
AGENCY PR" INTIANATIONAL DEVELOPMENT FOR AID USE ONLY 
WASHINGTON. D. C, tols 

BIBLIOGRAPHIC INPUT MHET A ~ 
SA, PNI#AAN-

,. SUBJECT Ha11 iO-00O0 
ate Medcafor nd NCO wns 


f.LASSI. i. so rripinAPYFICAION 

Healb education and manpower
report on c ln cal contraceptive training for nurse-midwives,Downstate Medical
 2A TTIAN UTt 

Center,State University of New York
 

J. AUTHORIS) 

MinklerD.H.; Mann,R.J.
 

~CUMENTO DATE 5. NUMBER OF PAGES 6. ARC NUMBER9

7. REFERENCE ORGANIZATION NAME AND ADDFESS 

APHA
 

6. SUPPLEMENTARY NOTES (SponsoringOrtgnixation, Publishers. Availability) 

S. ABSTRACT 

[i 

10. COAITROL NUMBE R I1. PRICE OF DOCUMENT 

13. PROJECT NUMBER12. DESCRIPTORS 

Contraceptives Nurses 
Family planrAing Personnel development ,. CONTRACT NUMBER 
Medical education AID/pha-C-1100 GTS 
Medical personnel 15. TYPE OF DOCUMENT 

AID fl01 (4-74) 



A REPORT ON 
CLINICAL CONTRACEPTIVE TRAINING
 

FOR NURSE-MIDWIVES 
DOWNSTATE MEDICAL CENTER
 

STATE UNIVERSITY OF NEW YORK 

A Report Prepared By: 

DONALD H. MINKLER, M.D., M.P.H.
 

ROSEMARY J. MANN, C.N.M.
 

During The Period:
 

AUGUST 11 THROUGH OCTOBER 19, 1975
 

Published By The
 

AMERICAN PUBLIC HEALTH ASSOCIATION
 

In Agreement With The:
 

U.S. AGENCY FOR INTERNATIONAL DEVELOPMENT 

AUTHORI ZATION 
AID/pha/C-1100&7
 
Ltr: PHA/POP 7/25/75
 
APHA Assign. No. 1100-014
 



CONTENT
 

Page
 

INTRODUCTION ......... , . . . . . . . . 1
 

1. 	DOWNSTATE MEDICAL CENTER. ..... . . . . . . . 4
 

I. 	TRAINING OF PARAMEDICALS IN THAILAND . . . . . . 14
 

II. TRAINING OF PARAMEDICALS IN PHILIPPINES. .. 20
 

IV. TRAINING CENTERS IN KENYA AND MEXICO . . . . . . 29
 

V. SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS . . . 34
 

APPENDICES: 

A. 	Sample Curriculum: 1975 Downstate ?edical
 
Center Training Course for Nurse/Midwives. . . . 39
 

B. 	Synopsis of Pathfinder Fund Follow up
 
Study of Downstate Trainees. . . . . . . . . . . 42-


C. 	 Draft of "Critical Performance Indicators"
 
for Philippine Training Program. . . . . . . . . 47
 

D. 	 Draft of 1975 Subagreement between USAID, 
HEDA, and POPCOM (Philippines) . . . . . . . . . 48
 

E. 	Copy of Evaluation of Thailand Pilot Project
 
(N. Wright, Population Council) ......... 	 63
 

2.
 



A REPORT ON
 
CLINICAL CONTRACEPTIVE TRAINING FOR NURSE-MIDWIVES
 

BY THE
 
DOWNTOWN MEDICAL CENTER, STATE UNIVERSITY OF NEW YORK
 

Introduction
 

In February 1971 Downstate Medical Center, State University

of New York, was approved for project Clinical Contraceptive

Training for Nurse-Midwives (NM) 931-11-570-918. The
 
program goal for this project was the development of more
 
adequate multi-purpose institutions and trained manpower
 
for support of LDC population programs. The objective
 
was to stimulate LDC governments, institutions, and medical
 
establishments to identify and train existing auxiliary

personnel in family planning theory and techniques, and to
 
utilize paramedicals to expand family planning services.
 
The project design included the establishment of agree
ments with LDC countries interested in expanding family

planning services for the identification and selection
 
of nurse-midwives/midwives who would be trained in contra
ceptive services at Downstate Medical Center. Upon

returning to their home countries they would provide

contraceptive services and form a core of trainers to
 
implement in-country training of auxiliaries. The
 
program would thus achieve a "multiplier" effect.
 

Beyond the initial training of selected nurse-midwives,
 
Downstate Medical Center agreed to:
 

1. 	Provide technical assistance to establish pilot
 
programs in family planning clinical training in up
 
to ten selected nurse-midwife training institutions
 
located overseas.
 

2. 	Supply the resources needed to support and expand
 
nurse-midwifery training in family planning at the
 
Downstate Medical Center in Brooklyn, which functions
 
as the intermediate institution from which technical
 
assistance is supplied to the overseas programs and
 
at which the instructional staffs for these programs
 
are trained.
 

3. 	Facilitate the process of training other nurse-midwives
 
who will provide service and training at LDC institu
tions by means of the expanded training capacity in
 
family planning for those paramedicals trained at the
 
Downstate Medical Center.
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The Downstate program projected the training of about
 
250 foreign nurse-midwives in New York during the five
 
years of the project and the training of about 2500 nurse
midwives/midwives in the overueas programs to be assisted.
 

Downstate Medical Center, with its associated basic train
ing program for American nurse-midwives, has long estab
lished that nurse-midwives can deliver contraceptive care
 
safely and at a performance level satisfactorily compar
able to that of the physician. A family planning clinic
 
which conducts upwards of 7,000 clinic visits per year
 
has been fully staffed by nurse-midwives who are the primary
 
contact for the acceptors, using physicians as consultants
 
for problem cases. This clinic serves as the training
 
facility for the LDC participants. The trainees are
 
assigned to instructors at a ratio of tvn trainees to
 
one trainer. The curriculum until recently consisted of
 
a twelve-week couirse containing didactic sessions on
 
family planning theory and practice, clinic management,

and supervised clinical experience. Since early 1975 the 
course has been shortened to nine weeks, including one
 
week of field observation at Frontier Nursing Service,
 
Kentucky,
 

Purpose and Scope 

This report seeks to assess the output of the Down
.state training program to date and to make constructive 
recommendations for continuing AID activity in the field
 
of paramedical training. In the effort to determine the
 
degree to which the goals of the fiva-year project have
 
been achieved, a consultant team concisting of Donald H.
 
Minkler, MD, MPH, an Obstetrician-Gynecologist with experi
ence in LDC family planning programs, and Miss Rosemary

Mann, a Certified Nurse-Midwife with experience in nurse
 
training, were recruited. The team has based its report

on: (1) a visit to AID/W for briefing and review of 
relevant documents (see Appendix ), (2) two visits to 
the Downtown Medical Center, Brooklyn, for direct observation 
of training in progress and interviews with the staff,
 
(3) site visits to two countries (Thailand and Philippines)

where training programs using Downstate trainees as trainers

have been established, and (4) a review of the reports
of additional LDC training programs established by the 
Project.
 

Wherever possible, the consultants attempted to base 
interpretations of goal achievement on quantitative data.
In addition, anecdotal material, impressions gleaned
from on-site encounters, and clinical experience relevant 
to project outputs will be cited. 
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The review included the following itinerary:
 

8-11-75 Visit to Downstate Medical Center

8-12-75 Briefing and Conferences, AID/W

8-31-75 
 Begin site visits in Thailand

9- 4-75 
 Begin site visits in Philippines


10-13-75 
 Second visit to Downstate Medical Center
10-19-75 San FrancLsco conference and report

preparation by consultant team
 



I. DOWNSTATE MEDICAL CENTER 

A. 	Stafflng.
 

It was the intent of the project at the outset to 
expand the core staff to accommodate an eventual 
doubling of the number of trainees to twenty per 
course. This has not proved feasible despite a
 
doubling of the Downstate clinic caseload since
 
the onset of the project. Based on evperience to
 
date, increasing the number of trainees per year

has been accommodated more by increasing the number
 
of courses per year than by adding trainees per
 
course, and more recently by shortening the course
 
duration from 12 to nine weeks. This has permitted

continuation of the desired ratio of trainees to
 
trainer (2:1) without appreciable modification of
 
the 	core staff.
 

An examination of the accounting of salaries paid and
 
proportion of work allocated to this project reveals
 
that:
 

1. 	 The number of nurse-midwife trainers has 
increased from three (before AID funding) to 
five (after AID funding). 

2. 	The number of physicians available to the program
has increased by one full-time position, bringing
the total to two full-time and two part-time 
positions. 

3. 	The number of clerical workers and supporting
staff has increased to five with the addition of 
one secretary who handles all of the paper work 
for the program as well as the travel arrange
ments and scheduling for the students.
 

4. 	Overseas evaluation and screening trips have 
increased to meet the projected "three to four 
man-years of service." The staff now makes at 
least one 3-4 week trip each year to screen 
potential appLicants and foscer in-country commit
ment to the training program. In addition, four 
nurse-midwife trainers have spent extended
 
periods of time overseas (1-3 months) in Thailand,

Zaire, Kenya, Senegal, and Mexico, establishing

and implementing in-country training programs.
Shorter trips are also made by the physician staff 
for 	the purpose of consultation and evaluations.
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These include visits to Mexico, Africa, the
Philippines, and South America. 
One midwife
remained in-country for 15 months implementing

training programs and evaluating progress.
 

The 	following observations are offered as evidence of
achievement of the project purposes in regard to

staffing of the Downstate program:
 

1. 	The continuity of leadership of the program, with

Dr. Schuyler Kohl as Director and Mrs. Elaine
Pendleton as the Senior nurse-midwife, has lent
valuable experience to the evolution of the
present curriculum and has added to the stature

of the program in the eyes of the various LDC
 
officials consulted.
 

2. 
The 	staff of the family planning program has
been maintained in the face of "hiring freezes"
by the City of New York and the State University

of New York. 
This is, of course, because of the
federal source of funding for the program. However, state and city frozen funds do influence the
number of support persons and supplies available
to the program. It is evident that, due to the
current financial situation in Newq York, any
expansion of staff and/or support services would

have to be based on federal funding.
 

Members of the Downstate Faculty consulted during the

initial team visit included:
 

Dr. Schuyler Kohl
 
Dr. Donald Helbig

Mrs. Elaine Pendelton
 
Dr. Theodore Grundfast
 
Dr. Gwen Gentile
 
Ms. Thelma Grant
 
Nurse-midwife preceptors
 

B. 	Instructor-student ratio.
 

Adherence to the ratio of two students to each
trainer has been maintained. This ratio has proved
optimal, on the basis of clinical experience, in
order to insure direct supervision of patient examinations and technical procedures. It is compatible
with efficiency of clinic operation and permits
monitoring of the congruence of examination findings
between student and trainer. Inasmuch as the training
curricula in the LDC institutions visited by the
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consultant team are modeled closely on the Downstate
 
example, this ratio is important to maintain.
 

During the visit to a clinic session at Downstate, 
five nurse-midwife trainers were responsible for two 
trainees each, with three physicians available for 
consultation. In a 45-minute period of observation
 
two trainees conducted three clinic visits, alternat
ing as observer and care-giver., They established
 
contact with the patient, obtained the pertinent
 
history, devised a plan of action, and consulted
 
with their trainer who provided correction and
 
assistance as necessary. Another trainee was
 
observed conducting a family planning visit in
 
French under the supervision of a bi-lingual
 
trainer.
 

The present instructor-student ratio permits the
 
conduct of between 50 and 70 family planning clinic
 
visits per day, with all care being provided by
 
the nurse-midwife trainees and trainers. The
 
latter inspect each patient record, recheck each
 
trainee examination, supervise IUD insertion by
 
the trainee, and provide immediate feedback to the
 
trainee cn each clinic transaction.
 

During the inteivals between programs when the
 
trainees are not present, the nurse-midwife
 
trainers are responsible for the maintenance of
 
clinic services and the supervision of students
 
and internes from the basic nurse-midwifery
 
program to the family-planning program (notably by
 
Ms. Lilly Hsia, a nurse-midwife and pediatric nurse
 
practitioner who provides all of the pediatric
 
content now in the curriculum).
 

Despite the complex scheduling and logistic problems

represented by overseas travel and vacation, the
 
number of instructors present in the clinical area
 
at any one time is three to four. This is compatible
 
with the number of trainees present in maintaining
 
the instructor student ratio of 1:2 (2-4 trainees
 
being absent from the clinical area each week for
 
rural health experience).
 

Adequacy of Clinical Teaching Facilities.
 

The original Project Authorization was based upon

the 199 clinic statistics of the Downstate Medical
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Center. 
During 1969 a total of 3984 patients were
seen in 7576 family planning clinic visits. Since

that time the clinic caseload has virtually doubled,

while the "mix" among methods prescribed has also
 
changed.
 

The most recent report of clinic activity represents

the first six months of 1975. During this period

the Downstate Center conducted 7907 family planning
clinic visits of which 4957 were registered patients

and 2950 were referred from community clinics. The
percent of IUD acceptors, reported as 42,1% in 1969

has decreased to approximately 20%, divided among

patient categories as follows:
 

Post-Abortal insertions 
. . . . . 24.5% 
Post-?artum visit insertions. 
. . 13.1% 
Walk-in patient insertions. . . . 12.4% 

During the sam3 period the percentage of pillacceptors has increased, with approximately 43%

of post-abortal and post-partum and 66% of walk-in
 
patients selecting oral contraception.
 

Xn a statistical breakdown of procedures performed

by individual trainees, during the four courses
 
provided in FY 1974, th6 following average number
 
or procedures per trainee were reported:
 

Pelvic examination. . . . .. . . 237
Breast examination. 
. . . . . . . 201 
Pap Smear . . . . . . . . . . . . 130 
IUD insertion . . . . . .. . . . 20 
Diaphragm fitting. 
 . . . . . . . 12 

The reduction in the number of required observed
IUD insertions for completion of the course to 20(vs "30 to 50" in the original curriculum) is based
not upon unavilability of acceptors, but rather upon a conviction on the part of the faculty that 
a minimum of 20 supervised insertions is adequate
for acquisition of the principles and basic skills
of insertion technique, provided careful supervision

and iAstruction accompanies each training insertion.

This conviction, based upon traini.g experience, is

shared by the evaluation team. 
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D. Number of Trainees Completing Program.
 

The nuber of LDC trainees completing the family
 

planning program by fiscal year is as follows:
 

FY Number of Trainees
 

1971 25
 
1972 27
 
1973 44
 
1974 44
 
1975 31*
 

Total 171
 

*This figure reflects a change in the starting times
 
of the programs so that in FY 1975 there were three
 
programs as opposed to four programs in the two
 
preceding years.
 

The expansion in number of trainees in fiscal years
 
1973 and 1974 over fiscal years 1971 and 1972 is
 
due primarily to improved selection proccsses and
 
better coordination of travel azrangements. In
 
addition, delays in funding in fiscal year 1971 and
 
1972 restricted the number of students that could be
 
accomodated. By experience, the Downstate program
 
has found that when the staff has direct input into the
 
selection of students in-country, more appropriate
 
selections can be made of teams of students who can
 
directly implement family planning programs in their
 
own countries. They have also found that when travel
 
arrangements are made by the Downstate staff there is
 
less confusion and less delay in the arrival of
 
students in the program.
 

The total number of students completing the program
 
(171) does not meet the projected goal of 250 trainees
 
outlined in the training proposal. The consultant team
 
recognizes that the goal outlined in the project
 
proposal was conjectural rather than experiential and
 
also recognizes the conviction on the part of the
 
program staff that 40 to 50 trainees per year reflects
 
a more realistic goal based on current staffing
 
patterns and clinical facilities as well as pressures
 
for overseas travel. This would mean that the staff
 
would offer five nine-week training programs per year
 
with ten students in each program. An alternative
 
to be considered would be offering four programs per
 
year with 12 students per program if more staff could
 
be hired to maintain the instructor-student ratio.
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The program staff and the consultant team share the
 
conviction that the instructor-student ratio must be
 
maintained, both to ensure quality of instructor and 
supervision and to enable the trainees to use the 
program as a role model for in-country training. 

It is worthwhile to note some of the problems in the 
student selection process as these problems directly
 
influence the productivity of the Downstate program. 
Such problems are:
 

1. 	Students selected lacked the educational back
ground required for the program.
 

2. 	Students selected were not able to implement
 
either family planning services or training 
programs in their countries upon return because
 
of the politics of their selection. 

3. 	 Students selected were unable to attend the 
program because of physical illness or pregnancy.
 

4. Students selected as the sole representative of
 
their country or cultural group faced overwhelming 
cultural and social problems when in this country. 
Not only does the studert have adjustment problems, 
but the staff devotes much time and energy in 
assisting the student to adjust. Many of these 
situations can be alleviated by selecting teams 
of students from each area and thus preventing 
social isolation. 

5. 	in selecting teams of students it is necessary
 
to ensure that no top level person is forced
 
to lose face by experiencing the same training 
program as lower level personnel in the same
 
team. 

H. 	Downstate Family Planning Program Curriculum.
 

The curriculum for the Downstate program has recently
 
been shortened from twelve to nine weeks. Effective
 
in January,1975, this decrease in overall length of
 
the program does not represent a decrease in the
 
requirements for acquiring practical skills which
 
continue to remain at 20 IUD insertions, 10 diaphragm
 
fittings and an average of over 200 pelvic examina
tions. The program staff are agreed that these
 
training requirements represent the minimum experience
 
required to achieve proficiency and safety and that
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thesa requirements can Le met in nine weeks. Included
 
in the nine weeks is a one-week observation experience 
in a rural health center (Frontier Nursing Service, 
Hayden, Kentucky). This experience, it is felt, 
provides the trainee with a broader view of the 
American system of health care and allows the trainee 
to observe nurse-midwives providing comprehensive 
health care in a disadvantaged setting. The trainees
 
are rotated through the rural experience one week at 
a time and, upon their return to the Downstate Center
 
attend make-up classes for the content of the week
 
they missed.
 

In the 300 training hours available during the nine
 
weeks, approximately one-fifth, or 60 hours,
 
represents didactic presentations and the rest is
 
alloted to clinical experience. Sixty per cent of
 
the didactic content is focused upon family 
planning techniques, reproductive physiology, nd 
related gynecological disorders. Forty per cent
 
of the didactic content concerns areas such as
 
sexuality, demography pediatrics, clinic management,
 
and the development and presentation of teaching
 
projects. The program staff feel that the focus of
 
their efforts should be in the area of family
 
planning services and that the curriculum should
 
be tailored to meet the individual needs of each
 
group in terms of pediatrics, demography, etc.
 
Experience has shown the staff that each class
 
comes with strengths that are difficult to predict,
 
but which may well include knowledge of an area
 
such as pediatrics that would preclude the necessity
 
for repeating such content in the curriculum. They

also feel that selection of an homogenous group
 
with common needs greatly enhances the effectiveness 
of a curriculum tailored to meet those needs.
 

In general, the program staff identify as highest 
priority a curriculum oriented toward the direct 
provision of family planning services. Proficiency, 
safety, and quality of care are ensured by the 
high number of clinical hours demanded by the program 
and the immediate supervision afforded by 2:1 ratio 
of trainees to trainers. Related areas such as 
pediatrics, clinic management, demography, and 
teaching methods are of secondary importance in their 
opinion and the number of hours devoted to these
 
areas should be adjusted according to the needs
 
and expectations of each individual class. (See
 
Appendix A. for details of current curriculum.)
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F. Publications and Production of Training Models. 

The Downstate program has published a training
manual, "Family Planning Procedure Manual for 
Nurse-Midwives," which is ELs the basicused text
for the program. This manual has been prepared inEnglish, Spanish and French for use in the three
 
training languages utilized at Downstate. In
addition, this manual has been available for general

circulation in the three languages and each trainee

is provided with a copy for reference upon her return

home. Tn the years 1974-75, 976 training manuals in

English were distributed; 156 training manuals in
Spanish were distributed, and 128 training manuals in

French wezx distributed. These manuals have been
distributed primarily to individuals and groups

involved iri training programs in family planning,

both in this country and abroad. In the overseas
 
training centers visited by this team, this manual
 
was also used as a basis for training. In Thailand,

projections for future demands for the manual

.volved the use of 10,000 copies which would be'

translated into the Thai language and dialects.
 
In the Philippines, an istimated 2000 nurses

and midwives could be trained by 1977, thus creating

a demand for 2000 copies of the manual in English.

In addition, attempts are currently being made to

translate this manual into languages such as Tagalog

and Sengalese for added distribution.
 

The staff at Downstate University along with support

from the Pathfinder Fund have developed a training

model for pelvic examination, IUD insertion and

diaphragm fitting. 
This model, which is compact and
 
weighs less than one pound, has the advantage of
moving parts so that pelvic organs can be placed in

different positions. Because of minimal weight, the

model can be shipped in bulk to overseas training
 
programs at little cost. 
Both of the overseas
 
training programs visited by this team were using

the Pathfinder model as an adjunct to training.
 

G. Recommendations. 

1. The training goals announced in the original
Project Agreement should be revised according

to actual experience of the first five-year

project.
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2. 


j 


3. 


4. 


a. 	A realistic target of 40-50 trainees per
 
year in keeping with the staffing pattern
 
and curriculum that has proved workable. 

b. 	 Establishment of oversuas training centers, 
while still a prime objective of the program,
 
should not be targeted numerically, in view
 
of experiences indicating that LDC readiness, 
capacity for implementation, and compliance 
with policy pre-requisites are unpredictable.
 

Consideration should be given to more flexible
 
curricula for selected groups of trainees, or
 
even to alternative courses for different
 
groups of LDC trainees. Variables in content
 
suggested by various informants in the field 
Jnclude: 

a. 	a course for future trainers of auxiliaries
 
to 	be utilized primarily for family planning 
motivation, with emphasis on IEC and
 
motivation,
 

b. 	course content in the planning and execution
 
of training programs, teaching-methods, clinic
 
management, supply and logistics,
 

.	 course content on preventive health measures,
 
the need for which may vary among groups of
 
trainees; i.e., nutrition, well child screen
ing, immunization, etc., and
 

d. 	course content focused on one or more family
 
planning procedures, such as IUD insertion
 
(cf. Thailand) vs. courses in integrated
 
Family Planning/MCH. 

A ratio of 1 trainer to 2 trainees for practical
 
clinical experience has proved appropriate and
 
should be continued.
 

Frequent overseas visits and close liaison between 
the Downstate staff and LDC training centers is 
desirable.
 

a. 	Close supervision of, and direct participation 
in, the screening of applicants for Downstate 
training correlates closely with training 
outcomes, and should continue. 
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b. 	Short term visits to Downstate Medical
 
Center by LDC physicians responsible for LDC

policy and programs utilizing nurses and

midwives have proved useful and should continue.
 

c. 	Presence of a Downstate faculty member for
 
an extended period in countries where early

attempts at in-country training are under
taken is critical to the success of these
 
efforts. Consideration should be given to
 
the establishment of full-time training

personnel on a regional basis (possibly in
 
cooperation with a multinational organization
 
such as ICM) in order to assure continuing

back-up and consultation for early in-country

training exercises.
 

G. 	Establishment of LDC Training Centers
 

The effort to institutionalize training in various
 
LDC 	sites, according to the project agreement, has
 
met 	with predictable variable success. While a total
 
of ten such centers have been listed as established,
 
some have been quite successful, others have not
 
progressed beyond rudimentary beginnings, and several
 
are finally beginning to materialize after long delays.

A simple tabulation, therefore, is not possible for
 
assessment of this aspect of the project, nor was it
 
possible for the team to visit or obtain quantitative

data from each LDC center. For this reason, this
 
aspect of the report is confined to LDC training

in two countries in which in-country training was
 
directly observed, and two others representative

of the newer LDC training projects from which in
direct but useful information was obtained. These
 
form the basis of the remainder of the report and
 
are 	felt to be sufficient to afford a reasonable,

albeit incomplete, assessment of the LDC-based
 
aspects of the project.
 



II. EVALUATION OF TRAINING OF PARAMEDICALS IN THAILAND
 

The experience of Thailand typifies the application of the
 
conceptual basis of the Downstate project. Thailand began
 
its National Family Planning Program in 1968. It is
 
administered by the HCH Division of the Department of
 
Health and Rural Health Division of the Department of
 
Medical Services, both under the Ministry of Public
 
Health. The Third National Five-year Development Plan
 
1972-1976 includes the following objectives of the
 
gational Family Planning project: (1) to reduce population
 
growth from 3 to 2.5 percent by 1976; (2) to provide
 
Eamily planning knowledge and services to all eligible
 
women, and to motivate them to accept contraceptive methods;
 
ind (3) to integrate family planning with the MCH service
 
delivery system.
 

qhile condom and injectable contraceptives have recently
 
oeen added to the "mix" of available methodis, principal
 
celiance has been on IUD's, oral contraceptives, and
 
3terilization. In the 1974 NFPP report, orals accounted
 
Eor 62% of all new acceptors (total 479,000) in contrast
 
to 18% for the IUD. However, the IUD, with an average
 
cetention time of 2-1/2 years, is regarded as more
 
3ffective than oral pills and less expensive than
 
3terilization. Therefore, in order to increase the number
 
! IUD acceptors in the face of physician shortage,
 
3specially in rural areas, steps were taken beginning in
 
1972 to train midwives to perform IUD insertions.
 

k total of 18 Tai nurse-midwives were trained at the
 
)ownstate facUity between 1967 and 1973. Their roles
 
Ln the evolution of the Royal Thai Government (RTG)
 
napability in nurse-midwife training in family planning
 
:an best be evaluated in the context of the following
 
iteps in the direction of self-sufficiency by the RTG.
 

k. Official policy regarding acceptance of paramedicals
 
in delivery of family planning services.
 

While informal on-the-job training of midwives to
 
insert IUD's and administer orals has been done by
 
local physicians in areas of personnel shortage for
 
a number of years, official sanction has been slow in
 
coming. Only in March 1975 was a regulation allowing
 
nurses and nurse-midwives to insert IUDs put in
 
force by the Ministry of Public Health. Accordingly,
 
the utilization of the 18 Downstate trainees and the
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25 trained in-country through 1973 had to be in the
 
context of a "Pilot Project."
 

Official recognition of the paramedicals' extended
 
family planning role has been equally slow in the
 
revision of the curriculum of the six government

nursing schools. The iurriculum now includes 36 hours
 
of family planning clinic experience in addition to
 
the basic sciences and Obstetrics, Gynecology, and
 
MCH content of the didactic courses. However,
 
practical experience in IUD insertion will not be
 
implemented at these six institutions until completion

of the course for trainers which began in September

1975 at Chulalongkorn. With completion of these
 
two necessary steps in 1975, official government

recognition and incorporation into the nurse-midwifery

curriculum, it may finally be said that official
 
policy in Thailand satisfied the LDC policy objective
 
set forth in the Project Agreement.
 

Even though some dissemination of the concept of the
 
expanded paramedical role obviously occurred under
 
the project, and via informal training by individual
 
physicians, the consultant team aqrees with the
 
opinion expressed by a number of our informants in
 
Thailand that the rate of utilization of paramedicals

in the field has been retarded by delays in the
 
realization of these two important steps. Accordingly,
 
we feel that in future agreements with LDC governments,

AID would be well advised to require tangible

evidence of official endorsement of utilization of
 
paramedical personnel prior to undertaking the
 
training of LDC trainers in the Downstate program.
 

B. 	Utilization of Downstate trainees in clinical services
 
and as trainers in Thailand.
 

All 18 of the Downstate-trained nurse-midwives were
 
among the forty-three who participated in the Pilot
 
Project, which included special training at
 
Chulalongkorn hospital. Since the evaluation of the
 
pilot project (see Appendix B) does not distinguish

between these 18 and the remaining 25, it is not
 
possible to evaluate their performance separately,
 
nor is it possible to determine how much of their
 
performance reflects the Downstate training and
 
how 	much reflects the special training they were
 
subjected to at Chulalongkorn.
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These limitations notwithstanding, the data reported
 
in "Paramedical Insertion of IUD's in Thailand" by
 
Nicholas H. Wright of the Population Council, March
 
19, 1975, supports the acceptance of nurses in the
 
extended role. His evaluation concludes that:
 

1. 	nurse performance with the Copper T-Loop is
 
comparable to that of physicians, and
 

2. 	consumer satisfaction indicates broad approval
 
of the nurse's performance.
 

An attempt was made to establish the current profes
sional activity of all 18 of the Thai personnel who
 
had 	been trained at Downstate. The results of this
 
investigation are as follows:
 

Current Professional Activity of 18 Thai Trainees
 

Involved primarily in training activities. . . . . . 10 
Involved primarily in FP/MCH service activities. . . 3 
Involved primarily in administrative/supervisoryactivities . . . . . . . . . . . . . . . . . . . . 1
 

Emigrated to USA . . . . . . . . . . . . . . . . . . 2
 
Unaccounted for. . . . . . . . . . 0 0 a . 0 0 * 0 * 2
 

Total. . .. . . . . . . . . . . . . . . . . . 18
 

In the course of providing this data our informants
 
(chiefly training personnel in the NFPP) noted that
 
most of the Downstate trainees have moved into positions
 
involving supervision, administration, or training
 
which would indicate leadership roles which foster the
 
dissemination of the knowledge and skills acquired at
 
Downstate. The training staff at Chulalongkorn noted
 
with justifiable pride that one of their trainees has
 
accounted for 4100 insertions, but noted that others
 
were unable to utilize their skills because of assign
ment under physicians who are not sympathetic to the
 
extended paramedical role.
 

C. 	Establishment of in-country trainirg centers in Thailand.
 

Training activity involving paramedicals in Thailand is
 
focused upon IUD insertion, since the provision of
 
oral contraception has been included in the basic
 
family planning training course beginning in 1970 and
 
following a successful pilot study of oral contraceptives
 
administered by auxiliary midwives.
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Thus, the training program for paramedical personnel
 
can be sumnarized in three phases.
 

1st Phase: "Pilot Project." Training of 43 nurse

midwives (in five groups of up to ten each) since
1972. The first group was selected from the super
visory level of the MCH Division in order that they

might serve as supervisors for the groups to follow.

Following training of this initial group at

Chulalongkorn Red Cross Hospital, three MCH centers
in rural areas were selected as additional training

sites. 
 It is these first 43 trainees who form the

basis of the evaluation by N. Wright previously cited.
 

2nd Phase: Following the issuance of the regulation

allowing nurses and nurse-midwives to perform IUD inser
tions, a two-year plan to train 550 additional nurses
 
or nurse midwives in this procedure was initiated.
 

In the first year, beginning September 15, 1975,

150 trainees will be selected from 70 provinces and
MCH centers where there is high IUD acceptance.

These trainees, who are required to have two years

prior experience in family planning or OB/GYN, will
become training supervisors for the 400 trainees
 
selected in the second year. 
The course lasts six
weeks, with the first two weeks of didactic material
 
at Chulalongkorn followed by four weeks of practical

experience in the provincial and MCH centers.

adaption is necessary since rebuilding of the 

This
 

Maternity Section of Chulalongkorn Hospital has

temporarily reduced its obstetrical caseload from

1800 deliveries per month to 900 per month during

construction, and IUD insertions have fallen to

about 100 per month accordingly. Throughout the
 
course, the ratio of 2 trainees to 1 trainer will
 
be maintained, as at Downstate.
 

3rd Phase: The Government of Thailand recognizes

the need to expand the participation of auxiliaries

in family planning activities as rapidly as possible

if its Third Five-year Plan targets are to be achieved.

Encouraged by the results of the Pilot Project in
IUD insertion by nurse-midwives, and the performance

of auxiliary midwives in administration of oral and

injectable contraceptives, the RTG is seriously

interested in extending the skills of auxiliary

midwives to include IUD insertions. While there
 
are only 300 first-class health centers which
include nurse or nurse-midwives among their personnel,
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there are over 3000 small rural health centers
 
where auxiliary midwives work alone or with a
 
junior sanitarian, providing MCH and family
 
planning to three to five villages each.
 

Accordingly, a new pilot project to train
 
selected auxiliary midwives in IUD insertion has
 
been suggested as a logical next step, and a
 
proposal for a 24-month pilot project has been

submitted to the Pathfinder Fund. 
It is a modest

project involving 40 auxiliary midwives and costing

$45,820, but its completion, coinciding with

the 	expanded in-country training capability which

is now underway, stands to accelerate the extended
 
role of the auxiliary midwife who is the key to
making modern contraceptive technology accessible
 
to rural women.
 

D. 	Conclusions.
 

1. The training of Thai nurses and nurse-midwives at
Downtown Medical Center has contributed to the
 
acceptance of paramedicals as a means of rapid

expansion of contraceptive availability in Thailand.
 

a. 
Returned Downstate trainees are functioning

in training, supervisory, and administrative
 
roles in the NFPP.
 

b. 	The AID and Population Council supported Pilot

Project since 1972 has successfully demon
strated the capability and acceptance of nurse

midwives in the insertion of IUD's in Thailand.
 
Their role in provision of other methods,

includeing orals, had previously been estab
lished.
 

c. 
Eighteen of the 43 nurses who participated in
 
the 	IUD pilot project had been trained at

Downstate Medical Center.
 

2. 	In-country clinical contraceptive training of

parameaicals has been established in Thailand.
 

a. 
A six-week course for nurse-midwives has

begun at Chulalongkorn Hospital with the
 
first groups of trainees destined to become

trainers, utilizing the regional MCH centers
 
as training sites.
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b. A pilot project to extend training in IUD
 
insertion to auxiliary midwives has been
 
proposed in an effort to expand accessibility

of contraception to rural women more rapidly.
 

3. 	Official recognition has been given the role of
 
paramedicals in family planning by the Royal Thai
 
Government. Since 1970 auxiliary midwives have
 
been permitted to administer oral contraceptives,

and in March 1975 official sanction was given for
 
insertion of IUD's by trained nurse-midwives.
 

E*Recomendations.
 

Evaluation of the utilization of Downstate trained
 
nurse-midwives in Thailand suggests that while the
 
basic objectives of the Downstate project have
 
been met, improvements in the application of the
 
concept of U.S. training of LDC nurse-midwives to
 
Thailand would enhance the effectiveness of the
 
program. They include:
 

1. 	Acceptance of nurse-midwife trainees should be
 
based upon prior assurance of their official
 
srmction to perform the procedures for which
 
they are trained upon return to their home 
country. 

2. Future assistance to Thailand should seek to
 
foster an institutional relationship between
 
Downstate and the Chulalongkorn Training Center
 
rather than simply train more Thai nurse-midwives
 
as before. Downstate could provide U.S. backup

in the form of:
 

a. 	periodic curriculum review and revision
 
based upon technologic advances and refinement
 
of training techniques,
 

b. 	translation and adaptation of the Downstate
 
Training Manual to fit Thailand circumstances,
 

C. 	provision of training aids, audiovisual
 
materials, clinic models and equipment to
 
enhance contraceptive training, and
 

d. technical backstopping for pilot projects

(such as the proposed auxiliary midwife IUD
 
project) and for evaluation of the in-ccuntry

paramedical training program.
 



TRAINING OF NURSES AND MIDWIVES IN COMPREHENSIVE
III. 
FAMILY PLANNING DELIVERY IN THE PHILIPPINES
 

A. 	Background of paramedical roles in the Philippine
 
Family Planning Program.
 

The 	basis for the current Philippine national population
 
program is expressed in Presidential Decree No. 79
 
(The Revised Population Act), issued December 8, 1972.
 
Along with its other mandates, the decree authorizes
 
the 	Population Commission (POPCOM) to utilize nurses
 
and 	midwives along with physicians to administer "all
 
acceptable methods" of contraception, assuming suitable
 
training and licensing requirements are met.
 

POPCOM's implementation strategy for this section of
 
the decree includes a training scheme utilizing fourteen
 
"Core-Trainers" prepared by the Downstate Medical Center
 
Program as the nucleus of a "multiplier effect" within
 
the 	Philippine in-country training program. The agencies
 
involved in training to date include: (1) the Department
 
of Health/Office of Health Education and Personnel
 
Training (DHEPT), (2) The Institute of Maternal and
 
Child Health, Quezon City, (3) Jose Fabella Memorial
 
Hospital, Manila and (4) the Family Planning Organization
 
of the Philippines, Manila. All of these agencies were
 
visited by the consultant team.
 

B. 	Progress toward training goals through FY 1974-1975.
 
(See Appendix C. for chart)
 

Preparation of the fourteen Core Trainers at Downstate
 
was 	completed in 1974. These in turn trained fifteen
 
trainer-practitioners, and by the end of FY 1974-1975
 
a total of 159 persons had completed the twelve-week
 
course, as follows:
 

Core Trainers .......................... 	 14
 
Trainer Practitioners .................. 15
 
Nurse-Midwife Practitionors ........... 117
 
Nurse Supervisors ...................... 	 13
 

TOTAL......... 19'Y
 

Table I indicates the Agency affiliation of the
 
trainees, and Table II provides a breakdown of courses
 
given by place of training and categories of trainees.
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Table I 

Atency AffIllatos of the Trainees 

Core Trainer- Practi- Nurse 

Agency Trainer Practitioner tioner Supervisor Total 

Department of Health 8 78 10710 	 11 

Institute of Maternal and 
Child Health 1 - 4 1 6 

Jose Fabella Memorial Hospital 4 - 1 - 5 

Fmtily Planning Organization 
of the Philippines 1 4 21 1 27 

Davao City Health Department - 6 1 	 7 

Iglesia Ni Cristo 	  - 6 - 6 

Department of National Defense - - 1 

14 15 117 13 159
 

Source: 	 1Y 1974-1975 Program Review: Training and Utilization of Nurses and 
Hidvives In Comprehensive Family Planning 3-Stices, USAID/Manila. 

Table 1I
 

Cumulative Report on Training Courses and Trainees
 
FY 1974-1975
 

Training 	 Trained Drop- Non-completed
Course Place of Training Target Nurse Hlidwivee outsa oTaroget 

Core Downstate Medical
 
Trainer Center, New York
 

USA 14 14 -	 -

Tz.. ner- Baguio City, 
Practi- Region 1 4 4 - - 
tioner Cebu City,

Region VII 4 4 - -
Davao City, 

tegion IM 4 4 -  -
JJIME, Manila 3 3 

15 15 - - -

Practi-
tioner 

Baguio City,
Reion 1 24 20 4 - -

Cebu City, 
egion V1 24 20 4 1 -

Davao City, 
Region X 

INCH. Quezon City 
JFMH, Manila 

24 
12 
18 

18 
10 
11 

5 
2 
7 

-
4 
-

I 
-
-

110?, Manila 20 16 

122 95 22 5 3 

Nurse DCI, QuezonCity 12 11 - 1 1 
Super- JIN, Manila 2 2 . 
visor 

14 13 - 1 1 

Source: Program Review: Training a i Utilisittou of Iaiee and Midwives
 
In Comprehtnsive Family Planning Services, USAID/Manila.
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C. 	Training of Physicians and Nurse Supervisors.
 

In order to provide consultation, back-up service and
 
supervision to the Comprehensive Family Planning

Nurse/Midwife practitioner, a s.ecial eight-week
 
course was given to 13 Nurse Su:pervisors, and a

one-week orientation course to 138 physcians, including

clinic physicians and OB/GYN physicians attached
 
to hospitals.
 

D. 	Expansion under the 1975-1976 subagreement.
 

A sub-agreement, under the current Project Agreement

between AID, The Philippine National Economic and

Development Authority (NEDA), and Commission on
Population (POPCOM), became effective 16 July 1975.
 
The Sub-agreement, dealing with Community Health

Workers (nurses and midwives) has three components:

training, services, and IEC. The specific training

objectives of the sub-agreement include the following:
 

1. 	Training of 80 nurse/midwives and 80 back-up

physicians in the IMCH National Training Center
 
and three regional training centers using a two
 
month curriculum recently developed.
 

2. 	Utilization of two or more additional DOH-NEPTRA
 
Regional Training Centers in the family planning

training of nurses and midwives.
 

3. 	Preparation of additional trainers for the two
 
additional Regional Training Centers to be
 
utilized this year.
 

4. 	Continuation of present program of three month
 
comprehensive family planning training courses
 
for 420 nurse/midwife practitioners, 342 back-up
physicians, 20 nurse-supervisors, 70 supervisors/

coordinators, and two Regional Training Center
 
chiefs of DOH-National Family Planning Training.
 

5. 	Regulation of comprehensive family planning

nurse-midwife practice through standardized
 
accrediting and licensing procedures.
 

E. 	Evaluation of training sites and practitioner.
 

In addition to discussions with GOP and USAID officials

and with visits to the four central training centers,
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the consultant team selected training and service
 
sites representative of all levels of decentralization
 
for site visits. The locations visited in the field
 
provided an opportunity for firsthand cbservation
 
of the various levels of personnel in action and to
 
gain insights into the program through their observations
 
and recommendations based upon experience in the field.
 
The site visited included:
 

1. Training sites:
 

Manila: JFMH, FPOP
 
Quezon City: IMCH
 
Region I: Baugio General Hospital


Dagupon Regional Training Center
 

2. Hospitals:
 

Quirino Memorial Hospital, Quezon City

Jose Fabella Memorial Hospital, Manila
 
Baguio General Hospital

Pangasinan Provincial Hospital, Dagupon City
 

3. Urban Clinics:
 

Galas Health and Family Planning Center
 
FPOP, Manial
 
Baguio City Health Department
 

4. Suburban and Rural Clinics:
 

Pasig Puericulture Center
 
Aurora Hill Health Station, Baguio

La Trinidad Rural Health Unit, Bengeret'

rural Health and Family Planning Centerj,
 
Naguilian, LaUnion
 

Cavite Municipal Clinic 

Bacoor Family Planning Center 

-


These site visits yeilded a variety of opinions,

suggestions, and questions regarding the Comprehensive

Family Planning project. Nevertheless, the following
 
summary represents a distillation of these and, at the
 
risk of over-simplification, is nevertheless relevant
 
and is accordingly reported.
 

There was unanimous approval of the extended role of
 
nurses and midwives in family planning delivery, and
 
general endorsement of the adequacy of the in-country

training course. Some qualifications regarding the
 
latter included the observation that the practical
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clinical skills should take precedence over didactic
 
teaching, that midwives need additional tutoring
 
when mixed with nurses in the same course (especially
 
in such subjects as endocrinology), and that more
 
content in IEC and teaching techniques are desirable.
 
In general, physicians were regarded as accepting of
 
the paramedics extended role, although some references
 
to conservative attitudes toward paramedics by

physicians were made. Prior announcement of the
 
program with conferences and in-service orientation
 
of physicians wao felt to be important in gaining
 
acceptance.
 

A number of the sites visited showed statistics
 
indicating a rapid improvement in clinic performance,

especially in IUD acceptance, since the advent of
 
the trained paramedics. There was everywhere strong

support for continuing the diffusion of this concept
 
as a practical step toward making oral and intrauterine
 
contraception available in rural areas. Considerable
 
interest was expressed in the planned shortening of
 
the training course and the opinions of former trainees
 
on this issue will be dealt with under that topip.
 

F. 	Unresolved issues in the Philippine program.
 

While the GOP program has made excellent use of the

Downstate-trained "Core-Trainers" to date, and has
 
multiplied their effect in the overall training plan,

three issues remain to be clarified before the
 
potential contribution of trained paramedics can be
 
fully realized. These are: (1) progress toward
 
certification of trained paramedics, (2) proposed

shortening of the training course to eight weeks,

and (3) coordination with the IBRD project in training

of midwives for rural health care.
 

1. 	Certification. Presidential Decree No. 79 provides

for tra-iningof midwives and nurses in administration
 
of acceptable methods of contraception, assigning

t.raining and authorization to POPCOM-*"in consultation
 
w:Lth the appropriate licensing bodies." These
 
bdies, the Nursing and Midwifery boards, have
 
now been merged into the "Professional Regulation

Commission." According to a memorandum of
 
agreement entered into by the PRC and POPCOM, a
 
licensing committee has been appointed and charged

with developing licensing procedures. According

to the FY 1974-1975 program review prepared for
 
USAID, the Paramedic Certifying Committee has
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developed oral and written examinations as the
 
basis for licensing of nurses and midwives who
 
complete the prescribed training. However, a
 
final approval of this plan has not been announced,

and according to several of our informants
 
(notably Dr. Justiniani, Mrs. Nery-Pasqual, and
 
Dr. Infantata) it has not yet been decided
 
whether licensing shall be on the basis of
 
certifying examination of individual trainees
 
or on an irstitutional basis according to completion

of an accredited training curriculum.
 

The prevailing opinion in the field is that
 
resoltuion of the licensing issue is a prerequisite

to the widespread acceptance of the paramedic

role by physicians, and that further delay will
 
be costly. The matter appears to lie with POPCOM
 
at present, and the USAID staff in Manila feels
 
it is essential that it be resolved soon.
 

2. Proposed Shortening of the Training Course.
 
A two-week workshop involving core-trainers,

supervisors, and representatives of the training

institutions, was held in May 1'75. 
 The workshop
 
was expected to revise the training curriculum
 
and to develop a two-month course to be tested in
 
four training sites early in 1976. A report of

the proceedings of the workshop was not available
 
to the evaluation team during the visit to the
 
Philippines, nor has one been sent to us as of
 
this writing. It is therefore possible to report

only subjective reactions to the workshop by

several of our informants.
 

There was apparently considerable dissent on
 
the part of trainers over the proposed shortening

of the course. While opinions sampled in the
 
course of our visits were not unanimous, the

majority (trainers and physicians alike) felt
 
that retention of the three-month curriculum is
 
necessary if quality of performance of trainees
 
is to be assured. In particular, a distinction
 
was drawn between midwives and nurses as trainees;

the prevailing opinion being that midwives are

less well equipped for didactic or theoretical

subjects and require a separate, if not longer,

training course. It was expressed that the
 
shortening of the Downstate curriculum is not
 
analogous to the revision of the in-country

course, since more time is required of in-country 
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trainees (especially in the Regional Training
 
courses) in home visits, IEC and motivational
 
work in order to achieve the requisite acceptors
 
for IUD insertion experience. There is general
 
consensus that the number of insertions previously
 
required (40) can safely be lowered without
 
sacrificing the quality of training, and at least
 
one observer suggested that completion of the
 
practical portion of the course should be based
 
upon demonstration of proficiency in performing
 
technical procedures under supervision rather
 
than an arbitrary number of insertions.
 

Despite the acknowledged dissention over shortening
 
of the course, the proposed trials of the two-month
 
curriculum are scheduled, and evaluation of this
 
experiment is planned before any large scale 
revision of the present three-day course is 
undertaken. 

3. 	Coordination with the IBRD Project in Training of
 
Midwives for Rural Health Care. The IBRD project
 
proposes to train an additional 2500 midwives for
 
delivery of basic health services in rural areas.
 
Basic training in family planning has already
 
been decreed by Presidential order, and consists of
 
a three-week course provided for physicians,
 
nurses, and midwives at the outset of employment
 
in the national health program. With the
 
assistance of WHO advisors, a "Manual for Rual
 
Health Unit Operations" has been issued, in which
 
functions of the various health care personnel
 
have been spelled out. In addition, a revised
 
training manual for midwives, including family
 
planning content, has been prepared with WHO
 
assistance.
 

It is generally felt that the IBRD project will
 
complement the comprehensive paramedics project
 
in that the IBRD trained midwives will be equipped
 
to instruct and motivate rural women, while the
 
comprehensive family planning paramedics will
 
actually deliver and monitor the IUD and oral
 
contraceptive service. Nevertheless, the
 
implementation of the IBRD project will have a
 
significant impact on the Comprehensive Paramedic
 
Training program in two respects. On the one hand, 
trainers are needed for the ambitious training 
requirements of the IBRD project, and already 
concerns over "pirating" of trainers from the
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Comprehensive Paramedics program are being raised.
Secondly, the presence of IBRD-trained midwives
in the field is expected to relieve Comprehensive

Paramedic Trainees of some of the time-consuming

IEC and motivation work they now must do v4
home visits, thus freeing them for more rapiJ
completion of training requirements at clinic

locations and establishing a pattern for fut,7re
referral relationships among these levels of
 
health personnel.
 

In order to prepare for these eventualities and
 assume an orderly progression of these mutually

reinforcing programs, more coordination is
needed regarding recruitment of training staffs,
content of training curricula, and orchestration

of field placement of trained personnel. The
consultant team interviewed Dr. Richard Herniman

of WHO, who is very receptive to the sharing of
experience, training materials, and planning

between these complementary projects.
 

G. Conclusions.
 

The review of the Philippine training experience
confirms the basic assumptions underlying the Downstate
program. 
Although several details of implementation

remain unresolved, the role of trained nurses/midwives

in the delivery of clinical contraceptive services
has been established, the Downstate trained "Core
Trainers" have achieved a multiplier effect through
their in-country training activities, and the Comprehensive
Paramedic project has resulted in rapid and significant

increases in acceptance of oral and intrauterine

contraception in the field. 
 Downstate training

materials have been adapted for use locally, and Downstate consultation has been utilized in planning for
expansion of the Philippine program. The procedural
steps toward licensing of Comprehensive paramedics
the testing and evaluation of a revised and shortened

training curriculum, and the coordination of the
Comprehensive paramedic project with the IBRD
supported project for training of midwives for

rural health services are the major issues yet to
 
be resolved.
 

While a continuing role for the Downstate program in
preparing Core Trainers for the rapid expansion of
the Philippine program has been suggested, it is
the opininn of the consultation team that sufficient

in-countr, resources for preparation of trainers now
exist. The future contribution of the Downstate
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program in the Philippines might better be in the
 
direction of: (1) refresher courses for updating of
 
contraceptive technology and IEC techniques for key
 
training personnel, (2) consultation to the Philippine
 
training program as requested, and (3) provision of
 
improved manuals, models, visual aids, and other
 
periodically updated training materials.
 

H. 	Recommendations.
 

1. 	Future agreements dealing with utilization of
 
paramedical personnel for delivery of family
 
planning services should be conditional upon
 
completed and approved certification and licensing
 
procedures to assure acceptance of paramedical
 
roles in the field.
 

2. 	Support for the Comprehensive Paramedic project
 
should be continued, as a major ingredient of
 
rapid expansion of the overall popualation program
 
for the Philippines.
 

3. 	Technical assistance shQuld be made available
 
in the evaluation of the early 1976 trails of a
 
shortened training curriculum, and change to an
 
eight-week curriculum throughout the program should
 
be deferred until this evaluation is completed.
 

4. 	Appropriate steps should be taken to assure
 
coordination of the Comprehensive Paramedic program
 
with the IBRD training project for midwives in
 
rural health service.
 



IV. TRAINING CENTERS IN KENYA AND MEXICO 

A. 	 Kenya. 

This information was collected during an interview 
between Marilyn Wender, CNM, assigned to Kenya to 
assist with the first training program, and Rosemary
Mann, CNM, of the consultant team. Training centers
 
in Kenya and Mexico were not visited by the team.
 

In 1974, five nurses from Kenya completed the LDC
 
training program at Downstate University. They

returned to their country with the intent of
 
establishing short-term family planning training
 
programs for nurses. In May 1975, the Downstate
 
faculty received an urgent request to send a staff
 
member to assist in the first training program which
 
was 	to start shortly. A staff member, Mrs. Marilynn

Wender, CNM, was dispatched and she offers these
 
points as background for her activities in Kenya.
 

1. 	Prior to the Downstate training, eight Kenyan
 
nurses were sent to Meharry University for
 
training in family planning. They received the
 
bulk of their training in didactic form and carried
 
away with them the idea that they did not receive
 
clinical experience because they could not be
 
allowed to "practice" on American patients.

Understandably this idea resulted in hard feelings

about family planning training programs in the
 
United States.
 

2. 	Representatives in the National Family Welfare
 
Center, which is the section on the Kenyan
 
government that controls training of health
 
professionals, related that they felt that they

had been forced to sign a written agreement stating
their commitment to in-country family planning
training utilizing the nurses trained at Downstate. 
They felt that the local AID representatives had
 
exerted undue pressure in requiring this written
 
agreement. This also resulted in hard feelings.
 

3. 	Perhaps because of the above factors, Mrs. Wender 
expressed her feeling that the Kenyan officials 
sponsoring the training had little commitment 
to the success of its outcome. She felt that many
of the logistic problems, such as transportation 
to and from the training and clinical sessions
 



30 

and the scheduling of clinical sessions for
 
students, occurred because of this lack of
 
commitment. Mrs. Wender also felt a lack of
 
support from the local USAID Mission.
 

When Mrs. Wender arrived in Kenya she found that no 
curriculum had been set up, no clinical facilities 
had been obtained, and the prospective students and
 
just been notified that they were expected to attend
 
this program.
 

The staff of the training program included two of the
 
nurses trained at Downstate and one of the nurses
 
trai.ied at Meharry. All were experienced practitioners
 
but none, with the exception of Mrs. Wender, had
 
experience in teaching.
 

Mrs. Wender identified and used the following people
 
for assistancL and support:
 

Dr. Lickamani--Medical Director of all services.
 
Dr. Kanani--Director of the National Family Welfare
 

Center.
 
Dr. Roggen--Training Director of the National
 

Family Welfare Center.
 
Mrs. Kiereini--Chief Nursing Officer.
 
Ms. Wachira--Deputy Nursing Officer.
 
Ms. Aune Brotherus--a nurse trained in family
 

planning at Downstate, and currently with WHO
 
in Kenya.
 

Ms. Otete--Deputy Secretary to Dr. Kanini.
 

In making contact with these people she found that 
family planning training was already incorporated into
 
the curriculum for the enrolled midwives (auxiliary 
midwives) under the supervision of Dr. Roggen.
 
Consequently, Dr. Roggen played a very limited role
 
in the establishment of this training program. She 
also found that Kenyans value highly the establishment 
of in-country training, but wish it to be part of an 
integrated, multi-purpose program for general health
 
maintenance and prevention of illness. 

Mrs. Wender and the training staff initiated an
 
eight-week training program beginning in early June 
1975 with seven students. The curriculum, modeled 
after the Downstate program, was composed of approximately 
40% didactic material and 60% clinical experience. It 
focused on family planning techniques and clinical 
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proficiency. Of the seven students, five were from

outlying districts and two were from Nairobi; five
 
were involved with giving direct service and two were
 
tutors who were to establish family planning training

within their nursing schools. All seven completed

the 	program successfully.
 

At the completion of this initial training program

Mrs. Wender felt that the following points were valid
 
and had a significant influence on the outcome of
 
the program:
 

1. 	Because of the limited time available to her
 
(six days) to develop a curriculum, the course
 
focused heavily on family planning with little
 
content in related areas such as nutrition and

pediatrics. 
Mrs. Wender found that the students

seemed to enter the program well grounded in

basic community health concepts but felt that,

with additional time, new concepts of health care
 
and family life could be incorporated.
 

2. 	There seemed to be no support source firmly

committed to provide or arrange for transportation,
 
space for teaching, and teaching supplies. They

eventually had access to two cars but no drivers.
 
The manuals and teaching models did not arrive
 
until one week before the end of the program.

In addition, only one of the training staff,

Mrs. Wender, had any experience in teaching.
 

3. 	Again, because of limited time, clinical arrangements
 
were made hurriedly and inadequate preparations
 
were made for the students.
 

4. 	Despite these factors the 
seven students completed

the program successfully and proficiently.
 

Future plans for training in Kenya envision the goal

of 5000 trainees within five years. However, as yet

only five programs per year are planned with ten
students per program. A subsequent training program
 
was 	planned for September 1, 1975 designed for
nurse-supervisors, trainers, and service-educators.
 
However, prior to the onset of this program, problems

were already arising in the release of the students
 
from their positions for training.
 

The National Family Welfare Center has planned the
 
utilization of these trainees in "service delivery
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points." These out-reach areas would be staffed by
 
one professional nurse-midwife and one enrolled
 
midwife who would provide integrated services for
 
health care.
 

In summary, an in-country training center has been
 
established in Kenya for family planning education
 
under the National Family Welfare Center. Downstate
 
has provided consultation and assistance to the
 
first training program as well as direct training
 
of two of the instructors. Although the first
 
training program was completed successfully, factors
 
have been identified involving commitment to train
ing and support of on-going programs which would
 
seem to directly influence the long-range success of
 
this training center.
 

B. 	Mexico.
 

A training center has been established in Durango,
 
Mexico under the supervision of Dr. Roberto Rivera,
 
University of Juarez. Although the consultant team
 
was not able to visit this center, the following is
 
offered as an innovation to established models for
 
training.
 

Dr. Rivera, with four nurses trained through the
 
Downstate program, has established "training in
 
stages" for Mexican nurses. The impetus for this
 
concept has been the problem of releasing desperately
 
needed health personnel for a lengthy training program.

Therefore, Dr. Rivera has staged the curriculm
 
into week-long sessions each designed to teach a
 
specific skill. Subsequent training builds skills
 
upon the foundation already established. The stages
 
begin with the theory and utilization of hormonal
 
contraception, progress to skills of pelvic examination,
 
and culminate with IUD insertion techniques. In
 
addition to the advantage of short intensive training
 
sessions which circumvent the problem of releasing

trainees, the program also allows each trainee to
 
practice and perfect the newest skill taught before
 
encountering further content.
 

C. 	Gineral Recommendations for Downstate Support of
 
LUC Training Centers.
 

1. Some mechanism for continuing liaison with the
 
overseas training centers is desirable. This may

take the form of:
 



33 

a. 	a "newsletter" type of conmunication with
 
the field;
 

b. 	an ad hoc publication of updating nature on
 
subjects covered in the curriculum;
 

c. 	circulation of new training materials (visual
 
aids, models, etc.);
 

d. 	occasional workshops or "refresher" courses
 
in the LDCs themselves for trainers originally
 
trained at Downstate, and/or
 

e. 	frequent visits by Downstate staff and/or a
 
regionally based liaison person. (See
 
recommendation 4c under Downstate section).
 

2. 	Translation and adaptation of Downstate training
 
manual should be undertaken as a separate
 
bilateral project in advance of initiation of
 
any specific LDC training program. Content should
 
be modified according to the pattern of health/
 
family planning delivery peculiar to the host
 
country.
 

3. 	Assistance by Downstate facullty should extend to
 
integration of Family Planning content into
 
existing training projects for health personnel
 
in addition to new projects specifically involving
 
nurses and midwives.
 

4. 	Innovation in LDC Training Centers should be
 
encouraged (cf. shortened curriculum in Philippines,
 
auxiliary midwife training in Thailand, training
 
"in stages" in Mexico), with active participation
 
of the Downstate staff in evaluation of these
 
experiments, publication of results, and direct
 
collaboration among LDC training centers where
 
indicated.
 



V. 	SUMMIARY OF CONCLUSIONS AND RECOMMENDATIONS
 

In the opinion of the consultant team, the basic goals
 
of the project have been achieved. Over the five years
 
of the project an effective and internationally highly
 
respected training program has evolved, based upon prior
 
experience and reputation of the Downstate Medical Center
 
in paramedical training. One hundred and seventy-one
 
trainees representing 25 countries have participated, and
 
have become a nucleus for in-country training programs
 
in their home countries. LDC's have been assisted in
 
institutionalizing an extended role in contraceptive

service for paramedicals, in-country training courses
 
have been established, and the dissemination of modern
 
contraceptive technology accordingly assisted.
 

The evolution of the Downstate-based portion of the
 
project has occurred within the time frame of the Project

Agreement. The initiation of LDC training centers have
 
proved more difficult, and has been delayed by the
 
inevitable bureaucratic, political, linguistic and cultural
 
barriers which must be overcome in translating the project

into action overseas. Nevertheless, sufficient success
 
in establishing LDC in-country training capability has
 
been demonstrated to justify continuation of the project,
 
with suitable modification based upon experience to date.
 
In our judgement the project is conceptually sound and
 
its multiplier effect has proved workable. The lessons
 
learned, insights gained, and associations nurtured over
 
the past five years can be expected to bear fruit as
 
the project continues.
 

The recommendations previously cited under the various
 
sub-titles are, for the sake of convenient reference,
 
re-iterated in the following list.
 

A. 	The Downstate Medical Center.
 

1. 	The training goals announced in the original
 
Project Agreement should be revised according to
 
actual experience of the first five-year project.
 

a. 	A realistic target of 40-50 trainees per
 
year in keeping with the staffing pattern
 
and curriculum that has proved workable.
 

b. 	Establishment of overseas training centers,
 
while still a prime objective of the program,
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should not be targeted numerically, in view
 
of experiences indicating that LDC readiness,
 
capacity for implementation, and compliance
 
with policy pre-requisites are unpredictable.
 

21. 	 Consideration should be given to more flexible
 
curricula for selected groups of trainees, or even
 
to alternative courses for different groups of LDC
 
trainees. Variables in content suggested by
 
various informants in the field include:
 

a. 	A course for future trainers or auxiliaries
 
to be utilized primarily for family planning
 
motivation, with emphasis on IEC and motivation.
 

b. 	 Course content in the planning and execution 
of training programs, teaching methods, clinic 
management, supply and logistics.
 

c. 	Course content on preventive health measures, 
the need for which may vary among groups 
of trainees, i.e., nutrition, well child 
screening, immunization, etc. 

d. 	Course content focused on one or more family
 
planning procedures, such as IUD insertion
 
(cf. Thailand) vs. courses in integrated
 
Family Planning/MCH. 

3. 	 A ratio of 1 trainer to 2 trainees for practical 
clinical experience has proved appropriate and
 
should be continued.
 

4. 	Frequent overseas visits and close liaison between
 
the Downstate staff and LDC training centers is 
desirable. 

a. 	Close supervision of, and direct participation
 
in, the screening of applicants for Downstate
 
training correlates closely with training
 
outcomes, and should continue.
 

b. 	Short term visits to Downstate Medical Center
 
by LDC physicians responsible for LDC policy
 
and programs utilizing nurses and midwives
 
have proved useful and should continue.
 

c. Presence of a Downstate faculty member for an
 
,extended period in countries where early 
iattempts at in-country training are undertaken 
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is critical to the success of these efforts.
 
Consideration should be given to the establishment
 
of full-time training personnel on a regional
 
basis (possibly in co-operation with a
 
multinational organization such as ICM) in
 
order to assure continuing back-up and
 
consultation for early in-country training
 
exercises.
 

B. 	Training in Thailand
 

Review of the utilization of Downstate trained
 
nurse-midwives in Thailand suggests that while the
 
basic objectives of the Downstate project have been
 
met, improvements in the application of the concept
 
of U.S. training of LDC nurse-midwives to Thailand
 
would enhance the effectiveness of the program. They
 
include:
 

1. 	Acceptance of nurse-midwife trainees should be based
 
upon prior assurance of their official sanction
 
to perform the procedures for which they are
 
trained upon return to their home country.
 

2. 	Future assistance to Thailand should seek to foster
 
an institutional relationship between Downstate and
 
the Chulalongkorn Training Center rather than simply

train more Thai nurse-midwives as before. Downstate
 
could provide U.S. backup in the form of:
 

a. 	Periodic curriculum review and revision based
 
upon technologic advances and refinement of 
training techniques. 

b. 	Translation and adaptation of the Downstate
 
Training Manual to fit Thdiland circumstances.
 

c. 	Povisicn of training aids, audiovisual,
 
materials, clinic models and equipment to
 
enhance contraceptive training.
 

d. 	Technical backstopping for pilot projects
 
(such as the proposed auxiliary midwife IUD
 
project) and for evaluation of the in-coun-cry

paramedical training program.
 

C. 	Training in the Philippines.
 

1. 	Future agreements dealing with utilization of
 
paramedical personnel for delivery of family

planning services should be conditional upon
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completed and approved certification and licensing
 
procedures to assure acceptance of paramedical
 
roles in the field.
 

2. 	Support for the Comprehensive Paramedic project
 
should be continued, as a major ingredient of
 
rapid expansion of the overall population program
 
for the Philippines.
 

3. 	Technical assistance should be made availa-be in
 
the evaluation of the early 1976 trials of a
 
shortened training curriculum, and change to an
 
eight-week curriculum throughout the program should
 
be deferred until this evaluation is completed.
 

4. 	Appropriate stepts should be taken to assure coordination
 
of the Comprehensive Paramedic program with the
 
IBRD training project for midwives in rural health
 
sorvices.
 

D. 	General Recomi-ndations for Downstate Support of LDC
 
Training Centers.
 

1. 	Some mechanism for continuing liaison with the
 
overseas training centers is desirable. This may
 
take the form of:
 

a. 	a "newsletter" type of communication with the'
 
field;
 

b. 	an ad hoc publication of updating nature on
 
subjects covered in the curriculum;
 

c. 	circulation of new training materials (visual
 
aids, models, etc.);
 

d. 	occasional workshops or "refresher" courses
 
in LDCs themselves for trainers originally
 
trained at Downstate, and/or
 

e. 	frequent visits by Downstate staff and/or a
 
regionally based liaison person.
 

2. 	Translation and adaptation of Downstate training
 
manual should be undertaken as a separate bilateral
 
project in advance of initiation of any specific
 
LDC training program. Content should be modified
 
according to the pattern of health/family planning
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delivery peculiar to. the host country.
 

3. 	Assistance by Downstate faculty should extend to 
integration of Family Planning content into 
existing training projects for health personnel 
in addition to new projects specifically involving 
nurses and midwives. 

4. 	 Innovation of LDC Training Centers should be 
encouraged (cf. shortened curriculum in Philippines,
 
auxiliary midwife training in Thailand, trainig
 
"in stages" in Mexico), with active participation
 
of the Downstate staff in evaluation of these
 
experiments, publication of results, and direct
 
collaboration among LDC training centers where
ind~cat.d. 
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APPMDDIX B
 

SYNOPSIS OF THE PATHFINDER FUND S FOLLOW-UP STUDY OF THE TRAINEES
 
OF THE DOWNSTATE MEDICAL CENTER'S NURSE-MIDWIFERY TRAINING PROGRAM
 

INFAMILY PLANNING
 

I) Follow-up questionnaires were sent to trainees of Downstate's Nurse-Midwifery
 
Training Programs from October 1966 - June 1973 inclusive.
 

2) Ninety-Nine follow-up questionnaires (59%) have been received by Pathfinder to 
date (November I, 1973). 
Twelve follow-up questionnaires (7%) have been returned to Pathfinder with a notation 
of an incorrect address. 
Sixty-four follow-up questionnaires (34%) have not been returned to Pathfinder to date, 

3) 68 percent (67) of the respondents indicated that they are working in family planning 
clinics or in any type of health facility which offers family planning services.* 

4) 54 percent (36) of the nurse-midwives who indicated that they are working in a family 
planning clinic or health facility which offers family planning services have some res
ponsibility for the insertion of IUD's at this time. 
45 percent (30) of the nurse-midwives who indicated that they are working in a family 
planning clinic or'health facility which offers family, planning services do not have 
the responsibility of IUD insertion. 

I percent (I) of the nurse-midwives working in a family planning clinic or health facility 
which offers family planning services has this responsibility of IUD insertion only in 
"extreme cases when a doctor is unavailable"(Trinidad respondent). 

* An additional 15 percent (15) of the respondents who were not working in a family planning 

clinic or in any type of halth facility which offeis family planning services were engaged 
in some type of family planning work. These respondents were not providing direct family 
planning services but generally were employed by a governmental cgency or department 
intraining, tutoring or advising in the family planning-heolth Field or were responsible for 
the organization, supervision and planning of family planning projects, clinics or national 
training programs. Only one of these respondents had any responsibility or IUD insertions. 



?EA LOCA TION 0 'OTRAINEESOF DOWNSTA TE'S 
IRSEMIDWIFER, - IOGRAM IN FAMIL YPLANNING 

NO. OF TRAINEE 
RESPONSES 
RECEIVED 

FAi. 'PLANFV" LINJU UW 
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F. 'LYPLANNIAG SERVICES 

IvU. U- I 77tIN/ry
RESPONSIBLE FOR
I. U.D. INSERTION 

IVU. ,A1J I I rL ur iFuiI 

I.U.D. ISER TIONS EACH
TRAI FPERFORS* 

3RTH AMERICA, CEPMTRAL AMERICA AND MEXICO 7 2 2 
aska 
orida 
-w Jersay 
,w York 
,ssissippi 

, 1 
1 
1 
3 
1 1 

-

1 1 

1 

10-20 L&D 

L&D (number not designa 
-RVrUDA, THE BAHAMAS AMD THE CARIBBEAN -15 -14 11, 
irbados 
enada 
liti 
maica 
erto Rico 
.Kitts 
.Lucia 
*Vincent 
inidad 

-1 
I1 
1 
2 
I 
2 
1 
2 
3 

1 

1 
2 

2 
1 
22 
. 

-
, 

1 
1 
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.2 

,2 

2 

6TCU-300 
12 L 
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IUTH AMERICA 
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.12 
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NO. OF TRAINEES WORKING IN 
NO. OF TRAINEE FAMIL YPLANNING CLINIC OR NO. OF TRAINEES Nil. AND TYPE OF,M.ONTH.

4LOCA TIO OF TRAINEES OF DOYWNSTATE'S RESPONSES HEAL TH FACILITY OFFERING RESPONSIBLE FOR I.U.D. IMISERTIOI!S EACH 
SE.MIDPIFERYPROGRAMIN FAMIL YPLANNING RECEIVED FAMIL Y PLANNING SER VICES I.U.D.INSERTION TRAINEE PERFORMS* 

AArD SOUTHEAST ASIA 29 17 	 7 
Inistan 	 2 2 
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1 13 - 5 spiral3l 	 1 1 

rssa 	 2I2 1 ., 1 5-81 
tan 1 1 1- 15L,5CT&D 
opines 1

-
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19L"
 

,ysicias are not also offering family planning services in the facility in which the former trainee works. 

-- ---- -~_ _ _ _ __ 	 _ _, 



Name 
45 ate -


Your Present Address 

1)What were the dates of the course which you attended at the Downstate Medical College, N.Y 

/ .- / 
day 
 t day monlFrom To 

2) Wdre you able to stay through the entire course? 
.eLiii 

yes No 

3) Are you now working in a Family planning clinic or in any type of health facility

which offers family planning services?
 

Yes No. 
IF "yes": 

1 " 

•a) Please give name and addreiss'of this Facility____ 
.. 
 .
 Nlame 

Address
 
b) How many hours q week is the facility offering family planning services?
 

number of us
c) 'Please describe the services you personally ore now involved in (Specifically, what 
-, ore you doing?). 

(Turn over) 
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d) 	 At this time do you have any responsibility for inserting IUD's? 

yes 	 No 

Comments: 

e) 	 if"yes," approximately how many IUD's do you insert-in a month and what 

types 	are they? 

Number 	 - Type 

Number 	 Type 

f) 	 Are physicians offering Family planning services
 
in the Facility in which you work? rl
 

Yes 	 No 

How 	many hours per week? Numbr of hours 

Or, is a physician only on call? y-
Yes* " No 

4) 	 If you are not presently working in a facility which offers family planning services would 
please descrMie your present work: 

, * 

5) 	 Would you like to have Your name put onto Pathfinder's mailing list to receive publications 
relating to family planning/maternal and child health? 

Yes 	 No 

Thnk you for your help with these questions. We would greatly cppreciate it if you would keeF 
us up to date on the progress of your work and the ways in which we ca be of assistance. 
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APPENDIX D
 

SUB-AGREEKi.4T 

between 

UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT (USAID)
 

NATIONAL ECONOMIC AND DEVELOPMENT AUTHORITY (NEDA)
 

and the
 

COMMISSION ON POPULATION
 

I. 	 PROJECT TITLE : Community Health Workers (Nurses 
& Midwives) 

II, BRIEF PROJECT SUMMARY
 

This sub-agreement sub-obligates the amount of P525,000 

in accordance with the provisions of the Master Agreement for 

Phase II Activities. 

The Community Headlth Workers (Nurses/Midwives) Project 

is a continuation of the existing POPCOM-admnistered project 

aimed at training and utilizing nurses and midwives in the 

delivery of compreheRsive family planning services, including 

IUD insertion and pill dispensation. The main thrust this year 
(FY '75-'76) is the development of a 2-month training curriculum 

and the streamlining of implementing procedures for the eventual 

integration of the project into the regular service programs of 

the Participating Agencies. The significant activities in this 

year.s program are: a) training of( 9Zadditional practitioners 
or more D01 Regional Training
and'19,trainors; b) utilization of Zt


Cenies", c) pilot testing of a two-month comprehensive FP Training
 

Program in DOH-RHTC I, VII and XI and ICH National Training
 

Center, (The original training curriculum is 3 months.)
 

continue to provide adequate technical and
POPCOI wiT 
administrative support tu the Implementing Agencies until after 

effective inteqration of the project into their services will 
have been realized.
 

[I. BACKGROUND. INFORMATION
 

In pursuanco of Presidential Decree No. 79, enhancinj
 

the role of nurses and midwives as providers of all acceptail.1o 
methods of contraception, POPCO4 mounted an experimental/ 

This was undertaken indemonstration study in FY 1974-1975. 

coordination with the Department of Health (DOH), Institute
 

of Maternal and Child Health (InCI). Jose Fabella Memorial
 

Hospital (JFMi) and Family Planning Organization of the
 
Philippines (FPOP).
 

http:acceptail.1o
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The objective of the demonstration was to determine the
 
safety and effectiveness of training and utilizing nurses and
 
midwives in the delivery of comprehensive family planning ser
vices, including IUD insertion. To this end, six (6)Training
 
Centers were established; namely: (1)Regional Health Training
 
Center (RHTC)I, Dagupan City; (2)INCH National Training Center,
 
Quezon City; (3)Jose Fabella Memorial Hospital, Manila; (4)FPOPO
 
Manila; (5)RHTC VII, Cebu City; (6)RHTC XI, Davao City. From
 
these centers, 14 core trainors were selected and sent to Down
state Medical Center in New York, U.S.A., to attend a paranedic
 
trainors' course. Shortly after their training, the Core 1r,inors
 
trained 15 Trainor-Practitioners. To date, a total of 159 nurses
 
and midwives have been trained in comprehensive family planning
 
services.
 

The nurse-supervisor and physician of Lhe clinic in which
 
the trained midwife or nurse isattached have also been trained
 
to provide them technical supervision and medical support.
 

Preliminary findings of a study conducted by POPCOM show
 
that it is safe and effective to utilize trained nurses and mid
wives in the delivery of comprehensive family planning services.
 
No major problems and complications were encountered during the
 
initial program year.
 

IV. PROJECT OBJECTIVES
 

Following are the general and specific objectives:
 

1. General Objectives
 

a. To implement a nation-wide program on Comprehensive
 
Family Planning for nurses and midwives that is res
ponsive to the needs of the Population Program.
 

• b. To initiate the integration of the comprehensive
-. 


," - famity planning training in the curriculum of nursing 
4 - ---.. and midwfery schools through the Professional Reg--. 

-)."' ""--"<' ... ",. .ulations " , ,- Commission. 

2. Specific Objectives (FY 75-76) .
 

a. To develop aaining curriculum and to
 
train;AOnurses/midwives andM8O back-up physicians
 
using this curriculum in the IMCH National Training
 
Center and DOH-National Family Planning Training
 
(NFPTRA) Regional Training Centers in Regions I.VII
 
and XI.

b. To utilize two omore DOH-NFPTRA Regional Training 
Centers inthe training of nurse/midwife practitioners. A',s 
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c. 	 To train and develop 10 trainers (8nurse/midwife " 
and 2,nurse instructors) for the two DOH-NFPTRA 
Regional Training Centers thit will be utilized this / 
year.
 

d, To continue to conduct three-month comprehensiveFP
 
Training courses for 312 practitioners (nurses/mid-
wives); Refresher courses for 3;4 back-up phys-c-ans; fiA 
.20 nurse-supervisors% 70 supervis~rs/coordinat,:;
 
and 2 Regional Training Center Chief of DOH-NaLtunal
 
Family Planning Training.
 

e. To regulate comprehensive family planning nurse/midwife k 
practice through standardized accrediting and licensing/ i4. 
procedures. 

V. STRATEGIES AN;D METHODS
 

This program has three components, namely: Training, Service
 
Delivery and IEC. Planned activities per component are described
 
below:
 

-a, Traihing 


1. POPCOM will continue to coordinate the activities of
 
participating agencies Inthe implementation of tho
 
training program: DOH-Natioal Family Plarning Train
ing Center, IMCH, JFMH and FPOP.* Training activities
 
will'be expanded by utilizing two or more FP Regional
 
Training Centers of the Department of Health.
 

2. 	A one-week workshop involving the core trainers and
 
Regional Supervisors will be hold inManila in June,-,
 
1975. The expected result of this workshop-13a re
vised two-month training curriculum that will be
 
.tested in the FP Regional Training Center (R$TC) in\--
Regions I (Oagupan City), VII (Cebu) and Xi (Davao),- - 

"and IMCH National Training Center(tlanil&). from 7r 

January to March 1976. Performane evaluation of the 
trainees during this workshop will be conducted in the/,}. 
succeeding months to provide bases for a decision to ( 7 
adopt/reject the two-month curriculum. -

The 	Comprehensive FP Project of the Family Planning Organization of
 
the 	Philippines ([POP) shall be funded in full by the Intarnational
 
Planned Parenthood Federation (IPPF) while the Jose Fabella
 
Memorial Hospital's project will be partially funded (40% of
 
total cost) by the Pathfinder, inc.
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\, 3. A total if 714 nurses/midwives, back-up physicians,
 
A nurse-supervisors, supervisor-coordinators will be
I-

A, \trained in three (3) batches using the current three

month curriculum. A common training schedule will Ke
 
followed by the agencies involvcd in th project:
 

September 27; (2)September 20 to
 
December 20; (3)March 29 to June 19. Breakdown of
 
the tralnees by type, by training duration and by
 
training institution are presented inAppendices A1
 
to 3.
 

(1)July 7 t.,) 


4. Eight nurse/midwife and two nurse instructors will
 
be trained to implement and iversee the comprehensive
 
training program that will be started in two other
 

,, DOH Regional Training Centers. The Regional Training
 
Center Chief will also be oriented to the Program.


t
 

5. The selection of trainees will be based on the follow
ing criteria:
 

- candidate must be employed by a participating 
agency; 

- the mother agency or clinic of the candidate 
must program to reimburse the regular travelling 
allowince/honorarium which family planning program 
nurscs/midwives are paid (this refer to DOH in 
particular); 

- candidate must be a registered nurse or midwife; 

- candidate must have completed basic family plan-. 
ning training with one year experience;. 

- candidate must possess positive attitude toward
 
her expanded role and be willing to undergo the
 
special training of three months and stay in the
 
family planning service for at least one year; ,
 

-- the physician and nurse-supervisor must be sup- •
 
portive of the expanded role of the nurse/midwife;
 

- the number of nurse/midwife trainees per clinic 
will dep nd on the clinic's client caseload. 

6. The practical minimum requirements for the three
month training of nurses and midwives, respectively
 
are the following:
 

Nurses Midwives
 

IUD insertion 20 25
 
Complete Physical Exam. 100 150 
Pelvic Examination 150 180 
Pap Smear 15 is 
Pill Dispensing 15 20 
Diaphragm fitting 2 1 
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7. the training curricula of the back-up personnel,
 
namaly, thJ physician, and nurse-supervisor, have also 
bean revisad. The physician's 7-Jay training curri
culun. utilized Juring the demonstrati.-n has been ex
panJJ to 14 Jays with more emphasis in clinical 
skills, particularly IUD insertion. The nurse-super-'
visor's training curriculum will continue to ba for
two months but with emphasis on supervision.: 

8. The Professional Regulations Comtissior has authorized -,'A0
 
the Commission on Population to duly accredit Training,:. . 0
. -

Centers and certify/license 

grauated trainees ac-


cording to agreed upon policies and procedures. ,
 

b. 	 Service -, " 

1. The potential clients of the nurse/midwife practi 
ti',iers are generally found in the barrios." They are 
mocist those who find :ifficulty in availing of the. 
clinic services. Assessment of the initial-project -
year showed that there have been minimal' efforts on,-
the part ofJ;t4.,g... .. ,es/mdwives' to render , 

" ,-6ev ees.-Itside 	 While it is understood '"to 	 the cllnic 
,,'. 	 that compre isan addition to a host
 

of other tasks previously performed by the nursa/,
 
midwife in the clinic, nre efficient management of
 
their schedule iscalled for. Proper'masures which
 
would encourage the practitioners to reachthe. "',
 
greater number of potential acceptors will;..biaJoftei
 
this year....: ,
 

2. New reporting format, consolidating existinj Formland For 1-4 ill be ,JevelopeJ. " ,,-,..,.:,
 

C. 	 I ECC 

In order to geerate demand for the services af-the 
-,trained nurse/midwife, a Region-based campaiqWnusirlJ 

m"aiss.media. sha.1l be-integrated into the program-.'o'.The" 
-- ,-- cpIgn. consists of posters, radio spots and-Jtnglesl 
2.-A special poster will be- developed in 3 languages :" 
-: -Th§alog, Ilocano and Cebuano. These posterswi1,be_,.,
 

placed in strategic places readily accessible to ,the'.
 
practitioners. ,.
 

IV.,- ORGANIZATIONAL STRUCTURE 	 " -r 

1. 	 The prograr, functional chart ig outlied in AppenJix L.

2. 	 The Executive Director of POPCOM, through its Project
Staff assitned to this project, will be responsible 
for the overall management of the project. The project 4. 
staff iscomposed of one project coordinator, a medical . 
doctor, who will be hired to work full time on a con- Lr-
tractual basis for FY 75-76 and two nurse consultants
 
from DOH who will be detaileJ on full time basis to
 
the Project.
 



53 
-6

3. 	The Project Coord 1o-atir will coorJinate and monitor
 
the activities of the agencies involved 14%the in
puts of the technical and su,:port Jivisl ,is of 
POPCOMI assigned to the project. In coop%:ration with
 
the nurse consultants, he will assist the POPOI Asso
ciate Director for Training in the JLvelopmeant of the 
prograz far the subsequ:.nt ye3rs. lie will liaison 
with agencies, both 	here and abroad, enuageJ in 
similar activities. He will prepare anJ submit to the 
POPCOl Executive Director, qLartT r- the 
Progress of the Project.
 

4. 	Th.Lrse consultan will provide technical' assist
.- 0aT -- th-W4eeds-6f the Participating Agencies,
 

. .- Regional Health Directors, Regional Traininq Directors
 
)
4 ; 	 involved in the project. They will provide POPCOi
 

.
 with rijular feedback on tha progress of the project
 
through quarterly reports and identify program needs,
 
opertion.-l problems and recommend solutions as the
 
need arises.
 

5. 	Project Officers of the technical divisions of POPCOM
 
involved in the project in coordination with the
 
Regional Population Office, will provide staff support
 
to the Project Coordinator.
 

6. 	The Training Division, in coordination with the Plan
nling Division, will evaluate and monitor the project

implementation activities and processes against set
 
otJectives. The Clinic Services Division will pro
vide back-stop support to the Project Coordinator in
 
service-related activitis; and will see to it that
 
facilities In the training clinics are adequate. Tha
 
'IEC Division, will be responsible for the planning
 

A ,.l 	 and impbmentation of the IC program. The Logistics 
Division through USAID will provida IUD insertion 
kits. Mission excess equipment will be made avail
.able-to the training centers, if needed. -Supplies 
included in thu Practitioners kit are enumerateid Io 

-,,Appendi - - -

I. 	"-NOIN -

Total and itemized financial requirements of this project is 
detailed in Appendix O. 

This project will have a total cash budget of P525,000 for
 
Fiscal Year 1975-1976.
 

Although the budget 	has been broken down by participating
 
.aqency, the Comission on Population may authorize transfer
 
of funds frcm one agency to another in the list or outside of
 
the list in order to maximize project output. However, any
 
crea~e.Or decrease of the total budget for this project shall in
 e strictly in accirJacc with the 15% flexibility provided
for by the Standard Provisions an the riaster Sub-Agreement
for Phase II Activities. 

http:crea~e.Or
http:subsequ:.nt
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VIII. EVALUATIOII & AOMITORIiZG 

In order to det-.min, th cxtjnt to which objectives set have. 
been met , ionitorinU anJ evaluition sh3ll be built into tha 
project's operational system. ,Arcas for minitoring shall 
liclude prniress of the various program components: Training, 
IEC & Service & M4anajemnnt variableS. Results/output over a 
specific period of tinm shall be assesseJ an" comparud ayainst 
objectives set; also probl;ms encountered and its causes: and
 
fund usage. tionital r iJures involve the setting up of
 
standar,!iz u-terly r rt5bo bo fillcd out by agencivs/

'2-qraups invoI ,-art-tftL ii fuct of structured field visits 
-by the Project Staff. 

Each traininqj program complete will be evaluated using a pre
during-post design. Operational details will be worked out 
later. 

Assistant Director Executiye Director 
UNITED STATES AGENCY FOR INTER- C iMISSION ON POPULATION 
NATIONAL DEVELOPMENT - POP (POPC 

iDalDate 


6.24.75
 



TarcUbt Trainees by Type and by TraintngInstitutions* pendix P, 

- FY'75-'76 

Training Institutions 

Typo 3f Ttaince--, "Il~, rpr! . FP' PRTC X FpRTC X FPRTC Vn- .' PRTC Xl., I S, TFMH WA~rL 

Nurso/midwife(Prectitinnerp) 77'5 40 40 75 80 60 22 392 

!ursc/.iid-.:f.3 (Trainorz) 1, ; 5 5 10 
Uhiur. Instructors 1 

1 

Ba.ck-up Physicians "; 40- 40 75 50 60 22 392 

i, ur-c Supcrvisors "20 20 
DOl.-Rorjional FP 'air'ng Chcf 1 1 . 2 

, , ' I 

Only US4'JD fundo' treLng activities arc reflectod in this table. 

Table A outlLIec tctal numberlto be trainod in FY 75-76 



&P:PenU-42 
T:RGET T!1?JEES (PRAC=rrIMS) BY TWAflrJg DummyOI & fY TflAiTUgm insTung-iOs-' 

~-1,- 14 

Tradnin DuaIjon * ,' -Trm.iInw Institutions 
~ >.~~OI FPRTC X PPRTC X PRTC VU FPRTC XI EACH JMI-: TOThL 

Thrce-Mcmth Course 5 ~ .5 040 22,~, 

Tv73-.onth Course* '-: 20 -- 20 20 20 -80 

If 

*Th 2-month ccporn tal"UnInbyr prjrm vdU be cmnluctoci from Jenuary ta March 1976. 
**Thcso rae,,ibrs aro t: be idpntiffed lator. -

312 



A4pponci A3 

TOTAL TA!GET NUi.:BEP. or 5~iESD *DY? GICE 

* ~ FY 75-'6 

iraJnzrs C. Nurso/midwvifo BaIusiSaz;f~ i-.urso-rck-up Crimtr
A~ncc D1ITP~1ractitioners

rhrm ' (12 ,vks) 
Practitlbnors Physicians Sulaor- Su;crvisxrs(8 ~:~)(2 ve.-s) vis:,rs
 

DC.'k'-Th 12 25-0 
 63 250 

is 2)-CI 20 

*Zthc. 43 tmr:7ot traincs= J 22 . o :c by POPCOLi-USan. the rcst So'j0. n.u2 by
PatthfiLdcr. iiw. FP?Ps Camprolmnsivj PP .:-rxxa~-.viU be tunla'.' by IPPF. 

7 



PAppcndix B 

OnGUMMMhAIOITAL CF,1.T
 
n7URSF ANdD ty.VIVCO--3 co: IP, ELUSIVE ?P TAiM4G -A11D SERVICE PROJECT
- I ,' 

ACCREDXGA _ _AND

LICENSING oM'- - - PC 

I 

-I'- r I -' 

PROJECT DIRECTO' . PROJECT OFFICERS OF1I 
PARTICIPATIG AGE4 ,... PROJECT COORDINATOR - OTHER POPCOM DVIOIT 

/, , I, 

G-NURSE,',o CONSULTAI4L" 
, , , .. ,

X(

4,41 

TR-. SP 

,TP IIlS -
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IUD WlSLITIOiT IUIT. 

I- Pan am.'.cwvr *.*.,*,.*** 1 Oa. 

109- F~ircicPs Poan .'.rtcryr, 9 a 2 oa.sotrai;;ht 3O.u. .....

1- Forcopt, uicrinc, tconculurai 9 1/2' &-rau.i.. 1 " 

23-	 G1ijvos,,~ n rousablo, latoac 

Sizo'61/2 .. **.,******** 12 pa&rz 

2-pedr. 

Slzd 7 L/2 so so00 a000 ase 000.04*~**,se o0Pains 2/ 

Sizo 7 	 2. 

SIzo 3'. 00 604,410,9 f..off 0 * *a so.*. .. 12 pain: 

39- Scissors, utorin6, stma.s, 3"cinval 

blunt-blunt 0*040...................... 1pr. 

40- S3Dund , 0utarizno, simpsorfuMallablo.... 3 0'a.a 

Al- Specul=,v a-,na1, -mva, raiim O..a. 

~42-;' SpoculunL, VaglaGmvos, Larqjo s...a.a. 

43- Spcculum, Va-tinal, Grav~s, Smal 0a*... av 1 Oai. 

MFashliiflits w~hich will bo pucchesol Imioly wini bo
 
includo.' it this 'ct.
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Commission on Population
 
Community Health Workers (Nurses/Midwives) Project
 

FY 197S-1976
 
Phase II
 

CENTRAL REGIONS
 
TOTAL OFFICE __X___"_X_ 

67 240 67 240
I. 	POPCOM 

A. 	Personal Services 21,0 "I216
 

1 Project Coordinator at
 
P1,800/mo. x 12 mos.
 
(contractual) 21,600 21,600
 

2 nurse-training 	con
sultants, f.t.(detailed
 
from OHEPT) cr' , 

B. 	Maintenance & Other
 
Operating Expenses 45640 4S 640
 
1. Traveling Exepnses 9,480 94U
 

a. Reimbursable Trans
portation Expenses
 
1 Project Coordinator
 

at an ave. of 9475/
 
trip x 12 trips 5,700 5,700
 

b. Per diem & Daily
 
Allowance
 
I Project Coordina
tor at P45/day x
 
7 days/trip x
 
12 trips 	 3,780 3,780
 

2. 	Supplies and
 
Materials 13.000 13 000
 

Office Supplies 3,00
 
---Flashlights S,000 S,000
 

- Bags - Other Supplies- 5,000 5,000
 

3.' 	Other'Services 2- 160 21 160
 
* Evaluation 	 ,.1T8U
 

Production of Mater
ials 15,000 15,000
 

II. OHEPT 	 319,400 159.700 159.700
 
A. Personal Services 2,001 11000 1760,
 

Honoraria
 
P50/lecture x 10 lectures/
 

course x 2 courses x
 
2 regions 2,000 1,000 1,000
 

D. Maintenance and Other
 
Operating Expenses 317,400 158.700 158 700
 
1. Traveling Expenses 4200
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20 Back-up Physicians 
at an ave. of P50 
each 1,000 1,000 

3. Other Services 49,000 
Train',.j Stipend 
20 Nurse/Midwives 

at P35/day x 
56 days 39"200 

20 Back-up Physicians 
at P3S/day x 
14. days 9,800 

49,000 

399200 

9,800 

V. JFMH 83,060 83,060 

A. Personal Services 
-Honoraria 

PS0/lecture x 10 
lectures/course 
x 3 courses 

11500 

1,500 

!,500 

1,500 

B. Maintenance and Other 
Operating Expenses 
1. Traveling Expenses 

Reimbursable' Trans
portation Expenses 
22 Nurses/Midwives 
'at an ave. of 
P100 each 

81 560 

2,200 

81.560 
4,400W1400 

2,200 

Z 

-

" 

2. Supplies and 
Materials 

Training Materials 
Medical Supplies 

19700 
700 

1,000 

1.700 
7W 

1,000 . 

. .. 

" 

-3. Other Services 7S,460 
- Training. Stipend-- --

. . ~..ZZ Nurses/Midwives .-
at 13S/My ?84'A' 

-,_- ays : -'64,680-
,.'. 22 Back-up Physicians 
, at T4S/day x 14 

days 10,780" 

75,460,• 
-

64,680 

10,780 

" 

. 

GRAND TOTAL 525,000 205,600 1591700 159,700 

These regions are to be identied tur.
 

Assistant Director Executie Director 

UNITED STATES AGENCY FOR INTER- OMiSSION ON POPULATION 
NATIONAL DEVELOP MNT - POP 0 (O0,1 

X 
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rl1E "POPU.ATION L.OUNCIL 

P. 0. Box 2 - 75 

Bangkok 2, Thailand
 

March, 19, 1975.
 

Memorandum:
 

To : Dr. Somsak Varakamin, Director, Family Health Division 

From : Dr. Nicholas H. Wright, Population Council
 
I 

Subject : Paramedical Insertion of IUDs In Thailand 

In 1972, a pilot project was organized by you and others with 
AID and Population Council support to determine whether IUDs could be 
inserted safely by trained nurses. Forty-three nurses, 18 of then
 
previously trained in clinical family planning at Downstate Medical %,enter 
in New York City, were given special training at Chulalongkorn Hospital in
 
three groups. Emphasis was placed on the new Copper T-200 devices 
although, according to training consultant Jean Burt, some training was
 
given In loop insertion.
 

Copper T insertions began in late 1972. By November 1973,
 
there had been 3,315 insertions by 32 nurse-midwives. Four nurse-midwives 
performed 36 percent of the insertions, however, and individual variation
 
in number of insertions was great.
 

-A surrey or 1,035 of these-acceptors was conducted in 1974 to
 
-assess event and continuation rates, and acceptor satisfaction with nurse 
insertion.. The net event and continuation rates can be compared td other 
Thai data on physician insertion of Copper T-200 and Loops. The following 
table shows comparative first segment rates per 100 women at 12 months: 



64
 

- 2 -

Copper T-200 Loop
 

Nurse Physician Physician
Event 


1.70.9 1.0Pregnancy 
10.0
2.9 6.6
ExPulsion 

6.4 5.1 4.1Removal 

Pain ,2.3 32 1.7 

Bleeding 2.3 1.0 .0 

0.9Other Med. 1.8, 1.4 

Personal 3.0 5.0 3.5
 

Want Children 1.4,, 2.2 0.3
 

2.3 1.3
Other Personal 1.4 


No Need/Other 0.2 0.5 1.9
 

82.4 80.8Continuing Use 86.8 

The table presents data collected at home interview plus clinic information 

for the minority of acceptors (21 percent only for Nurse Copper T sample)
 

who could not be located.
 

It is clear that nurse performance with the Copper T-200 is
 
werecomparable to that of physicians. Expulsion rates for the Copper T 


but medical slightly higher than for
somewhat lower, removal rates 
higherphysician-inserted cases. As .expected, loop expulsion rates-were 

net continuation rate for nurses is'-still- "The slightly higher12 -onth 
-: not due to age and parity differences'of ihe'two Copper-T samples. 

Copper T
 

.urse
t .(lwi i- Physician 

Mdean AGO 20.') 29.0
 

Alean Pnrity 3.3 3.7
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On the basis of mean parity differences, one would have
 

expected higher medical removal and also expulsion rates among the Copper
 

T acceptors inserted by nurses. N|edical removal rates are higher, but
 

expulsion rates 3re unexpectedly lower. Overall , if the age and parity
 

distributions of the Copper T samples had been the same, the difference
 
in continuation of the Copper T would have been even more in favor of
 
nurse-midwives.
 

The nurse and physician Copper T samples are probably
 

different in other ways that might favor higher continuation among women
 

inserted by bursas. It was not possible to randomize insertions, so the
 

possibility that nurses selected cases more likely to cooperate and
 

continue use cannot be ruled out.
 

At home interview, consumer satisfaction questions were asked.
 

Nurses were sometimes present during the interview and this probably led
 

to some bias in.the responses, but the results nevertheless indicate, broad
 

approval of the nurses' performance. Some examples are:
 

Percent
 

Don't 
Yes No Remember/ 

- Not Suit 

1. Did the personnel at the clinic
 
explain the side effects of the
 

Copper T completely? 83 16 1
 

2.§ Ci o t ave-acompte- understanding
 
"of .- ,
the Copper T method whenr you left.. 

3. Medical Complaints
 
Yes, Yes, but No
 

treatment no treatment
 

a. Pain at insertion 21 18 61
 

,b. Heavy bleeding, first wcuk lb 29 55 

c. Bleeding bctween periods 

after insertion o8 33 -' 59 
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Percent
 

Bett:r 3eme Wrse Not 3ure 

4. How do you comparc the
 
clinic where the Copper T
 
was inserted with other
 
Government clinics? 60 18 1 22
 

Yes, 	 iNo
 

5. Have you suggested to a
 
friend that she should
 
go to the clinic and get
 
a Copper T? -79 21
 

Male Yd) Fen-ale MD Nurse 1jier 

6. 	If you had a choice, who
 
would you want to insert
 
an IUD? 1 40 41 18
 

it should be emphasized that, of the Copper T acceptors who 

sought or needed treatment for early medical complaints (question 3 above), 
only 2 percent needed to see a physician. Eleven percent were self
treated and 84 percent were dealt with by the nurse. 

Policy Recommendations
 

11..Thoevidance suggests that IUDjanseitfon by-soecially trained nurses is 

-safe and iffective. Earlyconsidcrati6n-.should b .given.to approval of 

this practice, "-(As youi know, the' n'tnberwof IUD insertions-fell in 1974-
for the first time since the NFPP began in 1965.) If approved, refreshei 

training will need to be organized for nurses who art- now inserting after 
informal, local insLruction by a physician, and also longer training for 

nurses who have novor pcrformcd insurtions before. T:iis might be done on 

a regional level at .01i Centers and larg. provincial hospitals. Similar 
training should also be included in th, basic nursing curriculum as scon as 
possible. The 10 Thai nurses with training it Downstate will be able to 

nakc valuabli, suggestion, .as Iu ho. t -. rcecd, and cpn provide needed 
supervision. 
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2. I 	think the next step is L- begin a small, carefull)-designed, and
well-supervised pilot projoct tr sce whethcr selected auxiliary mridiiv..s 
can be trained to insert IUDs and pvrhaps handle other gynecological
procedures. This is 
now being done on widespread basis in the Philippines.

If the idea can be approved in principle, I think a good proposal could be
 
put together.
 

NHWd:ll
 

cc 	 : Dr. Suvanee 
Dr. Peter Donaldson 


