aimed at institutionalizing in-service 
capabilities. It should consider development of a clear "two- 



trackw strategy -- "directu training plus paralle.1 systematic 
efforts at institutionalization. 



5. Management Structure, Processes, and Issues 

5.1 Manasement S t ~ c t u r e  and Processes in Baltimore 

As with almost everything else at JHPIEGO, management 
structures and systems (including personnel arrangements) are in a 
state of evolution. The present staffing is thin at the leadership 
level and not really adequate to carry out the current program, let 
alone an expanded one. This is partly a consequence of A. I.D. 
concerns about capabilities and programs flowing from the "oldw 
JHPIEGO. JHPIEGO recently, however, has expanded its staff and 
initiated laudable organization development activities that are 
intended to remedy management weaknesses. The changes under way 
seem positive, but it is too soon to predict the outcome. 

Current Staffing 

JHPIEGO has 53 positions (nearly all filled) at its 
Baltimore headquarters. Many of the staff have been hired in the 
last year or two. These new hires include both persons to fill new 
positions and replacement of staff who have left JHPIEGO during the 
transition from the "old1' JHPIEGO program. 

At the top level, four of the five Associate Director 
positions are currently filled. (The five posts include directors 
of regional programs -- Latin America; Africa; and Asia/Near 
East/Europe -- and associate directors for Education/Training and 
Monitoring & Evaluation.) (See Figure 1, JHPIEGO Organization 
Chart.) Two of the positions were only recently filled, the Latin 
America and the Monitoring and Evaluation associate directors. 
Still being recruited is an associate director for Africa. 
Currently, the JHPIEGO director functions as the acting associate 
director for Africa. In many other areas, most of the staff is 
new. For example, in the Latin America office st the time of this 
evaluation, the three support staff had been with JHPIEGO for only 
one-half year, three months, and two weeks respectively. In the 
Monitoring and Evaluation Office, the three senior staff were all 
new to JHPIEGO during 1991. 

Staff competency varies. The four associate directors 
appear quite competent, although two are fairly new to their posts 
and one is spread too thin over a vast territory. Below these 
four, technical expertise thins out. Many of the staff are junior 
program coordinators who lack technical expertise, although they 
appear to do an effective job processing project paperwork. As is 
needed in family planning, the project director has sought to bring 
in competent women, and women are well represented.on the staff. 

JHPIEGOts director is rare as a American ob/gyn clinician 
who works in A.1.D.-funded international family planning delivery. 

Previous Pago Blank 
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A.I.D., and international family planning, need more such people. 
In that capacity he serves as a role model for many doctors in 
developing countries. He is a good conceptualizer, does a 
prodigious amount of work and can be credited with a significant 
output -- including many of JHPIEGOts initiatives and achievements 
since his hiring. 

The director is unusual in the amount of time he devotes 
to working at the grass roots in the field, away from the office. 
(In 1990, for example, he made five trips to Kenya, spending about 
two months in that country -- in addition to several visits 
elsewhere.) This is good for the field and for building JHPIEGOts 
clinical programs. His time away is also problematic, however, in 
that there is no one else with adequate decision-making authority 
to take over in his absence. 

JHPIEGO has no overseas staff, no regional or country 
officers, advisors, or representatives in the field. For field 
operations, it sometimes hires U.S.- or field-based consultants on 
a temporary basis, but they represent a minor element in the 
overall operations. 

5.1.2 Planned Reorganization 

Since March 1990, JHPIEGO has been involved in an 
orqanization development rocess. An organization development 
consultant has been hired,' and she has been conducting one-on-one 
interviews with all the staff. This system-wide information 
gathering has revealed significant staff morale problems. It is to 
the credit of the director that he has given 'this potentially 
threatening process his full support. 

The information gathered during this process suggests 
that JHPIEGO must institute a wide range of changes, affecting not 
only its organizational structure but also the modes of interaction 
and communication among staff within that structure. 
Specifically, the challenges facing JHPIEGO include 

1) Clarifying and communicating a vision and strategic 
direction for JHPIEGO; 

2) Instituting appropriate management structures throughout 
the organization; 

3)  Procuring management training for top-level managers; 

4) Increasing communication and coordination up, down and 
across the organization; 

n~ similar effort had been launched earlier when the project director brought in an organizational psychologist to help 
resolve staff and transition issues. 



5) Initiating a collaborative leadership and planning 
process for the top management group; 

6 )  Developing mechanisms for increased communication within 
each unit and between each unit in the organization; and 

7) Involving JHPIEGO staff in creating an organizational 
climate that supports equal attention to the product of 
JHPIEGO and the human side of the business. 

As of September 1991, JHPIEGO had launched a number of 
initiatives to address the problems identified during the 
interviews. These include some reorganization, staff mechanisms to 
develop a plan of action for the entire organization, and unht- 
level discussions to identify problems and communication 
bottlenecks. Specific actions are as follows: 

1) Creation of the ggMicrocosmaa: A group (~Microcosmw) has 
been formed to generate recommendations for top 
management. It represents all levels and functions 
within the organization and is designed to ensure maximum 
commitment and participation organization-wide. 

2) Development of the top management group (director and 
associate directors): This group is in the process of 
increasing its capacity to lead, plan, and coordinate. 

3) Redesign of the organization: JHPIEGO is considering the 
addition of some new positions and the redefinition of 
existing positions. New positions include two deputies 
(one for Program Development, and the other for 
Organization and Human Resource Development, to be hired 
early in 1992) and the creation of a Clinical Support 
Services position. The deputy positions would enable the 
project director to continue engaging in clinical 
activities in the field while program planning and 
management receive needed strengthening on the home 
front. Some existing positions are to be redefined to 
support the future work of the organization, including 
Training Support Services and the entire function of the 
Monitoring and Evaluation unit. 

4) Organization development work within each functional 
unit: Each unit manager is working with his/her group to 
assess needs in the areas of communication and 
coordination and is developing mechanisms to fill the 
needs identified. Some groups have initiated their own 
data gathering process. 

5) Organization development work between functional units: 
This has involved clearing blockages in communication 



between units. Causes of the blockage have often been 
the lack of adequate information. Mechanisms are 
presently being created between units to increase 
information flow. 

6) Third-party consultation and individual coaching: The 
purpose of this work is to heighten awareness within 
JHPIEGO of the individual contributions to some of the 
challenges mentioned above. T h i ~  involves a new focus on 
the human side of the enterprise. 

Conclusion. JHPIEGO has begun the work of system-wide change and 
transformation. This transition appears critical for the future 
success of the organization. Future .plans for sustaining the 
organization include increased attention to the personnel function 
(including measures to build staff morale). The proposed hiring of 
two deputy directors, one for program and one for, internal 
management, is a much-needed measure. 

Recommendation. The project director should not be obliged to 
change his modus operandi or to reduce the amount of time he 
spends in the field. However, there must be a deputy director 
with authority to maFe decisions in his absence. This deputy 
should remain in Baltimore managing opsrations and making 
decisions in the absence of the project director. If the two 
new deputy director positions are appropriately filled, this 
strengthening at the top level may prove a good formula for 
success. Follow-through of these plans must be monitored. 

5.2 JIIPIEG08S Relationshit, to the University: the Board of 
Trustees and the Scientific Advisorv Committee 

5.2.1 The "01dI1 Relationship 

The transition from the "oldI1 JHPIEGO to the "neww has 
brought with it a significant shift in linkages and relationships 
with schools and departments within Johns Hopkins University. 

From 1974 to 1988, JHPIEGO was directed from the 
Department of Obstetrics and Gynecology in the School of Medicine; 
funding passed through the Office of the Provost, with the Provost 
chairing a Board of Trustees that had responsibility for approving 
JHPIEGO projects and programs. With the resignation in 1988 of the 
then JHPIEGO Director (an eminent member of the Ob/Gyn Department), 
the previous close relationship with the Ob/Gyn Department 
attenuated. 

The current JHPIEGO director came from outside the 
Hopkins community, bringing instead developing country experience. 
Since his arrival, JHPIEGO has developed a greater affinity to and 
emphasis on public health concerns as compared to current priori- 



ties within the field of obstetrics and gynecology (which at Johns 
Hopkins, as throughout the U.S., have increasingly centered on 
sophisticated technologies that are not widely accessible in 
developing countries). In addition, JHPIEGO has also moved 
physically out of its old university quarters into new facilities 
located away from the university. 

Finally, although JHPIEGO continues to benefit 
significantly from the Johns Hopkins name, few Hopkins professors 
are involved in its activities. Hardly any Hopkins professors 
perform overseas assignments for JHPIEGQ. Trainees and other 
visitors from developing countries are often disappointed to find 
that their stays -at JHPIEGO give them relatively little contact 
with the University. Many overseas visitors look forward to a 
clinical experience and contact with clinicians of Johns Hopkins -- 
and are often disappointed when this does not materialize in a 
substantial way. 

JHPIEGO's response is that most Hopkins professors are 
not interested in, nor do they have expertise in, the substance of 
what JHPIEGO tackles overseas. Most American oblgyns are 
interested in advanced techniques such as in vitro fertilization, 
not teaching minilaparotomy under local anesthesia in a rural 
African town. 

5.2.2 ~estructuring the  elations ship 

In 1990, a review of JHPIEGO and its relationship to the 
university was conductedT4 which addressed such issues as the 
following: Where should JHPIEGO be housed administratively? 
Should it be elsewhere than under the Provostfs office? Were the 
role, function, and composition of the Board of Trustees 
appropriate? Should there be a closer relationship with the School 
of Hygiene and Public Health? If so, how should this be achieved? 

The reviewers recommended that JHPIEGO should remain 
under the Provost's Office, but that ties with the School of 
Hygiene and Public Health should be strengthened and technical 
input from its international public health faculty increased. To 
achieve this closer relationship, the reviewers advised that a 
Scientific Advisory Committee (SAC) be established with Hopkins 
faculty as members. 

The Scientific Advisorv Committee (SAC) 

A Scientific Advisory Committee (SAC) was created in 
1991. Its purpose is defined as 

"~egal, Sheldon and M. Tahar Alaoui, Report of Viiring Co-tree, September 26-27, 1990. 



. . .to promote the highest quality of programs 
through guidance in the initiation of new programs, 
and review and evaluation of major program areas 
and plans, and to serve as a bridge for JHPIEGO to 
Johns Hopkins University faculty who can contribute 
to those programs. 75 

The SAC presently consists of six persons, five of whom 
are Johns Hopkins University senior faculty. It is chaired by the 
chairperson of the Department of International Health and includes 
the chairpersons of the Departments of Ob/Gyn and Population 
Dynamics. (Both the Department of International Health and the 
Department of Population Dynamics are in the School of Public 
Health and Hygiene, whereas the Department of Ob/Gyn is in the 
Sc5ool of Medicine.) Other members of the committee are a 
pharmacologist/senior associate dean of the School of Medicine, a 
professor of Health Policy and Management, and the Chair of the 
Department of Ob/Gyn at Francis Scott Key Medical Center (a 
teaching hospi.cal affiliated with Johns Hopkins School of 
Medicine). Three have played important roles with JHPIEGO in the 
past; the others are new to JHPIEGO. 

This committee has met once, in 1991, and is still 
attempting to get a clear picture of its function and involvement 
with JHPIEGO. Current plans for its functions are 

. to take over the project review function formerly played 
by the Board of Trustees; and 

. to be the mechanism through which JHPIEGO strengthens its 
relationship with relevant departments within the 
university. 

Typically a scientific advisory committee contains top- 
level technical experts who can provide technical advice in the key 
areas in which the organization works. Although it may be an 
excellent means for strengthening ties to Johns Mopkinst Public 
Health program, JHPIEGOts Scientific Advisory Committee as 
currently constituted, does not appear to represent the technical 
expertise the program needs to flourish. In particular, the SAC 
seems weak in developing country family planning expertise. 
Another lack is that the Center for Communication Programs at Johns 
Hopkins is not represented. The Center (which is in the School of 
Hygiene and Public Health) manages Johns Hopkinst two other A.1.D.- 
supported family planning programs: the Population Information 
Program (PIP) and Population Communication services (PCS) Project. 
Given the family planning expertise in each project, the Center's 
absence from the SAC is unfortunate. Both outside observers and 

7JProposed Re~mtcrwing of the JNPIEW Board of Trurees, JHPIEGO Special Projects, November 4, 1991, p.1. 
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JHPIEGOfs director have noted the need for greater synergism 
between JHPIEGO and these two projects. 

The Board o f  Trustees 

Typically a board of trustees plays a high-level policy, 
management, and fiduciary or financial oversight role. In the 
past, JHPIEGOfs Board of Trustees also was required to make 
technical judgments about JHPIEGO projects. Becallse several of the 
trustees had little or no expertise in international health or 
family planning, it is questionable how effective they were in this 
area. 

Now that the SAC has been created, a restructuring of the 
Board of Trustees is also under consideration. The thought is to 
add to the Board persons with international family planning and 
training expertise (such as directors of the JHPIEGO-affiliated 
training centers) as well as representatives from 'the private 
sector with interest in family planning. 

A partial goal in this change would be to include persons 
who could help JHPIEGO diversify its sources of funding. Currently 
almost solely dependent on A. I. D. , JHPIEGO would like to expand its 
program to include reproductive health activities that go beyond 
A.I.D.fs family planning mandate. For this, funds from other 
donors are needed. 

Amointments of JHPIEQO S t a f f  t o  University P o s i t i o n s  

A related move for strengthening relationships between 
JNPIEGO and the University has been to arranye appointments for 
several JHPIEGO senior stnff in appropriate Hopkins departments. 
During the summer of 1991, an advanced Kenyan graduate student from 
one of these departments was an intern at JHPIEGO. Vague plans 
exist for more such arrangements. 

Technical Advisom Committees: A Frecnreat Element i n  
Other RQD Proiects 

Many of A.I.D.,s cooperating agencies and centrally 
funded projects (in the Offices of Population, Health, and other 
sectors) find it valuable to augment their staff expertise by means 
of a group of outside technical experts. These are called, 
variously, a technical advisory group (TAG), senior advisory 
consultants, or something similar. Typically, these advisors have 
a greater sense of on-going concern and responsibility for the 
organization or project as a total entity than do consultants 
(although they may occasionally perform consultancies) ; at the same 
time, they often have more objectivity than is usually possible for 
full-time staff. In many cases, these are people who would be 
great additions to the staff, but who are not interested in working 



full time for the organization (or who have a salary Level the 
organization could not meet). 

Given the thinness of JHPIEGOta upper management and 
technical staff, a TAG would seem a great boon for the 
organization, an appropriate means for augmenting technical 
capability without incurring a large on-going cost burden. It 
might have subcommittees (e.g., on training methodologies, on 
institutionalization of family planning in pre-service education, 
on clinical issues, on linking training to services, or on medical 
policy barriers) to which needed tasks could be delegated (e.g., an 
issues paper on removing medical policy barriers to contraception). 
Pro forma meetings would be down-played in favor of developing 
state-of-the-art working papers and helping in the standardization 
of efficient and cost-effective approaches. Most probably, 
however, JHPIEGO would not be enthusiastic about creating a second 
scientific/technical advisory group. 

Conelusi.. The recent establishment of a SAC and plans to 
restructure the Board of Trustees appear appropriate. The 
composition of the two bodies, as currently envisaged by JHPIEGO, 
does not, however, seem optimum for supporting JHPIEGOfs technical 
needs (although the arrangement may be institutionally expedient 
within the University). Neither body has the expertise in 
technical family planning areas (training, education and service 
delivery) that JHPIEGO needs. 

Recommendations. JHPIEGC should develop a strategy to add to 
the SAC a group (or sub-groups) of technical experts 
knowledgeable in aspects of family planning education, 
training, and service delivery who can augment JHPIEGO's own 
staff in needed areas. This would require adding persons from 
outside Johns Hopkins University. Serious consideration 
should be given to including representation from the Center 
for Communication Programs on the SAC. 

Restructuring of the Board of Trustees should take place in 
concert with plans to briny additional technical expertise 
onto the SAC. International family planning.experts shou,ld be 
chosen with great care. They should be in agreement with 
JHPIEGOfs new directions and ideally should come from a major 
BIG country. 76 

'%e BIG Country Strategy PIG) of the Office of Population is designed to concentrate a greater portion of ALD's 
technical and financiat resources in the world's most demographically significant countries. Initially, 17 countries worldwide 
have been selected for emphasis under this new ;irate#. 



Use of Host Countrv Permonnel 

5.3.1 Project Directors/Country D ~ ~ ~ c ~ o P s  

JHPIEGO often continues to select as its project 
directors the chairmen of the ol/gyn departments of a country's 
most prestigious local universities. Most are physicians; a few 
are deans of colleges of nursing. Often, the individual is also a 
"JHPIEGO fellow,11 i.e., someone who has attended a JHPIEGO training 
course in Baltimore. These persons tend to feel a close 
relationship to JHPIEGO and may remain directors of' follow-on 
projects for many years. Sometimes the title of project director 
remains with the department chair when a rotation of duties occurs 
(e.g. , in Kenya) ; at other times, the project director will remain 
project director, even if he changes jobs (e.g., in Morocco). 
These project directors are not considered members of the JHPIEGO 
staff . 

Using such individuals has both its up and ito down side. 
The pluses are considerable. In general, these are influential and 
effective individuals who, when they are committed to a job, are 
able to accomplish it. Moreover, most are familiar with JHPIEGOfs 
goals for improved training and are interested in applying them. 
In countries in which family planning is not well accepted, using 
project directors who occupy an important local post and whose 
image is enhanced by their JHPIEGO connection has helped give 
credibility to family planning. 

In some countries, the prestigious academic positions of 
these directors can help facilitate the work of effecting 
curriculum changes (e.g., in the Philippines, where the nursing 
school curriculum is being revised to include more family planning, 
the project director is both a JHPIEGO fellow and head of the 
Association of Deans of the Philippine Colleges of Nursing). The 
opportunity to relate to prominent academics has also giveir JHPIEGO 
high visibility, particularly in the typical devel'oping country 
with few ob/gyn specialists. 

On the negative side, these persons have many other 
responsibilities, limiting the time they have available for their 
responsibilities to the JHPIEGO project. Not only do their in- 
country jobs require a large portion of their time; some are also 
coordinators for other donors as well as for JHPIEGO, with numerous 
reports and grant applications to complete (as in the case of 
Kenya). Likewise, department heads may not have the management 
skills needed to run a JHPIEGO project (e. g. , to carry out needs 
assessments or to undertake evaluation and re-programming), with 
the result that JHPIEGO staff must spend a considerable amount of 
time backstopping some projects, as in Kenya (see Section 5.4 
below). 



Another issue is thc.Zi some of JHPIEGO1s long-time 
associates may have agendas thac do not necessarily coincide with 
current JHPIEGO and 3.. I. D. priorities. Persons aff iliated with the 
government may be unwilling for political reasons to address 
medical barriers that inhibit use of some contraceptives (or, 
indeed, be themselves pY,ilosophically opposed to overturning these 
barriers). In other cases, a project director may put his or her 
own agenda before that of the national program. In retaining ties 
that date back many years, JHPIEGO may also be missing 
opportunities to develop relationships with younger, rising 
reproductive health professionals, especially those who can impart 
the woman's perspective of female clients. 

A separate issue is that in countries with several 
projects, no one individual is charged with overseeing these 
efforts in aggregate. Interviews with project directors revealed 
that each director was pursuing his or her own agenda and was not 
conversant with other JHPIEGO projects being implemented in that 
country. JHPIEGOfs Baltimore staff sometimes refer to one of the 
several project directors as the JHPIEGO "country director. In 
one case, however, the person so designated did not know that 
JHPIEGO thought of him as having this broader responsibility. 

5.3.2 International Advisory Council (IAC) 

JHPIEGO has made attempts from time to time to hold 
formal meetings that include the most prominent of its country 
directors. It has held Deans' Conferences and also once had an 
International Advisory Council (IAC) from which it apparently 
sought advice. (A.I.D. apparently opposed the IAC, and it no longer 
functions.) More recent meetings of "training center directors," 
however, now appear to serve the same function. 

5.3.3 Lack of Development Philosophy 

JHPIEGO shows no concrete evidence of having adopted the 
development philosophy that has at its heart ideas such as 
"empoweringm and "enablingn developing country persons and 
institutions to take charge of their own programs, making well- 
reasoned decisions that lead to greater effectiveness and impact 
with less and less donor dependency. In many situations JHPIEGO 
does seek to build capabilities within various institutions or to 
achieve consensus among local experts on a clinical topic. But 
this varies. In other situations the general tenor of JHPIEGO 
assistance is said to be that "JHPIEGO is the expert and JHPIEGO 
knows best." There is no clear articulation of the standard 
development principles: Work collaboratively with local people, 
conduct joint needs assessments, transfer responsibility as well as 
technology and skills, and so on. In this regard JHPIEGO lags 
behind many other organizations involved in international 
development. 



Some JHPIEGO staff and consultants do follow more of a 
development/empowering approach, but this happens on an pd hoc 
basis depending on the individual person. For example, in the 
Philippines the nursing school deans were very enthusiastic about 
the JHPIEGO consultant, pointing out her ability to facilitate 
their work, leaving many decisions to them, but giving the,m the 
technical and psychological support and subtle guidance to be able 
to make sound decisions. In contrast are incidents in which host 
country personnel feel they have been insulted by JHPIEGO staff, 
yelled at, and treated like children." Obviously, JHPIEGO is 
supposed to bring high-quality technical expertise. The manner in 
which it is brought is equally important, however. 

Conclusions. JHPIEGOts tendency to depend on ob/gyns, many of whom 
have had some training in Baltimore and with whom JHPIEGO has 
developed long-term relationships based on laparoscopy, has some 
advantages but seems to tie JHPIEGO to a too-narrow sphere of 
activity and inhibit innovation and effectiveness. 

JHPIEGO has not yet adopted a development philosophy that might be 
summed up as lqempowerment.@@ Some of JHPIEGO staff and consultants 
embody this approach in their interaction with host country 
personnel, but it is not diffused throughout the organization. 

Recommendations.  PIEG GO should examine each of its country 
programs in which there are two or more Project Directors, and 
in close consultation with the respective USAID mission, 
discuss the possibility of  placing or hiring an in-country 
repre~entative.~~ The decision should be based on the need 
to facilitate coordination between JHPIEGO projects, the need 
to identify and remove medical or legal barriers to 
contraceptive use, and to focus the JHPIEGO country program 
and ensure that it complements the USAID country strategy. 

JHPIEGO should articulate a development-oriented philosophy as 
a guiding principle for its work and then develop an approach 
as to how to implement this in its activities. This would be 
an appropriate follow-on to the organization development work 
JHPIEGO has undertaken during 1991. 

JHPIEGO shouid ioak beyond the upper academic levels to 
identify younger, rising professionals who could broaden 
JHPIEGOts base of activities and help expand country 
commitment to improving reproductive health care. 

%terviews in field and by telephone. 

1 8 J H P ~ ~ ~ ~  should look at the numbers of trips to Kenya or the Philippines taken by senior staff in 1990 and compare 
the cost of these trips and the days of country-specific technical assistance provided against the cost of hiring someone locally 
to work out of his or her home (perhaps on a part-time basis) to provide country-specific guidance to the projects and liaison 
with the USAID mission. 



JHPIEGO should consider some strategy for bringing together 
developing country experts who can infuse the organization 
with greater developing country input and perspective. 
Something along the lines of the earlier International 
Advisory Council (IAC) might be the answer. 

5 . 4 Coma\uniaation and Coomratiop with t ' m D  Missiong. 

JHPIEGOts relationship with USAID missions varies. Some 
missions are very positive in their assessment of JHPIEGO; others 
are very critical; the majority fall somewhere in between, with 
positive as well as negative views. Most of the smaller missions 
responding to the cable sent out for this evaluation were quite 
enthusiastic about JHPIEGOts efforts. Two of the larger missions, 
the Philippines and Egypt, had reservations or were negative; but 
in Kenya, another larger mission and country that has received 
considerable JHPIEGO inputs, USAID personnel were very positive 
(see Appendix E) . 
5.4.1 Mission comments 

This mixed pattern reflects in part JHPIEGO1s own 
strengths: the organization seems to excel in smaller countries 
that are at the initial stages of famtly planning programs and in 
which its training efforts can both create family planning allies 
among the medical establishment and develop a cadre of skilled 
providers of female VSC. Mission comments on JHPIEGO's planning 
process support this observation. A good two-thirds of the 
missions responding were positive aboutJHPIEGOts planning process, 
drawing attention in particular to its collaboration with host 
country institutions. There was little discernible pattern in 
problems cited by missions that were less satisfied. One cited 
lack of objectives in the plan, another failure to plan for 
sustsinability, a third, too great dependence on one individual. 
Overall the missions viewed JHPIEGO as a specialized organization 
whose purpose was to relate to specific host country institutions 
and, on balance, judged that it did this task well. 

5.4.2 Relations with Larger Missions 

For larger missions, which are increasingly concerned 
that CAs' activities fit into overall country population 
strategies, the concern is less with how JHPIEGO relates to host 
country institutions and more with how it relates to the mission's 
plans and goals. Both the Philippines an4 Egypt were less than 
positive on this score. In the Philippines, the mission reported 
difficulty in orchestrating a coordinated plan with JHPIEGO and 
with AVSC, pointing out that there had been some problems with both 
organizations in discussing how they should fit into the VSC 
network the mission was attempting to develop (see Section 1.5.3). 
In Egypt, USAID staff were critical of JHPIEGO for taking a too- 



possessive role with the training center that JHPIEGO and USAID had 
worked together to create, and for attempting to proceed in ways 
that the mission did not support. On the other hand, in Kenya, 
JHPIEGO and mission professionals work very closely together and 
see eye-to-eye on most programming issues. USAID mission staff 
praised JHPIEGO for the thoroughness with which it tackled VSC 
training and addressed problems associated with service quality. 

No doubt some of the dif fermces in missionst perceptions 
can be traced to issues of personality. It is almost certain that 
JHPIEGOfs excellent relations with tihe Kenya program reflect the 
persona1 attention given the program by the JHPIEGO director. 
During 1990, he spent nearly two months in Kenya to ensure that the 
VSC training being conducted by the University of Nairobi's 
Department of Obstetrics and Gyneculogy was consistent and of a 
quality sufficiently good to ensure maximum safety. Although this 
indicates how effective the director himself can be, it does not 
suggest a realistic pattern for JHPIEGO in other countries. 

The generic issue, however, is that in many large 
programs (Philippines, Egypt, Morocco) , the missions are paying for 
JHPIEGOfs services through buy-ins (add-ons) to the cooperative 
agreement and therefore, have a stronger propriety interest in what 
JHPIEGO does. These missions tend to have professional health, 
population and nutrition (HPN) officers who are less likely than 
are the staff of smaller missions to defer to JHPIEGOts expertise 
in programming matters. As the Off ice of Population moves into its 
llBIGu country strategy, JHPIEGO will probably encounter this more 
critical programming environment more frequently. 

5.4.3 Relations with Smaller Kissions 

Many of the smaller USAID missions have no or only one 
direct-hire HPN officer, and this person may have responsibility 
for more than one country. Even if the HPN officer covers only one 
country, many of the smaller missions in sub-Saharan Africa require 
the HPN officer to assist with food aid programs or other programs 
peripheral to family planning. Given the small amount of time this 
leaves for family planning, as well as the fact. that most of the 
JHPIEGO activities in khese countries (non-population bilateral 
programs) are centrally funded, small missions often have little 
understand~ng of what JHPIEGO is or is doing and tend to simply 
defer to the Johns Hopkins name, particularly when the ministry of 
health is positive about the work done by JHPIEGO.~ 

t g ~ n e  HPN officer said; "I didn't know what JHPIEGO was really doing when I arrived at wst and four vears later when 
I left I still didn't know what they were really doing. It is Johns ~ o ~ k n s  akl  the Ministry peo$e really likeitheir work with 
JHPIEOO." 



5.4.4 Follow-up Support 

Missions, on the whole, have found JHPIEGO deficient in 
providing follow-up support to trainees. This was true no matter 
how they defined follow-up -- and the definition varied 
considerably, ranging from tracking project implementation and 
providing follow-up training to providing support to trainees who 
have completed JHPIEGO training. With regard to trainee support, 
missions were fairly positive regarding JHPIEGOts efforts to 
monitor training (see Chapter 6). Missions were less positive, 
particularly in Africa, when it came to JHPIEGOts ability to 
provide technical support visits, supplies and equipment, or even 
follow-up training. 

This criticism, however, should be viewed in the context 
of JHPIEGOts overall global commitments. Like most training 
organizations, particularly those that operate worldwide, JHPIEGO 
has had neither the time nor the resources to support its trainees 
once they are back in their jobs. The instance of the Cote 
dtIvoire physici.ans who returned from Morocco to find it impossible 
to proviee family planning services is typical (see Section 4 . 2 . 3 ) .  
As this example illustrates, even ample follow-up might not have 
worked. It is unrealistic to assume that any training institution 
can overcome local constraints to service provision. A wiser 
course would be to avoid unpromising situations in the first place 
through careful needs assessment and targeted selection of trainees 
in the context of a clear strategy for service provision. 

RecommenBation. For any courses it presents or supports, 
JHPIEGO should have good criteria f o r  trainee selection, i .e . ,  
criteria that relate training directly to service delivery or 
country strategies, and seek to accept only trainees who meet 
these criteria. 

5.4.5 Routine Communication 

JHPIEGO appears to comnunicate well with respect to 
routine administrative matters. In both Kenya and the Philippines, 
for example, the USAID mission was generally pleased with the 
communication from JHPIEGO headquarters and noted that JHPIEGO was 
responsive to their requests. The only problem area noted in the 
Philippines was the short timeframe of JHPIEGO's requests for 
concurrence fortravel, both of participant trainees and of JHPIEGO 
staff visits. These late requests, however, appear to be no more 
than the normal administrative slip-ups that most international 
organizations experience. 

The question of whether JHPIEGO should have country or 
regional advisors is a complex one. The answer depends in large 

103 



part on the kind of work being conducted or planned for the country 
or region. On the pro side, many functions and tasks can be 
accomplished better by someone who is persistently working and 
consistently available in the country. On the con side are the 
cost and possibility that some objectives may be better 
accomplished by someone coming in from Baltimore and Johns Hopkins. 

Quite likely JHPIEGO could increase its impact in a 
n w e r  of areas by having in-country or in-region presence. Work 
to remove medical barriers is one of the most apparent; it is a 
delicate issue, and on-the-ground presence and ready availability 
would greatly facilitate any participation in on-going policy 
dialogue. A second area is institutionalization of family planning 
in basic curricula of medical, nursing, and midwifery schools; this 
also requires much back-and-forth delib~ration and negotiation 
which is not easily achieved from Baltimore. 

Other functions may be better accomplished by someone who 
is seen as coming from Johns Hopkins University itself. In 
addition, someone coming to a country from outside causes local 
people to focus on a specific agenda during the limited time that 
the person is in-country. JHPIEGOts entrance into host-country 
programs and decision-making is facilitated and its influence 
enhanced by the "haloll derived from Johns Hopkins University. It 
is unlikely that the halo could be transferred intact to a local- 
hire representative of the program. 

The answer may depend in part on the role that JHPIEGO 
needs in a given situation. The choices are either to have someone 
who possesses high-level expertise in the technical aspects of 
reproductive health care and training skills, or, alternatively, 
someone to plan and facilitate the procurement and application of 
that expertise. Likewise, the answer may depend on the type of 
person available: if a high-level technical person is available, 
that might be right for certain regions or countries. In other 
cases, a mid-level coordinator (such as JHPIEGOts part-time 
consultant in Kenya) may be appropriate. In any case, it must be 
a person of sufficient stature or presence to be able to interact 
with department chairmen and deans of university medical schools. 

Recommendation. JHPIEGO should consider, in consultation with 
local USAID missions, whether its impact could be increased by 
placing representatives in specific countries. A.I.D. should not 
force a country advisor or regional representative structure on 
JHPIEGO. If persons are to be hired for these positions, it is 
essential they have the appropriate combination of skills. 



6. Impact and Evaluation 

overview: 6006 Potential but NO Documented Im~act 

JHPIEGO has made soue good starts and is uniquely 
positioned to have an impact in several specific clinical areas. 
These include activities related to making clinical contraceptive 
methods, especially the IUD, safer, more acceptable, and more 
widely available. This would contribute directly to an increase in 
contraceptive prevalence due to use of those methods and, possibly 
also, due to generally higher quality service provision. 

It is not possible, however, to say with any certainty 
what the impact has been to date of the activities and new 
initiatives that JEPIEGO has undertaken since 1988. JHPIEGO has 
not sought to evaluate the overall impact or effectiveness of its 
work. Nor has it summarized its activities in a way that would 
permit evaluators, in the current time frame, to make any 
definitive judgments about impact. There is scattered evidence 
that numerous activities have been effective in certain regards. 
There is no clear documentation, however, about impact. 

6.2 JHPIEGO Evaluation Activities 

6.2.1 Quantitative outputs 

Much of JHPIEGO reporting has focused on quantitative 
outputs (e.g., numbers of training sessions, numbers of people 
trained). Little effort has been made to assess the im~act of 
these activities -- let alone their effectiveness relative to cost. 
Various JHPIEGO documents and reports may contain evidence of 
impact scattered throughout, but no one in JHPIEGO has made the 
effort to extract and analyze this evidence. (In this regard, 
JHPIEGO is quite similar to other projects and programs involved in 
training, all of which are currently grappling with the challenge 
of how to measure the impact of training.) 

At the time of the evaluation, JHPIEGO had not 
systematically documented the impact of any of its projects. Its 
most recent evaluation report, which summarizes activities through 
April 1990, focuses chiefly on fairly meaningless quantitative 
outputs.80 For example, in some standard tables, it is hard to 
ascertain the total numbers of persons who have received some 
training. JHPIEGOts tendency to divide the total number of 
trainees into three basic categories is a case in point. These 

B O J ~ ~ ~ ~ ~ ~  1990 Evaluation Rewrt. Some of the data in the 1990 Evaluation Report also may not be correct; e.g., 
it shows 4,8% laparoscopies in Kenya during the fourth project year, whereas a trip report by JHPIEGO's laparoscopy 
maintenance specialist, Chung Ho, (June 1990), reported an annualized figure of 700. An evaluation for the fourth year, 
ending in April 1991, had not been prepared at the time of this evaluation. 



included llprofessionals trained1# (meaning in-service) ; 
"undergraduates trainedm1; and "clinical trainees." Even JHPIEGO 
staff, however, appeared confused as to whether clinical trainees 
were a sub-set of undergraduates trained, or a combination of both 
(see Table J-1). In fairness to JHPIEGO, its cooperative 
agreement specified this kind of fairly meaningless outputs. When 
it was signed, A.T.D. itself viewed these as a major step in the 
right direction toward improvement over JHPIEGO's previous nlode of 
operations. This kind of a cooperative agreement, however, 
contains no standards for judging impact or true effectiveness. 

Another problem with quantitative outputs is the use of 
the word "trained!@ (as in "persons trainedu or "nurses trainedN). 
This term can be misleading. It implies that a certain level of 
compef:ence or proficiency has been attained. What that level is, 
however, low or high, remains unspecified. All too often, the 
level may be quite low. In pre-service education (or 
tlinstitutionalizationlt), for instance, "persons trainedw may mean 
simply the number of nursing, midwifery or medical students who 
took one or more courses related to family planning. Depending on 
the school, these courses may teach actual skills or only give the 
student a superficial introduction -- hardly Ittraining." As for 
in-service training, this may range from serious clinical training 
that produces proficiency, for example, in IUD or Norplant 
insertion, or it may consist only of a two-day familiarization 
seminar. The range of variation is immense. JHPIEGO understands 
that the traditional presentation of "persons trained1@ does not 
constitute any accurate statement of ability of the g8persons 
trained" to actually provide family planning services. It has not, 
however, tallied up its trainees in any meaningful way. 

JHPIEGO has been working together with other CAs (the IT 
Division's llTraining Evaluation Working Groupm) to arrive at an 
understanding of what can and cannot be done in measuring impact. 
Good progress has been made to identify indicators, but no magic 
answers have been found. 

6.2.2 Increased Emphasis on Evaluation 

While JHPIEGO has a long way to go in designing for and 
assessing impact, it has this year made a major commitment toward 
improving evaluation, establishment of an office for monitoring and 
evaluation. Its intention to step up evaluation is expressed in 
its current annual workplan, which states: 

- - 

8'~taff stated that the catego~y would be dropped in the 1991 annual report. 



"The ideal organization would be self-evaluating. It 
would continuously monitor its own activities so as to 
determine whether it was meeting its goals or even 
whether these goals should continue to prevail.w82 

Course evaluatioq. JHPIEGO employs routinely standard 
approaches toward evaluation of courses it conducts and sponsors: 
pre- and post-tests to assess traineesf knowledge gains, and end- 
of-course assessments by the trainees. It is almost certain that 
better analysis of findings needs to be done, and appropriate 
modifications made. For clinical skills training, JHPIEGO 
emphasizes competency-based evaluation, an important approach. 

project evaluation. Recently, for a few key projects 
(especially large buy-ins), JHPIEGO has also undertaken some 
process evaluations .= These have been serious efforts, typically 
involving external evaluators. 

Lessons learned. Senior JHPIEGO staff are increasingly 
focusing on "lessons learned.I1 What JHPIEGO presents as "lessons 
learnedw (e.g., as in its PY 5 workplan, Section 1.3.4) are not 
based on scientific documentation of evidence, however. Rather, 
these wlessansw are more accurately "in~ights,~l simple statements 
of what one or more staff member believe has happened. 

Monitorins and Evaluation office. Perhaps most 
significant, durinq 1991 JHPIEGO established a Monitoring and 
 valuation off ice; which has ambitious plans, inciuding 
installation of efficient computerized monitoring. At present, 
however, this office is still unable to respond promptly to 
queries, even on quantitative outputs. When JHPIEGO was asked by 
this evaluation tean to snmmarize the impact of its recent work, it 
had no summary to provide. Nor did it even make an effort to 
synthesize achievements (as many CAs do for an evaluation). 
Instead it provided to the team a stack of assorted documents which 
are essentially raw material from which considerable effort would 
be required before any conclusions about impact might be extracted. 

One explanation for its inability to come up with answers 
could lie in .the quality of data of the old computerized system 
(which makes it difficult for JHPIEGO to respond to questions that 
request quantitative outputs in categories different from JHPIEG08s 
own). Perhaps once all the groundwork has been established and 

8 2 ~ ~ ~ ~ ~ ,  ~nrucal  Workplan proSram Year 5, June 1991. 

 o or example, evaluations of the Regional Training Center in Cairo, Egypt (Anderson, Margolis, Pillsbury, and Wright 
1990); the Medical Intern Minilapamtomy Training Program of Kenya (Bhatia, McIntosh, and Kamau 1990 and Bhatia, 
Dean, and McIntosh 1990); An Assessment of In-Sewice Education in Reproductive Health for Nurses and Health Extension 
C@cm in Papa New Guinea Using A Distance Leaming Rugram Approach, (Ajello and Kinzie, 1989); and the Philippine 
FCC Fellowship and Practicum Training (scheduled for November 1991). 



proposed systems are in place, this office should enable JHPIEGO to 
become the "self-evaluating organizationtt it aspires to become and 
should be able to describe adequately to A.I.D. at any point in 
time the impact that JHPIEGO activities are having. It will be 
important to assess this ability. 

6.3 Team Assessment of Imact 

While firm conclusl.ons are not possible, the following 
impressionistic conclusions can be offered based on field visits, 
interviews, and document review by this evaluation team ." 
6.3.1 Impact on Quantity and Quality of Services 

Ouantitv 

For most countries, it is virtually impossible to make 
any judgments about whether or by how much JHPIEGO has contributed 
to an increase in the quantity of services being provided. This is 
partly because of internal inconsistencies of some of the data. 
This is also because it is difficult to track the impact of 
workshop participation on the actual provision of services. In 
Egypt, however, where JHPIEGO was the lead agency helping to 
establish the Regional Center for Training in Family Planning 
(RCT), it is widely acknowledged that the RCT has contributed to a 
significant increase in the number of trained service providers. 
During this same period there has also been a substantial increase 
in contraceptive prevalence. A recent UNFPA evaluation team judged 
the increase was due in lar e part to A. I.D. inputs, including 35 those of the RCT and JHPIEGO. 

Qualitv 

The quantitative data, and outcomes of activities, are 
not described well enough (e.g., x number of nurses taught) to 
conclude anything about the positive impact on service quality. It 
appears impressionistically, however, that JHPIEGO's moves to 
standardize and upgrade the quality of clinical training should 
lead to significant improvement in the safety and quality of 
services. In particular, JHPIEGO's work on GTIs and infection 
prevention should have an important impact on improving and 
extending IUD and VSC services. This would appear to be the case 
in Kenya and Egypt, for example. 

%e Scope of Work for this evaluation posed the questions: "What impact have JHPIEGO courses had on the auantiQ 
of services provided? On the guality of services provided?" Although data does not exist to answer definitively, it appears 
that JHPIEGO courses in and of themselves do not necessarily have a great impact. Thus, the question about "impact of 
courses" is not wholly "on target." 

85~ersonal communication, Jose Rimon, project director, Population Communication Service Project. 



Demoara~hic Impact 

It is not easy for any training project to evaluate its 
activities in terms of demographic impact. It may be possible in 
some cases (for example, Egypt) but not all. One family planning 
professional stated that JHPIEGO could claim to have contributed to 
modern contraceptive prevalence rate in the Philippines through VSC 
activities. This individual also suggested: "JHPIEGO needs to 
develop agreed upon algorithms for attributing percent of preva- 
lence and to view these as achievements in light of program costs.I1 

JHPIEGO has been working together with other CAs (the IT 
Division's "Training Evaluation Working Groupt1) to arrive at an 
understanding of what can and cannot be done in measuring impact. 
Good progress has been made to identify indicators, but many issues 
remain unsolved. This group's efforts may represent some of the 
best thinking to date on the linkage between training and 
demographic impact. 

Im~act in Institutionalizina Familv Planning 

Potential is great, but the work is just beginning. (See 
Chapters 3 and 4.) 

6.3.2 Impact on Improving Host Country Medical Policies 

This has not been a focus of JHPIEGO (nor part of its 
formal mandate). JHPIEGO has not articulated any strategy for 
removing medical or legal barriers to contraception and whatever it 
may have achieved in this area was probably a by-product of other 
activities. JHPIEGO would seem eminently suited to tackle the 
issue, given its Johns Hopkins prestige. Policy work, on the other 
hand, may require an on-the-ground presence in specific:countries - - which JHPIEGO does not have. It seems unlikely that JHPIEGO 
could make much headway in this araa with its present Baltimore- 
based staffing. 

6.4 Opinion in the Professional Communitv 

A sampling of eminent family planning professionals, 
American and international, as well as representatives of other 
A.I.D. cooperating agencies, was interviewed (see'Appendix A, Major 
Contacts). In addition to being asked about training needs during 
the coming decade, each was asked: I1What have been JHPIEGO's main 
impacts, strengths, and weaknesses?" The following responses are 
illustrative: 

1) "The main effort and impact has been laparoscopy training for 
ob/gyns . 



o Many saw this as having had a positive impact, namely 
influencing eminent opinion-leading ob/gyns to be 
suppor+.ive of family planning. 

o Others saw this as a negative impact, having benefitted 
elitist university professors rather than overall family 
planning programs. 

o Some mentioned that this had been done in a way that 
focused inappropriately on targets. (For example, one 
ob/gyn professor said JHPIEGO required recipients of 
laparoscopes to sign an agreement that they would perform 
x number sterilizations in a given period). 

"The new orientations since [the current project director] 
arrived have been a good improvement.I1 Specitically mentioned 
were: broadening JHPIEGOfs focus; work on IUDs, GTIs, reducing 
infection, improving quality. 

flGovernmental constraints (e.g., Philippines, Egypt) have 
significantly affected JHPIEGOfs programs at times, 

"Host country professionals need to have more input into what 
they want from JHPIEGOfs menu." 

I1JHPIEGO lacks experience in program management and transfers 
little administrative knowledge to its project directors and 
their staffs." 

llJHPIEGO should become less insular and more collaborative 
with its peer CAs; it should also pay more attention to 
training of trainers for midwives and nurses-the frontline 
providers of services." 

"JHPIEGO should emphasize spacing methods to expand its 
program beyond VSC and the laparo~cope.~ 

"If JHPIEGO is really concerned about reproductive health, it 
should consider a training module directed at the management 
of incomplete and septic abortion." 

quote captures what many family planning professionals - - - - - 
commented about JHPIEGO: 

"...[the project director] is a field-oriented activist whose 
full-time attention to the organization has given it more 
visibility and credibility in the field of international 
family planning. But three years have not been enough to 
change completely its parochial image of an elitist program 
attending only to academic medical departments via its 
relationship with the Department of Obstetrics and Gynecology 
at Johns Hopkins Medical School." 



Conclusions 

Good ~otential. JHPIEGO has made some good starts and is 
uniquely positioned to have an impact in several specifia 
clinical areas. It is not possible, however, to say with any 
certainty what the impaat has been to date of the activities 
JHPIEGO has undertaken since 1988. Data and documentation do 
not currently exist. 

Btrateaies and Im~act. At present it is difficult to 
demonstrate the impact of trair~sng. The present cooperative 
agreement with its target numbers of people to be "trainedM 
does not provide the guidance needed in achieving impact. 
What will be necessary for guiding resource investment will be 
better and clearer strategies. Embodied in such strategies 
must be criteria for choosing among the many opportunities for 
investment of time and resources. Finally, it is also 
important that strategies be open to change as circumstances 
change and knowledge accumulates about what works best. 

Recommendations: 

Am1.D. and JHPIEGO need to develop new indicators for 
project effectiveness and impact (beyond simple figures 
such as "numbers of coursesm or mmnumbers of people 
trainedmm) . Expected program outputs should be phrased 
not only in terms of quantities; achievements must have 
qualitative measures as well. 

JBPIEGOts Monitoring and Evaluation staff should have a major 
role in helping set priorities and articulate strategies for 
JHPIEGOts program and its various c o ~ ~ o n e n t s ~  Design and 
evaluation should go hand in hand. An immediate task for the 
office should be to finalize its preliminary framework for 
evaluation and begin pulling together data and descriptions in 
a way that facilitates program decision-making. 



7. Recommended Future Mandate, strategies and Aativitie~ 

Most of the recommendations listed below are extensions 
or syntheses of recommendations that have already appeared in this 
report. A few respond to questions posed in the scope of work that 
had little prominence in the report. 

Mandate for JHPIEGO, Stratecries, and Activities 

Mandate 

JHP1EGOts future mandate should be to participate, on a 
country-by-country basis with the USAID missions, the government, 
other CAs, and as appropriate, local private sector organizations, 
in implementing a national training strategy aimed at the following 
objectives : 

o institutionalizing an efficient family planning in- 
country training capability; while also 

o meeting immediate needs for improving the ability of 
service providers to provide better family planning and 
reproductive health services; 

o working to institutionalize basic family planning 
knowledge, and as appropriate skills, in pre-service 
curricula of health care providers; and 

o identifying and seeking to remove medical barriers and 
other rate-limiting factors impeding the expansion of 
family planning services. 

Priority should go to working in BIG countries in which 
a significant demographic impact can be expected, but also to 
smaller countries in which the political leadership is eager to 
provide family planning services but lacks trained service 
providers. This means that JHPIEGO should not waste resources 
trying to train providers in small countries in which the 
environment is not conducive to initiating services. 

Strategies 

Whatever mandate and objectives are finally adopted, JHPIEGO 
should develop a set of clearly articulated strategies for 
achieving these in a cost effective way. 

JHPIEGO should develop an approach to counseling as part of 
its overall approach to training (although it need not develop 
its own materials; many good materials are already available, 
e.g., those produced by AVSC). 

Wevious Pago Blank 



. Any courses JHPIEGO presents or supports should be based on 
thorough and objective needs assessments. In addition, 
JHPIEGO should have good criteria for trainee selection which 
relate training directly to service delivery or country 
strategies, and it should seek to adhere to these criteria. 

. JHPIEGO should articulate a development-oriented philosophy as 
a guiding principle for its work and then figure out how to 
implement this in its activities. This would be an 
appropriate follow-on to the organization development work 
JHPIEGO has been going through during 1991. 

Activities 

. JHPIEGO should not be restricted to working with any single 
category of provider (doctors, midwives or nurses); with 
either pre- or in-service training; with either the public or 
the private sector. Rather, the emphasis in any country 
should depend on a strategic approach to country planning by 
A.I.D. The Office of Population should be able to provide 
guidance to the missions on how to develop a training strategy 
that involves a needs assessment carried out by host-country 
training and family planning service personnel, with external 
technical assistance as needed. From this should come an 
identification of the host-country institutions with which 
JHPIEGO and other CAs can have the greatest impact. 

Some specific guidelines follow: 

m e s  of ~rovidern (doctors. midwives and nurses). The 
relative emphasis that should be given to one type of provider 
or another (doctor [ob/gyn or general practitioner], midwife, 
or nurse) should vary depending on the roles played by each of 
these categories of service providers in the individual 
country and specifically relative to the methods that each 
provides. With respect to doctors, JHPIEGO and A.I.D. should 
distinguish clearly between ob/gyns and generalpractitioners, 
as the latter are more numerous and widespread throughout a 
country, including in rural areas. 

Private vs. ~ublic sector. The distinction between the 
private and the public sector is relatively unimportant as a 
categorical imperative for programming and should be 
downplayed, The distinction between private vs. public sector 
practitioners is in many cases an artificial one (e.g., many 
public sector doctors have private practices). 

praininu of trainers vs. service ~rovidern. In the next 
cooperative agreement, JHPIEGO should focus mainly on 
training-of-trainers/"master-trainersfifi; training of service 
providers should be the exception rather than the norm. 

114 



7.2 Becommendations to A,I.D, 

The exponential increase in demand for family planning 
services that will occur over the next decade will be accompanied 
by a similarly large increase in the need for service providers. 
A.I.D. needs to recognize the crucial role training plays in 
bringing about higher levels of continuing use of family planning. 
In all its training activities, A.I.D. must find ways to make 
training more effective and efficient. A.I.D. will need to develop 
a more systematic concept of what works and better thought-out 
strategies for systematically and efficiently training the right 
categories of personnel to allow for the greatest possible 
dissemination of services. 

1) Training strategy for the Office of Population. The Office 
of Population should have a strategy for increasing the 
effectiveness with which it programs its training resources 
during the coming five to ten years. The goal of such a 
strategy should be to help the Off ice, and the IT Division, to 
design, monitor, and evaluate its training programs with 
greater ease and success. To this end, the IT Division should 
consider convening a llTraining Strategy Working Groupl1 with 
representation from the IT Divisionfs training CAs as well as 
other CAs with substantial training components. This is 
especially important for maximizing the contribution of 
training to the Office's BIG Country Strategy (or any similar 
effort) . 
Specific mandates for CAs. The Office of Population should 
consider giving mandates related to specific methods to its 
CAs. AVSC should continue its focus on VSC, Georgetown 
University on natural family planning, and JHPIEGO should have 
lead responsibility on the IUD, a role it has unofficially 
assumed in recent years. This could involve extending its 
efforts to address issues of supervision and quality 
assurance, both of which interact with training. 
Consideration should also be given to giving a CA 
responsibility over the pill -- perhaps INTRAH or DA, which 
could work with FHI, which has done important research on pill 
compliance, to develop and evaluate approaches to improving 
the training and supervision of providers. The goal would be 
to improve continuation and effectiveness rates. In cases in 
which individual CAs have been supported by A.I.D. to develop 
expertise in certain areas (e.g., AVSC for counseling, DA for 
materials development, and J'HPIEGO in IUD management), the 
fruits of these efforts should be shared among relevant CAs. 

3 )  Design of a follow-on project with JHPIEGO. The new JHPIEGO 
project should be designed in the context of an overall 
training strategy in such a way that A. I .D. can use JHPIEGO to 
its greatest comparative advantage. JHPIEGO has certain 
historical emphases and strengths on which A.I.D. should 



capitalize. Although JHPIEGO has emphasized certain areaa, it 
has ignored others (e.g., the pill, supervision, development 
of locally suitable training materials to meet local needs, 
working with certifying and accrediting bodies). This is 
acceptable, so long as there are other organizations focusing 
on the other aspects. JHPIEGO should focus on what it is 
~tarting to do well; it may be appropriate to expand its scope 
somewhat, but JHPIEGO should not be expected to meet all 
family planning training needs. 

4) Country training strategies. In each country in which A.I.D. 
supports family planning activities, there should be a clearly 
articulated country training strategy. The Office of 
Population should have guidelines as to what belongs in a 
country training strategy and how it is developed. This 
should be part of the overall training strategy recommended 
above. It should probably also include some principles as to 
how the various CAs are to define their roles in the country 
training strategy as well as the particular role of the 
specialized training CAs, both vis-a-vis bilateral projects 
and other CAs. These guidelines should then guide both 
project design and evaluation as concerns training. 
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Appendix A 

Methodology: Description of Assignment 

This evaluation of the Johns Hopkins Program for International Education in Reproductive Health 
(JHPlEGO) was to be primarily forward-looking. Spedflcally it was "to help define the need for and role of 
training in k1.D.'~ population program during the next decade and JHPIEGO's role in that training." The 
evaluation was also to provide a basis for a new cooperative agreement for JHPIEGO. The team was directed 
that the most important focus was PO be JHPIEGO's future direction aver the next 5-10 years; evaluation of 
JHPIEGOPs current work was to be a secondary purpose (see Attachment 1, Scope of Work for this 
evaluation). 

This report also is the standard final evaluation for this project, whose current Cooperative Agreement 
(#DPE-3045-A-00-7004-00) ends April 30, 1994. The project was originally to cover the period May 1,1987 
to April 30, 1992, with a project budget (ceiling) of $55,182,000. A two-year extension became effective as 
of May, 1991. 

The team was directed to focus on the work of JHPIEGO only since the hiring of its current director, in 
August 1988 (thus only the past three years [approximately] of the project. The team was explicitly directed 
(1) to exclude from consideration the earlier activities of this project, and (2) to focus on the future rather 
than on the quantifiable outputs that were objectives in the Cooperative Agreement. The basis of this 
directive from A.I.D. was both the recognition that the JHPIEGO program has changed significantly since the 
advent of the current director and also the growing recognition that quantifiable outputs (such as numbers 
of persons trained) are in and of themselves not good indicators of program effectiveness or impact. 

The evaluation was arranged through the Population Technical Assistance Project (POPTECH) and carried 
out by four persons, with a fifth individual assisting in the report writing effort. Team leader was Barbara 
Pillsbury, PbD., anthropologist and evaluation specialist. Team members included consultants Alan J. 
Margolis, MD, professor emeritus, Obstetrics/Gynecology and Reproductive Science, University of California, 
San Francisco; Judith P. Rooks, MPH and certified nurse midwife; and Gary Leinen, MPH, Office of 
Population staff member. Report coordinator was Dorotby B. Wader, POPTECH. Several team members 
had earlier exposure to .the work of JHPIEGO: Dr. Pillsbury and Dr. Margolis conducted for JHPIEGO the 
December 1990 evaluation of the Regional Center for Training in Cairo; Dr. Mdrgoli~ and Ms. Rooks were 
part of the team that carried out the AVSC mid-term evaluation in May 1991. Dr. Margolis had also 
participated in k1.D.'~ evaluation of Indonesian Voluntary Surgical Contraception program (November 1989). 
Ms. Rooks had evaluated k1.D.-sponsored training projects in M c a  since the 1970s. 

The evaluation took place during a four-week period (September 23, 1991 through October 21,1991). The 
first week consisted of meetings with Office of Population staff in Rosslyn, Virginia (one day) and with 
JHPIEGO staff at its headquarters in Baltimore (three days). Four members of the team spent from 
September 29 through October 19 in the Philippines, Kenya, and Morocco observing JHPIEGO activities and 
meeting persons involved in JI-IPIEGO work. The fifth team member joined the team in Morocco. Debriefing 
for the Office of Population and JHPIEGO took place on October 22, again in Rosslyn. 

Conclusions are based on information from the following sources: 

In each of the countries visited, team met with most of the persons who are (or had been) project directors 
and project coordinators of JHPIEGO projects; USAID population staff; host country personnel 
responsible for or knowledgeable about the country's family planning program; representatives of A.I.D. 
Cooperating Agencies; and others knowledgeable about JHPIEGO activities or their context in the national 
program (see Attachment B, Major Contacts). 



To elicit input from USAID staff in countries not visited during the evaluation, a cable had earlier been 
sent to all USAID field missions asking for their assessment of JHPIEGO strengths and weaknesses. 
Responses from 18 missions were reviewed by the team (see Appendix D). 

Several sets of interviews were conducted with persons outside the countria visited. Their purpose was 
to elicit opinions concerning JHPIEGO effectiveness (strengths and weaknesses) and impact as well as 
views on what is needed in the future, Interviews, some in person and some by telephone, were conducted 
with a sampling of eminent international family planning professionals, American and international (see 
Attachment B, Major Contacts); representatives of other A.I.D. Cooperating Agencies involved in training; 
and with USAID/Cairo population staff as well as the Executive Manager of the JHPIEGO-supported 
Regional Center for Training in Cairo. 

The team also reviewed numerous documents including JHPIEGO training materials and trip reports (see 
Attachment C, Bibliography). A separate evaluation had earlier been conducted of JHPIEGO work in 
Brazil. The report of the Brazil evaluation became available to the team during the preparation of this 
report. 



Appenidir A - Attachmtnt 1 

Scope of Work 

J'mIlCOO -oat uiaart. mb Itr.t.gi.8 at tha Caatr .1  kv.1 

What iu JRPIEGO ' 8 opeirational definition of its mandata? What 
are J'KPIEGO 's present strategies for meeting its mandate? Hov 
has JIBIEGO changed it8 strategies over the last fw years? 

rit w i t h  t u  IT ~ i + i s i o a ' s  op.tatinq ~ ~ a a i p 1 . m  .na objaoti- 

H w  vell do JHPIEG08s strategies and activities fit with the 
IT Division's operating principles and objectives? 

USAID has training cooperating agencies vith overlapping 
mandates. Have there been problem8 vith overlapping and 
duplicate efforts (e, g. curricula or other training material) 
at the field level? Sow u a  thaaa problua bm 8llaviatmd3 

Pluming md Btrrtogiaa a t  tha Pie ld  Lava1 

How does JHPIEGO develop country strategies and plans? (E.g. 
do they have a useful needs assessment guideline?) Are pre-. 
service education projects planned w i t h  enough attention to 
continuation after the end of the project? Are small scale 
projects p l a ~ e d  with enough attention to later expansion to 
a broader scale? Hov well does JHPIEW integrate missions' 
and national population strategies in their plans? Xov era 
those 8r.u bo improvad? 

Activities: 

How appropriate are JHPIEGO's clinical training materials and 
methods? E. g . , hov appropriate are JHPIEGO ' s clinical 
training manuals for the various target groups? Are they 
suitable for use or adaptation in all countries in vhich 
JHPIEGO vorks despite different approaches to training in 
different countries and institutions? mt caa ba dono t o  
irprova tha matariala mb math0483 



Appropriatonasa o f  Training of Trainers Approaches 

How appropriate are educational training manuals? Are 
educational training manuals suitable for use or adaptation in 
all countries in which JHPIECO works despite of differant 
approaches to education evident in these countries;? What 
curriculum development strategy has JHPIECO u s d  in 
introducing family planning in medical and nursing schools? 
mt kprovuanta u a  ba u d a  in tha futuro? 

IS JIfPIEGO providing sufficient follov-on support to its 
trainee8 and education projects? How aaa t a i a  bo hpzovad? 

Tugat AuUiaaaa aad Iastitutioam 

Is JEIPIEGO targeting t h ~  appropriate pre-sarvice educational 
institution83 Ia JHPIEGO targetingthe appropriate in-rervica 
training institutions? I8 JHPIEGO targeting the right 
personnel groups for training? How ruch upbaaia should 
JgCPISGO put on tha d i f f u m t  type8 of harlth cut0 pusonnal? 

What has been the impact of JHPIEGO1s educational and training 
activities in institutionalizing family planning educational 
and training capabilities in the countries in which JEQPIEGO 
works? What has the impact been on quantity and quality of 
service? What has been the impact on improving host country 
medical policies? What do evaluation studies indicate? Where 
are these results documented and how are they used? Have the 
results been disseminated? Row caa avrlurtion bo improvad in 
tho f u t u r m ?  . 

JV. MANAGEMENT SWUC-. PROCESS AND ISSUES 

What is JHPIEGO ' s current management structure, staffing 
patterns, management systems and communication processes? 
What are the main strengths and weaknesses in the present 
system? 

V8a o f  Xomt Count- Projact Patsoaaal 

How does JHPIEGO use its project directors and coordinators? 
What are the strengths and weaknesses of the present system? 
Bow CUP it 1H firprovad?. 



C. Corrunicrtion with mb Cooperation in tha liald 

1. Is communication between missions and JHPIEGO effective? Have 
there been problems? How have they been solved? What 
problem8 remain? llor eaa aonunieatioa be bprovad? 

2. Is communication betweenhost country institutions andJXPIEG0 
effective? -. Have there bean problems? ROW have they been 
solved? What problem remain? How aouuaicrrtion be 
improoad? 

3 -  How well has JHPIEGO been cooperating with other cooperating 
aganciecr centrally and in the field? How has thi a cooperation 
been done and what 'results has it produced? What hprov(ioat8 
aaa ba ruda in tha f!utura? 

What will be needed in family planning education and training 
over the next decade? Are there other needs besides family 
planning education and training that vould be appropriate for 
population training projects? What should the role of 
training be in family planning programis over the next decade 
(a.g. should it play a leadership or support role)? 

What should JHPIEGOVs future mandate be? What should their 
strategies be for achieving this mandate? What activities 
need to be added or changed? Uhioh stratagio8 aad activities 
noad to ba amphasisrd? Which stratagio8 8ad activitia8 aaad 
to ba de-uphasised? 

What changes are needed in JHPIEGOVs current management 
structure, staffing pattern, management system and 
communication process to enable it to meet its proposed future 
mandate and strategies? 



Appendix A - Attachment 2 

Major Contacts 

Noel McIntosh, Director and Acting President, Executive Office 
Susan Saudek, Distance Learning Coordinator, Executive Office 
Liliane Toumi-Metz, Associate Director for Technical Services, Executive Office 

Terri Dean, Program Officer, Africa 
Anthony Nathe, Program Officer, Africa 

Clayton Ajello, Associate Director, Asia and Near East 
Mary Segall, Assistant Director, Asia and Near East . . . 
Sandra Buffington, Associate Director, Latin America 

Adam Lisiewicz, Associate Director, Monitoring and Evaluation 
Lynne Gaffikin, Assistant Director, Monitoring and Evaluation 
Donna Eddy, Computer Systems Speciallist, Monitoring and Evaluation 
Charles Maringo, Fellow, Monitoring and Evaluation 

John O'Comell, Resource Manager, Resource Management Office 

Ronald Magarick, Associate Director, Education Office 

Board of -tees and Scientific Advisorv Committee 

Dr. M. Gordon Wolman, Professor and Chairman, Environmental Engineering, JHU; (former Chairman, 
JHPIEGO Board of Trustees) 

Dr. Jared Cohon, Vice Provost for Research, (interim Chairman, JHPIEGO Board of Trustees) 

Dr. Robert Black, Chairman, Department of International Health, School of.Hygiene and Public Health, The 
Johns Hopkins University; (Chairman, Scientific Advisory Committee) 

Dr. George Huggins, Chairmat. Department of Obstetrb and Gynecology, Francis Scott Key Medical Center, 
Baltimore; (Member, . PIEGO Scientific Advisory Committee) . 

Dr. Theodore King, PresidentICEO, Family Health International; (former President, JHPIEGO) 
Dr. W. Henry Mosely, Chairman, Department of Population Dynamics, School of Hygiene and Public Health, 

JHU, (member, JHPIEGO Board of Trustees) 

Consultants 

Elaine Lowry, consultant on resource management 
Gary Bergthold, training consultant 
Richard Sullivan, training consultant 
Jonalynn Mandlebaum, consultant for Philippines 
Soheir Sukkary-Stolba, consultant for Egypt 
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Information and Training Division 
Operating Principles and Objectives for Training 

1. Education and training have more impact when cloaely linked to 88rvlae delivery. 

2. Training activities should flow from a wmprahensive strategy based on tho needs, resources, and stage 
of development of the country being assisted. 

3. Family planning should be institutionalized in preaervice and harervlca curricula 

4. Training is more efficient and effective, and has more Impact on job performance and service delivery, 
when it is competency-based. 

5. Training activities should be designed to have an e8lect beyond the spedfic activity or Intervention 
supported. The outcome and multiplier effects of these activities should be documented and evaluated. 

1. Develop a sustainable national training capability in all AID-assisted countries. 

2. Integrate anlily planning into the COfficula of public and private educational institutions, 

3. Strengthen institutional capabilities to measure the effectiveness of training and its impact on twrvice 
delivery. 

4. Build institutional capabilities to assess needs, design, produce and distribute low-cost, locally relevant 
training and reference materials 

5. Develop national service delivery policies and plans, standards, and method protocols as a framework 
for training, quality assurance and supervision of service delivery. 

6. Develop a model for projecting required human resources to achieve planned service delivery go& 
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Overlapping Mandhtes and CA Collaboration: 
Chuiderations for Project Design 

IEC)O and PAC IIbl 

The main distinction between the JHPIEOO and PAC IIb mandates is that JHPIEGO has chief 
responsibility for training doctors along with nurses and midwives whereas PAC IIb focuses on community 
workers and secondarily on nurses, with doctors to be included only in special instances. To respond better 
to this mandated division of labor, JHPEGO, in 1989, discontinued its only training of community health 
workers (in the BEMFAM project in Brazii). Nurses and midwives, however, are still trained under both 
JHPIEGO and the PAC projects. 

A second difference between these projects relates to contraceptive methods taught. JHPIEOO 
supports training in long-term methods that require sterile techniques -- IUDs, voluntary surgical 
contraception (VSC), and Norplant -- whereas PAC IIb focuses on pills, condoms, and counseling. A third 
difference concerns the relative emphasis on pre-service education vs. i n - s e ~ c e  training (although firm data 
are not available). 

Both PAC IIb and JHPIEGO also are charged with developing training materials, PAC IIb explicitly, 
JHPIEGO implicitly. JHPIEGO's vigorous efforts in this area have surpassed initial expectations, so that now 
both projects are actively engaged in developing both materials and cumcula. In yet another convergence of 
mandates, INTRAH has traditionally been perceived as good at working with ministries of health whereas 
JHPIEGO initially focused on academic faculty. In many countries, however, JHPIEGO now also works with 
ministries of health (while INTRAH and Development Associates have also worked with universities). 

JHPIEGO and AVSC? 

With AVSC, the overlap is significant, too. The main area of overlap is VSC VSC is AVSC's 
primary mandate (although AVSC is expanding into other clinical methods), whereas it is only part of 
JHPIEGO's mandate, albeit an important one. The main distinction is that AVSC puts most of its resources 
into VSC senrice provision whereas JHPEGO's thrust is VSC training. Thus, AVSC has put a greater 
emphasis on counseling and the coordination of large-scale VSC service delivery programs, whereas JHPIEGO 
has focused on standardization of clinical training materials and approaches for the surgical procedure itself 
(see Appendix C for further discussion). 

Like other service delivery CAs, however, AVSC devotes an appreciable -- and growing -- part of its 
budget to training. In 1990, it allocated 13 percent of its estimated expenditures -- or nearly $1.2 million -- 
to training. (Around 60 percent was allocated to service delivery.) Although most AVSC trainees receive 
triining in non-surgical topics (primarily counseling), about 225 physicians were trained by AVSC in surgical 

b e  PAC Ilb mandate, as  desaibed in the Office of Population's 1991 Users' Guide, is 'to stmgthen and develop the capacity and 
capability of developing coun try imtitutions and agencies to design, implement and evaluate a program of training activities so that various 
PAC IIb workus will be able to provide family planning services. Main objectives are 1) to train providen, supervisors and other savice 
personnel in order to rapidly apand the availability and improve the quality of family planning and health services and 2) to develop 
training materials and publications that meet rigorous instructional design standards and that are adaptable and rrplicable in multiple 
cultural and program settings." 

'AVSC'S mandate: to make high quality voluntary surgical contraccptivc (VSC) s e ~ c c r  available as an integral part of dewloping 
country health and family planning programs. Its main anas of raphasis are 1) expanding access to rewices, with emphasis upon 
institutionalization and sustainabiity; 2) rigorous and systematic attention tovoluntarism, and 3) maintaining and enhancing the safety and 
quality of smrices. Source: John Marshall et al., "Midterm Evaluation of the Association for Voluntary Surgical Contraception (AVSC) 
Cooperatk Agmolent." 
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techniques in 1990, this was about half the number (approximately 450) trained by JHPIEGO in program year 
(PY) 4 (May 1,1990 to April 30,1991) in laparoscopy, minilap, IUD insertion, or a combination of these skills 
(see Table D-1 in Appendix D).3 

If AVSC were involved only in minilap, the method in which it has specialized, and JHPIEGO only 
in its original area of concentration, laparoscopy, there would be no overlap. However, both organizations 
now give primary attention to minilap. AVSC provides training almost exclusively in minilap.' Under its 
current director, JHPIEGO has also been placing higher priority on training in minilap. Between May 1,1987 
and April 30, 19911,, JHPIEGO trained almost equal numbers of doctors and nurses in minilap (617) as in 
laparoscopy (609).' Between May, 1990 and April, 1991 (PY 4), JHPIEGO trained twice as many providers 
(137) in minilap as in laparoscopy (55) (see Table Gl). JHPIEGO now supports laparoscopy training in only 
a handful of countries (e.g., Kenya, the Philippines and Morocco). At the same time, a considerable 
proportion of the VSC procedures supported by AVSC are laparoscopies: During the period 1988-1990,43 
percent of the total 383,000 VSC procedures supported by AVSC were laparoscopie~.~ 

A larger and very important question relates to the relative appropriateness of the minilap vs. 
laparoscopy procedure. Although both JHPIEGO and AVSC are still involved in laparoscopy, both share a 
stated preference for minilap. It is generally agreed that minilap is more appropriate in countries with less 
a sophisticated medical infrastructure and that use of minilap will allow for quicker spread of female VSC 
services. A.I.D., however, has no general guidelines that would assist programmers on a country-specific basis 
to decide whether laparoscopy or minilap (or both) should be supported or whether AVSC or JHPIEGO (or 
both) should provide that support (see Appendix C). 

Collaboration with PAC llb and AVSC 

Given the considerable overlap and the competition this fuels, relationships among the CAs are 
remarkably good. At the headquarters level, the CAs have made a strong effort, particularly in recent years, 
to keep each other informed of one another's activities, sharing trip reports and annual workplans on a regular 
basis (the latter an effort initiated by JHPIEGO two years ago), discussing plans informally, and participating 
in conferences and working groups. JHPIEGO expects cooperation to improve further as training needs 
increase. 

A major point of contention relates to JHPJEGO's having developed training manuals based on 
materials prepared by other organizations (e.g., JI-IPIEGO's Norplant package was based in part on PATH'S 
prototypic curricula). Some CAs have viewed this as "pirating." JHPIEGO, however, maintains that its purpose 
is to make the materials widely available in a form tailored to training needs and that it gives full credit to 
the originators of the materials. An organization's proprietary interest in materials developed is natural. 
Nevertheless, JHPIEGO's additional input to tzlilor existing materials to training needs is an important 
contribution. 

%elween May 1,1987 and April 30,1991, AVSC trained 737 physicians in miniilaparotomy and only 1 in laparoscopy; 329 other health 
workers w m  trained to support of minilap procedures as opposed to 6 in laparoscopy. (Source: AVSC.) 

'ln this time period, another 433 providers received training in an unspecified combination of skills, including laparoscapy, 
minilapamtomy and IUD insertion. 

 anha ha^ et al. 



At the Held Level 

At the field level, the potential for duplication of effort, turf battles, and inconsistent training Is 
considerable. JHPIEGO is active in 11 countries in which there are also PAC IIb projects, and in 20 countries 
in which AVSC also has projects (see Table Gl) .  The challenge is to ensure that activities complement each 
other. JHPIEGO strives to do this and there are multiple examples of specific countries in which JHPIEOO 
has worked with other CAs to coordinate activities. 

Inevitably, there are also Instances in which coordination could be improved. For example, in Kenya 
INTRAH has a resident regional director based in Nairobi to coordinate all PAC activities for Anglophone 
Africa. JHPIEGO also is involved in several training activities, pre-service and in-service, in Kenya. Yet it 
is reported that JHPIEGO's director (also JHPIEGO's acting associate director for Africa), despite many visits 
to Kenya, has never paid a visit to INTRAH's regional director in Nairobi. 

Table G1 

Coungy Overlap Between JHPIEGO, PAC IIb and AVSC 

I Ghana I 

JHPIEGO Overlaps 
with 

I Mali I 
yHr..>...<"..,"' 

1 Rwanda I;@$ 

PAC 
m 

1 Tanzania pq 
&%!! 

AFRICA 

I Zimbabwe I 

ASIA 

AVSC 

1 Subtotal over la^ 1 7 1 9 1 Subtotal over la^ 1 4 1 11 1 
Sources: JHPIEGO, AVSC, DA and INTRAH. 
Note: Shading indicates program is operating in this country. 

JHPIEGOOverlaps 
with 

JHPIEGO's and AVSC's relationship at the field level ranges from harmonious to relatively non- 
communicative. On the plus side, AVSC credits JHPIEGO with having made an important contribution in 
opening the doors to medical schools, enabling AVSC then to work with JHPIEGO-trained medical leaders 
in introducing service programs. In AVSC's eyes, the ideal situation exists in Morocco, where JHPIEGO 

PAC 
IIb 

AVSC 



supports initial training to government doctors and AVSC provides the follow-up technical support. Likewise, 
in Kenya, both AVSC and JHPIEGO are have very productive programs, with JHPIEGO supporting a 
successful university-based program to train medical interns in minilaparotomy, using an adapted version of 
AVSC's draft minilap curriculum, while AVSC supports a successful program providing minilap services. In 
contrast, in the Philippines, the USAID mission has had some difficulty linking AVSC and JHPIEOO into 
a joint strategy with the Department of Health to re-initiate VSC services in the country.' 

JHPIEGO has not sought to develop expertise in management, either on its staff nor in its projects. 
It has also had little communication on this topic with the many CAs that have either principal or  other 
peripheral expertise in this area. Rather, JHPIEGO's emphasis has been on training for clinical skills, not 
for clinic management, program management, or any other sort of management. For example, as JHPIEGO 
worked intensively to establish the Regional Center for Training in Family Planning (RCT) in Cairo, it paid 
virtually no attention to organizational management issues. When management weaknesses were revealed in 
the otheMrise positive 1990 evaluation of the Cairo RCT, the response from JHPIEGO was that it had been 
premature to worry about management as the infrastructure was still in its beginning stages. Two years after 
its start-up, however, the need for resolution of management issues had become acute. 

Whether JHPIEGO should develop expertise in management, or leave it to other CAs, is a question 
to be determined. JHPIEGO remains weak in this area, but as it becomes increasingly concerned with 
institutionalization, management will require additional attention. 

In addition to questions of overlap, there are also some gaps: areas which no CA is tackling as a 
priority. For example, while many CAs are working on Norplant, no one is focusing on the pill. Even though 
not among the long-lasting clinical methods which ALD. tends to favor, the pill nevertheless plays a crucial 
role in the contraceptive method mix 

'The plan calls for minilap training to be provided in district and pravincial hospitals. The role of laparoscopy in the hands of 
gynecologists at the larger hospitals is not yet clearly defined. 
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Issues in Voluntary Surgical Contraception: 
Laparoscopy and Minilaparotomy 

After initial studies and evaluation in Europe in the 1%0s, laparoscopy as a procedure to provide voluntary 
surgical contraception for women began to be widely used in the U.S. in the 1970s. The elegance of the 
technique and its utility in many conditions were quickly recognized by gynecologists. Not only is it a safe 
method of conducting a tubal ligation; it is also an excellent method of making a diagnosis of an acute 
condition (e.g., ectopic pregnancy) or a chronic one (e.g., infertility due to obstructed tubes).' Laparotomies 
can be life-saving in the former dnuinstance and avoided, if needless, in the latter. 

During the same time period, the concept of minilaparotomy was promulgated in Europe and Asia as a safe 
means of tubal ligation for use in less complex surgery units which existed in greater numbers in the countries 
where there was a very large dematrdl Cot sf .dimion. Despite its simplicity, minilap requires its own attention 
to meticulous technique if it is be p e m 1 m d  safely and with a minimum of discomfort. 

Both procedures require t h i ' s c ~ e  Wb, ' +Wctitm control, anesthesia practices, and high quality counseling 
to be safe and well received. I ~ : ' 4 P b : w p  :quire a greater investment to pa:hase and more maintenance. 

Both procedures are now being dorid: ~ h i i w i . ~ ~ . ,  lapiiroscopies by oblgyn specialists and minilaps primarily by 
generalists, in both cases with an ole':i?il!c. wclrtality comparable to that experienced in the U.S. 

Within A.LD.'s universe, two large, :wuid.wiitle organizations -- JHPIEGO and the Association for Voluntary 
Survical Contraception (AVSC) -- arc) involved in VSC, and although historically, laparoscopy has been 
JHPIEGO's sphere of inlluence and miniJap, AVSC's, in truth both are associated with both methods, with 
the overall trend increasingly favoring ~rninilaparotomy. 

From approximately 1974 to 1986, JWIEGO was responsible for the dissemination of laparoscopes through 
its attention to and co~ect ions  it sought with departments of oblgyn in the premier medical schools of 
developing countries. More recently, it is turning its attention incrtaingly to training in minilaparotomy. 
AVSC, although not avoiding supporting the laparoscopic technique in countries with relatively large cadres 
of specialists (43 percent of the 383,000 VSCs supported by AVSC during the period 1988 to 1990 were 
laparoscopies), mainly espouses the minilap approach as it can be used at more service sites in many countries 
-- the primary mandate for AVSC as a service organization. 

With both JHPIEGO and AVSC following seemingly different routes to the same important goal, it would 
appear that competition for recognition and appreciation were unavoidable. On the whole, perhaps because 
AVSC is primarily a service delivery organization and JHPIEGO a training operation, they have instead often 
worked cooperatively. This is demonstrated in a number of countries in different stages of VSC development 
with different medical systems and varying numbers of specialists and generalists available for service delivery.2 
These include 

 he major use for the laparoscope in Kenya is the diagnosis of infertility based on tubal obstruction from chronic salpingitis and the 
determination of whether a major surgical procedure would be helpful in its cure. 

%ese countries were visited by mcmben of the JHPIEGO evaluation team and their findings are contained in the AVSC midterm 
evaluation, May 1991; Egypt RCT internal evaluation for JHPIEGO, December 1990, and A.1.D. evaluation of Indonesian VSC program, 
November 1989. 



InQonesja; VSC was begun by oblgyn specialists in the heavily populated islands uslng laparoscopy 
very successfully in programs sponsored by AVSC and JHPIEOO. Emphasis is now shifting to 
minilap as attention is directed to the outer islands and to generalists to deliver semices there. 

Due to religion-based resistance to sterilization in any form, VSC by specialist laparoscopy 
has been very slow to be accepted and minilap procedures are not dona. 

W o i n e s ;  After a 3-year hiatus in VSC activity in the public sector (pan of the general hiatus in 
family planning), the Department of Health's Family Planning Division is reviving the program for 
minilap done in district and provincial hospitals. Training and retraining is about to begin in a 
program which places roughly equal emphasis on interval minilap and post-partum minilap. The role 
of laparoscopy in the hands of gynecologists at the larger hospitals is not clearly defined at the 
moment. The division of responsibilities between JHPIEOO and AVSC for the various parts of the 
Philippine VSC program is still under consideration by the Philippine government, USAID/Manila, 
and the two CAs themselves. 

Kenva: A very successful program in minilap services is being managed by AVSC, whose regional 
office is in Nairobi. A very successful program in intern and general officer training in minilap is 
under way under the aegis of the Department of ObIGyn at the University of Nairobi with the intense 
support of JHPIEGO (including frequent visits by the JHPIEGO director). Laparoscopy has been 
incorporated into the training of residents within the past two years and is used in public hospitals 
for infertility diagnosis to avoid needless laparotomies if tuba1 damage is too extensive to warrant 
surgical repair. In Kenya with its high incidence of infertility, this service is considered important for 
the credibility of efforts in reproductive health under the rubric of which VSC is performed. 

Morocco: The National Training Center for Reproductive Health at Rabat is widely recognized as 
both a national and a francophone regional resource for family planning training. It performs 
approximately 1,000 VSCs per year --approximately 20 percent of those done in Morocco, all by 
laparoscope. There is a satisfactory number of oblgyns in the country and the surgical facilities are 
adequate for the safe performance of laparoscopy. Currently the Ministry of Health and 
USAID/Rabat are seeking to move toward training in minilap on the ground that it should be 
available as a back-up to laparoscopy in the event of equipment failure. This component of VSC will 
be handled by AVSC while JHPIEGO continues to support the training activities of the NTCRH 
(which is a part of the oblgyn department of the medical school and is directed by a highly influential 
professor who is now dean of the medical school). 

The above description of country programs points up another issue: do any clear-cut guidelines exist as to 
whether minilap or laparoscopy is the more appropriate procedure to support in any.given country setting? 
In the country examples, both minilap and laparoscopy have played and are playing significant roles in the 
activities of reproductive health. The sum of both is greater than either alone. Their sites of activity and their 
impacts are not campetitive or mutually incompatible. Each has a niche which is different in each country 
depending on its situation in the academic, public and private sectors, 

On the other hand, it seems clear that minilap should be the preferred method in situations in which general 
practitioners are responsible for providing care in small- to medium-sized facilities that are geographically 
widespread throughout rural areas or even a large urban or suburban area. Nevertheless, in certain countries, 
and in sections of others, oblgyn specialists are available who are trained or capable of being trained in 
laparoscopy and who can provide high-quality VSC services using the laparoscope technique? 

%'oluntary Female Sterilization: Number One and Growing." Po~ulation Rmrts. Series C, No.10. N w  1991. 
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mmendatioq JHPDeOO and AVSC should prepare a position paper outlining the pros and cons, 
aosts and benefits, advantages and disadvmtap, and situations in whicb lapamcopy is an indicated or 
acceptable procedure and in whicb minilnp post-puutum/lnterval is the procedure of cl~oica A mutually 
agreed upon statement of prindples and guidelines would do much to dispel the implied antagonism 
between procedure8 and organizations which continues to exist despite the best efforts of both p u p  to 
come together. 

An alternative would be for the organizations to examine the situation with each "Big Country' mission 
to fully understand the host country's famity planning strategy. Each country will be in a diflemt stage 
on the continuum from emergent to mature. At each stage of development along this typolog the training 
needs, as well as types of services offered by location and method mix, will change. Havirag asseased the 
current situation and the desired composition for the national p r o m  an agreed upon strategy can be 
promulgated. Sites of services, and their stafb and capabiities, can be ascertained and enumerated to 
ladlitate surgical training requirement& Also, bog-term reliable chicat methods (sucb as the IUD or 
Norplant) can be provided when and where appropriate for couples who have misgivinp about permanent 
surgical methods. 

PAM Centers: A SmaU Imwrtant Investment in Institutionalization 

JHPIEGO currently supports seven repair and maintenance (RAM) centers (in Ghana, Kenya, Morocco, 
Nigeria, Philippines, Tunisia and Turkey), the last of a series of centers that JHPIEGO has supported 
during its earlier emphasis on training in laparoscopy. In JHPIEGO's year-5 Workplan, 2 percent of its 
expenditures are earmarked for support of these centers. 

In countries such as Korea, Taiwan and Indonesia, repair and maintenance of laparoscopes has been 
institutionalized along with the laparoscopic technique itself. In these countries, governments or hospitals 
have assumed total responsibility for laparompe repair and maintenance. JHPIEGO justifies continued 
support of five centers on the grounds that they are essential to the operations it is otheNvise supporting. 
Total abandonment of laparoscopy might also alienate individuals who have been active in the initiation 
and expansion of services over the past two decades and who could play a key role in teaching minilap in 
the future. 

1. JHPIEGO should continue to support certain RAM Centers in the short term in order that the 
institutionalization of the technique of la-py is not jeopardized. 

2 In the mediumflong term, institutionalization of RAM centers should. be enwuraged. 

3. Evaluations should be conducted for all the major lapammpy programs under ALD. auspices 
(whether through JHPIEGO or AVSC). 'Ihese should agmine both equipment maintenance and 
utilization. Tbis information should be incorporated in the Lapamcopy-Minilap Consensus report 
recommended above. 



Appendix E 

JHPIEGO's Involvement in Reproductive Risk Assessment 



Appendix E 

JHPIEGO's Involvement in Reproductive Risk Assessment 

Overview of JHPIEOO Work h ReDtoductive Risk Assewimeu" 

In Latin America an approach JHPIEGO is using is that of "reproductive risk assessment." 
JHPIEGO's 1990 Annual Report documents its involvement in a series of reproductive risk assessment 
projects in Brazil. JHPIEOO is supporting the Sociedade Civil Bem-estar Familiar no Brasil (BEMFAM), 
a Brazilian non-governmental organization, to develop and implement a program to integrate a 
reproductive risk classification and referral system into commmunity-based health services in three states. 

JHPIEGO is collaborating with Family Health International (FHI) in several studies to evaluate 
aspects of these projects. JHPIEGO developed a risk assessment tool for use in the projects and trained 
physicians and paramedics to conduct assessments using the tool; clients are followed-up to see the effect 
of the risk assessment after six months. This project also includes a "KAP"'(knowledge, attitudes and 
practices) survey of paramedics 8 months after their training in reproductive risk assessment. JHPIEGO 
and FHI are working together on a study to compare risk assessments conducted by paramedics to risk 
assessments of the same women conducted by physicians. FHI is gathering data to allow cost analysis of 
these projects. JHPIEGO presented a symposium on reproductive risk as part of the Second Latin 
American Family Planning Conference. 

JHPIEGO's Workplan for Program Year 5 includes plans to help the Mexican Social Security 
Institute (IMSS) to share its reproductive risk assessment methodology and materials with other Central 
and South American countries. JHPIEGO's 1990 Annual Report also mentions an interest in exploring a 
reproductive risk training project in Guatemala, although no such plans appear in their fifth year 
workplan. 

Orieibs of Rmroductive Risk Assessment 

The concept of maternal risk screening began in the l a c  1950s, when epidemiologic studies found 
associations between certain maternal characteristics and a higher-than-average incidence of poor maternal 
and child health outcomes. This led to the development of increasingly formalized efforts to predict poor 
outcomes through "risk assessment," to organize different intensities of care to meet the needs of women 
with different levels of risk, and to guide individual women into the kinds of care that they have been 
predicted to need. More recently, some family planning programs have begun to use risk assessment as a 
way to identify individual women who are "most in need of family planning," to urge "high-risk" women to 
contracept in order to protect their health, and to direct family planning program efforts towards women 
with certain "risk factors," often including parity and age. The risk approach makes contraception more 
acceptable to some health pmfessiinals and politicians by accentuating the health benefits of family 
planning 

The Mexican Social Secyrity Institute (IMSS) is probably the largest provider of family planning 
services in Latin America and the Caribbean. During the mid-1980s, the IMSS introduced a 
quasiexperimental reproductive-risk screening program in one Mexican state and tried to measure the 
effects of the program by comparing reproductive health care and outcomes in the experimental state with 
those in another (noncomparable) state without the special program. 

What were the'results of the IMSS' experiment with reproductive risk assessment? The most 
significant changes that occurred in the experimental state during the first 17 months of the reproductive 
risk program were a significant increase in the number of IMSS physicians who offered family planning to 



their patients and an increase (from 47% to 61%) in the percent of women who accepted a contraceptive 
method during hospitalization following childbirth or an abortion. 

Although this increase was greater in the experimental than in the control state, extreme 
differences between the states as measured during a pre-intervention survey make it impossible to draw 
conclusions regarding the impact of the risk assessment program on contraceptive use, Moreover, the 
reproductive risk program was not associated with a greater increase in contraceptive use among women 
seen in IMSS clinics, and the increase in contraceptive use among hospitalized women in the experimental 
state was greater for low-risk women than for women who had been told that they were at high-risk. The 
IMSS program increased the number of physicians who were willing to play an active or  supportive role in 
family planning and the IE&C and outreach components of the program led to greater use of 
contraception. However, ii is not clear what, if anything, the risk assessment proass per se mntributed to 
tbis haease It should also be noted that more than half of the woman screened through this program 
were classified as high-risk. 

The reproductive risk approach is now being implemented at IMSS facilities throughout Mexico; it 
has elicited great interest in many other Latin American countries, and it has the support of WHO. 
Nevertheless, a 1990 Population Council seminar to review studies and experience with use of reproductive 
risk assessment in maternity care and family planning program found a dearth of data to support its 
effectiveness. By focusing on health outcomes and on a technical, quantitative methodology consistent 
with a medical orientation, risk assessment may indeed make family planning more interesting and 
attractive to physicians. Giving family planning a medical imperative may make it more acceptable and 
promotable in some Catholic or  Islamic countries. 

However, this potential benefit may come at a very high cost. The risk approach consumes energy, 
attention and resources which could otherwise go to expanding services and making them more acceptable 
to all women, causes family planning service providers to focus on only a small segment of the women who 
need and want contraception, and may endanger access to family planning by giving physicians a larger 
gate-keeping role. Also of concern are the social and psychological costs (and ethical implications) of 
having the health-care system tell large numbers of developing country women (more than half of those 
screened in Mexico) that they are a t  "high-risk" if they become pregnant. The numbers of women who 
want to use contraception to avoid pregnancy is very large, and very few developing countries are meeting 
the needs of those women. Therefore, the Population Council seminar concluded, the "use of formalized 
maternal risk assessment in family planning programs makes sense only where local policies o r  scarcities 
make it impossible to offer family planning to everyone."' 

Conclusion: JHPIEGO has played an active role in projects intended to incorporate reproductive tisk 
assessment into the family planning service delivery structure in three important Brazilian states. It has 
undertaken no new reproductive risk initiatives except for plans to help the IMSS (in Mexico) share its 
reproductive risk assessment experience with other Central and South American countries, and, most 
importantly, plans to evaluate the work in Brazil. JHPIEGO participated in the 1990 Population Council 
seminar on this subject and appears to be acting with appropriate caution. Results from the 
JHPIEGO/FHUBEMFAM studies should make an important contribution to an area in which 
implementation and enthusiasm are far ahead of research. 

Recommendation: Given the limitations of the reproductive risk assessment approach, JHPIEGO 
should not invest any great amount of energy in elaborating the approach. At the same time, where 
countries embrace it, JHPIEGO must respect this. 

' ~ o o k s ,  J. and B. Winikoff, A Reassessment oE the Concept of Reproductive Risk in Maternitv Care and Famik Plannine Services. 
The Population Council, New York, 1991 (in prrss). 

E-2 
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A Training Module for the Management of 
Septic and Incomplete Abortion: 

Saving Lives and Gaining Family P W g  Acceptors 

The complications of septic abortion are responsible for one third of all maternal deaths In developing 
countries. 

Many women suffering from this condition have consciously attempted to terminate an unwanted 
pregnancy or  have unconsciously ignored an unexpected or  unwanted pregnancy and not taken care of 
themselves, thus exposing themselves to a serious pregnancy complication. 

Treatment of septic abortion cases absorbs large amounts of hospital staff time and often occupies up to 
half the beds on a gynecological ward. In addition, scarce hospital materials and antibiotics are consumed -- to the detriment of other patients requiring them. 

There is a simple treatment for most cases which would be efficient and life-protecting, This treatment -- 
manual vacuum aspiration (MVA) -- has not yet been introduced, however, in the busy over-crowded 
hospitals of most countries. 

In Kenya, 3 site visit during this evaluation to a large district hospital near Nairobi (Machakos) found the 
women's ward crowded with seriously ill patients, most of whom were post-operative for a variety of 
conditions. The chief of ob-gyn reported that she had been able to demonstrate to the hospital 
administrator the cost-savings of a simplified plan to treat cases of septic incomplete abortion which 
previously crowded the limited surgery space and time, in addition to monopolizing bed space which could 
be allotted to other clients in need. As a result, the simple aspiration equipment needed was obtained and 
a room off the ward was assigned for sole use to treat these women and for safe storage of the equipment. 
This gynecologist had data to show that prior to the change the average septic patient spent 4 days in the 
hospital, while now the stay is one day or lvs. An added benefit is that with less crowding the other 
patients are receiving better care from the over-worked staff.' 

Moreover, many women who have recently had a serious life-threatening complication from a p r l y  timed 
pregnancy will be highly motivated to accept family planning, or to use it more effectively, as has been 
demonstrated by studies in both the U.S. and developing countries. 

Recent testimony by k1.D. before Congress has clarified that the Mexico City policy guidelines allow: 
provision of training and equipment to treat septic and incomplete abortions (including illegal abortions); 
and post-abortion counseling and services, including contraceptive services? 

'1n Nairobi, abortion is the leading cause of admission to the emergency gynecological ward at Kenyatta National Hospital; more than 
one half of all cases are reported to have serious complications, such as sepsis (Agganrml1980; Aggarwal and Mati 1982, Ajayi et al1991). 

%.s. Gmrnmcnt Clarifies Mexico City Policy Abortion Restrictions: Some Abortion Related Activities Permitted." Washington 
D.C.: Population Crisii Committee, 1990. 



-: Treatment of septic and incomplete abortion by manual vacuum aspiration is an approach 
that Is appropriate for most developing countries, It can be fairly eiisily implemented, it saves lives and 
contributes to greater and more efiective contraceptive use, and it flu the training mandate of JHPIEOO. 

-: JHPIEOO should prepare a training module for the emergency treatment of septic 
and incomplete abortion. (In Kenya, this should be used with the curriculum already being evaluated 
for instruction of interns/residenw.) Wherever possible, this clinical training should be planned and 
carried out in conjunction with activities (including those sponsored by other organizations) t o  provide 
post-abortion contraceptive counseling and services. 
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Screening for Cancer of the Cervix 
in the Absence of Facilities for *logy or Colposcopy: 

an Adjunct to IUDIGTI Activities 

rview of the Issue: 

Cancer of the cervix is the malignancy which most often causes death in women in developing countries. 
There is general agreement that cancer of the cervix is a sexually transmitted disease. Late cases of cervical 
cancer are difficult to treat and have a very poor prognosis. They require radiation therapy, which is often 
not available in developing countries. Early diagnosis allows easier treatment and better survival. 

Cytologic screening ("pap smears") is widely used in developed countries for the detection of pre-cancerous 
conditions as well as very early cancers of the cervix. It is a laboratory method which is beyond the capacity 
of most developing countries to employ on a mass-screening basis. It will thus not be available in developing 
countries on a large enough scale to meet the need in the foreseeable future. 

A recent article in Lancet1 suggests that more than 50% of cancers of the cervix can be identified by visual 
inspection in a relatively early stage when treatment will be easier and results more satisfactory. 

Identification of the abnormal cervix is within the abilities of anyone being trained in pelvic examination, who 
also can be taught cervical biopsy technique. Development of standardized procedures for screening for cancer 
of the cervix (in the absence of facilities for cytology or colposcopy) would be an important adjunct to 
JHPIEGO's IUDIGTI activities. What is proposed here is not more complex than other currcmt activities of 
JHPIEGO (in fact, is simpler than some), and can be handled with clinically simple methods, a t  least in pilot 
projects. 

Conclusion: If confirmed, this observation lends itself to an addition to the GTI training module now being 
advocated by JHPIEGO for the diagnosis of infections and the better management of candidates for IUD 
insertion. This would be an important reproductive health initiative with significant potential for saving 
women's lives while, at the same time, contributing to higher quality family planning services. 

Recommendation: JHPIEGO should evaluate, by clinical research or  pilot project(s), the value of gross 
inspection in the early diagnosis of cancer of the cervix using the facilities of a university department of 
OB-GYN and an associated department of pathology in a country where the incidence of cervical cancer 
is high. Subsequently, if proven advantageous, gross screening of the cervix for suspected cancerous lesions 
can be added to the GTI manual (which needs enhancement of its section on the evaluation of the cervix 
in general). 

'Sehgal, A, V. Singh, S. Bhambani, et al. 1991. %craning for deal cancer by d imt  inspeclion? Lancet. vol. 338, p.282. 
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JHPIEGO's Role in Reviving the IUD 

One of the "new" JHPIEGO's major areas of emphasis has been the IUD. JHPIEGO has worked hard 
to make this method, which has fallen into disfavor in many countries, safer and more acceptable. JHPIEOO's 
recent IUD initiatives constitute important groundwork which, with continued follow-through, could have a 
major impact in increasing the contribution that the IUD makes to contraceptive usage throughout the world. 

In the early 1%0s, IUDs surfaced as an important method of contraception after a small international 
conference reviewed data on the hitherto unheralded clinical use of the IUD in Japan and Israel between 1940 
and 1%0 and a series of small studies on plastic IUDs of different shapes which had recently been carried out 
in the U.S. 

Introduced to South Asia by A1.D. and others, the widespread use of IUDs foundered in the late 
1960s and early 1970s. Reasons were primarily insufficient and inaccurate client information and education 
as well as fragile medical infrastructures which au ld  not cope with the follow-up and reassurance of the large 
numbers of women who had been recruited to the method. Meanwhile in the United States, in the early to 
mid-1970s, the IUD was utilized widely by unmarried, childless women. This group of women had excess 
complications in part because of their increased risk of genital infections and in part because of the use of an 
IUD which had not been completely clinically evaluated. 

Developments such as the above diminished the enthusiasm and acceptance jf the IUD within the 
medical community as well as with women. Despit,e this, second-generation IUDs were being evaluated. The 
finding that copper added to the device increud its effectiveness and tended to decrease bleeding 
complications maintained interest in IUDs despite general pessimism. 

Current Status and Potential 

Important facts about the IUD today are as follows: 

1) After more than 20 years of use throughout the world, the IUD has gone through several generations 
of technical refinement and is considered an important modem method of family planning. 

2) The IUD has its lowest rates of complications and failure in multiparous women in monogamous 
relationships. This is a large group of potential clients demanding reliable contraception. 

3) IUDs can be successfully inserted and clients can be satisfactorily followed by appropriately trained 
nurses, midwives or physicians. 

4) To avoid the past problems that led to disaffection with the IUD, large-scale national training programs 
require attention to: 

a) a detailed outline of client information and education; 

b) uniform methods of insertion by service providers; 

c) knowledge and accurate diagnosis of genital tract infections, which are important contraindications 
to IUD insertion; and, 

d) awareness of up-to-date principles of infection prevention so that insertion techniques will be safe for 
clients. 



JHPIEGO has recognized the great value and of the IUD in its current form -- the copper 
T 380 -- which has a very low pregnancy rate and a modest complication rate. JHPIEGO has moved in the 
following important ways to reinvigorate and extend IUD programs for developing countries: 

1) A training manual has been prepared to standardize and detail each step in the process of informing 
the prospective client, examining her, and inserting the IUD -- what JHPIEGO refers to as "safe and gentle" 
IUD insertion and removal; 

2) An anatomic pelvic model has been developed and introduced to permit a "humanistic approach" in IUD 
insertion training. This has the advantage of avoiding the usup! siiztation in which completely unskilled 
trainees practice IUD insertion on female clients to gain initirrl skills.' It also has the important advantage 
of reducing the need for a large volume of IUD clients in order to train service providers in IUD insertion; 

3) An IUD training package, as well as courses for service providers and trainers-of-trainers, has been 
prepared in detail and includes an important emphasis on teaching methods; 

4) Specialized information on genital tract infections and infection prevention has been brought together 
in complementary reference manuals so that complications directly related to IUD insertion can be minimized; 

5) A regional training center has been established in Egypt whose first goal was to extend the newly 
inaugurated national IUD program in a uniform and replicable way and thus expand its chances for success; 
and 

6) Consistent standards have been established so that quality control visits can effectively be carried out 
by a number of examiners in different parts of a country expecting uniform outputs in terms of client teaching 
and clinical use of the IUD. 

Lessons learned in the process of codifying and creating uniformity in training and implementing IUD 
services will have far-reaching effects in the advancement of other contraceptive methods such as Norplant. 
In addition, there will be important spin-off effects on techniques of training medical professionals in 
developed as well as developing countries. 

1. JHPlEGO should continue to play its key role in reviving the IUD and promoting its widespread 
availability and acceptability. It should clarify lessons it has leaned in the process of standardizing 
IUD training and services and use these for advancement of other contraceptive methods such as 
Norplant. 

2. JHPIEGO should encourage its physician director to continue his interest in applying the model 
described above and align his administrative and other responsibilities to pennit his "hands on" 
involvement with programs in the field so they may continue to evolve and improve. 

'JHPIEGO has found that both IUD and Norplant training can be completed in less time with better results through use of anatomic 
models . For example, WHO cumntly recommends 15 actual IUD insertions, on clients, as a minimum standard for IUD training. 
JHPIEOO recently completed a study comparing time and insations needed in an IUD insertion course for Thai midwives with and 
without anatomic mdels.  ln the coune that used models, the time wasshortened from 6weeks to 1 week with competence achieved after 
1.6 iwrtions fo!lowing practice on models, in contrast to the 6.5 insertions on clients previously required. 



3. A paper which reports results from the Thai study (which documented IUD insertion competency 
after only a few insertions in actual clients by trainees who had used anatomic models for acquisition 
of initial skills) should be submitted to or another highly respected and widely distributed 
medical journal. In the meantime, JHPIEOO and its Thai colleagues should present results of that 
study to WHO and ask WHO to collaborate in a study which attempts to replicate the Thai findings 
elsewhere. If findings prove similar, JHPIEGO should ask WHO to revise its IUD insertion training 
standards and methods. 
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Developing National Family Planning Sewice Guidelines: 
Casc Study from Egypt 

This case study is important for several reasons. Egypt was the first (and to date only) country in 
which JHPIEGO bas played a major role in developing national guidelines. Second, this is a process 
which JHPIEGO believes should be carried out (hopefully in a less intense manner) in all countries, 
Finally, this was the basis for the prototype guidelines that JHPIEGO is now sharing with others. 

In 1988, USAIDlCairo asked JHPIEGO to help establish a center for family planning training in 
Cairo. Family planning demand was increasing rapidly in Egypt but there were too few service providers 
able to meet that demand with quality services. USAIDICairo wanted to increase rapidly the numbers of 
competent service providers and to do so established a buy-in to JHPIEGO. In late 1988, JHPIEGO and 
a senior Egyptian Ob-Gyn and family planning pioneer began hiring staff and putting together the training 
center, sited at Ain Shams University in Cairo, now called the Regional Center for Training in Family 
Planning (RCT). 

When JHPIEGO and the RCI' staff began to plan its wurses, there were no agreed-upon family 
planning clinical standards in Egypt. Some doctors and nurses followed various protocols whkh were 
often contradictory or incomplete; others did things in their own idiosyncratic way. Where references were 
available, they were often also contradictory or outsf-date. The Ministry of Health had concluded earlier 
that national guidelines were needed to improve the quality of family planning selvlces in Egypt and had 
been trying for several years to develop such guidelines. 

In spring, 1989 USAIDICairo asked JHPIEGO to expedite the process. Eventually it was agreed 
that the RCI' staff would take the responsibility of pulling together various protocols existing in Egypt 
and, with technical assistance from JHPIEGO and inputs by Dr. Robert Hatcher, produce a draft National 
Family Planning Guidelines appropriate to the Egyptian cultural setting.' Although this would divert the 
RCT trainers from other activities essential to preparing for their first training course --activities which 
they were under pressure to proceed with at a rapid p a c e 4  was decided that the Center itself needed such 
a set of standards for its own training purposes. 

Thus the trainers took on and worked intensively at this task, alongside the other start-up 
activities. By April 1989, they had produced a rough draft. JHPIEGO's Clayton Ajello, with Dr. Hatcher, 
then assisted substantially in refining the guidelines. The resulting draft was reviewed by the MOH, 
USAIDICairo, and several emminent medical school faculty members in September and comments 
incorporated. By late 1989, several thousand copies of the National Famify'PIanning Guidelines for Egypt 
had been printed and were being distributed by the MOH.' 

All major family planning organizations in Egypt are now using some form of :hese guidelines for 
training and service delivery. Contraceptive prevalence has hcreased significantly since 1988 RCT- 
provided training is judged to have contributed substantially to this increase. An important element in the 
training, and in the increase in contraceptive use, has undeniably been the devsloprnent and adoption of 
the national standards - in which the RCI' and JHPIEGO played a lead role. This experience thus shows 
how training can be linked to service delivery, and how training can have an impact on contraceptive 
prevalence. 

'~obert A Hatcher, M.D., &or author of the authoritative Contracc~tive Technotom International Edition (Atlanta: Printed 
Matter, 1989). 

kcfaeace: RCT 1989 Annual Report for Project Year 1, pp. 3,27. 



It is clear from the Egypt experience that a training center must have a set of standards that it 
imparts to trainees. These must be culturally appropriate and also appropriate to the resource level of the 
trainees' daily work, Developing standards for clinical practice is beyond the capability of a training 
center, however. It is a much larger task, one requiring national consensus and, in many countries, 
technical assistance, as was provided by JHPIEOO. 

Clearly it would have been easier for the RCT trainers to prepare themselves to start offering 
courses had they not simultaneously had the additional burden of developing national guidelines. 
Nevertheless, in the absence of appropriate agreed-upon standards, it was necessary for the RCT trainers 
to devote time to this task. In no case should it be expected, however, that trainers can produce standards 
single-handedly, 

JHPIEGO has found that the guidelines produced for Egypt represent a good starting point for 
other countries. Each country must develop its own guidelines, however, given the variation that exists 
among countries both in clinical practice as well as in the cultural and political milieu. 

Conclusion and recommendation: A set of agreed-upon and appropriate standards of Edmily planning 
clinical practice ('practice guidelinesg or "national family planning service guidelines') must exist to 
serve as the basis for all clinical work, both in the classroom and in the family planning clinic 
Implemented properly, national standards can link training to service delivery and incxeace 
contraceptive prevalence. If guidelines don't exist, thqr should be developed. 

JHPIEGO played a significant role in the formulation of Egypt's National Family Planning Service 
Guidelines. The RCT in Egypt is psitioned to act as a regional consultant for the Middle East if called 
upon by other countries desiring family planning guideines. 
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Participants in JHPIEOOSupported Courscs: Tables 

JHPIEOO In*& Trrrinlng in Ciinicat sm 
National and Regional Training 

1,IW - April 30,1991) 

Laparoswpy 

Minilaparotomy 

Clinical Combination of Skills' 

I RID Insertion 

Infertility/GTUSTD 

Anesthesia 

Laproswpic 
Microsurgery 

Source: Friedman 

Participants 

Physicians 
Nurses 

Physicians 
Nurses 
Interns 

Physicians 
Nurses 
Interns 

Physicians 
Nurses 
Instructors 
Medical Students 

Physicians 
Nurses 

Physicians 

Physicians 
or Nurses 

Physicians 

Note: Numbers in boldface are referred to in the report. 
'~inilaparotom~, laparosco~ and IUDs 

Participants (PY 4) 
May1,1990- 
AprU 30,1991 

29 
26 

Total Participants 
May 1,lW- 
April 30,1991 

387 
222 



Total ?LPlning Conducted at all JHPIEOO Education Coatem 
(May 1987 - December 1990) 

Partidpants 

National and Regional 

hlessionaia lhined 
Physicians 
Nurses, Midwives, 
Paramedics1 
Administrators 
Social Workers 

Undergraduates Trained 
Medical 
NursingMidwifery 
In terns 

Ciinical Traiom2 
Physicians 
Nurse/Midwives 
Interns 
Medical Students 

'The "prarnedid' category has b a n  ph& out, In recognition that the PAC Ilb contract 
har responsibility for training non-clinical categoria About 1,000 paramedia were mined 
between PY 1987 and PY 1989, all in Brazil through the BEMFAM project. 
tlhae arc a subset o f  "Pmfe~ionab Trained." 



Reproductive Health 
Update 

Perinatel (Child Health) 

Neonatal (Child Health) 

Laboratory GTI (STD) 

FP Update 

Education Skills' 

Trainer of Trainers1 

Cunriculum 
Development 

Information, Education 
and Communication 

Program Planning 

Conferences, 
Workshops, and Seminars 

Number of 
Counee 

Administrators 
Physicians 
Nurses 

Physicians 

Physicians 
Nurses 

Physicians 
Nurses 
Technicians 
Scientist 

Physicians 
Nurses 

Physicians 
Nurses 

Nurses 

Physicians 
Nurses 

Sacial Workers 

Administrators 
Physicians 
Nurses 

Administrators 
Physicians 
Nurses 
Health Officers 

Total Partidpanu 
PY 1997- W 1990 



Reproductive Health 
Update 

In terns 

I Medical Studenu 
Nursing Students I 

Souros: Frlcdmrn 
Note: Figura In boldface hm uKd to illwtnte poinu In tan. 
%ac are auumed to be tralnlng of tmlna rklllr. 
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Integrating Family Planning into the PreService 'kaining of Nurses: 
Case Study from the Philippines 

Integrating effective family planning into the pre-service education and training of midwives, 
nurses and physicians is a principle of the Information and Training Division of kLD!s Office of Population 
and a priority for JHPIEOO.' These statements of principle and priority are based on the assumption that 
incorporating family planning into the pre-service training of health care workers is an effective way to produce 
a steady supply of family planning service providers, that it is more cost-emdent than in-service training, and 
that it may reduce needs for in-service training. 

JHPIEGO has conducted a series of projects to strengthen the family planning training 
provided in pre-service nursing schools throughout the Philippines, This case-study is presented as a means 
to examine these assuinptions. It describes and analyzes the background circumstances, implementation and 
likely outcomes of three JHPIEGO projects with the Association of Deans of Philippine Colleges of Nursing 
(ADPCN) -- two projects over a 3-year period (1987-1990) to strengthen the reproductive health content of 
the basic pre-service nursing curriculum and a 2-year project (1989-1991) to improve the teaching and lesson 
planning skills of faculty responsible for teaching the reproductive health content in pre-service nursing 
schools. 

In the Philippines, unlike almost all other countries, including the United States, all 
professional nurses are prepared in 4-year ("baccalaureatem) nursing education programs. Prior to 1984, there 
were also shorter (3-year) nursing ducation programs. Graduates of the latter programs are now referred to 
as "Graduate Nursesm (GNs), and only the graduates of the 4-year programs are designated as professional 
registered nurses (RNs). Because of the relatively high standard of nursing education in the Philippines, 
combined with world-wide nursing shortzges, Filipino nurses can qualify for practice in many other countries, 
including the US. As a result, nursing has become the way up (in status and income) and out (of the 
Philippines) for large numbers of ambitious Filipinos. There is now a great demand for nursing education. 

There are now 149 schools of nursing in the Philippines, of which only 10, each associated 
with a public university, are government-funded. The others are basically run as businesses. The "president" 
of the "college of nursing" is often a businessman, and it is a lucrative business. The financial basis of the 
schools is tuition. Last year 26,000 individuals graduated from Philippine schoob of nursing. Less than half 
of the graduates pass the national examination for entrance into nursing practice. Currently about 13,000 new 
nurses are licensed each year. 

Currently 42% of the money sent back to the Philippines from Filipinos I F  .nad comes 
from nurses. This makes a major contribution to the Philippine economy. 

The Association of Deans of Philippine Colleges of Nursing, Inc. (ADPCN) oversees all 
nursing programs in the Philippines. In 1903 the ADPCN convened a Technical Committee on Nursing 
Education (TCNE). The TCNE includes leaders from the ADPCN and representatives from the Board of 
Nursing, nursing service administrators, the Department of Health (DOH), the Philippixbe Nursing Students 
Association, the Philippine Nurses Association, and the Department of Education, Culture and Sports 

'IT Division, opcrotingA.inc.iples and Objccrivafin lb&g (see Appendix B); and Seope of Work@ t2mthhg Fmni& PImvting 
Troini,~ Supptm in du Philippinu, JHPIEGO, September 1990, p. 1. 



(DECS). This means the committee members are not only nursing educators but also representatives of the 
agencies responsible for regulating nursing education, nursing students, and nursing service administrators 
(who employ the graduates of the schools). The involvement of this committee was a key component in the 
ADPCN effort to create and implement a new and improved nursing currfculum throughout the country. 

With the support and involven~ent of the TCNE, in 1984 the ADPCN conducted a series of 
workshops to define the roles, functions and tasks required of ::urses in the Philippines. Based on that 
analysis, the ADPCN developed a manual to guide the curricula of all Philippine schools of nursing 
(Enrichment of Nursing Courses: A Guide). It is a competency-based curriculum oriented toward primary 
health care (PHC) and the role of nurses in the community, The goal of the curriculum is to prepare a 
generalist nurse with a community orientation who, with appropriate orientation, in-service training and 
supervision, can work effectively in any situation. The first year of the 4-year curriculum is general education 
with an emphasis on the social and physical sciences. Students enter the nursing schools at the beginning of 
their second year (Level 11), which focuses on normal individuals and the family. The third year (Level 111) 
focuses on illness and other abnormal conditions or disruptions in health. The last year (Level IV) foclsses 
on people in their communities and the potential for a better quality of life. The ADPCN document is an 
excellent guide based on a sophisticated analysis and understanding of the complex and rapidly evolving role 
of nurses and the principles of modem curriculum development. The new curriculum was implemented 
nationwide in 1985. Nurses graduating since 1988 have been prepared completely under the new curriculum. 

Despite this excellent cumculum guide, the quality of nursing education was uneven. This 
is not surprising given the economic pressure to open new, for-profit schools of nursing. Some of these 
schools have extremely large numbers of students. It is impossible for many of the schools to provide adequate 
clinicaW?ractical learning experiences for so many students. (The De Ocampa Memorial College of Nursing 
in Manila, for instance, admits 600 students per year and thus has a total of approximately 1,800 students.) 

The ADPCN conducted an evaluation of the new cumculum in 1989; family planning was 
identified as a weak area. The evaluation also found that the curriculum needed to be strengthened in primary 
health care. 

Oualitv of facultv: The Philippines does not have an adequate number of appropriately 
prepared faculty for so many and such large schools of nursing. Nursing faculty are supposed to have masters 
degrees (since they teach students who will earn baccalaureate degrees). However, mest do not have advanced 
degrees. Those who do not have macer's degrees are expected to be working toward them, although this is 
possible only for those who live in cities with universities. A 1988-1990 survey of faculty at 82 nursing schools 
(59% response rate) found that the baccalaureate of science in nursing (BSN) was the highest degree for 
86.6% of the faculty (not including the deans); only 13.1% had masters degrees, and 0.3% had doctorates. 
In addition, many faculty members are quite young and inexperienced; 28% had been teaching for one year 
or less. Faculty turnover is high; many leave to go abroad; there is competition between the schools for the 
remaining p o d  faculty members. The better schools use complicated formulas to calculate and justify 
increased salaries to  attract and retain their teachers. 

Facilities, euuiument and suuulies: Nursing schools generate signiiicant income (through 
tuition), which is potentially available for investments to improve and support the education of their students. 
Although private owners want to minimize expenses in order to maximize profits, they have to  support their 
schools well enough to make them attractive to students. The one nursing college visited during the 
JHPIEGO evaluation had adequate, though not generous facilities, equipment and supplies. The library 
subscribed to some of the more important journals and contained a relatively large collection of books. 
However, many of the library's holding are contributed by the college's US.-based alumnae. Many of the 
books are old and obsolete; journal collections are incomplete. There is much room for improvement. 



-ation of nur- school aualitvl There is great variation in the quality of 
tho nearly 150 nursing schools. The Department of Education, Culture and Sports (DECS) is the government 
agency with responsibility for accessing and maintaining the quality of educational institutions. DECS 
categorizes schools as "A", "B", "C", "DM or  "E" based on their facilities, instructional standards, faculty, and the 
performance of their students on the national Nursing Board Examination. Only 5% of the schools are 
graded "A"; most of those graded "A"are the government-supported universities. Some schools which would 
be graded A on the basis of their facilities, instructional standards and faculty, end up with lower grades 
because they are unable to be selective in admitting students. Students not fluent in English are less likely 
to do well on the national Nutsing Board Examination, even though they may be relatively competent. DECS 
plans to close some of the schools. In addition to the quality indicators, DECS takes the supply and need for 
nursing education in a particular part of the Philippines into consideration. 

The key to the quality of nursing education resides in the commitment and competence of 
the deans. Strong deans can make stronger demands for support from the owners of their schools. The dean 
and faculty members at De Ocampa Memorial College of Nursing, for example, appear competent and 
committed. However, the dean of this school is a member of the ADPCN leadership group, and she may 
represent a higher level than the norm. The De Ocampa school has been graded as B or C by DECS. 

Cbmtexbtics of Nursinv Students 

Nursing students must pass the national college entrance examination. In fact, because of 
competition for entrance into nursing colleges, their students must score higher than the minimum standard 
for entry into college. The exams are given in English, and those without English proficiency are less likely 
to do well. 

It is difficult for persons from low-income families to enter nursing. Four-year tuition fees 
at De Ocampa Memorial College of Nursing come to  about 32,000 pesos; total costs, including room and 
Doard, books, uniforms, et cetera, come to about 100,000 pesos (US $3,846 for the 4-year course). Fees at  the 
10 government-supported university nursing education programs are lower, and these programs accept a few 
scholarship students. Approximately 70% of the students are women; 30% are men. 

Supplv and Demand for Nurses to Work in the Phil i~~iaes 

Most positions for nurses in the Department of Health (DOH) are filled. However, nursing 
leaders say that the government has not created enough posts (i.e., that there are not enough nurses in 
government service because of an inadequate number of positions). The number of nurses in DOH posts is 
about the same as the number of physicians, which is unusual; in most countries there are several times as 
many nurses 3 physicians. 

Salaries for nurses seem to be appropriate for their place in the Philippine health care system. 
Entry level nurses make about 4,000 pesoslmonth, which is a little more than beginning teachers. Nurses at 
the highest level can make up to 15,000 pesos per month. Faculty at De Ocampo College of Nursing were 
making about 7,000. 

Although many nurses are employed in the private health-care sector, very few have private 
independent nursing practices. 

An easing of the nursing shortage in the United States seems to be reducing employment 
opportunities for Filipino nurses in the U,S. This could eventually lead to an over-supply of nurses in the 
Philippines. 



Nurses are required to have a certain number of hours of continuing education each year in 
order to continue to be registered. However, few nurses have access to continuing education courses; it is cot 
clear that there is a mechanism to monitor and enforce compliance with this rule. 

JHPIEGO has had three subcontracts with the ADPCN, beginning in 1987 (thus three years 
after the ADPCN began its curriculum revision work).2 The purposes of these projects have been to 
strengthen the reproductive health content of the basic pre-service nursing curriculum and to improve the 
lesson planning and teaching skills of nursing faculty responsible for teaching the reproductive health content. 

The definition of "reproductive health" used in these projects includes: management of 
pregnancy, delivery and the post-partum period; care of the newbo, n; family planning; breast feeding; 
prcrtection of children against childhood diseases, parasitic and diarrheal diseases; child nutrition; genetics; 
cancer detection; human sexuality and its disturbances; sexually transmitted diseases; endocrinology; and 
management of high&k pregnancy. 

Needs assessment leadine to the de~elo~ment  of the first hvo ~roiects: JHPIEGO's needs 
assessment document, dated June 1988, reflects only a superficial assessment of nursing education in the 
Philippines. It also did not addtess the tad that midwives, rather than nurses, are the cadre designated to 
provide most of the Lamny planning care. However, the Project Paper for the third of JHPIEGO's three 
contracts with the ADPCN (TC.4-37) states that research conducted by the Philippine Commission on 
Population found the poor understanding of reproductive health concepts among newly graduated nurses to 
be a problem and constraint to the Philippine family planning program. The early evaluation of the revised 
BSN curriculum also identified family planning and primary health care (much of which relates to 
reproduction) as weak areas. 

Develoment of the Reproductive Health Svllabns and Resource Units 

Reproductive health content comes into the Philippine BSN curriculum mainly in the second 
year and fourth years (Level I1 and Level IV). The Level I1 syllabus was revised first (in 1988); the Level N 
syllabus was revised in 1990. The syllabus for each level specifies conceptual and informational content; 
teaching methods and learning activities, including the types of clinical experiences and facilities that should 
be used; printed references and audio-visual and other resources to be used by the teachers and by the 
students, and suggested means to evaluate student learning. For each level the process included the following 
steps: 

---A five-day workshop during which 10 Filipino nursing experts developed a detailed syllabus 
to help nursing faculty incorporate learning experiences related to reproductive health concepts, information 
and skills in the specified level of the curriculum. JHPIEGO provided up-to-date, complete and accurate 
technical information to support this process and an excellent nursing education consultant to support and 
facilitate the work of the Filipino nurses. 

%o projects (both titled "Strengthening Reproductive Health Caoteot of the BSN Curriculum in Philippine Colleges of Nursing") 
took place w u  a 3-year period, 1987-1990. (The cost was $93,044 for one project, TCA-15; costs for NCA-117 are not specified in the 
JHPIEGO documentation). The third pmject, "Academic Skills in Reproductive Health for Nursing Faculty In the Philippines," was 
designed to impmve the kPoo phndng *ad tadhg  skills of the nuning school faculty who will teach family planning. This two-year 
(1989-1991) project was to enhance the teaching s W  of faculty responsible for teaching the reproductive health content in pre-service 
nursing schools ($53,735 for TCA-37). 



--A one-day meeting to orient members of the Technical Committee on Nursing Education 
(TCNE) and the Board of Nursing to the new syllabus and to obtain their feedback. 

--A second five-day workshop during which 8 Filipino nursing experts (including many who 
had participated in the original workshop) made plans for a two-week training-of-trainers (TOT) course to 
prepare selected nursing faculty to train other nursing faculty to use the new reproductive health curriculum. 

--A 2-week TOT course for 30 selected nursing faculty, including at least one from every 
region of the country. 

--Faculty trained in the TOT course taught other maternal and child health (MCH) faculty 
in their own college of nursing and in other schools within their regions how to use the syllabus. 

At the end of this process, at least some of the MCH faculty from virtually all Philippine 
nursing mlleges had reaeived some training in use of the new reproductive health curriculum. However, 
approximately 20 new schools have opened since this process was completed; it is not clear to what extent 
the training of faculty has been extended to those schools. 

Nurses who graduate in 1993 will be the first to have been trained according to both Level 
I1 and Level IV of the new reproductive health curriculum. 

The Board of Nursing, which develops and administers the licensing examination, expressed 
satisfaction with the reproductive health curriculum and planned to incorporate questions from it into the 
national examination. 

Evaluation of the first two ~roiects. The evaluation plans built into these projects called for: 
(1) documentation of the number of faculty members trained at each school, (2) site visits to observe actual 
teaching of reproductive health in 50 colleges of nursing, and (3) three regional conferences involving MCH 
faculty from all nursing schools to follow up the training and discuss their ongoing implomentation of the 
reproductive health syllabus. Natural disasters (earthquakes, floods and volcanic eruptions) have delayed the 
site visits, which are now scheduled to be conducted in November 1991 by a three-person team including the 
Project Director, Project Coordinator and a representative from DECS. However, the project budget to 
support site visits is only $1,149, an amount probably inadequate given the difficulty and cost of travel to these 
far-flung schools. Guidelines to structure observations during the visits have been developed and pilot tested. 

Plans are being made to hold the evaluation conferences in March of 1992. The plans are 
not very specific yet. Only people who have been trained will be invited to the conferences. (This seems a 
limited approach, like trying to figure out a rate when looking only at the numerator, i.e., with no information 
on the denominator. Project personnel, and JHPIEGO, might learn more about the impact of the project if 
they invited key MCH faculty from each school, whether o r  not the individual had participated in the training.) 
The project budget includes nearly $26,000 for the conferences. 

The JHPIEGO consultant3 who provided technical assistance earlier in these projects has won 
the trust and confidence of the ADPCN leaders, who expect her to participate in the evaluation conferences. 
Her participation will provide important continuity. Her Filipino counterparts also anticipate her assistance 
and joint authorship in preparing an article to describe the process and outcomes of this project. Such an 
article would contribute to an important sharing of this experience and lessons learned with other countries. 



Needs assessment for JHPIEGO's "academic ski l l s~pr lec[ .  The evaluation activities 
summarized in the previous paragraph have not yet been completed; nevertheless the followsn project 
("Academic Skills in Reproductive Health for Nursing Faculty in the Philippines," TCA-37) states that 
evaluation of the previous projects (NCA-117 and TCA-15) identified three factors which limit the 
effectiveness of the teaching of reproductive health in the Philippine BSN programs. These are: (1) Nursing 
faculty have very limited teaching skills and rely almost totally on the lecture method; (2) nursing instructors 
assigned to teach reproductive health content voiced inadequacy in their level of knowledge about reproductive 
health issues, and (3) nursing educators feel that Western textbooks have limited value for addressing the 
reproductive health needs of the Philippine population and want to develop their own references. 

JHPIEGO-su~ported activities to imurove teaching skills of nurs in~ facullv res~onsjble for 
teachine re~roductive health. The Project Paper for the Academic Skills project called for the development 
of an academic skills curriculum and training 40 "master trainers" who would then conduct approximately 120 
"echo" training-of-trainer (TOT) courses throughout the country. It is not clear to what extent this plan has 
been or  will be implemented. The project seems to have evolved over time in response to needs and 
opportunities identified or  developed in conjunction with other JHPIEGO projects. At this point it seems 
difficult to disaggregate activities related to the two ADPCN cuniculum development projects and the project 
for improving teaching skills; one set of activities flows into the other. The following are some of the activities 
which have occurred under the Academic Skills project: 

-- Three one-day workshops were given to provide reproductive health updates to all nursing 
school deans and interested faculty, students and in-practice nurses. These were used in part to identify people 
with a particular interest in reproductive health in order to select the persons to be trained as "master trainers" 
for this project. Criteria for selection of persons to be prepared as master trainers included having a masters 
degree, an interest in reproductive health, and a commitment to continue to teach nursing for a t  least three 
years after the training. 

-- The group revising the reproductive health component of the Level IV curriculum decided 
that each nursing college should offer a clinical family planning skills "elective" to senior nursing students who 
want a career in family planning. In order to begin to move in that direction it was decided that a t  least one 
member of the faculty of each nursing college should be trained in family planning clinical skills. 

-- A need was identified for fully developed, step-by-step lesson plans which are clearly keyed 
to the curriculum. Such lesson plans include specific objectives and content and suggest which 
teachingfiearning methods to use, how much time to devote to each lesson, and how to evaluate the extent 
to which students achieve the learning objectives. Lesson plans make quality teaching easier and help to 
assure a certain standard; new teachers can use the syllabus to  teach thoroughly, with little need for 
preparation. 

-- To begin to meet these needs, approximately 20 nursing college faculty members have taken 
a 6-week course given by the Mary Johnson Hospital Fertility Care Center (FCC). This course was initiated 
with JHPIEGO support in 1990. It included 2 weeks of clinical skills training, plus training in training skills 
and the development of lesson plans. 

-- JHPIEGO supported purchase of teaching materials needed at each school. 

It seems that the original plan to develop a TOT curriculum, train 40 master trainers and 
conduct 120 echo TOT sessions to improve teaching skills of all MCH nursing faculty has been delayed or  
abandoned. This seems to have been replaced by a series of one-day family planning update seminars and 
6-week family planning clinical skills and TOT training course at the FCC for 20 faculty members. The latter 
also yielded a set of lesson plans to augment the new curriculum. 



These projects are on-going and have not been evaluated yet. However, some of the 
objectives have already been achieved. The following is a summary of the probable final results in regards to 
preparing new nursing graduates for a role in family planning: 

-- The curriculum whi ,:n guides teaching in all Philippine colleges of nursing has been changed 
to encourage more open 'discussion of sexuality, to provide specific information about each family planning 
method, and to arrange for each student to visit and observe a family planning clinic. Graduates of the nursing 
colleges should be able to counsel patients about family planning and should understand the legal basis for 
family planning in the Philippines and the importance of informed consent. At least one MCH teachei from 
each of most of the nursing colleges has been given some orientation to the new curriculum, and some training 
in how to teach reproductive health and family planning more effectively. Detailed lesson plans have been 
developed to make it easier to teach certain parts of the curriculum. These are particularly important, since 
there is a hlgh turnover among teachers, and new schools are being opened every year. 

-- About 20 nursing faculty members have been trained in clinical family planning skills; 
others may also be given this training. This will almost certainly increase their ability to teach students about 
family planning. 

-- AU of the nursing college deans and some of the faculty have attended one-day seminars 
to update their technical knowledge regarding family planning and other aspects of reproductive health. 

-- Some (probably not all) of the schools have an improved collection of books and other 
reference materials related to family planning and other aspects of reproductive health. 

-- The curriculum calls for the development of a family planning clinical skills elective for 
senior nursing students. A great deal of additional effort and resources would be necessary to implement this 
plan. 

1. AU nurses need to understand the benefits of family planning and be abk to counsel patients and 
refer them for family planning care. However, relatively few nrrrses fill Jobe which require dinical 
bm& planning skills. In the Philippines, half of the nursing graduates do not pass the examination 
to become RNs. Of those who do become RNs, a large proportion leave the Philippines to practice 
nursing in other countries. Of the RNs who practice in the Philippines, most work in positions which 
are not directly related to reproductive health. M a t  of the healthcare positionswhich q u i r e  bm& 
planning skills are filed by midwhm 

2 A p-a educational program in which hm@ planning wncepts are integrated into a broad array 
of learning aperiences is probably a very e i h c h  way to transmit aaauate inSDrmation about family 
planning and to develop lasting pro-bmily planning wncepts and values. It is naf an effecthe way 
to provide the skills and judgment required for wmpetent family p-g practh. Reasons include: 

o Inadequate clinical practice available for large numbers of pre-service students; 

o Students who achieved competence but not proficiency would lose that competence due to the time 
lapse between pre-service training and entering jobs in which the clinical family planning skills would 
be required, 

o It is wasteful because only a small percentage of all graduate nurses will ever be in positions to use 
clinical family planning skills; and 



o It is wasteful because only a small percentage of all graduate nurses will ever be in positions 
to use clinical family planning skills; and 

o It is inappropriate in a curriculum designed to prepare a generalist practitioner. 

3. M u a 1 ~ ~  of Philippine nursing colleges with improved reproductive hdth trpinipg will still 
need In-service 6uniIy plenning clinical sLUb trainiog to be q d e d  to p d d e  direct bmily 
planning clinical services. It remains to be seen whether or to what extent the Philippine 
Department of Health in-service family planning course (3 weeks for "basicn family planning 
service delivery and 5 weeks for "comprehensive" family planning service delivery, i.e., including 
IUDs) can be shortened for nurses who have had the improved pre-service training. 

4. It is probable that a combination of pnservice education, which W to the development of 
pro-fhiiy planning concepts and values, tollowed by short-term ingervice training leading to 
competence in Ucal skills will produce nurses who are more effective famity plaMing clinidPns 
than nunics trained through inarerviw courses alone. This is a testable assumption. 

5. The enhanced reproductive health training in philippine colleges of nursing will transmit the 
concepts, values and information which lead to approval of family planning to large numbers of 
people, mainly women, who will never be in a position to provide family planning services in the 
Philippines. Nevertheless, the enhancing of reproductive health training in Philippine schools 
of nursing should make important contributions to family planning in the Philippines and, 
perhaps, in other developing countries: 

o Transmitting basic family planning concepts, values and information to 13,000Eyear Filipino 
female and male college graduates who fail to become nurses is not without value. They will 
apply this training in unknown but presumably positive ways in their own lives and in the other 
roles they will undertake in their society. 

o Many of the Filipino nurses who leave the Philippines go to North AfricadMiddle Eastern 
countries which could benefit from the nurses' better understanding of the importance and role 
of family planning. 

o Nurses fill many leadership roles in the Philippine health care delivery system, and some 
nurses go on to qualify as nurse-midwives and teach in the Philippine midwifery schools. 

o It may be possible to shorten the current in-seavice family planning training course for nurses 
who have completed the new pre-service nursing curriculum with its enhanced reproductive 
health content. 

6 It is much more difiiwlt and requires more resources and time to imp- nursing school faculty 
teaching methods than to influence their teaching through curriculum revision and the 
development of detailed leason plans. 

Concerning  re-service nursing education in eeneral: 

1. In countries where all nursing schools follow a standard cumculum, it is important and 
costeffective to direct efforts at strengthening the reproductive health/family planning content 
of the pre-service nursing curriculum through curriculum revision augmented by the development 
of complete and detailed lesson plans. In most countries, the appropriate objectives of suct 
efforts should be: 



o To develop positive attitudes about family planning and its contribution to the health of 
women and children and the well-baing of families and society; 

o To provide accurate information about the effectiveness and mode of action of a11 traditional 
and modern methods of family planning used in the country; 

o To provide accurate information about the laws and rules which regulate family planning 
service delivery in the country; 

o To develop competency in communication and counseling skills and to give students some 
experience in counseling and/or client education regarding family plaaning, and 

o To expose students to positive models of nurses playing roles in family planning service 
delivery. 

Competence in the provision of family planning services should rarely be an objective of the 
pre-service education of nurses. 

Benardinn JHPIEGO ~[e-yrvice efforts in the PhiliD- 

3. JHPIEGO and the ADPCN should postpone or  abandon plans to develop family planning clinical 
skills electives in nursing colleges. Graduates who want to have a career in family planning can 
take the DOH in-service comprehensive family planning course. 

4. JHPIEGO should not direct additional resources toward improving teaching skills of faculty 
members of the Philippine nursing colleges, except through the development of additional 
detailed lesson plans. 

Association of Deans of Philippine Colleges of Nursing: Enrichment ofNursing Courses: A Guide. ADPCN, 
Manila, October, 1990. 

Yapchiongco, AS.: A survey of nursing schools in the Philippines, 1989-1990. Philippine Journal of Nursing 
Education Vol. 1, No. 1, October 1990, pp. 17-25. 

Association of Deans of Philippine Colleges of Nursing and JHPIEGO: Reproductive Healrh JLUabi and 
Resource Units in Levels I-IV in the BSN Cuniculurn. 
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A Model for Needs Assessment: 
Basing Trainiog on Systematic, Objective Data about Family 
Planning Service Providers, the Demands of Their Job, and 

Family Planning Dcficiendea Obaervd in the Field 

L CASE STUDY FROM KENYA 

'IU a m  study reports the avolo4ion and progese of a project which b unusual, perhaps unique, in tbo &gaa 
to whi& it b bamxJ on a systematic pthariag and analysb of objcdhm data. The objectives of the project -- 
revising the curriculum for in-service family planning training in Kenya and building curriculum development 
skills in the group of trainers responsible for Kenya's lnaervfce family planning tralning program -* are not 
exciting in themselves. But this particular characteristic of the project -- the extent to which it is based on 
objective data (its "data-basedness") -- has created an opportunity for change and learning in a previously 
stagnant training program. It has also caused the director of Kenya's national family planning program to 
declare this project his "top priority." 

Many are impressed by this project. A JHPIEGO consu:'tants in Kenya, a highly regarded American 
nursemidwife trainer with extensive international experience, remarked on the power of the process being 
used in this project, and said that it was new to her. JHPIEOO's Director has asked the lead consultant to 
discuss the curriculum development process being used h this project during a continuing education session 
for JHPIEGO staff in Baltimore, In addition, the evaluation team has based one of its broadest 
recommendations in pan on the importance of the data-based approach in this project. 

Since 1982, Kenya's Ministry of Health (MOH) has been providing family planning services through the 
Integrated Rural Health and Family Planning Program, in which antenatal care, well-baby care (e.g., growth 
monitoring, immunizations), treatment of sick babies and family planning are all provided in the same clinical 
facility, called a Service Delivery Point (SDP). (Most "SDPs" are dispensaries and health centers, although 
some are clinics in hospitals.) The main service providers in this system are Enrolled Nurses (ENS), Enrolled 
Midwives (EMS) and Enrolled Community Nurses (ECNs), the latter whose training includes midwifery. 
Together they are responsible for providing maternai and child health (MCH) services, including family 
planning, in MOH dispensaries and health centers. They are supervised by Kenya Registered NurseMidwives 
(KKNMs), public health nurses (PI-INs), or older and more experienced ECNs. Those who work in health 
centers are also supervised to some degree by Clinical Officers (COs), who'manage the health centers. 

The pre-service training of ENS, EMS and ECMs is not designed to give them competency in the provision 
of family planning services. In order to become "MCH/FP service providers" they must take a special 7-week 
in-service course, which prepares them to provide all of the temporary methods of contraception. The 
"MCWFP certification course" is managed by the MCH/FP Training Programme of the MOWS Division of 
Family Health (DFH) and is conducted through 11 Decentralized Training Centres (DTCs). More than 5,000 
FP service providers were trained through this course between 1972 and 1990, more than half of them since 
1985. It has been estimated that the MOH would need to train at least 7,000 more FP selvice providers 
between 1990 and the end of 1994. 

This MCH/FP Training Programme is managed by a group of 6 senior nurse trainers, who work at the DFH 
headquarters in Nairobi; altogether there are 40 - 50 trainers, including those at headquarters and those at 
the D m .  The DTCs are actually training teams comprised of MOH nurse/midwives who have been 



deeignated as trainers. Most of the DTCs do not have permanent physlcal training facilities; hotel facilities 
are often used as class rooms^ A variety of SDPs In the viclnlty of the training locatlon are used for cllnical 
tralnlng. In addltion to the basic 7-week course, the MCHFP Trainlng Programme teaches three other 
courses: a Family Plannlng Technology Update course, a Tralning of Trainers course, and a separate MCW/FP 
certlflcate course for the Clinlcal Offlcers and Registered Nurse/Mldwives who are responsible for management 
of the SDPs and supervision of the enrolled nunee who provide MCHFP services. 

An extensive evaluation of the MCWPP certlflcatlon course and of the performance of family planning service 
providers was conducted during 1989.' USAIDlKenya provided the stlmulatlon for thls evaluatlon, as well 
as technical and financial assistance. During this evaluation dve deld teams directly observed 128 MCH/FP 
service providers performing their Jobs at 42 SDPs in 20 districts. In rddition to the observations, the service 
providers and their supervisors (N-36) were interviewed, and 420 Y;1' lient records were randomly selected 
and examined. All 11 District Tralnlng Centers were visited, and 34 of the 36 MOH MCHm trainers were 
interviewed. 

wior Fiadm from the Evaluation: 

C u r r m  workes - 78% were ECNs or ECN/Ms; 
- 48% worked in Health Centers, 40% in hospitals; 

most were fairly experienced (average of 4 years with MOH); 
- 80% had never had a family planning update course. 

Areas of adeuuate ~erforrnance: 
- history and physical examination; - counselling on use of pills, IUD, condoms and Depo-Provera injections; - adequate equipment disinfection/sterilhtion when supplies available. 

Areas of inadeuuate uerformance: - counseling on voluntary surgical contraception; 
- inquired about side effects in only two-thirds of revisits; 
- no contraceptive stock control records in 59% of service sites; -many sites were out of key commodities; 
- short supply of disinfectant, sterile gloves and other equipment. 

Prohlems with suuervision: - - 90% of supervisors had no standard supervisory guidelines to follow; 
- 60% of supervisors had never had formal preparation in supervision; 
- one-thir.d of supelvisors were hindered by lack of transport; 
- most of supervisors' time spent doing administration, not supexvision; - 75% of supervisors have never had a contraceptive update course; - 43% of M C W  staff receive no supervision. 

Problems with trainine course content and Process: 
- shortages of basic manuals; - supplementary training materials generally not available to trainees; 
- curriculum says what to teach but not how; - trainers spend much time dealing with problems of ad hoc facilities (i.e., the use of hotels for classrooms); 

'~enp, Gwernment of. Ministry of Health, Division of Family Health. Evaluation of the Maternal. Child Health and Family 
Plannine In-Service Traininn Proeramme. Nairobi. June 1990. 
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- much course time used travelling to and from clinical practice s l ta  and waiting for onaugh cllents who 
want spedfic methodr, apedally IUDs; lack of transportation is a problem. 

Plroblams- - 60% of trainers have been trained in training methods, but there is no TOT curriculum; - high turnover of tralnan (12 of 28 position8 vacated during (1986-88); - 75% ure lectures as the major method of Instruction; - 54% of trainan have never had contraceptive update course; - no records on placement of tralneeo after completing course; - need to double output of trained people by 1994, but no detailed planfor expanding training. 

development of a training policy and plan; 
development of an information system to dccument current manpower utilization, project future 

requirements and tactlitate optimum redeployment of trained personnel; 
reorganization of the central training office; 
developing a stronger, standardized TOT ~urriculum; 
making sure that all trainers have taken both the TOT and the Contraceptive Update course; 
recruiting more nurses with Diplomas in Advanced Nursing (DAN) as trainers (the DAN curriculum 

includes an er~phasis on training methodology); 
developing a plan to improve the physical facilities available to PTCs, and to providrr better access to 

transportation; 
developing a cadre of trained clinical preceptors to glide trainees during their clinical learning cxperlences; 
procuring large, bulk supplies of basic training and reference books and manuals; 
using NGO training institutions to supplement MOH capacity until existing MCWFY Training Programme 

b strengthened; 
offering the Contraceptive Updatc course to all former trainees; 
changing the basic 7-week course to emphasize cowelinq about tuba1 ligation and the need to ask revisit 

clients a bout side effects; 
increasing the number of supewisors and developing guidelines for them. 

D~ring ; May 1W visit to Kenya, JHPIEGO% Director (Noel McIntosh) and a pro6mm officer (Anthony 
Nathe.) observed ihat sexually transmitted genital tract infections, such as gonorrhea and chlamydia, are 
prevalent in Kenya and that introduction of the Copper T M A  IUD had been "somewhat stormy," with both 
physicians and nurse-niidwfves expressing concerns about its safety (due to tarnishing in the package), efficacy 
(alleged high expulsion and faPure rates) and acceptability (potential users refusing to aaept a tarnished WD). 
At the request of Dr. Oyoo, Director of the DFH, the JHPEGO team conducted a two-hour seminar to 
demonstrate JHPIEGO's IUD Training Package to the DFH's "nurse IUD trainers", as well as USAID HPN 
Officers. The DFM trainers were particularly interested in the IUD training video, slide set and pelvic 
models. The  report from this trip notes that JHPIEGO might be asked to assist the DFW to redesign the 
clinical component of their "IUD riaining 

Following Mr. Nathe's and Dr. McIntosh's next ?rip to Kenya (JunMuly 1990), they reported that "A major 
problem regarding num, IUD twining, which was identified &iring the last trip, concerns the need to update 
the basic LamiIy plat min.y course for nurses. . . . The course content, cumcu!um and teaching methods used 
by the trainers . . . &re iu ; l e d  of an overhaul." (The curriculum for the current MCH/FP courscc, a 
condensation of an eiltl:t..r 9 cn eek vmicn, had been written in 1986.) At UdAID's request the JHPIEGO 

h d n t  n 
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team met with Dr, Oyoo lo discuss how JHPIEOO might assist the nurse trainers to revise the FP training 
course. It is not apparent from the trip report that the JHPIEOO team reviewed the report of the field-based 
assessment that had been condgcted in 1989. The options presented to Dr. Oyoo by the JWPIEOO team 
included conducting a TOT course and holding a workshop to assist the nurse trainers to develop a plan for 
revising the course curriculum, At the end of the discussion they all agreed that the current course is not 
achieving its objectives, is too long and needs to be revised. 

OP Mqr 15,1991, JHP1EC)O began a nlaemoath technical asaistanca actMty to help the DFH swngthen its 
inaervics MCH/FP Training Programme by revising the cunrfculum and improving the sLills of the trainers. 
The project was based to a large extent on findings from the joint USAIDMOH evaluation of the training 
program. The JHPIEOO paper which describes the project used information from the evaluation to identif) 
specific problems that could bc addressed by training: management of clinic supplies, adherence to standard 
counseling procedures, inadequate preparation of the nurses in independent case management, the need of 
some trainers for a more detailed curriculum to teach from, and the need to find adequate numbers of clients 
for IUD insertions as a problem which interfered with the efficiency and effutiveness of the entire training 
program. The evaluation report also noted that training is an additional task added to the workload of nurses 
who are basically service providers and that many of the clinical instructors "are disinclined to be involved 
and.. .view the trainees as a burden and obstruction to their regular tasks." The JHPIEGO paper states that 
"USAID feels that additional instructional tools and supports are indicated" and that the curriculum should 
be presented in a format which includes "sufffdent derail (both in terms of subject and pedagogical content) 
to alhw a service provider, recently designated as a trainer and/or clinical instructor, to rely exclusively on this 
manual to prepare for, present and evaluate a training session." (However, while the JHPIEGO project paper 
includes IUD insertion and aseptic technique as areas of weak performance, neither wns noted as such in the 
summary of the evaluation report.) 

The JHPIEGO project designed to redress these problems includes plans for a three-week curriculum design 
workshop to help DFH senior trainers develop a comprehensive, competency-based MCH/FP curriculum, and 
then to assist them in writing a comprehensive technical and clinical instructional-reference manual on 
reproductive health and family planning for use in the SDPs. This manual is to include guidelines for 
competency-based evaluation, incorporate adult learning methods, and be consistent with the new curriculum. 
An important element of the plan is MPIEGO's use of a technical assistance approach aimed at maximizing 
the transfer of skills to designated DFH trainers and institutionalizing MCH/FP curriculum development 
expertise within the DFH training unit. It is understood that full implementation of the revised curriculum 
will require work beyond that outlined in the current JHPIEGO project, and it is expected that the designated 
DFH trainers should be able to carry out this woik as a result of skills developed during their involvement 
with JHPIEGO consultants. 

The first phase of the JHPIEGO project was a two-week field-based task am$& conducted in May 1 9 1  by 
7 persons (MOHDFH staff and JHPIEGO consultants ) who went in twos or  threes to visit 17 SDPs in one 
region of Kenya for the purpose of assessing the actual tasks and responsibilities of family planning service 
providers. Although the decision to conduct this field-based needs assessment was made before JHPIEGO 
became involved in the project, JHPIEG0 supported the idea and contributed consultants whose expertise 
helped to make exercise a success. The field-based assessment was fairly structured, using a data collection 
instrument developed by the MOH/DW staff with input from th6 JHPIEGO specialists and the USAIDtKenya 
mission. In addition to observation of tasks and roles of FP service providers, the assessment team 
documented operationai constraints to the provision of effective, high quality FP services. 

The second activity was a threeweek cumculum design workshop held in July 1991. The planned outcome 
of the workshop was to be a new courie schedule and an uutline (including learning objectives and 
instructional processes) for each subject to be covered both in the classroom and during the practicum. The 
workshop participants were 14 members of the "core curriculum group," including the 6 DFH senior trainers 
and representatives from the MOH Division of Nursing, the Kenya Nursing Council, and the pre-service school 
for ECNs, and two JHPIEGO consultants, who served as facilitators. The original plan called for the first 



week of the workshop to be used for updating the group in contraceptive technology. However, as the 
panidpants' knowledge was found to be more deficient than anticipated, it was ultimately necessary to devote 
two weeks to technical updates in a variety of subjects, including contraceptive technology, infection control, 
contraceptive logistics, and management, The core group decided the topics for the updates and asked local 
experts to give the presentations. The core group also made plans for regular, annual updates in 
contraceptive technology and other related fields. 

The group also focused on defining the main elements of the job of an MCHPP service provider. The end 
product was a comprehensive, detailed job description and agreement within the core group to use the job 
description as the focus for identiwng the end-point competencies for the new curriculum. The job 
description agreed upon includes 21 tasks related to management of the care of individual clients; 10 tasks 
related to clinic management; 15 related to supervision of staff; 7 related to ordering and care of supplies; 8 
for record keeping; 10 for information, education and communication; and 16 for infection control. 

Since it was not possible for the core group to accomplish all of the original goals of the workshop, the 
participants agreed to continue working over the summer and to complete the curriculum during a second 
Wemueel workshop in September. The next step k to identify what the nurses already know and know how 
to do before they begin the MCH/FP in-service course; this will be determined in large part by examining the 
learning objectives and content ~f the pre-service curricvlum for each category of service provider. The gap 
between tbe demands of tbe job (us per the new job desa iphn)  and the p ~ ~ ~ r v i c e  training of the service 
providers will & h e  the n#resspry content for the h e r v i c e  training mume. 

Assessment of This Process and JHPIEGO's Contniutiom 

JHPIECJO was invited into this project by USAID, and by the Director of DFH, apparently because of 
JHPEGO's special interest and expertise in training related to IUDs. This is of interest because insertion 
sad management of WJJs had not been identified as a particular weakness of the DFH family planning 
training program during the extensive evaluation conducted in 1989. It should also be noted that AID had 
been providing assistance to the DFH training unit for many years through INTRAH, and that this assistance 
had contributed to the development of an on-going, well-institutionalized MOH in-service training program; 
although the 1989 evaluation found weaknesses in the training, there were strengths as well. 

However, JHPIEGO had identified certain problems regarding the use of Copper T 380A IUDs in Kenya, 
especially regarding concerns about tarnishing, an there seemed to be interest in having a fresh influence and 
approach. In addition, JHPIEGO's "humanistic" and "efficient" approach to IUD training, emphasizing the 
use of anatomic models and thereby reducing the number of actual IUD-insertions needed for each trainee, 
should reduce the logistical and transportation problems noted in the 1989 evaluation of the DFH training 
program. The cumculum being developed with assistance from two JHPIEGO consultants will specifically 
address the problems related to ordering and management of supplies that were also documented in the 1989 
evaluation. 

This project is unusual, and will probably be sulccessful because of the high degree to which it is based on a 
systematic gathering and analysis of objective data: 

o Tbe decision to mviw the cmiculurn followed and was made possible by the field evaluation of the 
training pmgram, which was aonducted by the MOH and USAID in 1W. This careful, systematic 
evaluation, necessitating much group processing of the findings, made it possible for the DFH training 
team to look at their own program more objectively and with a different perspective. It was this 
which provided the entre to meaningful change. (It should be noted, however, that the eva!*lation did 
not recommend a complete overhaul of the basic MCH'FP cumculum, and that revising the 
cumculum will do little to solve programmatic deficiencies regarding supenision.) 



o 'Ihe curriculum will be daigned to produce a worker who b able to perform a spedaic job; tho job 
has been mCully defined based on systematic obsdrvations of persons performing tho job in the field, 
and of tba demands and constraints of the job in its actual worksitcs. 

o Tba curriculum wUI be based on a careful determination of the Itnowledge, sLills and attitudes that 
tbe trainees will bring witb them to the training wurw. 

USAID/Kenya deserves credit for initiating and sponsoring the original evaluatio~r and planning the field-based 
training needs assessment that was the first phase of the curriculum development project. JHPIEGO deserves 
credit for supporting the idea of a field-based training needs assessment, for providing excellent consultants 
to support and guide the curriculum development process, and for permitting their consultants to take the 
additional time and expend the additional effort needed to assist the Kenyan curriculur group to go through 
every step, even though time-consuming, of a logical curriculum development process. 

IL A CONllWXiNC3 EXAMPLE: MOROCCO 

Family planning leaders in Morocco have decided to "medicalize" family planning by increasingly training and 
using doctors, instead of nurselmidwives, to provide clinical family planning services. This decision seems to 
be based in large part on a political decision to expand the number of physicians being produced each year 
(and to provide employment for them), augmented by a desire to increase the w e  of IUDs and a vague 
understanding that there are "problems" with the current IUD program, which is managed mainly by 
nurse-midwives. It does not appear that this major change in direction is based on any intensive, systematic 
observation and analysis of the strengths and weaknesses of the current family planning service delivery system, 
or of the nature of the "problemn regarding IUDs. Althouch the Evaluation Team was not in a position to 
make such an assessment, the IUD "problem" does not seem to be related to excessive morbidity but rather 
to nurse-midwives' (and doctors') reluctance to insert IUDs in women whose cervices are red and appear 
inflamed, and the relative frequency of such cervical abnormalities. 

In most countries, including the United States, most of the direct patient care in government-funded family 
planning clinics is managed by nurses and midwives. Family planning is consistent with the role of nurses and 
midwives, which features health education, counseling, a focus on prevention, and the management of common, 
non-acute health problems, especially among women. Studies have consistently found that nurses and 
midwives are interested in family planning, are more consistent than doctors in following family planning and 
STD protocols, and that they insert IUDs carefully and gently. This is not to say that there is not an 
important role for doctors in routine contraceptive care. However, few doctors maintain an interest in seeing 
large numbers of healthy women for a service which rquires a great deal of counselling and patient education. 
Based on this background, the Evaluation Team was concerned about the decision to "medicalizen family 
p1annir.g in Morocco, especially since it does not seem to be based on a systematic observation and objective 
analysis of the strengths and problems of the present system. 

Family planning training is the means to fill the gap between the attitudes, knowledge, and practices of the 
persons being trained and the attitudes, knowledge and practices which are needed to provide safe and effective 
family planning services. Such training should be based on an understanding of the people to be trained, what 
they already believe and know, and their existing skills, competencies and deficiencies. Training must also be 
based on a clear understanding of the demands of the job@) the trainees will be expected to perform, and any 

I deficiencies in the pe~formance of people already filling those jobs. 

It takes time and resources to plan and conduct a systematic, objective training needs assessment. For this 
reason, training is often based on a vague or incomplete understanding of the pre-existing attitudes, knowledge 



and skills of the people to be trained, the demands and constraints of the job the trainees are being prepared 
to do, and the strengths and shortcomings of the current family planning workers and the servlces they provide. 
Trainers, and family planning service leaders, often think they know what the problems are and whai needs 
to be done, and they usually do, to a degree. As a result, "training needs assessments" are often based 
primarily on informed opinion. However, what we think we know can prevent our learning more; it may 
especially prevent us from learning something new or different. Short-cutting the "needs assessment" process 
can result in training which, though beneficial, results in unfortunate waste -- wasted time and energy when 
people are "trained"in things they already knew, wasted opportunity when training fails to fill gaps and solve 
problems that were not clearly defined, wasted human potential when trainees or trainers become bored with 
training that does not really "fit" existing needs. 

-: The training strategy for eacb counuy should be based on systematic, objective 
information (data) about: (1) the p r ~ ~ e n r l c e  valnIng, numbers, roles and general performance of the 
various categories of h d t h  professionals and other workeus wbo might play roles in the provision of 
contraception; and (2) strengths and weaknesses of existing family planning service delivery systems, 
Wuding  evidence of saGety or  lack of safety and evidence of ef feuhness  (such as contraceptive prevalence 
and methoddpedlic continuation rates). 
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Appendix M 

USAID Mission Comments on JHPIEGO 

The following are responses from USAID missions to an Office of Population request for information on 
JHPIEOO's performance. The Office cable was sent to help provide a broad field perspective for this 
evaluation. The missions were asked to comment on JHPIEOO's anticipated future role in each country, its 
contribution to work of the mission, its strengths and weaknesses in project planning, in project implementa- 
tion strategies, and in project evaluations. Nineteen responses were received. 

The following are excerpts from the cables. All evaluative comments were kept but information on specific 
country programs was omitted. Other minor editing was done when the cabled responses were illegible. 

Responses are in alphabetical order, by country, grouped by region, as follows: Mica, Latin America, and 
Asia. 



JHPIEGO has provided centrally-funded training activities in Burkina [which was] particularly useful 
since no similar training is conducted in-country. Family planning training also important because it offers 
a means to train nurses and physicians assigned outside USAID project area. Laparoscopy training has 
provided new skills to physicians. 

With regard to project-funded activities through a mission buy-in, JHPIEGO trained lab technicians 
and s e . ~ c e  providers in two STD reference clinics. This training was well done and provided important skills 
to lab technicians, physicians and midwives. In addition, JHPIEGO conduced an "academic skills in 
reproductive healtha update: seminar at the university medical school this session was highly appreciated by 
faculty who credit the class for improving their teaching. 

Finally, it almost goes without saying, educational packages and equipment provided to MOH and the 
university are much appreciated and useful. 

jHPIEGO does a thorough job in project planning. 

[AU] verysatisfied with the competence of consultants who conducted courses in Burkina [but] critical 
of administrative and reporting procedures for JHPIEGO-assisted activities. These should be streamlined and 
should conform with those of other contracting agencies. Project reporting rquired was strnightforward and 
uncomplicated, but one project put an extra workload on mission personr~el who were responsible for 
distributing funds and collecting receipts. Reporting and administration of the regular subproject was 
complicated. The MOH was required to fill out numerous forms including participant lists, institutional 
enrollment forms, payment requests, annual reports and the final report. These forms are not similar to those 
used by other contract agencies and thus were confusing to the project administrators. Some of the forms did 
not seem to serve any purpose especially the institutional enrollment forms. In addition, the MOH was 
confused by the tuition rate method for reimbursement. 

A regional office would facilitate project implementation. Although in theory JHPIEGO and 
INTRAHPAC project have distinct mandates, in reality the projects often rnver the same ground. For 
instance, it is not always practicable or advisable to provide separate FP training for physicians and nurses. 
Thus, for general FP training mission has relied on the PAC11 Project Mission funds JEIPIEGO's ability to 
provide centrally funded participant training has been highly appreciated. JHPIEGO [should] continue to have 
access to central funds to support participant training costs for countries with relatively small budgets such 
as Burkina. 

Ministry of Health personnel benefit tremendously from short-term training organized in the USA 
and in third countries; support provided through JHPIEGO using central funds. 

JHPIEGO gives most country institutions the opportunity to identify program activities. 1nsti.tutions 
are requested to establish priority activities and submit them to JHPIEGO for review and funding. This 
method assures maximum host country participation and commitment to the projmt. The roles of counterpart 
institutions and JHPIEGO are clearly noted in project documents. Training aids and training materials are 
appropriately identified and budgeted for during the project design phase. These materials are procured by 
JHPIEGO and sent directly to the concerned institutions. 



Little planning is done to try to assure sustainability of project activities, Concerning short-term 
training, letters informing participants of their selection for training are sometimes received too late. Lack 
of planning to w e r  recurrent costs and supplies after the project ends. 

JHPIEOO permits counterpart institution to employ local consultants as appropriate, rather than 
bring in foreign consultants. This strategy encourages dewlopment of individual and institutional skllls for 
sustainability Short-term training organized by category for doctors and nurselmidwives at experienced hmily 
planning clinics resulted in well trained personnel to carry out program activities. JHPIEOO training provides 
opportunities for women to receive training in family planning which has significantly increased the roles o t  
women in designing, implementing, administering and evaluating projects. 

Concerning short-term training, the final selection of candidates is too close to training starting dates. 
This results in limited time for mission to advise and process participants before departure dates. In some L 

cases, letters informing candidates that they have been selected often arrive when the participants have 
returned from training. The letter also contains reimbursement forms and instructions. This results in the 
participants not being reimbursed for expenses, since reimbursement forms are to be filled out and returned 
within thirty days of the travel. 

Annual comprehensive evaluations occur. They include evaluating personnel and their abilities to use 
equipment provided by JHPIEGO as well as those who received their training from personnel who have 
attended JHPIEOO training. Annual evaluations allow project officers to identify and solve problems early. 
Joint supervisions are conducted by MOH's family and mental health division and JHPIEGO. This assures 
standardization of reproductive health training. In addition, reproductive health training sites in the public 
and private sectors benefit from joint supervision. 

For short-term training, it is suggested that candidates be selected at least two months in advance. 
Letters with instructions on training sites, institutional contacts and reimbursement forms should arrive at the 
mission before the participants depart for training. Sub-contracts between Ministry of Health and JHPIEGO 
should contain a clause to encourage the government to maintain trained personnel at clinical sites until the 
technology has been transferred. 

Central Mean Reuublic 

JHPIEGO should have two principal objectives: 1) provide initial training and follow-on of in-service 
training and 2) increase the local capacity to undertake training programs in general. We believe that 
increasing the local capacity to undertake training is particularly important and over time we would hope to 
see fewer external resources (consultants) and third country training sites being used. The CARG is looking 
for a greater transfer of resources across a broader range of activities than the JHPIEGO activity is designed 
to deliver. Overall, the next project should be programmed with so-called sunset provision in mind over a ten 
year time-frame. 

JHPIEGO has made a modest (Dols 40,000 per year) yet important, contribution to the small USAID 
program. It permits us to provide assistance in an area related to, but not directly impacted by, our on-going 
programs in child survival and HNJAIDS prevention. The program has contributed to an improvement in 
maternal and child care through training, provision of equipment and supervisory visits. 

Among the strengths of JHPIEGO's planning process is a highly relevant set of training programs and 
close collaboration with MOH officials in planning specific training. The weaknesses of the program include 
the MOH's limited planning capacity and the lack of personnel and operational funds to supervise health 
personnel who have been trained. Another weakrress is the absence of a family planning course within the 
overall C A R .  training program for health personnel. The MOH would like to see JHPIEGO planning 
missions lengthcned (they currently run no more than 4 days to one week) with an even greater role for the 



MOH in the elaboration of the training program. The MOW would also like to have material support to 
improve supervtsion of personnel. 

In terms of implementation, the JHPIEGO program has established good communications with the 
ALO and MOH. Transfer of finds for training activities has also gone smoothly. At the same time accarding 
to the MOH, follow-up supervision of trained personnel has been inadequate. There have been frequent 
interruptions in the supply of condoms and difficulties in recruiting outside consultants. MOH officials suggest 
that JHPIEOO take on responsibility for logistics, provision of equipment and finance an adequate and 
continuous supply of condoms. 

MOH officials felt that a once a year visit from JHPIEOO was inadequate to make useful evaluation 
of the program arid they suggest evaluations on a more frequent basis, for example six months after a training 
session and they would also like to see more frequent visits by JHPIEOO personnel to the C A R .  

MOH officials [identify as JHPIEUO's] strengths excellence of training modules, facility of 
communication, collaboration with most government ministries [and] as its weaknesses, free-standing TA 
whose ultimate success in impacting on the well-being of the population depends on government or other 
donor activities which are often not present. MOH remarks reflect as well a misconception of what JHPIEOO 
is designed to do and what the program capabilities are. JHPIEGO activities lare welcome] in the C A R .  
With an increased emphasis and funding for health activities, we can better integrate JHPIEGO training 
programs into other activities. At the same time, we strongly suggest that JHPIEGO make the investment 
in time to 1) integrate their training efforts with activities of other donors in population and maternal and 
child health activities and 2) provide for more frequent visits to the C A R .  for evaluation and supervision 
purposes. 

JHPIEGO activities have complemented mission's bilateral project in providing academic skills 
training in reproductive health to the faculty members of the OBIGYN divisions of the two university teaching 
hospitals integrated family planning into the curriculum of all nursing institutions and provided family 
planning clinical training to all levels of health personnel in both the public and private sectors. These 
programs have positioned personnel trained in family planning skills at most of the regional and district 
hospitals as well as most of the clinics and health centers. In addition, JHPIEGO has established three centers 
in three regional capitals to train both tutors and service providers from all the ten regions to ensure that 
quality family planning service is easily accessible to all Ghanaian couples. Laparoscopic equipment has been 
supplied to 11 hospitals and a maintenance and repair center has been established with a team of trained 
technicians to service the equipment. 

JHPIEGO uses Ghanaians to implement training programs in most of its training activities after 
ensuring that funds and training materials have been received in country. Consultants work with participants 
and not for them. JHPIEGO has been involved in different training activities covering various levels of health 
personnel. In all these activities funds, consultants, equipment, and teaching materials had been required for 
effective implementation of the activity. JHPIEGO has ensured that goods and services have been received 
and on time. In addition, as a result of JHPIEGO training :he nurse has aquired an extended role in the 
community as a family planning advisor because of the inclusion of FP in her normal routine. JHPIEGO has 
also responded to requests submitted by groups such as the private medical practitioners, an act which has 
reaped dividends. 

There are nc refresher training courses designed for JHPIEGO activities for trainees to upgrade the 
newly aquired skills. Training cootdinators are expected to supervise the work of trainees but there are no 
means of transportation provided Jtj'PIEGO should provide durable instruments, equipment, and models for 
training. 



To date evaluations have been done by either questionnaires or by occasional site visits. JHPIEOO 
has not implemented mechanisms to measure people level impact of project Inputs, 

JHPIEBO conducts the project planning process in a collaborative manner, working closely with GQR 
officials to conduct needs assessment and design of training programs, JHPIEOO consultants and tralnen are 
of the highest calibre and are respected by OOR professionals for thelr skllls and cultural sensitivities, 

JHPIEOO's efforts to maintain communication with host country and USAID officials Is highly 
commended. USAID received copies of correspondence to host country officials and participants. Information 
on training opportunities is provided in a timely manner. FAX and telephone communications are used for 
urgent messages and consultant trips are planned and concurrences requested in a timely manner. USAID 
receives copies of trip reports and progress reports in a timely manner of all the population cooperative 
agencies working in Rwanda. JHPIEGO's administration and management function the best. 

Unlike other cooperative agencies, JHPIEGO does not have regional offices nearby. Since JHP1EC)O 
technical expertise is of the highest quality, it would be advantageous to have closer access to reproductive 
health experts. The new project might include resident advisors. 

The evaluation planned for October 1990 was well designed and would have provided important 
information on the quality of the JHPJEGO training courses as well as evaluative data on the quality of FP 
services provided by GOR health workers. 

We have found that JHPIEGO relies heavily on its country backstop officer. Therefore, the planning 
process strengths and weaknesses depend on that one individual. JHPIEGO did not appear to have a 
systematized planning process or "cookbook."b some cases, the backstop officer would "develophmite ;:y the 
program" with little input &om the host country counterpart, And in those cases, the host country counterpart 
did uot "own" the program. 

hparoscopy is not the method of choice for AMca given the difficulties with hygiene, electricity and 
logistics systems for spare parts. Therefore, an emphasis on minilap under local anesthesia should be stressed. 

Focusing on in-country or  regional training is definitely more appropriate than short-term training 
in the U.S. However, parachuting consultants in from the outside is an impossible management situation 
unless the activities directly complement bilateral activities and there is a bilateral contractor or an in-country 
administrator to .manage the implementation and follow-up. Use of short-term consultants with sometimes 
uncoordinated administration in-country contributes to a weakness of JHPIEGO program. 

JHPIEGO has concentrated training efforts in the past a t  the university level. This had led in some 
cases to an elitist, academic, physician control orientation. The reality in Senegal is that the university/hospital 
training approach must be balanced by in-country regional training. 

JHPIEGO has tended to focus project evaluations on number of trainees, sessions completed etc. Two 
elements have been lacking, One is the operational and systematic follow-up of trainees: are they practicing 
their skills, was the training appropriate to the service delivery point conditions i.e. laparoswpy vs. mini-lap; 
are trainees posted in sites where they can use these skills? The second type of evaluation needed, but not 

practiced, is relatA to whether the training methodology, host country training institutions, etc. [have] been 
the most culturally appropriate and sustainable. 



JHPIEOO has done a very good job, however, In assurlng that tho quallty of tralnlng and sklll lewl 
of their "graduatesn Is in accordance with apeciflc obJectives of any course as measurd and pre- and post- 
tralnlng knowledge. 



Latin America 

The mlorion has benefited under the current cooperative agresment with JHPIEOO In the tralnlng 
of several doctors and hums who attended counes in reprodrrnlve health, organized by JHPIEOO and 
conducted at the Baltimore training center, Of even greater beseflt ha# baan the collaboration betwsen 
JHPIEOO, the advanced training and research in fertlllty management unlt of the Department of Ob8tetrIca 
and Oynccology of the University of the West India (UWI), the Unlvenity of the Weat Indleu distance 
:eachlng experiment (UWIDITE) and Mlnbtrits of Health In the Cenlbbean Reglon, Through this 
collaboration they haw developed and transmitted reproductive hbeith program to eight s l ta  In Antigua, 
Barbados, Domklca, Grenada, St, Luda, Trlnldad and Tobago, and Jamaica (two sltes). Thb collaboration 
between JHPIEOO and ATRFN pre-dates the current cooperative agreement. 

JHPIEGO has demonstrated strengths In the planning, implemen tat Ion and evalua tlon proassee In 
worklng with regional institutions, Training provided is responsive to the changing technical and informational 
needs of the region. 

Planning process seems lengthy and implementation plans do not have enough detail in time line of 
activities, the who, what, when and where. Except for [the Reproductive Health Services project and some 
individual outsf-country training and educational materials], no in-couutry project implementation 
strategylexperience has been attempted. Country-spedfic strategy statements might assist in focusing their 
program spedfically for Bolivia a 4-year strategy, which clearly states a few major objectives and includes 
activities to accomplish these objectives might be helpful. 

We are just beginning to launch a new reproductive health prot :,pi ' t ;  Bolivia. Therefore, it is 
essential that well trained personnel (in JHPIEGO's case, clinical personnei; >+ 1: glace via in-service training 
and other training programs, including continuing education. 

Evaluation of the courses has been a weak point. This has only fairly recently been part of 
JHPIEGO's activities and the cooperating agency (APROFAM) had a difficult time implementing this 
component of the training. [Now] it appears this has been resolved and should remain a strong pan of any 
new proposed training activity. More fraquent TDYs or use of local professionals could help stimulate local 
involvement in the JHPIEGO effort. 

Because of JHFEGO's past, successful experience in Peru, their familiarity with the MOH and t b i r  
overall mandate of training physicians and allied health workers in clinical family planning, they would be ideal 
to assist the mission in providing tho TA to train MOH personnel [in provision of long-lasting methods]. 
JHPIEGO a d d  also assist the private voluntary family planning organizations improve their capcity to 
deliver long lasting melhods [interval voluntary surgical contraception services] through training and technical 
assistance. 

JWIEGO has performed extremely well over the past six years. They were responsible for the design 
and implementation of the landmark rationale for high risk surgical contraception. The development of this 
concept and its acceptance by the GOP and MOH is key to USAIDPeru's population sector strategy which 
includes as m e  of its priorities an increase in the availability of long k i n g  contraceptive methods to meet 



the demand for thsoe services, Were I t  not for this higlh risk rationale It would be extremely difficult to carry 
on surgical contraception In Peru, 

Selection of participants for training (for the public sector] was based on a needs assessment for each 
region, Those most requiring training and in a position to u r ~  training were given highest priority with a flnal 
goal of training all health work?rs Involved in offering family planning services, It Is difficult to determine 
how many of those trained remain In the public sector. However, based on field obrervations, mission believes 
that most of those trained contlnue to offer family planning services, The training materials were adequate 
and the local and visiting staff conrcientious in their supervirion durlng the life of the project. 

In the last four years JHPIEOO has been very effective in tracklng/monltorlng project activities. 
JHPIEOO staff are competent and responsive to mission and country needs, 

Some delays were experienced in achieving programmed activities and results but the delays were 
related to the MOH's inability to fulfill its administrativc/management responsibilities under the project not 
to any weaknesses observed in JHPIEOO's performance. 

JHPIEGO's continued work in Peru L essential to assist the mission in carrying out its population 
sector strategy, specifically in the training of all levels of personnel in long lasting family planning mathods, 



Asia 

Fiiimapua New Guinea 

J W I E G O  in our experience has been one of the most helpful and constructive cooperative agencies 
of those working in the South Pacific. It has responded with initiative, flexibility and ingenuity in the past to 
programming needs of the region and has produced excellent well targeted projects that have been well 
accepted and highly praised by the health departments of the region. Initially focusing its programs om Fiji 
in the mid 1960s' it identified the need for regional training and with full mission support and concurrence, 
followed up with an excellently conceived project that identified promising local clinicians, both physicians and 
nurses, provided them complementary education to strengthen their skills and developed them into strong field 
resources for family planning training in Fiji and neighboring countries. Unfortunately, this promising effort 
had to be discontinued after the coup in Fiji despite its strong regional component. 

Subseq~ently JHPIEGO was invited to focus its attention on Papua New Guinea (PNG), the largest 
country in the region and one with minimal family planning activities at that time (contraceptive prevalence 
in PNG was estimated at 3-5 percent). JHPIEGO implemented a number of carefully planned and well 
targeted activities that developed experience and credibilily in PNG. 

JHPIEGO's planning process has been systematic, collaborative and thorough, building on their 
previous regional and in-country experiences, closely examining the available data, and involving host country 
counterparts in both design and implementation. Additionally, it networb closelywith other A.I.D. supported 
projects and international donors and collaborates/coordi,tlates with them where possible and appropriate. 

Implementation of recent JHPIEGO projects has been smooth and without major problems. 
JHPIEGO reliance on buy-ins has, however, limited utilization of JHPIEGO to the extent we would have 
desired,  give^ its experience, capability and track record. 

JHPIEGO's evaluations, despite being in-house in the South Pacific, have been straightforward and 
candid. In one case, the evaluation revealed the ongoing activity as premature and unlikely to have much 
effect, despite having initially appeared to both JHPIEGO and RDD/SP as being well targeted. JHPIEGO, 
in close collaboration with government, intensively reviewed the activity and modified it based on the finding. 
The subsequent activity was carefuily crafted and seems likely to have a major impact. JHPIEGO, quite 
appropriately and professionally, uses evaluations as a management tool to improve the effectiveness of 
implementation. 

Although JHPIEGO's role in the Indonesian program has been relatively limited over the past four 
years, the subject cooperative agreement has provided some valued and timely technical and training inputs. 
JHPIEGO's contributions have been important in meeting specific needs of the National Family Planning 
Program and the Mission Bilateral Project, and have been coordinated with AVSC, which has had a broader 
role during the agreement period. We also have perceived a welcome new JHPIEGO emphasis, led by [the 
project director] ... on se~vice quality, prevention of complications and infection, in addition to the usual 
clinical training emphasis. This has complemented our mission stress on quality assurance. 

Examples of JEBIEGO contributions in the past four years include 1) infertility center needs 
assessment [which] identified a number of issues related to VSC on service quality and patient follow-up; 
prevention of infection and other complications; appropriate use of anesthesia etc; and 2) training of staff and 
technical assistance to repair and maintenance (RAM) centers. 

Given that JHPIEGO's contributions in Indonesia have primarily been short-term technical assistance, 
our experience with their project planning, implementation and evaluation capabilities are limited. We have 



generally found the JHPIEGO staff responsive and the planning implementation skills we have seen seem 
solid. 

On the other hand the number of JHPIEGO staff is small and their availability is limited, and not 
always at the time desired. Therefore, their capability to maintain inputs and follow through has been less 
than ideal. For example, although JHPIEGO staff agreed to coordinate development of a Norplant strategy 
herc, they still have been unable to set dates for the follow-up work needed. We would recommend expansion 
of their staff if demand warrants it. 

Overall, [we] look forward to continued availability of PHPIEGO resources. 

According to the Thailand Demographic and Health Survey (TDHS) of 1987, the leading contraceptive 
method currently used by married women is female sterilization. This is believed to be still true in 1991. 
JHPIEGO programs in reproductive health training, counseling, and support for the repair and maintenance 
center for laparascopic equipment will no doubt contribute to sustaining this nighly cost effective method [and] 
in sustaining the long standing Thai-US collaboration in family planning and In fostering the professional 
relationships between Thai and U.S. institutions in Human Resources Development. 

The outstanding strength of the JHPIEGO project is that JHPIEGO staff members work closely with 
recipient institutes in designing and planning activities. JHPIEGO experts also monitor the project during 
implementation and provide very valuable to the JHPIEGO evaluation process have been conducted by very 
capable persons. 

Tunisia 

The Tunisian National Office of the Family Population (ONFP) is very interested in continuing and 
expanding its collaboration with JHPIEGO. Particular areas of interest are to develop new international 
training activities such as the training of trainers supervisors; the preparation of a practical training guide and 
a reference manual for training centers; and reinforce[ment of] family planning training for mid-wives and 
physicians. 

Since the main JHPIEGO person sent to Tunis has considerable experience here, this has enabled 
easier contacts based on familiarity with the Tunisian family planning program, plus this person has experience 
with the fields of the required practical training. I 

JHPIEGO not particularly great at managing [illegible ... cites some delays in equipment and supply 
shipments]. It would be advisable to send at least a month before the start of the seminar, the list of 
participants, their passports numbers (visas), any appropriate documentation and more importantly the 
practical training evaluation forms. 

Overall, the ONFP and the mission have been pleased with JHPIEGO's performance. 

A number of constraints were faced in the implementation phases of JHPIEGO's projects; a major 
cause of these constraints was due to the rapid turnover of MOH's top level managers. We suggest JHPIEGO 
consider closer follow-up of ongoing projects to overcome such problems. 

Embassy recommends JHPIEGO conduct an overall evaluation of its past and current activities in 
Turkey. This agency has been working in the country for several years and has initiated six subprojects in 



collaboration with MOH since 1988. We believe that an in-depth evaluation will csntribute significantly to 
the future dimensions of activities. 
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Appendix N 

PROGRAM MANDATE AND STRATEGIES 

1. Stratem4Micatioa JHPIEGC) should engage in a 'strategychrification" atercise to develop a set of 
strategies for working toward program objedives in the most cost-effeaive ways JHPIEGO should analyze 
its experience to extract lessons learned, but it should also look beyond its own experience to examine afresh .. 
evolving needs and possible new solutions. For each major program area, JHPIEGB should prduce a short i 

working paper in which the strategy, as well as pending issues, are set forth. Strategies developed should 
center on principles and processes that emphasize the importance of working from individual country needs; 
approaches should not be superimposed on countries. The deputy director for program management (to be 
appointed) should lead this exercise. 

Recommendations to the Office of Population: 

2. CA mandates. The Office of Population should not try to define mandates so narnrevfy as would be 
necessary to prevent all overlap. Nor should it prescribe roles so narrow that JHPIEGO and other CAs would 
be prevented from working with organizations with which they have long-term relationships and a natural 
entree. Finally, ALD. should not assume that having on& one trainiag project, or one training CA, would 
be a good situation, even though this would minimize issues of overlapping mandates. 

3. CA sharinp of trainia~ e x m t k .  The Office of Population should find effedive ways to W t a t e  sharing 
of arperiise among its training CAs. The following are appropriate topics: counseling; improving clinic 
management; clients' perspective regarding quality of service; IUD insertion, management and removal; 
infection prevention; management of genital tract int'ections in family planning service sexing; curriculum 
development; development of effective simple training aids, natural family planning; management of family 
planning senrice delivery systzms; family planning commodities. management; supervision; and competency-bas- 
ed training and evaluation. 

TRAINING MATERIALS AND METHODS 

1. Revision of manuals JHPIEGO shodd continue to subject its current training manuals to the procss of 
assessment, revision, field-testing, and revision. Some changes are recommended below; others have been 
suggested in the text. 

Training and reference manuals should describe acceptable alternatives to ideal practices whenever 
possible in order to make it as easy as possible for developing country institutions to use them. 

Documents that seek to establish standards should attempt to motivate compliance with those standards 
by explaining clearly why each recommendation is necessary. 

JHPIEGO (and other CAs) should include names of authors andlor contributors on the inside cover 
of a manual. To minimize inter-organizational resentment when adapting materials developed by another 
organization, names of the original authors should be retained as pan of the credit given the organization 
whose material is adapted. 

'~ecommendations in boldface arc the principal recommendatims in this report. 



2. Counseline. qualitv control and clinic management JHPIEGO should srpand its attention beyond the 
technical aspects of the physical care of individual clients and give more emphasis to training in counseling, 
quality control and clinic management Where possible, it should incorporate materials already developed by 
others (with proper attribution) or  collcborate with Cas specialized in these areas. 

3. IUD trainiog. JHPIEGO should rontinue to play its key role in reviving the IUD and promoting its 
widespread adlability and acceptability. It should clarify lessons it has learned in the process of standardizing 
IUD training and services and use these for advancement of other contraceptive methods such as Norplant. 
Results from the Thai study (which documented IUD insertion competency after only a few insertions in actual 
clients by trainees who had used anatomic models for acquisition of initial skills) should be published, the 
study repeated elsewhere and, if results are similarly positive, incorporated into new standards for IUD 
training. 

4. GTI management and infection prevention. JHPIEGO should continue its work in infection prevention 
a ~ d  the management of genital tract infections in hmily planniog s e ~ c e  setting. Further work is needed on 
the issue in the Infection Prevention manual of soaking in bleach. If the standard is found to be absolutely 
necessary, the manual should be revised to communicate the need so effectively that it will be followed. 

5. General trainiav sLills JHPIEGO should develop greater clarity and competence regarding the general 
training skills needed to design and implement a training program It should finish, circulate, and field test 
the draft manual which has long been under development. 

6. Distribution of teachinv aids. JHPIEGO should assess the need and demand for the training products it 
has already developed (manuals, slide sets, videos, and anatomic models) and make a plan to produce and 
distribute kqe  enough quantifies of these materials to meet the need for them in a far more comprehensive 
way. Plans for low-cost publication of the Infection Prevention manual should be pursued. 

7. Audio-visual materials. JHPIEGO should produce more slide sets and videos to use in training. (Slides 
would be a good adjunct to training materials related to differential diagnosis of cervical abnormalities.) 
JHPIEGO should get technical input from Johns Hopkins' Population Communication Services Project in this 
area. 

8. Evaluation of the cervix. JHPIEGO should study the issue of cervical ectopy and decide how to advisa 
clinicians in developing countries to  proceed when they encounter a client with red, inflamed-appearing tissue 
surrounding the cervical os but no other signs and symptoms of vaginitis and/or cervicitis. JHPIEGO should 
seek help from outside experts to decide this. It should then revise its IUD and GTI training materials to 
incorporate this advice. 

9. Screenine for cervical cancer. The u;ie of pap smears as a mass screening method for pre-cancerous 
conditions of the cervix is beyond the capacity of most developing countries. JHPlEGO should evaluate, by 
clinical research or pilot project(s), the value of gross inspection in the early diagnosis of cancer of the cervix. 
Subsequently, if proven advantageous, gross screening of the cervix for suspected cancerous lesions can be 
added to the GTI manual. 

10. Emer~encv treatment of septic and incomvlete abortion. JHPIEGO should prepare a training module 
for the emergency treatment of septic and incomplete abortion. Wherever possible, this clinical training 
should be planned and carried out in conjunction with activities (including those sponsored by other 
organizations) to provide post-abortion contraceptive counseling and se~vices. 

11. National family vlannin~ s e ~ k e  guidelines. A set of agreed-upon and appropriate standards of Emily 
planning clinical practice must exist to serve as the basis for all clinical work, both in the classroom and in 
the family planning clinic. If guidelines don't exist, they should be developed. 



12. OPTEL (PC teleconferencing). JHPIEGO should try to find an appropriate cost-effective use for its 
OPTEL installation in Cairo. JHPIEGO should continue to share the teleconferencing facilities of the 
University of the West Indies and use evaluations from this system to assess its value. OPTEX should aot be 
extended to other countries until the nselhrlness and cost-effrectiveness of this cunently eapnsive 
communications method is evaluated more completely. OPTEL should be installed in additional countries 
only when it can be demonstrated to have an important role in a larger, clearly articulated strategy in the 
proposed country. Ideally, this should be not only a JHPIEGO strategy but a country strategy. 

PRESERVICE EDUCATION: IN-ONALIZING FAMILY PLANNING EDUCA'ITON IN 
MEDICAL. NURSING. AMD MIDWIFERY SCHOOLS 

1. Need for dear strategy. JHPIEGO should articulate a Strategy for Institutionalizing Reproductive Health 
and Family Planning in Medical, Nursing, and Midwifery Schools' This should be a "working paper" based 
on lessons learned and related analysis; many statements may need to be viewed as hypotheses and subjected 
to objective validation. The working paper should be revised as JHPIEGO's understanding grows of what 
works best. Ps with all JHPIEGO's standardization work, this should embody adaptation of a general 
approach to local circumstances; a strategy does not mean "cookie-cutter" imposition of a single model. 

2. FamW vlaanin~ basic knowledpe for all health ~rofessionals. Ultimately, in all countries baric fami3, 
phnnbg and q m h d i v e  ha&h urn knowkdge and va&m should be part of the p re - se~ce  curricula for all 
medical, nursing, and midwifery students. Inclusion of dinicol training should be determined on a country-by- 
country basis in a m r d  with provider roles in the country's family planning services. 

3. set tin^ priorities: Choice of schools. JHPIEGO should try to influence all schools of a category (e.g., 
medical, midwifery) in a country. In countries without a uniform curriculum (which is the majority), 
JHPIEGO should work with leading schools able to influence others. Alternatively, or in addition, JHPIEGO 
should work with the organizations which accredit the schools (as it is doing with the Philippine midwifery 
schools) o r  with the organization which controls the national licensing or certification examination, where such 
exists. JHPIEGO should give priority to schools whose graduates are most likely to fill positions that require 
the ability to  provide family planning services. This will vary from country to country, but is more likely to 
include midwives and less likely to include nurses. 

4. mAcademic skillsm. JHPIEGO should provide *academic slrillsm training only under certain conditions. It 
should evaluate its experience to determine whether, and when and how, academic skillsg tmi&g is cost- 
effective. A basic criterion should usually be that faculty members to whom "academic skills" are taught should 
each have a high proportion of students going on directly to work in family planning. 

5. External advice on core knowled~e and com~etencies. JHPIEGO should bring nursin~dwifery/physician 
educators, clinicians and service administrators together to identify 'core knowledge' and 'core competencies' 
that graduates of preserviae programs should have. Pre-service curricula should be based on a clear 
understanding of the roles, functions and tasks for which the students are being trained and the level of 
competence expected of new graduates. Tutors in pre-service educational programs need to understand the 
demands of the jobs their graduates will fill. Prototypic curricula for nurses, midwives, and physicians will all 
be different. 

6. Preenice education of doctors. JHPIEGO should prepare a prototypic curriculum for medical students 
in their prectinical years. This should be done in conjunction with external advisors. Like all prototype 
materials, this would need to be adapted or  used in each country through a process that instills a sense of 
ownership among the local coimterparts. Prototypic family planning modules for medical students should 
include: rationale and indications for family planning; contraceptive methods; advice giving; gender 
sensitization; and introduction to clinical skills (IUD and Norplant insertion and removal, male and female 
sterilization). 



7. Clinical preceptors. JHPIEGO should continue to explore training and use of clinical preceptors to 
mentor and supervise s t~dents  (i.e., courses that do not center on classroom teaching but emphasize 
"coachu-type methods, management of a clinical practicum, and assessment of clinical skills). 

8. Nursine and midwiferv education JHPIEGO should consider midwifery education separately from nursing. 
Relatively few nurses fill jobs which require clinical family planning service delivery skills. In contrast, most 
midwives are directly involved in providing basic reproductive health care to women. Thus, in most countries 
it is desirable for midwives to become competent family planning senrice providers during their pre-service 
training. For pre-senrice training intended to provide family planning service competency, it may be 
worthwhile to try to improve the faculty members' training skills. However, it is probably not cost-effective 
for JHPIEGO to invest time and resources trying to improve the teaching methods of nursing school teachers. 

9. PreseNice education of nurses. Efforts to improve the family planning content of pre-service nursing 
education and training should be directed to: 

- Providing accurate information about the effectiveness and mode of action of all traditional and modern 
methods of family planning used in the country; 

- Providing accurate information about the laws and rules which regulatz family planing service delivery 
in the country; 

- Developing positive attitudes about family planning and its contribution to the health of women and 
children and the well-being of families and society; 

- Daveloping competency in communication and counseling skills; 

- Giving students some experience in counseling and/or client education regarding family planning, and 

- Exposing students to positive models of nurses playing roles in the delivery of family plaming services. 

10. Pre-se~ce education and traininp of midwives. JHPIEGO's mandate concerning preservice education 
should explicitly include midwives. JHPIEGO should develop prototypic curricula in accord with principles 
recommended above. 

11. Pharmacists. JHPIEWs mandate for p r e - s e ~ ~ c e  education should be expanded to include pharmacists 
During their pre-service training, pharmacists should be given information about family planning as well as 
learning experiences to help them develop pro-family planning values and IEC skills. 

12. General. Support to include or strengthen family planning in the pre-service education of health workers 
who will not be providing family planning s e ~ c e s  should be limited to curriculum development and provision 
of carefully-selected teaching aids (e.g., videos, slide sets). A limited amount of training in effective teaching 
methods might be provided as an adjunct to curriculum development. 

INSERVICE TRAINING OF DOCIORS. NURSES. AND MIDWIVES 

1. Needs assessment. In-service training should be based on  objective data regarding the pre-service training, 
numbers, roles and general performance of the various categories of heal& professionals and other workers 
who might participate in the provision of contraception. It should also focus on strengths and weaknesses of 
current hmily planning service systems, including evidence of safety or lack of safety and evidence of 
effectiveness (i.e., wntraceptive prevalence and method-specific continuation rates). 



2, 'Ikainirav of Trainers. JHPIEGQ should develop a cansensm asregarding who should be maritcd nnA 
dcvcloped as trainen. This should explore whether it is better to: 

- start with a proficient clinician and try to add training skills, or 

- start with training proficiency (a good teacher) and provide technical inputs regarding the technical 
subject, or 

- train a proficient trainer to teach the didactic aspects and use proficient clinicians as clinical preceptors 
(is., to supervise, teach, and mentor trainees during their clinical learning experience). 

JHPIEGO should consider a strategy to develop as trainers selected supervisors of family planning and primary 
hedth a r e  s e ~ c e  providers (perhaps in combination with clinical preceptors). 

3. Waster miners.' JHPIEGO should reach mrrsensus (at least prelimitmy) on what needs do be included 
in the Prainiag of trainers of WEiaES and of master trainera 

- JHPEtiO should develop a definition of "master trainer." This should address the foilowing questions: 
Does a master trainer need to be able to train clinicians, train other trainers (i.e., TOT), conduct training 
needs assessments, and develop cumcula to address newly identified training needs? Does a person who 
is able to train clinicians and other trainers but does not have curriculum development skills qualify as a 
"master trainer"? 

- JHPIEGO might consider a middle position with regard to the question of whether all master trainers 
should have cumculum development skills: namely, that a select few but not all of the trainers in each 
institution should be given these skills. This would permit institutionalizing a training capability without 
overburdening the training program for master trainers. 

4. Streamlinine! to im~rave etticiencv of traiaiog. JHPIEGO should refine its thinking about and develop 
clearer strategies for "removing inefficienciesw in-service training. This should be linked to impraved needs 
assessment and country strategies. 

5. Trainion in Baltimore In general, people should be trained as close to their own work environments as 
possible. An exception might be when training them at a distant site can expose them to family planning 
senrice delivery or training models that are not available in their own countries. 

6. RegionaViatemational traininp centers JHPXEGO should cany oat a sgstematic assessment of the 
strengths, weaknesses, dfsthmess and impact of its elerorts with the regionat (international) training oenters 
it helps to support and base future activities on this analysis. Activities JHPIEGO seeks to undertake with 
these centers should be coordinated with country strategies and concurred in by the local USAID mission. 
A designation such as "JHPIEGO-Affiliated Training Centerw should be used in place of "JHPIEGO Training 
Center." 

7. Inae~ce  train in^ of ~bvsicians. In developing new in-service activities, JHPIEGO should look for 
government or major private sector initiatives to increase use of a particular contraceptive method, understand 
through needs assessment which providers can have the greatest impact with regard to the method, and plan 
training as part of a strategy aimed at a countrywide impact. 

9. M n e e  selection and foUow-up. For any mutses it presents or  supports, JHPIEGO should have good 
criteria for trainee selection, i.e., criteria that relate training directly to sentice delivery or country strategies, 
and sxlc to accept only trainees who meet these criteria. (These criteria might be included in each training 
package.) JHPIEGO should try to develop some practicai strategies for it and host-country training 
institutions to use to address "trainee follow-up" issues. 
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10. Institutionalizathu of insemice traini= JHPIEGO should develop a strategy for institutionalization of 
in-sc~ce training (iucluding host-country management s f  in-se~oe training). It should analyze its experience 
to date with activities aimed at institutionalizing in-service capabilities. It should consider developing a clear 
"two-trackn strategy -- "direct" training plus parallel systematic efforts at institutionalization. 

MANAGEMENT m U C W R E  PROCESSES, AN3 ISSUES 

1. StaBtin~ and management develo~ment The project director should not be obliged to change his modus 
operandi or  to reduce the amount of time he spends in the field. However, them must be a deputy director 
with authority to make dedsions in his absence. If the two new deputy director positions are appropriately 
filled, this strengthening at the top level may prove a good formula for success. Follow-through of these plans 
must be monitored. 

2. Relationship to Johns Ho~ldns University 

a) Scientific Advisory Committee (SAC). JHPIEGO should develop a strategy to add to the SAC a group 
(or sub-groups) of technical experts knowledgeable in aspects of family planning education, training, and 
service delivery who can augment JHPIEGO's own staff in needed areas. This would require adding persons 
from outside Johns Hopkins University. Serious consideration should be given to including representation 
from the Center for Communication Programs on the SAC. 

b) Restructuring of the Board of Trustees should take place in concert with plans to bring additional 
a technical expertise onto the SAC. International family planning experts should be chosen with great care. 

They should be in agreement with JHPIEGO's new directions and ideally should come from a major BIG 
country. 

3. Use of Host Countrv Personnel. 

a) P r ~ i W ~ a n t r v  directors. JHPIEGO should examine each of its country programs in which there are 
two or more Project Directors, and in close consultation with the respective USAID mission, discuss the 
possibility of placing or hiring an in-country ~eprv,mtativ~,. The decision should be based on the need to 
facilitate coordination between JHPIEGO projects, the need to identify and remove medical or legal barriers 
to contraceptive use, and to focus the JHPIEGO country program and ensure that it complements the USAID 
country strategy. 

b) JHPIEGO should articulate a development-oriented philosophy as a guiding principle for its work and 
then develop an approach as to how to implement this in its activities. This would be an appropriate follow- 
on to the organization development work JHPIEGO has undertaken during 1991. 

c) JHPIEGO should look beyond the upper academic levels to identi0 younger, rising professionals who 
could broaden JHPIEGO's base of activities and help expand country commitment to improving reproductive 
health care. 

d) JHPIEGO should consider some strategy for bringing together developing country experts who can 
infuse the organization with greater developing country input and perspective. Something along the lines of 
the earlier International Advisory Council (IAC) might be the answer. 

4. Conntrv or Revional Re~resentatives/Advisor~. JHPIEGO should consider, in mnsultation with local 
USAlD missions, whether its impact could be inaeased by placing representatives in s-c countria. ALD. 
should not force a country advisor or regional representative structure on JHPIEGO. If persons are to be 
hired for these positions, it is essential they have the appropriate combination of skills. 



IMPACT AND EVALUATION 

1. ALD. and JHPXEGO need to develop new hdicators for project eff-ness and impact (beyond simple 
6gnrles such as 'Inumbers of mumsm o r  'numbers of people trained'). Expected program outputs should be 
phrased not only in terms of quantities; achievements must have qualitative measures as well. 

2. JWPIEGO's Monitoring and Evaluation staff should have a major role in helping set priorities and 
articulate strategies for JHPIEG<Ys program and its various oomponents. Design and evaluation should go 
hand in hand. An immediate task for the office should be to finalize its preliminary framework for evaluation 
and begin pulling together data and descriptions in a way that facilitates program decision-making. 

RECQMMENDATIONS FROM APPENDi,m 

1. JHPIEGO and the IUD: JHPIEGO should continue to play its key role in reviving the IUD and 
promoting its widespread availability and acceptabdity. It should clarify lessons it has learned in the process 
of standardizing IUD training and services and use these for advancement of other contraceptive methods such 
as Norplant. 

2. A paper which reports results from the Thai study (which documented IUD insertion competency after only 
a few insertions in actual clients by trainees who had used anatomic models for acquisition of initial skills) 
should be submitted to The Lancet or another highly respected and widely distributed medical journal. In the 
meantime, JHPIEGO and its Thai colleagues should present results of that study to WHO and ask WHO to 
collaborate in a study which attempts to replicate the Thai findings elsewhere. If findings prove similar, 
JHPIEGO should ask WHO to revise its IUD insertion training standards and methods. 

3. JHPIEGO should encourage its physician director to continue his interest in applying the model described 
above and align his administrative and other responsibilities to permit his "hands on" involvement with 
programs in the field so they may continue to evolve and improve. 

4. Familv olanninr auidelines or  standards. A set of agreed-upon and appropriate standards of family planning 
clinical practice ("practice guidelines" or  "national family planning service guidelines") must exist to sene  as 
the basis for all clinical work, both in the classroom and in the family planning clinic. Implemented properly, 
national standards can link training to service delivery and increase contraceptive prevalunce. If guidelines 
don't exist, they should be developed. 

5. Concerninp me-setvice nursine education in eeneral: 

a) In countries where all nursing schools follow a standard cumculum, it is important and cost-effective to 
direct efforts at strengthening the reproductive healtwfamily planning content of the pre-service nursing 
cumculum through cumculum revision augmented by the development of complete and detailed lesson plans. 
In most countries, the appropriate objectives of such efforts should be: 

o To develop positive attitudes about family planning and its contribution to the health of women and 
children and the well-being of families and society; 

o To provide accurate information about the effectiveness and mode of.action of all traditional and 
modem methods of family planning used in the country; 

o To provide accurate information about the laws and rules which regulate family planning service 
delivery in the country; 



o To expose students to positive models of nurses playing roles in family planning service delivery. 

b) Competence in the provision of family planning services should rarely be an objective of t!!e pre-service 
education of nurses. 

6. Reeardine JHPIEGO pre-service efforts in the Phili~~ines: 

a) JHPIEGO and the W P C N  should postpone or abandon plans to develop family planning clinical skills 
electives in nursing colleges. Graduates who want to have a career in family planning can take the DOH 
in-service comprehensive family planning course. 

b) JHPIEGO should not direct additional resources toward improving teaching skills of faculty members of 
the Philippine nursing colleges, except through the development of additional detailed lesson plans. 

7. Countw training strategies. The training strategy for each country should be based on systematic, objective 
information (data) about: (1) the pre-service training, numbers, roles and general performance of the various 
categories of health professionals and other workers who might play roles in the provision of contraception; 
and (2) strengths and weaknesses of existing family planning service delivery systems, including evidence of 
safety or lack of safety and evidence of effectiveness (such as contraceptive prevalence and method-specific 
continuation rates). 


