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PROPOSED REGIONAL PUBLIC HEALTH TRAINING PROGRAM FOR THE SADCC COUNTRIES
 
IN THE SOUTHERN AFRICA REGION
 

DEVELOPMENT OBJECTIVE:
 

To develop a critical cadre of Public Health experts in the 
Southern
 
African countries.
 

PURPOSE OF THE WORKSHOP:
 

To revi.ew Tulane's feasibility study and to draft recommendations and
 
proposals for a final draft report.
 

WORKSHOP OBJECTIVES:
 

1. 
To examine input needed for development and implementation to a
 
relevant PHC-oriented Mobile Public Health training program.
 

2. To determine if the feasibility study is 
relevant to other countries.
 

3. To draw on expertise, programs and experiences of other Southern
 
African countries th:ough exchange of information.
 

4. To explore methods of drawing national resources into technical
 
cooperation for development of bealth manpower in Soulhern Africa.
 

5. To identify major themes essential to developing a relevant Mobile
 
Public Health training program.
 

*6. 
To provide an opportunity for development of sound progressive

educational programs at all levels; and, academic programs to 
facilitate
 
upward mobility of health workers without loss of time.
 

7. To raduce the number of years and resources put into training programs
 
that do not ensure recognitien.
 

8. To foster fruitful inter-institutional cooperation between
 
ministries, university health training institutions, national, and overseas
 
universities.
 

9. Foster research into health systems and HMD.
 



When he spoke to the congregation of Ebenezer Baptist Church
 
in Atlanta, February 4, 1968, Martin Luther King Jr. 
wasn't
 
thinking about apartheid medicine of the past and other African
 
disasters but, in discussing his death and the eulogy he'd want
 
at his funeral, the American civil rights leader provided an
 
outline for planning a program to alleviate such suffering.
 

Dr. King, who was assassinated April 4, 1968, in Memphis,

Tenn., said, "Every now 
and then I think about my own death, and
 
I think about my own funeral... I don't want a long funeral.
 

"And if you get somebody to deliver the eulogy, tell them not
 
to talk too long...Tell them not to mention that I have a Nobel
 
Poace Prize...Tell them not to mention that I have 
three or four
 
hundred other awards... I'd like somebody to mention that day,

that Martin Luther King, Jr. tried to give his life serving

others.
 

"I'd like for somebody to say that day that Martin Luther King

Jr. tried to love somebody...Say that I was a drum major for
 
justice. Say 
that I was a drum major for peace. That I was a drum
 
major for righteousness. And all of the other 
shallow things will
 
not matter. I won't have any money to 
leave behind. I won't have
 
the fine and luxurious things of life to leave behind. But I just

want to leave a committed life behind."
 

"Not to talk too long," not to dwell on 
awards or the pursuit

of money or luxury, but to emphasize service to others, justice,
 
peace, righteousness, and "a committed life" 
-- Dr. King's

advice for writing his eulogy may also apply 
to those planning or
 
working in a program in which physicians, dentists, nurses,

public health workers, and educators work as a team to provide a
 
continuously expanding and improving health care 
system to the
 
people of Southern Africa. Developing nations are dissatisfied
 
with the systems of health care, often inherited from their
 
colonial past, and are seeking alternatives.
 

Traditional public health measures 
which helped control some

diseases in the past have proven insufficient by themselves, says

John R. David, chairman of the department of tropical public

health, Harvard School of Medicine, and modernization efforts,

thought to control diseases, have, in some cases exacerbated
 
health problems. (i.e. Schistosomiasis, a disease in which
 
parasitic worms invade blood 
vessels, has increased dramatically

due to construction of hydroelectric dams creating large lakes,

the breeding grounds for snails which transmit the disease.) He
 
calls upon Americans to 
increase their support in developing the
 
scientific knowledge needed for creation of vaccines, medicines
 
and treatment methods to defeat Africa's killer diseases as
 
quickly as possible.
 

In a Washington Times article, Sept. 27, 
1984, David pointed

out that starvation, as witnessed in media coverage of the
 
Ethiopian catastrophy, is the "most visible killer stalking

Africa," but people, who are moved to action by seeing babies
 
dying in their parents' arms on television, also need to know
 
that more Africans have been dying each year from parasitic

diseases than from hunger.
 

More than a million African children die of malaria each year

and approximately 300 million people in Africa and other
 
developing areaa 
also suffer from this disease. Many millions
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have filariasis, a disease that 
can cause gross enlargement of
 
limbs; thousands die from schistosomiasis; 40 million have
 
onchocerciasis (river blindness), which may blind a third of the
 
village people and 
make entire river valleys uninhabitable, David
 
noted. Study of parasitic diseases increases 
our understanding of

other ailments and helps 
control such diseases in developed

countries which are also affected. For example, the giardia

parasite is 
one of the most common causes of epidemic infectious
 
diarrhea in the U.S.
 

Robert Coles, a child psychiatrist who has been researching in
 
South Africa for the past 10 years, says that even if by some

"political and moral miracle," 
apartheid in South Africa
 
disappeared, that nation's 23 
million black and colored (mixed

race) people would still "face 
a grave struggle for survival."
 

In a recent newspaper article, Coles noted 
that blacks'
 
infant-mortality rate 
is 190 per 1,000 live births -- six times
 
that of whites; blacks' life 
expectancy is 15 years less 
that of

whites; and 55 percent of 
black deaths occur between ages 1 to 4,

while the figure is only 7 percent for whites. Tuberculosis,
 
virtually eradicated among whites, occurs at the rate of 
285
 
cases per 100,000 blacks.
 

To compound the situation, Coles noted that in 
South Africa
 
there are only 300 black doctors 
per 90,000 people while the
 
ratio for whites is 
1 to 390. (World Health Organization

considers a ratio of one for every 
10,000 people too low.) The
 
cost of tuition, books, 
room and board (approximately U.S.
 
$2,300) is so prohibitive to black students that about 
a third of
 
those accepted into health training can't afford to 
matriculate.
 

Coles called for Americans to offer experience and technology

to aspiring physicians, dentists, 
nurses and veterinarians, and
 
to 
help build programs in community health, family medicine and
 
nutrition through exchanges of personnel, research grants, and
 
training programs.
 

Recognizing Africa's need 
to ensure an adequate number of
 
public health workers and to achieve self-sufficiency in health
 
training by the 
year 2000, Tulane University School of Public
 
Health and Tropical Medicine consulted with regional public

health professionals, participated in 
numerous Maternal and Child
 
Health and Primary Health Care workshops, evaluated other
 
programs and reviewed literature. The result is 
a proposed

Regional Public Health Training Program for 
SADCC countries in
 
the Southern Africa region.


Practical aspects of the plan were 
investigated during site
 
visits to Botswana, Lesotho and Swaziland in December, 1982, and
 
February, 1983. Information gathered for a feasibility study

included: committment of countries; availablity of educational
 
resources and faculty; enumeration of existing courses;
 
estimation of costs (assumed to be less within the region than
 
overseas); and determination of the student pool.


The feasibility study also involved development of guidelines

for the academic program, which includes maximum 
use of the
 
expertise of African personnel -- members of regional

institutions such as universities, hospitals and Ministries of
 
Health -- to ensure development of a program uniquely African and
 
responsive to specific area 
needs, Classes would be offered
 
annually between mid-May and mid-August; and, in a three-year

period, students could get one yeE.r of undergraduate training in
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public health (credits to transfer to regional universities), or,

students with baccalaureate or higher degrees could 
enter a
 
master's degree program in which 
they could get M.P.H. degrees,

with and without specialization.
 

Originally, the public health traini.ng program was to be
 
developed in at least five countries, but lack of support from
 
two USAID mission directors restricted the program to Botswana,

Lesotho and Swaziland. Support from colleagues 
in those countries
 
has enabled Tulane to develop a program that includes all nine
 
independent countries 
in th. region.
 

Support and fund-raising assistance was requested from
 
Southern Africa Development Coordinacion Conference (SADCC) and
 
contacts 
were made with foreign aid donors to public health
 
training in Southern Africa, such as 
Swedish International
 
Development Agency (SIDA), Norwegian Agency for Iternational
 
Development (NORAD), 
and the Dutch Technical Assistance Program

to Developing Countries. Contacts at 
the U.N. and with Ford and
 
Rockefeller foundatio.ns in 
the U.S. were made by Tulane
 
development and foundation relations 
personnel. (See Review of
 
Mobile MPH/Certificate Project Fund Raising Efforts). 
USAID and
 
World Health Organization are 
also among those organizations
 
invited to participate.
 

In addition to Tulane School of Public Health Dean James E.

Banta, Tulane medical personnel directing the project include:
 
Dr. James P. Carter, chairman of the Department of Nutrition and
 
project director; Naomi Baumslag, M.D., 
M.P.H., associate
 
director and consultant; Elaine Boston, R.D., 
M.PH., program

coordinator, and Dr. 
Claudio Schuftan, nutrition planner.
 

In reporting on the Februa!7, 
1983, site visit to Southern
 
Africa, Baumslag and Boston noted the need to 
explore in greater

depth, the following:
 

1. Manpower data -leeded to determine training needs (SADCC

commissioned 
a manpower needs study of BLS countries, Mozambique,

Zimbabwe, Malawi, Zambia, Tanzania, and Angola, and affiliated
 
non-independent countries, 
done by NORAD);
 

2. Committment of resources in 
the BLS countries and

information about the people to be 
trained in those countries;
 

3. Hesitancy on Tulane's part 
to offer degrees remote from
 
home campus;
 

4. Information on 
public health courses or infra-structues
 
on which to build;
 

5. A design for career structure with upward mobility that
 
meshes with existing health training programs.
 

6. Library facilities and the possibility of funding
 
librarian services.
 

7. Funding for students' tuition, fees, living expenses.
 

Positive feedback from the site visits included:
 
1. Endorsement of the concept from all persons with whom it
 

was dicqcussed;
 
2. A regional institute could ultimately coordinate all
 

health training in the 
area and eliminate the "piece-meal"
 
approach to health training;
 

3. A regional institute could provide steps 
on the career
 
ladder for health care personnel and make health careers more
 
attractive to prospective students.
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In setting up the Institute, the site visit 
report concluded,

it is imperative that 
it be linked to or part of one of the
universities in 
the area to ensure the upward mobility desired by
health personnel and to upgrade the status and 
opportunities in

public health so that it will attract new people. The 
institute
could be based at one university, with guarantees from other

universities that they 
would accept its credits toward degrees.

The ultimate answer 
is to offer 
a four year program leading to a
 
baccalaureate degree in 
public health.
 

Some recommendations of the Tulane 
site visiting team are
similar to those suggested by the SADCC commissioned NORAD

Consultancy Survey of health Training Facilities 
 conducted from
 
October 19 to December 21, 1982.
 

The NORAD survey team, 
headed by Dr. Egil Sniloberg, suggested
cooperation among 
the SADCC countries in 
training and exchanging

teachers, sharing 
medical equipment mantenance and

administration/management personnel, 
establishment of 
a regional

resource 
center and regional specialty training programs when
 
separate national training programs are 
not economical.
 

Training institution recommendations included:
 
1. Expansion of existing institutions, and possible addition
 

of new ones;
 
2. Relation of institution size 
to medical cadres offered;

3. Use of qualified teachers from outside the region until
 

local tutors are trained;
 
4. Use of a "three party agreement/quota'system" in which host
countries take responsibilities for running their institutions


and for training a quota of 
students from other SADCC countries,
which in turn, need to guarantee a certain number of 
students
 
annually; all to be accomplished with financial and manpower

support from the 
cooperating agency/training institution;
 

5. Agreement to a staff development program of 
national
 
teachers;
 

6. Courses with practical training could be 
given in students'
home countries so that they practice in the context in which they

will work.
 

The NORAD team emphasized that SADCC countries, not NORAD,
should make decisions on priorities in the 
following categories:

1. Use of existing facilities with 
expansion capabilities


where only an 
agreement between institutions is needed 
to provide

scholarships, supplemental staff, libraries, 
etc.


2. Projects already planned in detail but 
which have been
 
postponed due 
to lack of funding or manpower.
 

3. Projects needing further planning.
 

NORAD recommended cooperation on 
health manpower development

between SADCC countries because:
 

1. There are similarities in demographic factors, educational
 
systems, and health problems, policies, 
care systems, and
 
manpower structures.
 

2. It is more economical to train students in the region than
 
abroad.
 

3. Training within 
the region could be more relevant than
 
elsewhere.
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4. There has been small scale cooperation between the

countries on health manpower development for many years.


5. Some countries have experienced "brai:, drain" when students
 
are trained outside of 
Africa.
 

(See "SADCC NORAD Consultancy Survey of 
Health Training

Facilities" summary for 
more information.)
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Although not everyone invited to 
the February 19-21, 1985,
meeting in Botswana could attend, input 
was received from several
 
individuals and organizations concerned with public health
 programs in which their expertise gained from past and present

programs was shared. 
Lists from various university officials

suggesting prospective faculty for the Institute have also been
 
received.
 

This input 
includes the following information:
 

Community-oriented Primary Health Care (COP) 
 now operating in

the Hebrew University of Jerusalem and Hadassah Medical

Organization School of Public Health and Community Medicine 

Professor Sidney L. Kark and Emily Kark.
 

COPC provides primary clinical care 
for individuals in a
community-orieuted practice. Programs may focus on 
main health

problems affecting the community in general, 
or be specifically

directed 
toward priority health needs of different community

groups. 
Health service is promotive, preventive and curative. The

Community Health Care Center in Jerusalem, which serves a
as

practicing base, is an integral part of the School of 
Public

Health and Community Medicine and is administered by the
 
Department of Social Medicine.
 

The graduate studies program leading 
to a Master of Public
Health has 
been developed and modified since its inception in

1960. An obligatory field-workshop and seminar in community

health care is 
a curriculum feature, and the curriculum's general

objective is to provide the graduate training for

multi-disciplinary professional groups required for practice,

teaching and research in public health and social medicine. The
 
groups include physicians, dentists, nurses, 
veterinarians,

social workers, health educators, nutritionists,

biostatisticians, environmental and occupational health workers,

and scientists interested in community health.
 

A Course leading to 
the degree of Master of Science

(University of London) In Mother and Child Health 
 -- David
 
Morley, Professor of Tropical Child Health, UOL.
 

The UOL Institute of Child Health offers an M.Sc. in Mother

and Child Care to qualified graduate students and 
a Diploma in
Mother and Child Health to students who don't qualify for the

postgraduate degree. The 
course purpose is to train future
 
teachers of Mother and Child 
programs for medical 
schools and
auxiliary training institutions of Third World countries. Over
160 Fellows have trained in it and a previous UNICEF/WHO course,

and they now hold responsible positions in their own 
countries.
 

Emphasis is on maternal care, family health and nutrition, as
well as communication, management, and leadership skills. Focus

of the M.Sc. course is providing management, trainirg and support

for local community health workers and middle level personnel.

M.Sc. students have 8-10 weeks overseas 
study in the curriculum,

and the course was set up in London in hope that it would lead 
to

other universities undertaking similar training programs, a hope

that has become reality in Nigeria, Durban, India, Indonesia and
 
the Philippines.
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Extendel MPH Degree Program of 
the University of Washington

School 
of Public Health and Community Medicine -- Robert B.

Wainwright, M.D., D.T.M.L.H., 
Malcom L. Peterson, M.D., Ph.D.,
 
and Janis M. Farrier.
 

The format of this curriculum radically differs from

traditional two-year programs 
leading to MPH degree. Students

fulfill all academic and institutional requirements 
for MPH over
 
a three-year span of intensive, on-campus 
courses and seminars.
 
In its four years of opexation, many more applicants have
 
enrolled for the Extended Degree Program than for 
the regular MPH
 
program and the academic performance of these students is

comparable 
to that of regular full-time MPH program students.
 

Administrative, fiscal and instructional problems have 
been
 
overcome and 
the demand for the program and U.W. experiences

suggest that extended MPH degree programs are 
both feasible and

desirable. The 94 
students who have matriculated in the program
 
are employed mainly in government agencies in 8 western states

and British Columbia; 
most have their prior professional training

in nursing and medicine with median of nine years professional
 
experience.
 

The Botswana/Meharry Project: 
A Nursing Achievement in Public

Health, Maternal and Child Health, and Family Planning 
 -- Jean
 
Swinney R.N., M.A.
 

This five-year plan 
resulted from collaboration of USAID and
 
the government of Botswana. Its goals were:
 

1. To provide training or retraining in public health,

maternal and child health and 
family planning for personnel who
 
staff rural health facilities;
 

2. To prepare an integrated curriculum in PH/MCH/FP for 
use in

the basic nurses training schools; 
train a selected tutorial
 
staff to 
continue using the curriculum;
 

3. To establish a health education unit 
with trained local

staff to serve health needs in 
PH/MCH/FP and preventive health;


4. To 
develop field training and practice facilities and
establish effective postnatal and family planning service in 
the
 
three Botswana government training hospitals.


The plan was so successful that it was extended and 
now
 
serves as 
a basis for other projects. By the project's end in

August, 1979, 501 nurses completed the inservice 
course (only 98

completed unsuccessfully); 21 participants 
were in advanced

training or had completed it to 
become tutorial staff (including
 
a local replacement for 
the senior public health nurse of the

original project health 
team); all family planning methods were

delivered by nurse midwives and 
project participants (consulting

with physicians for problems only). 
A dramatic increase in use of
 
various family planning methods also resulted from the
 
introduction of 
family planning services and education into the
 
hospitals.
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Botswana Institute of Health (Its first 
10 years of operation

and its present courses and instructors) -- Dr. D.B. Sebina.
 

NHI began with 117 students in four courses in 1973 and by

1983, the National Institute of Health had 720 students in 10
 
programs, which include basic nursing, health assistant, dental

therapists, nurse anaesthetists, pharmacy technicians, health
 
lab. assistants, medical records, midwifery, family 
nurse
 
practitioner, community health nursing and community mental
 
health.
 

Addition of courses continues and post-graduate opportunities

include: Enrolled nurses proceeding to registered nursing

programs; health assistants proceeding to health inspector or
 
health inspector tutor; B.Sc. in Nursing or 
in Health Education;

three-year Health Laboratory Technicians program. Former NHI

students account for approximately 80 percent of the staff.
 

The Inter-American Division Program of Loma Linda University 
-- Winston J. Craig Ph.D, M.P.H., R.D.
 

The Office of International Health of LLU 
was in the process

of writing new guidelines for its off-campus programs. Proposals

include a six-year program with courses 
offered annually in

concentrated fashion for 4-6 
weeks at a time.
 

In 1979, an off-campus teaching sequence for an 
M.S.P.H.
 
degree began at four different sites in Central America and 
the
 
Caribbean. The majority of 
students were physicians, nurses and
 
health administrators but non-health professionals were also
 
accepted. The program's objectives were to coordinate teaching,

research and service efforts of faculty with expertise and

interest in solving public health problems of Third World
 
countries. M.S.P.H. degrees 
 are offered for those without
 
professional health training and experience, and M.P.H for health
 
professionals.
 

Service projects of this Seventh-day Adventists program have

been located in Pakistan, Sarawak, Haiti, Tanzania, Marshall
 
Islands, Philippines, Central America and the Caribbean. Goals
 
are to help people help themselves to better health, to assist

existing organizations to greater effectiveness, and to encourage

development of local health training programs.
 

Curriculum for the Public Health Diploma Program of the
 
Muhimbili Medical Center, Dar Es Salaam, United Republic of
 
Tanzania -- Prof. W.J. Makene;
 

Goals include: providing doctors with skills needed 
to be the

District Medical Officer; offering a curriculum flexible enough

to 
admit people of different educational backgrounds.


Duties of 
district medical officers include promotive and
 
preventive health services; management of district health
 
programs, such as disease control;
 
maternal/child health and family planning; medical legal


services; and administration of office and staff.
 
DPH candidates pursue approved study programs of full-time


attendance for minimum of one calendar year 
or maximum of three
 
years for part-time students. Courses include: 
epidemiology,

biostatistics, development and management studies, behavioral
 
science and health education, sanitation,
 
parasitology/entomology, and 
a field work project.
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Role of the Public Health Worker in Famine Relief 
 -- Cladio
 
Schuftan M.D.
 

Their unique position places public health workers 
in a key

role in initiating relief operations. Because they are on-site
 
before and when disaster strikes, they can observe early warning

signs of disasters, such as drought, and take steps to minimize
 
their effects. Using whatever meager resources available, PHWs
 
cope with disasters -- triaging victims, organizing community

members into health brigades, becoming the 
right hand of whomever
 
is in control in the community, and serving as liaison between
 
external relief teams and the community.


To function effectively as members of the health team, PHW's
 
need training that relates to their expected roles. They also
 
need on-going education to sharpen logistics and managerial

skills, as well as continuing education in health service.
 

(See Input Summaries for details; See "Questions, Suggestions,

and Other Input" for responses from Swaziland, Holland, Lesotho,
 
and UNICEF, USAID.)
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INPUT SUMMARY
 
The consensus 
seems to 
be that on-site or field training
should be added to 
the academic curriculum because it 
is an
important part of 
the total public health care training program
for physicians, dencists, 
nurses, public health workers


educators, and that it's imperative to 
and
 

train all personnel to be
public health oriented and 
to be "trained to be trainers".
 
Emphasis in one report was 
placed on the importance of the
village public health worker, who 
needs to be trained to
anticipate disaster needs, request aid 
from the regional center,
and then coordinate all health and 
disaster relief efforts,


working with local civic leaders and the doctors and 
nurses sent
from the regional center, 
to form a disaster relief and
 
multidisciplinary public health 
"team."
 

Among the main curriculum needs, expressed by those who shared
their expertise, are: nutrition; 
infant and maternal health
(includes family planning); anticipation and identification of
possible epidemic diseases or 
disasters, such 
as crop failures;
development of 
research facilities; training in 
epidemiology for
all health care 
workers, and training that focuses on use of
epidemiology and clinical studies 
as complementary functions in
the care of individual patients, 
their families, and in

development of community health programs.


Also: management training 
to facilitate integration or
coordination of curative, rehabilitative, preventive and
promotive health services; 
focus on sociocultural 
as well as
biomedical aspects of 
health care; infectious disease control;
sanitation; and continuous or 
periodic evaluation of all programs
to determine their effectiveness and/or need 
for change. Also
noted was 
the need for courses in different languages be met
to
by an international faculty, which could also provide insights

and perspectives from their countries' 
programs.


The importance of 
cooperation between universities, health
ministries of 
the different countries, and among 
the individual
health care providers was also emphasized, as was the need to
fund 
prospective students needing scholarships, to use expertise
of local health professionals, and 
to provide career advancement

incentives to make 
health care occupations more attractive to
those who would, like Dr. 
King, choose to 
live a "committed life"
 
in the service of others.
 

Input Summations 
: Marcy Meffert, auxiliary staff TMC;
With the supervision of Dr. James P. Carter, chairman, TMC

Department of Nutrition, and 
Mobile MPH Program project director.
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REVIEW OF MOBILE MPH/CERTIFICATE PROJECT FUND RAISING EFFORTS
 



REVIEW OF MOBILE MPH/CERTIFICATE PROJECT FUND RAISING EFFORTS:
 

From: Dr. James P. Carter
 
Chairman and Professor
 
Department of Nutrition
 
Tulane Univ. Medical Center.
 
To: Rose Marie Wilkinson
 
Director, Development Office
 
February 11, 1983
 

Re: Request for assistance in developing a funding strategy 
to
 
implement the Mobile MPH/Certificate Poject.
 

Possible donor countries include:
 
Sweden
 
Norway
 
The Netherlands
 
West Germany
 
Canada (including the International Development Research
 

Center)
 
United Kingdom
 
Denmark
 

Assistance is requested in approaching Rockefeller and Ford
 
foundations, which jointly co-sponsor a committee and group of
 
consultants to develop a Southern Africa Development Strategy,
 
and also, to identify European foundations which may be
 
willing to donate funds.
 

Already begun is a proposal to obtain continuation of
 
funding for USAID, and contacts are being developed wiith the
 
following multinational agencies:
 

World Health Organization
 
UNICEF
 
World Bank
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Memos from:Rose Marie Wilkinson, Tulane MC Director of
 
Development
 
Arlene Stanton, Director, Foundation Relations, TMC
 
Development
 
April & May, 1983
 

Re: New York trip 
to meet with possible donors:
 

Ford Foundation:
 
Meetings with Richard A. Horovitz, program officer in
Developing Country Programs, specializing in Africa, Mr. 
Oscar
Harkavy and Miss Marsha Hunter of 
Ford Foundation's Fair 
Start
Program --
 Current emphasis is on fair start/child survival
 

programs in 
the Urban Poverty area, and all 
public health
 
concerns need fit 
this emphasis. Decision, if any, on the
Tulane program would be made 
by Goran Hyden, Swedish field
officer for Eastern and Southern Africa, who would review the
proposal and make 
his recommendations to 
the foundation.
 

Ford Foundation prefers more modest 
programs with specific

research areas 
which either improve parents capacity to better
 care for 
children and themselves, pre-natally, and/or help

them amake better use of organizations available 
to them. Ford

can't fund 
biomedical, university-based research.
 
Ford invests relatively small portions of 
its money to
 
international projects ($4-5 million).
 

Other possible donors suggested are:

NORAD, SIDA and SARAC 
(Swedish), 
NOBID, ODA (British),


OXFAM (Oxford Famine Committee), Trocine (Irish), 
Danida
(Danish), 
African Medicine and Research Foundation, CIDA

(Ottawa, Canada), International Development Research Council

(funds for research only), American Express Company
 
Foundation.
 

Also: Council for International Business, 
1212 Avenue of
the Americas, N.Y, 
(a source of information on businesses,

such as pharmaceuticals, 
which operate in Africa), Committee
of International Grantmakers, 
1825 L Street, N.W., Washington,

D.C. 20036, 202-466-6512 (Washington-based group headed by

Bill Moody of Rockefeller Foundation).
 

United Nations:
 
UN Development Program 
-- Visit with Mr. John 
von Arnold,
chief, Special Projects, Division of 
Information for 
the UNDP,
One U.N. Plaza, N.Y., NY 10017, 212-906-5309. UNDP has 
a
public health training program. 
A list of missions is
 

available from the UN.
 

Contacts made with Rockefeller Foundation, various missions
 
and smaller foundations.
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From: Marit Berggrav
 
Acting Head of Division
 
Health, Family Planning and Education
 
Norwegian Agency for International Development (NORAD)

Boks 8142 Oslo Dep.
 
Oslo 1
 
Ph. 02-31 40 55
 
To: Dr. James Carter
 
May 4, 1983
 

Re: 
Proposed Mobile Public Health Training Program in 
Southern
 
Africa.
 

NORA', on request 
from Southern Africa Development

Coordination Conference 
(SADCC), surveyed health training

facilities in 
the SADCC region. The consultancy team report
was submitted to 
SADCC early February, 1983, and discussed in
 
a workshop held in Swaziland, April 17-19.
 

NORAD is f'irther prepared to assist in 
preparatory work
with project proposals as soon as they are 
approved by the

council in May. According to our guidelines, 
we will relate
directly to the SADCC representives concerning possible future
 
cooperation within 
manpower development.


If your project, which seems interesting, is included among
the project proposals given priority from SADCC, it 
will, from
 
our side, be considered with the other 
proposals presented.
Our assessment will relate 
to areas in which we assume to have
special professional competance in 
Norway, as well as 
areas in

which we have had 
previous cooperation within the 
health
 
sector of the region.
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From: Francis A Kornegay Jr.
 
Research Director
 
African Bibliographic Center
 
African Communications Liaison Service Inc. 
1346 Connecticut Ave., N.W., Suite 901 
Washington D.C. 20036 
Ph. 202-223-1392 
June 1, 1983 

Re: The May meeting of the SADCC Council of Ministers in Dar
 
es Salaam.
 

From discussions at the Tanzanian Embassy, it seems that
 
the health project being vetted by Swaziland was not tabled at
 
the meeting. The Embassy is still awaiting details about the
 
meeting's outcome. It has been reported that items not tabled
 
in Dar might be tabled at the upcoming SADCC Council of
 
Ministers meeting preceeding the SADCC summit in Maputo in
 
July.
 

News reports of the SADCC May meeting do not list public
 
health among the subjects discussed by the ministers. Reports
 
were given on transport, communications, agricultural
 
concerns, manpower development, industry, energy conservation,
 
fisheries, wildlife, forestry, mining and the Southern African
 
Development Fund. A Trade agreement was reported to be tabled.
 

A summit was scheduled for July in Maputo, and the SADCC
 
Annual Conference was scheduled for Lusaka in November.
 

Because of the region's drought, news reports noted that
 
the nine SADCC member states would be forced to divert their
 
resources from other sectors to 
relief and rehabilitation
 
costs unless substantial additional foreign assistance was
 
made available. During the November conference, it was
 
announced, ministers would focus their attention on
 
agriculture, including food security, animal disease control,
 
agricultural research, soil and water conservation, and land
 
utilization.
 

SADCC's member states include: Angola, Botswana, Lesotho,
 
Malawi, Mozambique, Swaziland, Tanzania, Zambia, and Zimbabwe.
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From: Bo Stenson
 
Head of Health Division
 
Swedish International Development Authority (SIDA)
 
S-105 25 Stockholm, Sweden
 
Ph. 08-15 01 00
 
To: Dr. James Carter
 
Juae 8, 1983
 

Re: Mobile Public Health Training Program for Southern Africa
 

SIDA has decided to support only a limited number of
 
sectors of the total SADCC program. These sectors are
 
transport and communications and soil conservation. It is not
 
possible to include more sectors. Thus, SIDA will not be able
 
to support the MPH program.
 

Undoubtedly, training opportunities in the public health
 
field are an essential element in improving health conditions
 
in Southern Africa.
 

SIDA will follow developments in the program through its
 
close collaboration with the Nordic School of Public Health.
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SADCC NORAD CONSULTANCY SURVEY OF
 
HEALTH TRAINING FACILITIES
 

Survey conducted from:
 
Oct. 19 to Dec. 21, 1982,
 
by:
 

Egil Sniloberg, M.D., M.P.H.
 
Chief Medical Officer
 
Mission Director
 

Esther Gjertsen
 
Assistant Professor
 
in Nursing Education
 

Marit Karlsen
 
Pharmacy Technician
 
and Secretary
 



NORAD CONSULTANCY STUDY
 

GENERAL BACKGROUND
 

When SADCC met in Blantyre, in November, 1981, the working
 
group on Regional Manpower Development examined six consultancy

studies and two projects being presented to SADCC's international
 
cooperation partners. When Consultancy 3, Regional Cooperation

in Health Training was discussed, it was noted that certain SADCC
 
members had health training institutions playing a regional role
 
in this field, and there was a need to coordinate existing

programs. Also noted was that many students are still being sent
 
for training outside the region.


The importance of future cooperation in projects making full
 
use of existing facilities was emphasized and a survey of such
 
facilities in SADCC was requested.


Norway agreed to finance and implement the consultancy

services and agreement on Terms of Reference was obtained through

correspondence between Mr. 
V.E. Skihondze, Swaziland, chairman of

the SADCC Regional Training Council, and Norwegian Agency for
 
International Development (NORAD).


NORAD appointed Dr. Egil Sniloberg, Ms. Esther Gjertsen and
 
Ms. Marit Karlsen to conduct the survey of existing health
 
training facilities within the region, including promotive,

prevEntive, environmental, curative and administrative health
 
services from village level up to university level.
 

The survey would include information from each institution
 
about:
 

The number of students admitted; admission requirements;

drop-out rate; duration of 
training course; working language;

diploma or certificate; 
curriculum and teachers' qualifications,

and within the framework of available information, indicate
 
future demands relating to national plans of the region.
 

IMPLEMENTATION OF THE STUDY
 

Consultants visited each SADCC country for approximately one

week from Oct. 19 to Dec. 21, 1982. The study, facilitated by

cooperation with Swaziland coordinators and regional Ministries
 
of Health, and includes all training programs of governments,

missions and mining companies. Quality was not judged.
 

TEAM SCHEDULE
 

During the opening visit to the Regional Training Council
 
Secretariat, Swaziland, the team was 
asked to make
 
recommendations for future projects, look for projects in

preliminary planning stages that could become SADCC projects,

focus on extension of existing facilities, and get health
 
officials' priorities for health manpower training.


The tight 
time schedule made indepth study impossible so
 
recommendations of the regarded as
team must be tentative.
 
Scheduled were 
meetings with officials from ministries of health,

planning, finance and education; visits to health training

institutions and 
interviews with personnel; document review, and
 
a concluding meeting with the 
Regional Training Council
 
Secretariat, Swaziland.
 



PRESENT MANPOWER SITUATION
 

Although health personnel training is a priority in SADCC

countries, chere is 
still a shortage of health manpower, and that

shortage is expected to continue due 
to the ever increasing

population. Most countries 
are drawing up health manpower plans

to meet the increasing demands 
for health service and for quality

and quantity in training facilities. The total population of 
the

nine countries is estimated 
to be 63 million, with an annual
 
increase of about 
2 million.
 

SADCC countries have great numbers of expatriates in their

health services in all cadres. For 
example, in some countries, 80
 
percent of the medical doctors are 
expatriates, and of 
the total
3,500 to 4,000 doctors in the entire region, more than 2,000 were
 
expatriates. Some countries have no dentists at all who are

nationals. There 
is a need t. localize health posts and to
 
replace health workers who 
leave the serice.
 

TRAINING LEVELS
 

Level 1. Community-based Health Workers: 
 (e.g. traditionally

birth attendants, family welfare 
educators, village health

workers, etc.) 
Those with little formal education and a few weeks
 
of training (except in Mozambique where 9 months of 
professional
 
training is given).
 

Level 2. Assistants: 
 (e.g. health assistants, enrolled
 
nurses, laboratory assistants, etc.) These usually have 10 years

of primary and 
secondary educaion in English-speaking countries,

and 6-7 years in Portuguese-speaking countries, and 
1-3 years of
 
professional training.
 

Level 3. Technicians: (e.g. registered nurses, 
pharmacy or
laboratory technicians, health inspectors, clinical officers,

etc.) These have 
11-13 years of primary and secodary education in

English-speaking countries; 
8-9 years in Portuguese-speaking

countries; professional training for 
3-4 years.
 

Level 4. Professionals: (University trained. 
e.g. university

degree courses for 
nursing tutors, pharmacists, medical doctors,

public health engineers, ctc.) 
These have 11-13 years primary and

secondary education; professional training ranges 
from 3 years

(pharmacists) to 11 
years (medical specialists).
 

Health workers at 
levels 1 and 2 are trained in their home
countries; those at level 3 are 
also trained in all countries but
 
not all countries can 
train all cadres at this level so some
students are 
sent abroad. Although there is training for level 4

in the SADCC region, the capacity is so limited that even those

countries with training institutions have send
to students
 
abroad. It will be necessary for levels 3 and 4 to study abroad
for a considerable time 
and therefore, SADCC cooperation is very

important in the training of these cadres.
 

SADCC countries' policy is to train 
as many cadres as possible

within the country, or to find 
study places in Africa for
students who must go abroad 
(a policy supported by WHO). Due to
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Africa's limited capacity, many students are sent 
to North
 
America, Europe and other countries.
 

Disadvantages of studv abroad 
are: Not enough scholarships for

qualified students; difficulties in finding places 
for students
 
in African and other countries; difficulties in finding students
 
who meet entry requirements of universities abroad.
 

SACDD COOPERATIOM ON HEALTH MANPOWER DEVELOPMENT
 

Cooperation 
between SADCC countries on health manpower

development is recommended because:
 

1. There are similarities in demographic factors, educational
 
systems, and health problems, policies, care systems, and
 
manpower structures.
 

2. It is more economical to train students in 
the region than
 
abroad.
 

3. Training within 
the region could be more relevant than
 
elsewhere.
 

4. There has been small scale cooperation between the
 
countries on health manpower development for many years.


5. Some countries have experienced "brain drain" 
when students
 
are trained outside of Africa.
 

GENERAL EDUCATION
 

Students in English-speaking countries have 
7-8 years primary

and 4-5 years secondary education while 
thoses in Mozambique and
 
Angola have 4 years 
primary and 2-7 years secondary education.
 
Because too few students complete 11 
years of primary and
 
secondary education, health training institutions in these
 
countries have 
to lower intake requirements.
 

All nine countries are expanding educationally. For example:

New general educational programs were scheduled to 
be
 

introduced in Mozambique in 1983 and in Angola, 3,000 students
 
completed secondary school 
in 1980, but 50,000 were expected to
 
complete the program in 1984.
 

In Botswana, 185 students passed the 
Cambridge examination in

1971 and 700 in 1981. All countries have similar examples of
 
producing more and better qualified students for 
health training

and while Junior Certificate is the minimum formal 
educational
 
requirement, many students with GCE 
are admitted.
 

HEALTH PROBLEMS
 

Data collecting methods vary in 
the nine countries; it's
 
difficult to compare, bout infections of various kinds 

respiratory and skin infections, diarrheal diseases 
-- are the
 
most prevalent diseases in 
all countries. Other health problems

include tuberculosis, malaria, schistosomiasis, nutritional
 
deficiences, injuries.
 

HEALTH POLICIES AND PLANS
 

The nine SADCC countries have adopted the primary health care
 
approach 
-- promotive, preventive, curative and environmental
 
services, to 
be aimed at the entire population. They also plan 
to
 
strengthen secondary and tertiary levels to support primary 
care
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services.
 
Facilities 
are similar in the nine countries and the levels
 

Level 1: 
 Basic unit -- health post, clinic, dispensary -- in

peripheral villages/communities.
 

Level 2: 
 Health centers, responsible for larger geographical
areas 
with staff responsible for professional supervision of
 
Level I units.
 

Level 3: District hospitals, which care 
for referred

patients from lower levels and provide supervisory staff for
 
lower levels.
 

Level 4: Regional and/or central hospitals, which provide

specialized services to 
referred patients.


Priority is given to establishing units in levels 1 and 2.
Training of health manpower has priority in all countries and
emphasis is on training health workers in 
levels 3 and 4.
 

TRAINING COSTS
 

With the exception of the
medical school in Zimbabwe, where 
cost is U.S. 
$13-14,000, training is considerably less expensive

in Africa than elsewhere. For example: Training costs 
per year in
U.S. dollars is: $20,000 in the U.S.; 
$13-14,000 in Canada or

the United Kingdom; $5-7,000 in Tanzania, Kenya and Nigeria. Cost
estimation methods differ in 
the nine countries and many

institutions train under 
difficult conditions, but as quality
increases, the cost 
is also expected to increase but remain lower
 
than training abroad.
 

RELEVANCE OF TRAINING
 

Health workers are trained 
to solve health problems with the
 resources they have 
at hand. The nine countries have similar

problems and have decided 
to avoid advanced level tech.nology in
health services so that designing, adjusting, and running the
most relevant training programs within the 
region is possible.
 

EXISTING COOPERATION
 

Altough the training institutions' capacities limit 
the
numbers of students in cooperative training, SADCC countries have
 
worked together. For example:


Students from Zambia 
 are admitted to the University of Dar 
es
 
Salaam pharmacy degree program;


Foreign students are accepted into the five 
medical schools of
 
the SADCC countries;
 

Institute of Development Management in Botswana, Lesotho and
Swaziland admits students from other countries;
 
Nurses from Lesotho have specialized in anaesthesia in
 

Mozambique.

Students rom all 
seven English-speaking SADCC countries enter
the maintenance technicians training program in 
Swaziland through
cooperation between the Commonwealth Health Region and Government
 

of Swaziland.
 
Botswana, Lesotho and 
Swaziland have 
a common Nursing


Education Board.
 
WHO and the Government of Angola 
run a higher training nursing
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program for participants from several 
countries.
 
Some problems with cooperation are: different health worker


registration requirements in 
the countries; foreign currency and
language problems; the
the countries' economic situations; 

destabilization policy in 
Southern Africa.
 

Some solutions to these problems could be: 
establishment of a
"Training Council" comprised of 
each country's medical council,

nursing council 
or MOH to work on health manpower development

problems; manpower 
input from cooperating agencies to ease the

shortage of training personnel until enough nationals are trained
 
to staff programs; need for aid 
from cooperating agencies 
to

enable foreign students to matriculate. Language and currency

problems can 
be solved, but some officials are concerned about
 
South Africa's destabilization policy and its 
effect on health
 
training institutions.
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GENERAL RECOMMENDATIONS
 

Each country should, when considering SADCC cooperation, bear
in mind which cadres they will train 
for national use, which ones
for other SADCC members, 
and which ones they would like trained
 
in another SADCC country.


Recommendations for Training Institutions:
 
1. Expand existing institutions; possibly establish 
new
 

ones 
2. Decide upon institutions' sizes according to 
cadres


offered; consider that for most 
cadres, three or four

medium-sized institutions may be preferable to one large 
one.
Also, training 
centers should continue to be national

institutions, leaving responsibilities for them to the host
 
country.


3. To establish new institutions or expand existing ones,
long-term financial support from cooperating agencies

bilateral or multilateral 

on a
 
basis is necessary. Until there 
are
enough local tutors, qualified teachers from outside the region
will be needed,, and it might be 
an advantage to be assisted 
by
one cooperating agency responsible for 
each institution, with
assistance given either directly by 
that agency or through an


associated university or college.

4. The three party agrrement/quota system is 
recommended.


Agreements need be made for 
.he hust country to take
responsibility 
for running the institution and training a quota

of students from other SADCC countries, which in turn, need to
guarantee a certain number of students annually. The cooperating

agency/training institution must guarantee specific financial and
 
manpower support.
 

5. Agree to a staff development program of national
 
teachers.
 

6. Coirses with blocks of practical training could be given
in the students' home countries 
so that they can practice skills

in the context in which they'll work.
 

Preferential Areas of Cooperation:

Training of teachers, 
shared medical equipment maintenance and
administration/management personnel, establishment of 
a regional
resource center and regional specialty training programs when
separate national training programs would not 
be economical.
 

Establishment of 
Regional Resource Centers:

The team recommends that priority be given 
to establishing


regional resource centers 
in the most fundamental health

disciplines, and if 
possible, in connectiod with existing

professional health training institutions which already have 
the
 manpower needed for 
a resource center. Additional staff will 
be
needed to meet 
expansion of existing libraries.
 

Resource centers 
should emphasize production of regionall 7
relevant textbooks and teaching aids, 
offer advice on curricula
development and educational programs. Facilities for hiring

professionals from other institutions for short-term projects

should exist.
 

Library services, in addition 
to current reference materials,
need translation facilities from English to 
Portuguese and vice
 
versa. 
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Expatriate services need 
to be calculated in running the
 
centers.
 

Exchange of Teachers:
 
A system for exchange of teachers within same
the profession


would benefit the schools and the expenses of such an exchange
 
system should be paid by a cooperating agency, and could be
 
administered by the Regional Training Council.
 

Coordinating Commonwealth, SADCC and WHO Efforts:
 
Ongoing communication between the 
three international bodies
 

Commonwealth Region for East, 
Central and Southern Africa, SADCC
 
countries and WHO Subregion III, 
ensures coordination of their
 
efforts and this should be 
systemized for maximum benefit.
 

Re-inforcement of the Secretariat
 
of the SADCC Regional Training Council:
 

The Secretariat needs re-inforcement to perform such duties as
 
coordinating projects. 
It will likely be responsible for
 
administration of agreements between training program partners,

and administration of 
the SADCC cooperation on Commonwealth and
 
WHO programs.
 

SUMMARY DATA OF EXISTING TRAINING FACILITIES
 
SPECIFIC RECOMMENDATIONS
 

We recommend a great number of projects, fully aware 
that it
 
is unrealistic to expect all to be 
implemented. Although the
 
projects have been discussed in the countries visited, no
 
official committments have been made. Not having sufficient data,
 
we have not set priorities, and 
believe the SADCC countries
 
should make such decisions.
 

Priorities need 
to be set in the following categories:

I. Use of existing facilities with expansion capabilities,


where only an agreement is needed to 
provide scholarships,
 
supplement staff, libraries, etc.
 

2. Projects already planned in detail but which have been
 
postponed due to lack of funds and 
manpower.
 

3. Projects needing further planning.
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cAm -~ti 1do0, ' ~tIfl " oii,,rm _____E__Lrtguare c.'p----n-ny,, REQulmh1Et.,rs .. 
C:.,IIi , I ., 1S .intake LJurdtion instructioin'Years of Desgnatcn/ilemark.(years) English 
- E basic 
 Specifications
 

Portuguese education
 

-P
 

ANGOIJA ! 0. 2 P 6 + 2 Nursing Certificate 
 Nurse Anaesthetist
 
iiO'I.1JAIlA 1 10 
 E 12 + 4 Registered tNurs.,/ Nurse Anaesthetist
 

Hidwife CerLificate
 
R)ZI1BtI QuE 1 15 i P 
 9 t 2 Nurse A Certificate 
 Aurse Anaestlhetist 

(2 years)
 

CADIII.: IILTISIVE CARE IIUIISfi

I|J). of Annual[urse Language of ItITRY EQtIRII4lIrs
 

I,, i y :j:hools intake duration 
 instruction Years of 
 Dea gnation/Rumarks
(years) English - E basic Spucifications 
Portuguese education
 

7 T;.AB "| 2- 1 E Reglstered Nurse + .. C.U. Nuri;e 

I year experience 

(ADRE : (GIIIT|'A[22IC 1JURSItI;

No. of Aniual Course Language of
CuuILiy schools intake ENURY lTUiREHENTSduration instruct ign Years Of Designation/lemsrku 

(years) English - E basic Specitications
 
Portuguese education 

TAtAr 26N1 7 t 4 B-NuIse Certificate Opthalmic Nurse RetjJ!;u,. A 
+ -1yuars working 
expe rience + 
Entrance Test
 



CADRE: 

Country 

PAEDIATRIC NURSING 
No. of Annual Course Language of ENTRY REQUIREMENTS 
scbools intake duration instruction Years of " 

(years) English - E basic Specifications 
Portuguese education 

__ - = pI 

MOZAMBIQUE 1 15 8 floiths P 8 Nur.,;e A Certificate Paedlatric Hurse 

"PAZAtJIA 25 1 E 7 + 4 

(2 years) 

B Nucse Certificate 

Course stdrts 19H.J 

Paediatric IJ1ise Ii-.1ur A 
+ 4 years experience 
t ELtrance 'rest 



L jO~tlc). r~ nu..iI CouriL: La7ngjuacj of N R 1 E Ui H jn s
 
(yuars) English 
 E basic 
 SpucificatLions
 

Portuguese education
 

AfJ L 1 10 P 6 + 2 Nursing Certificate 
 Theatre Nurse
 
MOZAMBIQUE 
 1 15 PP 6 + 2 Nurse A Certificate 


6 1 
Surgical Instrument 4ursbep 9 * 2 Nurse A Certificate 
 Theatre Nurse


ZAM1IA 
 1 30 1 
 12 t 4 Registered Nurse 
 Theatre Nurse
 
1]10 t 2 + 1 year experience 
 Theatre Nurse
 

Enrolled Nurse
 
E2-1 Registered Nurse + 
 Theatre Nurse
 

I year experience
 

I 
I 



i'NURSJNG SPECIALISTS:
 
Admissicn requirement Nurse or more 

EOTSWANA 

ZIMBASWE 
YEA.RS 

i15 YEARS 

MOZAMBIQUE 

iV2 YAR 

-NES- ",EI-.TS 
NURSE 
=A7-. 

,NTNSIVECARE INUSSESUFIS2S 

7-,i 7CFESSCNAL "AIhi:; C. 

'NCRKING EXPEPle IC= 

(YEARS) 

77 ASIC EO'CATCN 
(YEARS) 
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NURSING SPECIALISTS:
 
Admission requirement Nurse or more 

ZIMBABWE 
YEAR 

ZIMBABWE 
16 YEARS I YEAR 

'5 "E-.,RS 

REGISTERED TrEATRE NURSES 
THEATRE NURSES 

I I i 
. . .: C ,K :N G F' P l.=IE;\C E 

I SAZ!C ZC.UCAriON 
____VEARS) 

4 



CADiE. 


CGLIL y 


BOTSWANA 

bWAiIdA 

TANZA14IA 

ZAIB-IA 

ZIMBABWE 

P.-YCHIAIRIC NUlS 

1N.o nnual.I chool: intake 

11 

I 

1 

j 

10 

CU 

1 

45 

. 

1 

1 

1 

1 

18 
60 

-10 

40 

tL; 

Course

darition 

(years) 

] 

I 

S 

2 

1 


LanguageInstruction -0- YearsENTRY EQ)URMLNTFSof 

English = 
E basic 
 S[pdcIfication 
Portuguese education 

E 12 t 3 (4) Registered Ntirse or 

. egjl ter~d 
Midwire 

urse/ 

E 9t 4 
EN/EM' cetificat, 

E 12 4 RN/RM CurtiflcaLu 

"t I ,/Idr experience 

E 7 t 4 B Registered tHlurse 

1-4 years 

experience f pass 

entzance ex. 
E 10 Junior Curulricatu 
E 10 + 2 Enrolled Nurse 

E 12 t 3 Registered Nurse i 

E 10 + 3 
2 years experience
Med. Ass. Certificate 

D usigpot on /Rc a i6 

Registered PSyChiaLrIC Il, r:e 
Starts 1983 

Erollud Psychiatric ;ur.cu 

Psychiatric COrlU1ziniy I'e0Ital 
Health NUrse. To . lt03 

Registered A PsychiatLric Nurse 

u 
u 

Med. Ass. Psychiarii: 
Enrolled Psychiatric thurbc 

Psychiatric Nurse 

Med. Ass. Psychiatric 



Psiychiatric; O'3urS11119 programm~es for fiegititere(1NI'itctri&jli~rt 

ZIMBALIWE 
IV, YEAR ZIMBABWE 

1YEAR 

15 YEARS REM 15EAl-IS 

ZAM131A 
3Y'~EAj18 

MLI )ICAPSYI
i ~ : : d S J A i SP 

ATRIC: 
SY I U T I ~ I UA 

EIIAL 
S OIS I A ~i cI 

IF-IEMAIKS: DO 
A R E S rIA ri iru 

SWAI4A AIIJ,'WA1Ii ANDl 
ljoi LR(i iAt~li .1i ., I i I ltf h 

i~S~gh~llii:PS~YCHiifLJ sI -iJj It! Iujz 

IDIAINII'ts 

(YEAHS~) 

-BASIC E-DUCA IOiN 
(YEARS) 

10 STIJDFNTSi 
L0SUDITANNUALIiI1 ;Itn ; 

MPHOFESSIjNAL 



CADRE- Nurse Specialists, various 

,LNG . m, ,- -TCTAL 

wOrkers ~ea~c~n~ ttLac~.nper Nu cer ofstudenrts cpL"ar'ooer a sLO3- E uP 
Year healtheah apetteadmitted stLSUPe/%tstudent 1982-LEVEL 

AKE 

ANGOLAOF ANOA40+ 179,000 80 

BrtA 1980 20 48,500 20 

LESOM O 1979 

MALAWI 1980 20 634,ooI 0" 

,Z-'3SIQUE 1981 310 255,000 50 

SWAZIAND 1980 

TANZANIA 1980 96 204, Qo 110 

ZAMB IA 1979 90 69,000 150 

ZfmlABaX 1982 128 62,00o 130 

TAL TPAZM OPCAT ': 
550 

Luanda figures onl.,. 



. UL "ui~:lua Ccurs.:-'-. il Language of±L jlitad t duiition ilnstructiol ENTRY REQUIIEt*NTp3Y or 
i-u.. itj ; 1i ii.:t=1 h,.. FL. 

(years) Eiglish = E basic* Spjeciricacions 
Portuguese Ulucation 

BO'ITSWAd1A 14 
 1 
 E 12 + 4 RN/RM f relevant Nurse Practitioner
 

14 experience1 1E 12 + 4 RN/NM
I.ESOTHIO CoaIUrauniity flealtih1 NIlu:19 15 IJonrj1 E 12 t 4 RN/RM t 2 years Nurse Clilnican
 

experience in 1Health 
CenLiSWAZILAIID 1 20 1 E 12 t 4 RN/RaM t 2 years Nurse Practitionar
 
experience (Public feaith ur-, U1 

TANZAiA 37 
 l i E Family Nurse Practitj, t.rj)11 +-4 
 Section A Nurse 
 Public lkealth Sect i,-.h llursu 
Certificate 4 4 
years experience
ZAMIA 1 10 


12
E + 4 RN/IRM + 2 years Public Hlealth Nurse
 

L XlJt :LI10i LC t 
I Ai 1 
 El 12 t 4 RN/IM-1 Coaaa!Ituai44M URtri' / '- I l y ty NursCO JM U 1 L Wtjr it 

hill')yc .&L -_ ;,-l t t t 
2 C-t- 'lLrtico1 EI I;.. Ad '.' . A: .. t Clilic l ' V

nia' &iiL1ie 
,.. 
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POSTBASJC NURSING PROGRAMMES 
(Double qualified nurses) with relevant practical experience) 

BOTSWANA 
 BOTSWANA 
 LESOTHO
7 :8'YEAR 1 'EA P 

6ES' 

16 YEARS
 

I I 

I If 
II 

NURSE COMIMUN17ef 

RECTI-
 HEALTH NURSE CUNICIANS 
,ONE__S NURSES
 

I I 

! 	 PROFESSiCNAL TF AININ-'*'-

YEARS) 
A 

WCPKING(YEARS) -(PERIENCE 

I 
-I
 

_ASIC EDUCA7CN 
(YEARS) 

-71 
______-3 

ANNUALNUMER OF 5-n-C­



POSTBASIC NURSING PROGRAMMES 
(Double qualified nurses) with relevant practical experience) 

SWAZILAND 
1YEAM TANZANIA 

~2 7.11/7 EA 
16YEARS 

":5 Y-EAnY
 

NURSE PRACTi. 'USL!C __;.-
MONERS S ECCN , C 
CR 
- 4MILY NURSE I
 
PRACTITICNERS
 

_____, ,PCFESS;CI.Lr. 
E Gl <plIE.CE 

;YEARS) 

B&ASIC EDUCA .'Cp, 



P 7STBASIC NURSING PROGRAMMES (cont.)
 

ZIMBABWE 
ZAMBIA ZIMBABWE 2YEARS 

I YEAR IYA 

!6YEARS I6 YEARS 16 YEARS 

I.I
 

UBL'c HEALTH f COMMUNITY NURSES AOVANCED
 
NURSES 


CUNICAL NURSES 

zmI
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C-LIE: 	 Community Health 'urse/FamiIy Nurse ?--ac-.-_ner 
Public Health Nurse 

HLL t ?cia a Ni.-Cer 4 '::-workers per students e
heal th ac itted Sz' 1982-,.

Year No. -orker OF DTAA.' 

ANGLA 

BOr7-NA 1980 24 43,OOJ 24 

LFTiO 1979 19 32, C 19 

"1980 

" Ur 1981 

1980 20 29,000 20 

limN -ALAXA 1980 37 	 329 ,0 1) 37 

1979 ./ 	 i 

1982 	 . 4qIc 16 

TCA AAI?2Th 



( esponse to ? eoort bv. %,asihilitv 5tudy Team of Tulane

University School of 
Public 
Health and Tropical M',edicine.)
 

Sidney L Kark and Emily Kark
 
57 Hechalutz St.
 
Beth Hakerem
 
96269 Jerusalem ISRAEL
 

January, 20, 1985
 

Suggestions for the Place of Community-oriented Primary Health
 

Care in the Proposed Public Health Program in 
Southern Africa:
 

I. Community-Oriented Primary Health Care
 

II Community Health through Primary Health Care in 
Higher
 
Education for Public Health
 

III A Graduate Curriculum of Studies 
in Social 'iedicine and
 
Public Health. 
 A Summary Outline of Program in
 

Jerusalem, Israel.
 



Prof. Sidney L. Kark M.D. DSc 
ned. and Hon.

Professor Fneritus 
in Social '[edicine
 

Emily 'Kar: 'B, 
ChD.
 
Formerly Lecturer in 
Social Medicine
 

Prof. Kark has retired from 
 his position 
in the Hebrew
 
University of 
Jerusalem and Hadassah Medical Organization School
of Public Health and Community Medicine. He continues
volunteer his services to to


the school as Professor Emeritus.
Prof. Kark's 
life has been devoted to what is 
now called
Community-Oriented Primary 
Health Care (COPC) and
COPC is he believes
a major field of interest and practice that adds 
to the
experience of students and staff. He and 
his colleues have
written extensively COPC and
on 
 are now involved in defining
universal validity of COPC 
principles and 
applications of 
these
principles in different settings.
 

Expressing his interest in 
the program, Prof. 
Kark wrote:
I would like to congratulate you 
and your colleagues in Africa
and at Tulane on this 
initiative. 
It offers a tremendous
opportunity 
for promoting suitable health 
care where trost needed,
an opportunity which I hope

We 

will be fully grasped.
are happy to comment on the excellent report of
Feasibility Study the Tulane
 on the proposed mobile 
trainin] Dro 
ram in
public health for Southern Africa. 
The possiblity of 
establishing

a Regional Institute of Public Health
 

the kind outline
of is most exciting.

Our suggestions focus to
on ways 
 achieve your objective of
emphasizing primary 
health care 
in the curricula of 
studies for
the 
Bachelor and Master degrees proposed in 
the report. We pay
special attention to community health
the (public health)
component of 
primary health 
care 
to ensure development 
of primary
care practice oriented 
to care of the community as 
a whole and
its sub-groups as well as to 
individuals seeking 
care. We refer
to this integrated practice as 
 Community Oriented Primary 
Health
Care (COPC). Summary outlines (Memoranda I and of
II) COPC are
attached. Memoranda 
III is a summary of in
our N.P.H. program
which COPC studies are integrated.
 

Prof. 
Kark's successor 
in the Department of 
Social Medicine of
Hebrew University and 
Hadassah Medical Organization is Prof. J.
 
H. Abramson.
 



THE BACHELO. P.Or,!)A\! 

:;ea,.'ora1. t j'rects C.S ). , .i : tr..r .01I ator th curricilu' th inic l veshoutld include linlannin­
village 
level interventions 
for their area and, 
imoLementation of
plans and 
government projects. Therefore, graduates' skills
should 
include community diagnosis and Drioritization, the basics
of planning, and 
techincal 
skills necessary for implementation of
 
pro-rams.


!e believe the curriculum should 
stress certain experiences
more than provided for in the

that COPC should be 

model outline (p.62). "e suggest
a major subject in each of 
the three summer
courses, continually integrating relevant aspects of 
the
introductory foundation 
courses into COPC experience.
Among the introductory 
courses mentioned 
for academic
undergraduate course 
in tne report are: Epidemiology; Public
Health Statistics; Fundamentals of Nutrition;
Ue suggest adding: Health Education.
Infection and 
Diseases; Behavior, Culture and
Society; Environment and 
Health.

Our suggestion is that 
such basic courses should be
accompanied by 
apnlied practical clerkships 
or field workshoos in
COPC, which makes COPC a unifying course 
ensurinq development of
student orientations, 
behavior and 
skills in COPC practice. (See


Illustration 1.)
THE MASTER'S DEGREE PROCRA',! 

Much depends upon requirements for admission to
advanced more
degree course. We believe there will 
this 


be a difference in
the course's sophistication level during 
the first three or
years of your experience and 
four
 

afterwards because candidates for
admission, who have your proposed Batchelor's degree, will
be available some only
three years after the 
program's initiation.
Perhaps, during 
the early period, some Bachelor program
courses could be 
suitable "fill-in" courses 
for Master's
students. Exemptions from such 
courses might be made 
on the basis
of individual experience and 
previous course credits.
Again, we urge more time 
be devoted to COPC in
to ensure that graduates concerned 
the curriculum
 

with directing community
health and primary care 
services become familiar with COPC
practice. 
 Our goal for the future is to 
have teachers and
directors of primary health 
care 
who possess an intimate
knowledge of 
COPC as a discipline and practice
knowledge than -- no less
 we expect 
from those who direct more traditional
clinical medicine units 
such as internal medicine and 
pediatrics,
or in nursing units 
of various kinds.
Thus, we suggest a major 
course entitled, "Community Health
Care." It should focus 
on 
COPC, thereby integrating community and
family health programs with care 
of the individual. This
should be course
developed through the three-year curriculum, and, 
in
between the summer courses, students should gather data and
conduct suitable programs with specific 
reference to 
their own
communities 
as well as in 
a wider "public health" or political

region.
 

The course 
should include:
1. Study of 
a particular community (populition) served
clinic, health !)y acenter or 
other community facility. The 
objective
of this study is -ainin, experience in 
defininq and -atherino
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data, then 
using it to prepare a proram in 
.,hich students
 
participate.
 ..-t,2v, . atio, nion-I - I, St e S 

o u I- - 1no . XS .1sn , s e r v i c es a eien a .,s0.; 3 1i e Sre2ional coordination o
of these services. This stud,, ou id requireconsidering deve].opment 
of a network of
coordination between 

COPC units, horizontal

various regional services, and
coordination with vertical


regional and central 
oovernment 
institutions.
Which of 
the above 
programs is emphasized depends upon
interest and student
his or her 
previous experience 
or training in COPC
practice. The integrative functions of 
such a course 
are similar
to those in the 
Bachelor's program, with minor modifications in
the progran shown 
in Illustration 1.
As iidicated in 
the attached Memorandum II, we have had much
experience in developing similar COPC programs in M.P.H.
students' curricula. 
 It should be emphasized that 
our students
are international 
-- from countries in 
Asia, Africa, 
and Latin
America, as well as from more 
developed countries.
Nuch of the programs' 
successes are due the
to students being
able to observe and 
study COPC practicing centers with
responsibility 
for care of individuals, 
families and 
other
defined groups, as 
well as the community as 
a whole.
While students gain much 
from studies of various ongoing
health services, we believe study 
in a teaching and 
investigative
unit ip active practice is as important in COPC as
cLinical it is in inv
field in medicine. 
In fact, experience in
unit enables a teaching
students to 
study other services more 
effectively.
The Feasibility Study report 
indicates 
that each
countries of the three
-- Botswana, Lesotho and 
Swaziland 
-- has various
community health practices, 
some 
of which might
useful teaching centers. 
be developed into
While the 
report's recommendation
(p.55) is that 
the institute 
be housed 
at one the
of three
national universities, the 
teachin-
 function 
of the other
countries 
is not clear. Perhaps you have
traininq and 

in mind that field
research centers 
in community health care
based in should he
each country. 
 The initial center 
should be 
focused
COPC, each linked with on

its national university and 
affiliated
the proposed Institute of to


Public 
Health in a comprehensive
division of community health 
care. 
 Some practitioners of 
these
units should hold 
joint academic appointments, namely 
in their
national universities, and 
in the proposed Institute of Public
 
Health.
 

-3­



APPLICATION IN COPC PRACTICE 
(Illustration 1)
 

Basic 
 . COPC . Uses of .COPC Health. Nutrition
 
Courses 
 .Epidemiology.Education 
 . In COPC 

Community .//////////. 
Health 

Epidemiology. * .117111171111* .////////////.
 

Health " * * .177777/ . 
Education . * 

Nutrition . * . 
. * *!11!1 

77777777777 Shaded areas indicate basic courses 
and their
///////// integration as 
applied practical clerkships or

///////// field workshops in COPC.
 

. . . * * indicate another function of 
COPC field work
 

. .6 .6. namely, bringing toget.her and interaction in practice
* * * of epidemiology, health education, and nutrition. 
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1IEMORAND1M I
 
Community-Oriented Primary Health Care (COPC)
 

COPC community health care 
comhines primary care of sick or
well individuals focusing 
on health of the community as a whole
 or its sub-groups. Provision of 
primary clinical care for
individuals in a community-oriented practice requires change in
the nature of primary care, involving methods and skills used in
daily practice, 
as well as in its organization.

COPC's more important features 
are summarized under 
the broad
 

headings of:
 
"The System of COPC Practice," and "The Organizational Framework

Required to Facilitate Practice."
 

A. The System of COPC Practice:
 
1. Defining and describing the community 
as the denominator
population of the practice, and 
as a target population of
 

community health programs.

2. The development of community health the
programs in 


framework of COPC.
 
3. Use of epidemiology and clinical studies as 
complementary
functions in care of individual patients, 
their families, and in
development of community health programs.

4. Emergence of a practice focusing 
on social and behavioral
 

aspects of care, well
as as the biomedical.
 
5. Development of a concept of 
community syndromes:
inclusion in 
epidemiologic investigations, and in 

its
 
community


health programs in 
the COPC practice.
 

B. The Organizational Framework Required to 
Facilitate
 
Practice:
 

1. Social policy for promotion of COPC includes:
 
a. Establishment of 
a network of 
COPC centers
 

(regionalization).
 
b. Community participation in decision-making 
on policy and


involvement in policies.
 
c. Accessibility (financial, 
geographic, communication,
 

cultural.)

d. Integration or 
coordination of curative, rehabilitative,


preventive and promotive health services.
 
2. Staff --
 formation of the mulitdisciplinary health 
team
 

requires:
 
a. Training of 
various categories of health 
teams
("grass-roots" community members, leaders, teachers, researchers)


in COPC and its special needs.
 
b. Mobility of health team, 
outreach activities in the
community, its families, other groups and 
institutions.


3. Coordination with 
other agencies, including horizontial and

vertical coordination.
 

4. Administration and 
finance of each COPC unit itself, and of
the network of services in a region.

COMMUNITY HEALTH PROGRAMS
 

Defined primary health care 
community programs may focus 
on
main health problems affecting the community in general 
or be
more specifically directed toward priority health 
needs of
different community groups. Among 
the health problems are major
developmental phases of 
the life span and social groups. Thus, in
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movin- towards 
a COPC practice providing promotive, oreventive
 
and curative services, we need 
to stu y!vthe extent to w:hich
e::istin. service are :)c'sed on suck D o1,bl s Is:

I. Promotion oF community health as w Ia ole. 
2. Health aspects of reproduction and family formation.
 
3. Growth, development and health through infancy and
pre-school childhood (the under-fives), childhood through


puberty, and adolescence 
(school-age and adolescents).

4. Adulthood, including young, 
middle-aged, older and aged
persons, with special regard 
to the differing health status and


needs of men and women 
in their various roles (eg. family and
 
work roles).
 

Since COPC is concerned with health of 
 ALL people in the

community or in its sub-groups, and 
not only those who use its

clinical services, 
it requires a system of gathering relevant
information, recording, storing, and 
retrievinq data, summarizing
 
and analyzing it.
 

Developing community health 
programs in a primary 
care
 
practice requires:
 

1. Getting to know the comrunitv. 
2. Determination of 
health oriorities on which 
the community


health programs should focus.
 
3. Epidemiologic investigation of 
those conditions having high


priority ratinos.
 
4. Planning and implementation of intervention.
 
5. On-going surveillance of community health 
programs'


operation and the changing 
state of the community's health.
 

l.Getting To Know The 
Community
 

As long ago as the 
mid-19th century, medicine was considered a

social science by 
Virchow and his colleague, Neuman. Yet, the

social and behavioral aspects of health care still 
receive

relatively scant attention, although there 
has been considerable
 
advance in this direction. Social 
policy affecting health

services and public health is now almost 
universal, and the

social component of health 
care 
itself is being increasingly

recognized, especially in 
respect of patient-practitioner

relationships, patients' behaviors and perception of 
health and

illness, and roles of 
doctors and nurses. 
It is not surprising

that present revitalization of primary 
care emphasizes the key

role of the consultation when 
a patient turns to a doctor for
 
care and advice.
 

Even more importatnt in COPC, is the knowledge gathered by the
health team about the community. Getting 
to know the community is
 an indispensable foundation for community health 
programs as well
 
as for understanding and 
relating with individual patients and

their families. It is an 
ongoing process beginning with

preliminary steps of defining the 
population that will 
be the

community of 
the practice, and introducing the practice 
team to
different formal 
and informal community groups. Methods vary

according to the community's nature, location, social structure
 
and culture.
 

Describing the community 
includes: Its demographic

characteristics, and 
over a period 
of timc, its health relevant

economic activities and status; its social 
system, involving
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kinship and social 
networks; its 
customary behavior, Dractices,

!ifestvles, value attitudes, and beliefs. It is esmecially the.icro-soci1 and more 
Dersonal as iects 
of t i soc iI atr.ributes
that have considermhle relevance to both the clinical Iand
epidemiologic aspects of 
the practice. This knowledge 
is also
 
relevant 
to the action involved in communiry, family and

individual health education, and 
community organization.


Linking epidemiologic studies with 
those of social and
cultural anthropology and other behavioral 
sciences could lead to
fruitful, innovative investigations in the relati/ely small

populations 
in which COPC units 
practice. Thus, epidemiologic

studies of infant 
growth and illness are more relevant when
 
associated with anthropologic studies of 
child rearing.
 
2 .Determination of 
Health Priorities on which Community Health
 
Programs Should Focus.
 

We need to be selective in deciding 
which community health
 
programs 
should be carried out 
in the primary care framework.
 
Critical questions are:
 

a. What is the community's state of health?
 
This involves knowledge of survival and 
death rates,
prevalence and incidence of various 
diseases and disabilities,


and indices of health and wellbeing, such as growth, 
behavior
 
development, and functioninQ.
 

a. ;'hat factors are responsible 
for this state of health?
Like an individual, a community's health reflects
interaction 
of its inheritance, environment, behavior, and 
life

experience. Selective study of these 
factors is necessary,

emphasizing those which will 
be influenced by COPC personal

health programs.
 

c. What is being done about 
community health conditions by
its present health service system or by 
other social action.
 
d. What more 
can be done?
 
lore" meaning what contribution could CflPC make.
 

e. How can information outlined above be 
obtained, and what
community resources are 
available for programs selected?
 
Interest, motivation, knowledge, training and experience of
primary care givers is 
especially important. Are 
they prepared or


do they need more training to develop COPC?
 
Information 
sources may be official reports 
or any other
relevant publications, and impressions of 
physicians, nurses and


other health care workers, and members of 
the community itself.
AT COPC practice develops, data from 
clinical practice should be

gathered and recorded for epidemiologic study providing 
more
detailed community health diagnosis and planning of 
appropriate
 
intervention.
 

Planning the introduction of primary health 
care community

health programs requires introduction of routines in COPC
 
practice --
 clinics, home visits, organization of formal and

informal groups. Again, these 
routines should include
 
standardized methods of accumulating and recording 
data for
epidemiologic investigation of 
specific health variables.
 
Deciding objectives and intervention program methods vould 
be

based on this data. 
Data includes the 
type of procram, action
taken, and special records such 
as maintained for home 
and family
visits, school health 
programs, and 
community group activities.
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3. Eidemiolooic Investigation of Community Health Conditions
 
Uavinq ;;i-h Priority:
 

'pidemiologic investigations in 
primary care practice require
data analysis to determine health 
priorities in 
the primary care
practice and 
are also important for 
use in community-oriented

primary care. Data 
includes:
 

a. More 
intensive epidemiologic investigation of
particular health conditions in 
the
 

primary care practice which lead
to development of community health 
programs.

b. Study of how services are used 
by various community groups,
which includes their compliance with advice from the 
health team,
and extends 
to such behaviors as 
family planning practices,
infant 
feeding and rearing practices, cigarette smoking.
c. Subsequent epidemiologic surveillance of community 
health
programs established 
in primary care includes recording changes


in health behaviors as 
well as health state.
d. Evaluation of 
programs by epidemiologic methods 
to measure
effectiveness of 
changing the community's 
state of health and
 
habits.
 

Information for epidemiologic purposes 
can come from
individual patient's clinic records, special 
records added 
to
clinical orocedures, special 
surveys data. 
 sin- enidemiolopv in
primary care enables much of 
the data to have 
a double function,
meeting responsibility of clinical 
care of individuals and 
care
of the community. If information is 
used in 
this way, methods of
collection need 
be defined as rigorously 
as in any epidemiologic
survey. It is necessary to have standardized diagnostic criteria
for common or important diseases, uniform methods 
of examination
and recording of 
physical, behavioral and 
social findings. This
includes assessments of nutritional status and body 
measurements
such as 
weight, height, blood pressure, immunizations records,

and other actions.
 

Thus, the two disciplines required 
for asseessing individual
and community health states -- clinical practice and
epidemiology 
-- are complementary 
to 
each other in development of
COPC. These complementary diagnostic, 
surveillance and 
evaluative
processs have 
been the foundations of 
many intervention programs
which are an integral part of the 
COPC practice of 
our community

health center.
 

The programs 
involve various health conditions relating
a. Reproduction and to:

family formation -- health 
education
family spacing; care in


thorough pregnancy, and of mother and child;
reducing prevalence of 
anemia in pregnancy and 
infancy; promoting
growth and development through childhood.

b. In adulthood -- focusing on the main public health 
problems
of this community, namely, behavior and 
risk factors in arterial
disease, such as 
heart and cerebrovascular 
diseases,
hypertension, diabetes mellitus, diet, cigarette smoking and
 

stress.
 
Detailed planning of 
epidemiologic investigation for
component of 
these 
various programs is as important as 

each
 
the
clinical. Such an 
investment has 
yieled dividends in effective
community health 
programs of intervention based 
on these
 

epdeniologic foundations.
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4. ?lannin- nn([ P lementation of Intervontior. 

Planning community health programs focused 
on health
priorities evolves 
as the health team and community get 
to know
each other and knowledge accumulates about community health and
determinants. Emphasis is 
on the prevously listed questions:
a. What are 
the primary care priorities and what 
is already
being done about them by 
existing health services, other
 programs, the community itself?

b. What more can 
be done in primary health care 
in the light
of current knowledge and practical constraints?
 c. What are 
the health team's resources -- training and skills
of its members for initiating and carrying out 
programs?
 

A case for intervention exists when
sufficiently important to 
a problem is considered
 

warrant action and 
there is reason
believe intervention is to
both feasible and likely to 
be effective.
The olanning process 
includes decisions 
on general and specific
goals and their 
relative practicality and 
priorities. Also
involved is consideration of 
alternative strategies, their
feasibility, allocation of 
resources, records' design, and
specific tasks 
of health team members.

Also, the 
program needs monitoring to see if it 
is meeting its
goals. Planning must 
include specific methods for ongoing
surveillance of changes in the 
community's health and factors
determining it, 
as 
well as methods of formulating criteria and
 

program evaluation.
 

Implementaion of Intervention Program:
 

Implementation involves 
treatment

family and 

and advice for individuals,
community health education, 
and community organization
emphasizing community involvement in 
its own health care.
 
Activities may include:
 

a. Individual health care 
in clinics; 
home calls for patient

care; midwifery.


b. Laboratory and other special investigations.
c. Home visits for household surveys; 
family health education;
conferences about family health.
d. Group sessions at schools, churches, health and community
centers, or elsewhere such 
as a water-point which 
is being
considered for protection purposes.
 
e. Inter-agency meetings.

f. Use of recording systems suitable for analysis of community
healtl, as well 
as records for presentations to groups in the
community, schools 
or individual homes.
 
g. Contined program monitoring --
ongoing surveillance of
community and family health 
 requires procedures decided
in the program's planning and should be 

upon

regarded as essential as


other actions.
 

5.Onooing Surveillance of 
the Conduct of the Community Health
Programs' Operation and ChaninR State of 
Community Health:
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Evaluation:
 

.valuation of (()P7bv co Lunit. health proerans 7.,communitv response, satisfaction and be -easure4
costs
 
Each program must be designed to 
include detailed statements
of its purposes and 
specific objectives, such as:
The primary. pre,.ention or recognition and 
treatment of
diarrhea in infan.y; immunization against various diseases;
improvement of 
nutition and health through pregnancy by 
diet
changes; screening procedures for malnutrition signs such 
as
anemia, and preventive or therapeutic action; protection of 
local
water supplies and home water storage; 
a program to reduce


cigarette smoking 
or hypertension.

Evaluation studies of community health 
programs may include
program reviews and 
trials. Program review aims to 
help COPC
practitioners decide on 
particular programs 
as clinical reviews
assess 
particular patients. Review reveals improvements, if 
any,
in 
specific community health conditions. Program trial 
yields
generalized conclusions about 
a program of the 
type studied.
Trial is concerned with testing 
a spezific community health
program's effectiveness in charnging 
the state of community
health, such as 
reduction of hypertension or changing growth
trends in 
infancy and childhood. It may requre rigorous methods,
such as those used in 
clinical trials involving use of control
groups an other procedures which 
qo beyond normal practice. IIe
note progra
 n trials here because 
they are essential for a
relatively 
new form of practice such as COPC.
 

Decision-Making 
for Future Action:
 

The knowledge accumulated in 
the course of continuing
surveillance, together with periodic evaluation provides the
opportunity to 
review the program. This allows for its
modification 
or discontinuance, if 
necessary. Modifications can
extend a program or radically alter it, 
based upon relevant
 
public health and medical knowledge and 
new information.
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MEMORANDUM II

Community Health Through Primary Care in 
Higher Education for

Public Health
 

Our experience in the different settings in which
established community health teaching programs may be 

we have
 
of some
help in your planning of 
a "Mobile Public Health Training Program
for Southern Africa." 
From the data summary in your Feasibility
of Setting Up an Institute of Public Health report, major health
problems of the region are:
 

1. Malnutrition.
 
2. Communicable diseases, especially tuberculosis, venereal
diseases, malaria, bilharzia, other parasitic disorders, and in
 one country, sleeping sickness and measles.

3. Malignancy, carcinoma of the cervix, 
liver.
 
4. Other problems mentioned, goiter.
5. Maternal and infant mortality, morbidity.

6. High fertility rates, problems of 
pregnancy outcome
involving mothers (obstetrical problems) and infants.

7. High infant mortality rates, with special mention of
causes such as 
gastro enteritis, 
acute respiratory illness.
Much more than this is surely known in each of the three
countries about the people's state of health and main
determinants of 
their health and disease. However, the picture
presented is sufficient to indicate the 
major contribution which
community-oriented primary health care 
(COPC) could make to 
the
people's health. It is therefore very encouraging 
to note the


emphasis on primary health care.

The initiative of WHO and UNICEF in promoting world wide
development of Primary Health Care demands recognition by all
educational institutions concerned with training health
practicioners. Higher education in Public Health is 
one of the
most important avenues 
which should include emphasis on primary
health care, and 
in so doing, to ensure 
its focus on community
health. The proposal to establish a mobile public health training
program as a coordinated venture of several Southern African
countries offers such 
an opportunity.

Educational programs, leading to 
first and second degrees
(Bachelor's and Master's) in 
Public Health, may be organized
through 
a number of units. In whatever way these 
are organized,
one 
of the central functions 
should be Community Health Care.
Considering 
the increasing recognition by educational health
institutions for reality experience by students and 
their
teachers, a feature of 
the proposed Institute should be
development of practicing units 
-- teaching practices have the
same role in the proposed Institute of Public Health as 
teaching
hospitals in undergraduate and postgraduate medical education.
 

A Community Health Care Center:
 

We have developed an example of 
a practicing base in
Jerusalem. It is an integral part of the School of Public Health
and Community Medicine, and is administered by 
the School's

Department of Social Medicine.
 

Its practices inlude primary health care and community
medicine (community health), integrated in 
a practice we refer 
to
as "community-oriented primary health care 
(COPC)." This
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combination of primary health 
care of the individual, family and

community recuires clinical and epideniologic foundations for
both indivilual and co-munitv health care.
 

Our center includes the following:

1. Primary health 
care of individuals and families 
livino in


defined neighborhoods. Primary 
care includes:
 
a. Family medicine practice in 
a defined population of some
 

2,500 people.
 
b. Maternal and child 
health unit 
for mothers and children
 

in a population of some 
10,000 neople.
 
c. 
School health program in four neighborhood schools.
 
d. Home care of longterm housebound patients in a total
 

population of some 25,000 people.

2. Community medicine programs (community focused health
 

programs) for all persons in 
these communities or defined
 
sub-groups. These programs focus on:
 

a. Reproduction and 
family formation.
 
e.g. Family spacing, prenatal 
and postnatal health
 

education and care.
 
b. Infants, children and adolescents.
 

e.g. Progam for promotion of growth and development

(PROD program) with special attention to needs of children from
 
poorer homes and with less-educated mothers.
 

c. Adults.
 
e.g. Intervention program for 
all community adults


designed to reduce risks 
of heart disease, cerebrovascular and

peripheral 
vascular disease. Main focus is on family history,

hypertension, hyperglycemia, hypercholesterolemia and obesity.


We also aim to continually improve use of primary

services, care


modification of diet, reduction of cigarette smoking,

encouragement of physical exercise; while studying other social

and behavioral factors, such 
as 
behavior types and stressful life
 
events.
 

Also, a program of surveillance of disabled persons'

needs and increasing attention 
to the elderly.
 

d. General -- community as a whole.
 
e.g. Program for surveillance, control and 
treatment of
communicable diseases, 
including an active immunization program


and recording of 
all acute infections in the community.
 

There are many publications on COPC activities of our health
 
center, including analysis and 
periodic feasibility evaluation of

incorporating community 
health programs within primary health
 
care, 
and reports of encouraging changes in the community's state
 
of health.
 

Community Health Care 
in the Curriculum for the Master's Degree

in Public Health of 
the Hebrew University in Jerusalem:
 

An obligatory field-workshop and 
seminar in community health
 
care has been 
a Hebrew University M.P.H. curriculum feature.

has varied over time, and 

It
 
differs for different student groups,


for example, a special workshop suited 
to international students'
 
needs.
 

Part 1. Study of BasicMfethods of Developing Community

Medicine (Community tlealth Programs) in, and through, primary
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health care.
 

inue sti fciniachi s~~sCn s~dnoo~ i I 
ieveoprenz of toCO>' pro vide stu(ients oPportinities to studv
and discuss ways in which individual patients' pri-lary 
 care has
been extended to include health 
care of families, other

sub-groups, and 
the community a whole.
as In many countries,

including Israel, public 
health services are separated from
clinical medical 
services, even when provided as community-based

services. Also, general clinic 
services in the community seldom
focus their skills and energies on changing the health state of
 
the community as a whole.
 

In this part of the 
workshop, students observe development

a unified COPC practice, in which clinical skills on the 

of
 
one
hand, and epidemiologic and community health 
care skills on the


other, are seen as complementary functions in 
a single practice.

Study of basic methods used to 
change established health 
care
practices provides 
students with observations and exercises of
this innovative approach 
to family and community health 
care.


Students elect to study in some detail, 
at least one community
health program of the center, such a child or adult
as health an

community health program. With staff 
guid-ince, students work
through epidemiologic investigations, for example, growth, anemia
in 
infancy, diet regime in infancy, or adulthood, cigarette

smoking, blood 
pressure distribution, use of health services.

Thus, they develop some familiarity with use of epidemiology in

COPC as 
a diagnostic instrument, in survcillance, and in
 
evaluating effectiveness of 
the COPC program.
 

Part 1. Study by Students of Possible Application of COPC in

Communities with which They Are Familiar.
 

Accompanying observations studies of 
the COPC practice in
Teaching Health Center, 
the
 

students are expected to outline

proposals for initiation, development, and evaluation of 
at least
 one community health program in 
a community with which they 
are

familiar; or a primary 
care practice in which they are 
involved.


Material for this exercise is brought by 
students themselves.

Data about the community and its health state, 
and available
 
health services, with special reference to 
primary care, is
outlined in some'detail in a guide prepared by the workshop
 
coordinator.
 

Data brought by students varies considerably in quality and
completeness. Communities 
with the most comprehensive sets of
data are selected for this exercise, and several student groups

are formed, 
each with an assigned tutor-consultant. The Israeli

students are able 
to visit their study communities, whereas

students from other countries are not able 
to do this.
 

Through a series of workshop-seminar sessions, groups select
 at least one community health program in a 
primary care practice

for their particular community. Examples have been: 
control of

tuberculosis, anemia 
in pregnancy and 
infancy, hypertension,

reduction of 
infant mortality and gastroenteritis.
 

Part 3. Study of Community Health in a Region:
 

This third aspect of 
the field workshop in community health
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care resulted from our increasing 
concern for students to
experience the need for a reqionaI a proich to hiealth care. Tn 
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would involve coordination and inte-rated 
functionin- of all
regional services. Relationships of 
COPC units with one another

and with other health and development services will 
no doubt
challenge the Institute and 
students with coordination of 
various
health services, personnel, and environmental as well as

community development as 
a whole, especially agriculture, water
supplies and 
irrigation schemes, schooling and other educational
 
programs.
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:!E!iORAxD! II! 
A Graduate Curriculum of Studies in Social '!erlicine and Publici th
 

,JnMar,' !tl, ine of 
 the :Prozra in Israel 

This graduate program of studies leading to 
a aster of Public
Health (N.P.H.) of the Hebrew University, Jerusalem, has been
developed and modified since its inception in 1960, as part of a
Social 'ledicine and 
Public Health Project sponsored by the World
Health Organization and :Ministry of 
Health of Israel, at the
 
request of the Hebrew University and Hadassah Medical
 
Organization.
 

The curriculum's general objective is 
to provide the graduate
training for various professional groups required for 
practice,

teaching, and research in 
the different fields of public health
 
and social medicine.
 

Tile foundation courses of the curriculum bring students of
different professional 
groups together, thereby encouraging a
 common educational experience for 
future leaders of Public Health
in Israel. While recognizing the common interests of the

multi-disciplinary groups, 
the course also aims to 
meet special

needs of different groups, which have 
included physicians,

dentists, nurses, veterinarians, social workers, health
 
educators, nutritionists, biostatisticians, environmental and
occupational health workers and scientists interested 
in

community 
health sciences, including biologists and social
 
scientists.
 

When the curriculum started, there 
were very few graduates in
public health in the country, and 
there was little appreciation

of its importance to the people's health. Although the program of
studies has changed considerably in the 
past 25 years, it has
maintained its objective of meeting the differing needs of

students, who are, 
in fact, professional health workers with

varying backgrounds and 
special interests. There is a growing
demand for more specialized training at the 'laster's level, 
for

example, in epidemiology, environmental health sciences, and
occupational health. This 
will no doubt continue as public health
practice becomes more sophisticated, partly due to the
 
stinulation provided by activities of 
the school itself.
 

Among the various developments in the program has been 
a
widening of student experience from lecture and seminar 
rooms
 
into practical field workshops involving study of 
various
community health services. Another 
feature has been requirement

of all students to 
conduct special investiqative studies, and
submit a written dissertation on the basis of 
their study.


From these graduates, there 
is emerging a steadily increasing
number of 
research assistants conducting investigations leading
to 
the Ph.D. of this university. Thus, 
a cadre of researchers
 
into different aspects of 
public health and community medicine in
 
this country is being developed.


The Master's Degree in 
Public Health studies program consists
 
of:
 

1. Introductory courses.
 
2. Required foundation courses and field-workshops.
 
3. Elective major areas of interest.
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1. Introductory Courses:
 

These "fill-in" courses 
have been specially introduced for
students with no 
previous training or experience in particular

fields of importance for 
public health. Thus, some students may
be required 
to take special introductory courses 
in statistics
 
and social sciences, while others may require 
an introduction to
biological sciences, 
such as microbiology and nutrition. In 
some
 
cases, interested students have been advised 
to spend a
preliminary year studying various preliminary 
courses offered by
our university or 
others before becoming candidates for this
 
degree course.
 

2.Required Foundation Courses and Field-workshops:
 

The "core" courses and experience required of all 
students

have varied over time. Among the more 
important have been:
 

a. 
Epidemiology and Biostatistics, which include principles
and uses of epidemiology, statistics 
in epidemiology and public

health, survey methods 
in community medicine, social and
 
behavioral aspects of 
epidemiology.
 

b. Public health practice and health administration.
 
c. Obligatory field-workshops in community health care,
with special focus on community-oriented primary health 
care.
 
d. Sociology in health 
care.
 
e. Nutrition.
 
f. Control of communicable diseases.
 
g. Growth, development and aging.

h. Environmental and occupational health.
 

3. Elected Major Area, of Interest:
 

The requirement for studies in 
elected major 
areas of interest
 are met by a 
special study and dissertation, together with 
a

number of courses relevant to major elected areas.


The special study is 
aimed at developing students' abilities
 
to undertake scientific investigations in 
the area which they
have elected, and which are 
of significance in 
public health and
 
community medicine. Students 
are required to submit a
satisfactory written dissertation 
on this study, which must be
defended in an oral examination. The varied subjects chosen for
these investigations reflect 
students' professional backgrounds

and areas 
in which staff members are themselves engaged, 
thus

stimulating student 
interest. It is a 
very demanding element of
the curriculum, but a satisfying 
one, in which students'
 
experiences throughout the course 
are brought together in the
planning, practical build-up, and analysis of their studies.


Elective courses have gradually grown, adding extra studies in
subjects of their foundation 
courses, and additional courses.

Among the elective courses have 
been: Cardiovascular disease

epidemiology, nutrition, maternal and child health, health
behavior and health education, community mental health, dental

epidemiology and oral health, occupational health, community
health care, development and of computer programs, additional
use 

courses 
in health administration, such 
as hospital
 
administration, environmental 
health.
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We run what we believe is a very successful Master's Course in
Mother and Child Health here which involves the participants

traveling overseas for 
8 to 10 weeks and undertaking study of a
particularly appropriate or 
innovative program on which they

write a dissertation.
 

This program was set up in London in hope that it would lead
to other universities undertaking similar training programs. It
has been successful in that ex-students or colleagucs have
 
similar 
training in Nigeria, Durban, India, Indonesia and the
Philippines. Some of 
these courses have already started; others
 
are in the process of being planned.


Booklets describing the course have been 
sent to Dr. David

Sebina, minister of health, Caberone, Botswana. We have other
 courses, including a new course for 
teachers and trainers of
 
community rehabilitation workers.
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FROM THE UOL INSTITUTE OF CHILD HEALTH BOOKLET:
 

Providing basic 
health services for rural populations and
urban communites is 
a major challenge in all Third World

counties; only approximately 20 
percent of the population in
rural areas 
and deprived urban communities enjoys regular health
 
care.
 

Developing countries and international agencies are
dissatisfied with existing systems of health care 
(often
inherited from a colonial past) and want alternative approaches

for extending healh care 
through auxiliaries and local health
workers ("Health Scouts" who may be part-time health workers and
farmers). Doctors, nurses 
and medical assistants are assuming 
new
roles as teachers and coordinators of the health team.


The UOL M.Sc. in Mother and Child Health's purpose is to train
futute teachers of Mother and Child (MCH) services for medical
schools and auxiliary training insti utions of Third World
counties. Over 
160 Fellows trained 
in this and a previous
UNICEF/WHO course 
now hold responsible positions in their 
own
 
countries.
 

Because 
women of child-bearing age and children make up
approximately two-thirds of 
a dereloping country's population,

the M.Sc. course emphasizes maternal care, 
family health and
nutrition, and 
includes new subjects, such as communication of
innovations, community organization and 
leadership, methods of
effective communication, patterns of health and sickness within

communities, long 
term results of different child-rearing

techniques on 
the behavior of future individuals and the nation,
etc. Application of these disciplines in the training, management

and support of local community health workers and middle level
personnel in the average health district is 
the course's main
 
focus.
 

ELIGIBILITY FOR M.SC. IN MOTHER AND CHILD CARE:
 

1. Graduates of the UOL Faculty of Medicine or 
other approved
university, who are 
registered in the country of qualification

are 
eligible. Normally, candidates have been qualified for at
least four years. Preference is given to those who have been
teaching health workers of 
the various care levels and those with
community health care 
administrative responsibilities.


2. Certain candidates without 
a medical degree, but with
qualifications for 
a UOL higher degree, are accepted.

3. Candidates with relevant experience, but not qualified for
the degree course, can receive a Diploma in Mother and Child
 

Health.
 

DIPLOMA IN MOTHER AND CHILD HEALTH
 
OF THE INSTITUTE OF CHILD HEALTH:
 

Students, who don't qualify for a London Univer-sity

postgraduate degree for various 
reasons 
or who have English
difficulty are advised to 
enter the diploma program. They take
the same study course up to 
the end of the summer term in early
July. If their work and 
examinations are satisfactory, they
receive the Diploma of the Institute. They don't normally

undertake overseas study periods.
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SHORT AND LONG-TERM AIMS OF THE COURSE:
 

Short Term aims:
 
1. To develop proficiency in 
assessing mothers' and children's
health needs and 
to recognize the community's vulnerable groups.
To identify health care resources and methods for using them.
Equal concern is given to all community members, not just those
 

seeking medical help.

2. To construct teaching curricula for 
all health care
 

provider levels.
 
3. To develop teaching skills.
 
4. To develop learning skills.
 
5. To contribute to planning, organization, management,
administration and evaluation of district health programs using
contributions from other 
sectors including agriculture, water
supply, education, sanitation, community development, industy,


etc. and drawing on other disciplines such as sociology,

economics and anthropology when necessary.


6. To identify innovations arising in wider applications of
scientific knowledge and 
adapt them for action in nutrition,
growth and development, control of 
infections, epidemiology,

family planning, waste disposal, rehydration, etc., using new
approaches and communications methods found in traditional
 
societies.
 

7. To develop the ability to establish dialogue will all
sections of the local community to create full participation by
the people in 
all phases of health programs.
 

Long-term aims:
 
1. To develop and strengthen teaching for mother and child
health in order to 
train health personnel with knowledge and


skills relevant to 
the needs of their country.

2. By doing so, 
improve and extend delivery of health care and
promote action to 
remove causes of ill health for the purpose of
preventing morbidity and mortality and contribuiting to
 

socio-economic development.
 

GENERAL COURSE TIMETABLE:
 

The 15--calendar month course lasts from the beginning of
October in one year to t',e 
middle of December of the next, and
 
has four stages:


1. Autumn Term (October-December) 
-- Seminars and discussions
to 
provide a ground work of knowledge relevant to mother and
child health, emphasizing nutrition and delivery of health care.
2. Spring Term ('January-March) -- Biology of the Mother and
Child and current approaches in Pediatrics and Obstetrics.

3. Summer Term (End of April to Early July) -- Study of health
 care delivery in other countries; includes a 4-week field project
in Newcastle upon Tyne in which aspects of the U.K. National
 

Health Service are studied.
 
4. Major Field Study (6 to 
12 weeks, July-September) -- Field
study in an area 
( rural, peri-urban or 
inner city) in which an
innovative program operates. Normally undertaken overseas, often
in a county other than that from which the 
Fellow has come. Field
work is fol klid by data analysis and writing a report or
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dissertation between October and December. 
(Some Fellows write
 

for publication during this time.)
 

EXAMINATIONS:
 

The continuous assessment of students' presentations, projects
and essays counts far 
more in the final pass mark than the
written examination. The first examination is at 
the end of the
second term and consists of three written papers of three hours

each. After the third 
term, students proceeding to the M.Sc.
degree travel abroad to 
carry out field studies. When they
return, they submit written reports and 
sit for an oral

examination. If both 
are passed, they received the M.Sc.
Students, who do not proceed to field work, but 
pass the written
examination and participate in the full three 
terms of the
course, 
are awarded the Diploma in Mother and Child Health. Those
successful in 
the M.Sc. may be considered for further 
field
 
studies for a Ph.D.
 

COURSE SYLLABUS:
 

The course 
program consists of lectures, seminars, individual

projects and presentations, and essays.
 

Among the topics are:
 
1. Introduction 
-- Study of main determinants of family health
levels in developing countries; 
place of health in national and


local development programs; planning, participation and
contributions of various governmental levels; appraisals of
teaching hospitals and on-going training of doctors and other
 
health workyers.


2. Foundation Course 
-- Focusses on child-bearing and rearing;
nutrition and feeding; growth and development from birth to
adolescence; communicable diseases, including common 
infectious
 
and parasitic illnesses, and their
 
management/treatment/prevention.
 

3. Teaching and Training of Health Workers for Primary Health
Care -- Teaching by objectives, includes on-the-job functions and
task analysis; 
curricula planning; new training methods and
on-going training of auxiliaries and village health workers;

methods of mass 
communication and their applicability in the
 
health field.
 

4. Acute Illnesses and Emergencies --
Includes obstetric and
neonatal emergencies; respiratory illnesses; 
urinary infections;
diarrhea and dehydration; 
convulsions and CNS emergencies; road
 
accidents; 
domestic accidents and poisoning.


5. Epidemiology and Statistics 
-- Includes epidemiologic

methods and their application to 
common health problems and
management of district health care; 
using indicators of health
and socioeconomic status, health services provision and use, 
cost

and quality of care and people's views of care received;
geographical pathology of children's diseases in the tropics;
world distribution of genetic abnormalities; epidemiology of
mother and child psychiatric problems and developmental

disorders; prospective and retrospective studies; record keeping
and analysis; teaching epidemiology to local 
health workers;

methods for multi-disciplinary work to 
tackle health care
 
epidemiology problems.
 

4
 



6. MCH Service Provision, Resources and Evaluation 
-- Includes

finding out about 
local health problems and resources and
 
identifying their implications for district action, then, 
making
and executing a plan; getting feedback; priority setting; methods
 
of getting the community involved in 
planning, implementation and
 
program evaluation; 
studying roles of hospitals, traditional
 
healers and changing concepts of 
health and disease.
 

PREPARATION FOR THE COURSE:
 

A good command of 
written and spoken English is essential.
 
Also helpful are: 
rapid reading and typing skills, and ability to

-ork in groups. Also, since students write projects and essays

relevant to their country's health problems, it's helpful 
to
 
bring data and related statistics from their home countries to
 
the course.
 

Living arrangements need be made as soon 
as acceptance is
 
confirmed. Fellows are awarded minimum living 
expenses.
 

COSTS:
 

Tuition for the full 4
 -term M.Sc. in Mother an Child Health
 course is L6,600 for 
the year, beginning October, 1984. 
(Citizens

of E.E.C. countries have a different fee scale.) Cost for the 8
 
to 12-week field program is 
an additional L1,500, including

travel and subsistence.
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Commentary 

Feasibility of an Extended MPH Degree Program for
Fully Employed Practicing Health Professionals
 
ROBERT B. WAINWRIGHT. MD, DTMH. MALCOM L. PETERSON, MD.PhD. AND JANIS M. FARRIER 

Abstract: This report describes the first four years of operation have matriculated into the program are employed mainly in govern.of the Extended MPH Degree Program of the University of Wash- ment agencies in eightington School of Public Health and Community Medicine and the 
western states and British Columbia: most 

features have their prior professional training in nursing and medicine with athat might explain its initial success. The format of the median of nine years professional experience. The academic per­curriculum is radically different from the traditional two-year pro.gram of studies leading to the master of public h'alth degree. Over a 	
formance of these students is comparable to that of regular full-time 

three-year span of intensive, on-campus courses and seminars, 
MPH program students. The administrative, fiscal. and instruction&] 

students are able to problems raised by such a transformation have been overcome andfulfill all academic and institutional require-
ments necessar) for .he MPH degree. 	

the demand for the program and our experience to date suggest thatextended MPH
ManY more applicants have enrolled for the Extended Degree 	

degree programs are both feasible and desirable. 
(Am J Pbfi( Healih 1984. 74:125K-1262.)Program than for the regular MPH program. The 94 students who 

In 1980. acknowledging the desire of personnel in public UWSPHCM is the onl' institution with an accredited MPHheal'h agencies and community health care programs for program.fi'it.ier' ,rofessional educationI the faculty of the University Basedof Washington School of Public 	 on preliminary planning-much of whichHealth and Community 	 wascarried out with other schools ofpublic health in the westernMedicine (UWSPHCM) establishLJ an "extended degree" states'.:-a Bureau of Health Professions Special Projectath'a in the Master of Public Health IMPH) degree Grant (5-004-AH-01656progran' In this report 	 was obtained inwe describe 	 1978 for the devel­our initial experiencewith this Extended Degree Program (EDP). opment of the EDP.

Over the 
 next two "ears, thevarious perspectives on EDP was shaped byeducation and programmatic mis-

The Ertended MPH Degree Program
Academic Context 	 sions a. I by different perceptions of need and feasibility."For example, the decision to emphasize a managementWhen the UWSPHCM was established in 1970, its MPHdegree curriculum 	 perspective was based on information and opinions derivedwas designed to emphasize research andincluded a core of general introductory 
from surveys of staff members of health care agencies. Thecourses in biostatis- decision to initiate thetics. epidemniolog, environmental 	 EDP with an emphasis in healthhealth, and health serv-ices besides a thesis. 	
services stemmed from the availabilityof it comit.In each of the three departments in facultywhich students can earn 	 ebers in that area, although it wasthe MPH degree (Epidemiology, 	 believedthat there was also a substantial demand for a curriculum inEnvironmental Health. Health Services), there are addition, environmental health management,al course requirements that pertain to the departmental focus(Table I). In-residence students 	 EDP Format ant. Contentusually complete the 69credits, including nine credits of "hesis work. in two years. 

The EDP curriculum is designed to be completed in
three calendar years (Table 2). In the summer of each year,
During its first two years, tht. UWSPHCM began to acton its commitment to 	 the students are in-residence for four weeks of intensive,serve the educational needs of mid-career practitioners for the acquisition of skills and knowl-
full-time classroom work. The courses presented in each of 

edge provided the summers constitute the equivalentin the MPH curriculum. A program 	 of three 10-weekwas quarters (90envisioned that would be multi-institutional in sponsorship 	
or 100 hours of classroom contact in each of thenine or ten credit summerand instruction and available to persons employed through-	

sessions), thus satisf.ing uiieGraduate School in-residenceout the northwest 	 status requirement.region of the United 	 The re-States where the maining courses are taught during the first two years as off­
campus "extended" coursesFrom the Extended MPH Degree 	 through directed self-study,Program. University of Washington supplemented by four to five two-day on-campus seminars atSchool of Public Health and Community Medicine. Address reprint requeststo Dr. Robert B. Wainwright, Acting Director. Extended 	
eight- to ten-week intervals. Thesis work, although initiatedMPH DegreeProgram. and Assistant Professor, Department of HerJth Services, SC-37, 
earlier, constitutes the bulk of study in the third year.

University of Washington School of Public Health and Community Medicine, 
The 57 credits in required courses and thesis areSeattle, WA 	 ar­98195. Ms. Farrieris Program Administrator: Dr. Peteron, ranged in aformerly Director of the Program, is currently Chief of Staff at the American 	

sequence which builds on previous knowleddeLake Veterans Administration Medical Center, Tacoma. WA. This paper, 	
and skills. The other 12 credits can be taken at any time fromsubmitted to the Journal November 21,1983. 	 categories of elective studies such as regular UWSPHCMpublication April 17. 1984.co was revised and accepted for 	 courses, appropriate graduate level courscs at other institu­re ,a p o raeg a ut le 
e c ussatoh ri
Editor's Note: See also related editorial p 1197 this issue. tt ­
tions (for transfer credit), and established courses offered in­
residenct but reorganized to198- American Journal of Public Health 0090-0036,'84SI.50 	 become "extended" courses.This curriculum format allows those courses that necessitate 
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TABLE 1-Credit Requirements for In-Residence and Extended MPH Degrees 

Exte',oed 
Easc MPH MPH 
Reojirec Rcu-e_ 

Subjects 	 Credits Credits 

C Biostatistics 4 or 8 8 
O 1 Epidemioogy 3 3 
R I Environmental Health 3 3 
E I Health Services 4 4 

1 Thesis 9 9 

O 1 Health Services Courses 16 	 30 
E or 
P Environmental Health 
T Courses 28 39 

or
 
Epidemiology Courses 	 26 
Electives 	 18 to 30 3 to 12
TOTAL 	 69 69 

'An axilndoO MPH dsKreo rogrsr, his noibeen devooioed in epdemrology 

classroom contact with faculty to be presented during the sequence. The mix of courses in basic sciences. in health 
summer session when students are on campus. services, and in management and their applications to the 

In Table 2. the courses in the Community Health health care system achieves the objectives previously estab-
Services Management curriculum are listed by title and lished for the in-residence MPH pathway in health services. 

TABLE 2-Curriculum of the EDP In Community Health Services Management 

Summer fOn-Carnousi 	 Acacemric Year 

YearlyProgram Credit
Year 	 Course Title Credits Course Title Credits Totals 

1 	 Introduction to Introduction to
 
Statistics in Environmental
 
Health Sciences 4 Hsath 	 3 

Principles of Introduction to 
Epidemiology 3 Health Services 4 

I Health Economics 3 	 Provision of 
Health Services 2 

Issues inHealth 

Services 2 

(1O) 	 (1) 21 

2 Applications of Program Evaluation 3
 
1 Statistics in
 

Health Sciences 4 Organizational
 
Theory and Behavior 3
 

Program Planning 3
 

Methods inApplied Personnel 
Community Research 2 Management and 

Labor Relations 3 

(9) 	 (9) 18 

3 	 Financial Thesis 9
 
Management of
 
Health Programs 3
 

Systems Analysis 	 3 

Integrative 
Management 	 3 

(9) 	 (9) 18
Electives (tobe taken at any time) 12
GRAND TOTAL 69 

AJPH November 1984, Vol. 74, No. 11 1259 



COMMENTARY 

Additional cuurses are pre-cntl.y available as electives to 
allo'% studenlt an emphasi, in en%ironmental health manage-

TABLE 3-Appllcation and Enrollment In the EDP According to Year of 
Entry (As of Summer Quarter 1983) 

ment. 
Students are encouraged to select as thesi,' projects 1980 1981 1982 1983 TOTAL 

descriptive or analytical endeavors that involve some aspect 
of their professional responsibilities in their employment 
setting. For example. a student who is employed in the 
Washington Professional Standards Review Organization is 

Re~uests for aphcatons 173 150 187 241 751 

Applications receiveo 46 56 38 38 178 
Acceptances 33 37 26 30 126 
Reg~strants 29 28 17 20 94 

analyzing data from that agency to describe qualitatively and 
quantitively the determinants of days of waiting for hospital 
discharge for nursing home placement. 

The curricula that have evolved are equivalent to the EDP are, in most instances, the same individuals who teach 
curricula pursued by in-residence students, with two distinct the comparable courses in the traditional curriculum in the 
differences. The EDP curriculum does not permit the stu- UWSPHCM and in the Graduate School of Business Admin­
dents any option: for an emphasis in their MPH studies other istration. However, an additional 0.5 FTE was added to the 
than the focus on management of community health services faculty to provide administrative support and to teach the 
or environmental health. In contrast, students in the in- eight-credit health services overview course. The amount of 
residence MPH program take further courses in epidemiol-
ogy and biostatistics, attend special seminars in disciplines 

effort needed to transform regular one-quaner courses into 
courses that fit the EDP format has varied depending on the 

applied to health services (psychology, economics, sociolo-
gy. etc.) and can prepare themselves more broadly for 

context, the intensity of presentation, and the relationship 
with the content of other courses. Usually the faculty have 

,esearch careers. The EDP curriculum is rigid except for 12 accepted the additional teaching responsibility as a new 
elective credits. challenge: however, the burden of thesis advising remains a 

Administration of EDP 
Instructional contributions to the EDP span several 

problem. 
Although the faculty effort expended in course develop­

ment was funded by the special project grant, the time that 
departments of the UWSPHCM and, accordingly. theDean's Office is the locus of its administrative authority. faculty members dedicate to presentation of the course work

nteEPi emusdfo h rga ugta 

Administrative oversight for the EDP is the responsibility of 
the Ex\ecutive Committees of the UWSPHCM and the 
Graduate School. For the first three years, approval to 

in the EDP is reimbursed from the program budget as a 

proportionate share of their salaries. Considerable debate 
resolsed around the policy of facult. payment. Should it be
in excess of their full-time salary? Should the rate be based 

accept students to the EDP was granted on a year-by-year on some allowance for research time. as well as teaching 
basis by the Regents of the University of Washington. When time? Should the rate be constant regardless of the rank or 
experience showed that the EDP was academically and other differences among salaries of instructors? The policy 
financially viable, the EDP was accorded permission to that emerged reflects opinion that the EDP is an integral part 
operate on the basis of a triennial review, 

Budgetary management, as well as the recruitment, 
of the teaching program of the UWSPHCM. and therefore 
within-not in addition to-the scope of faculty responsibil­

selection, admission, registration, and records management ities. Funhermore, the reimbursement of the faculty is 
of students are functions that are unique to the EDP in iti Furthemrtrimburseent of the fcl s 
contrast with the departmental management and decentral- tuition ispaid only to acquire their instruction. Just as 
ized administrative responsibilities of the traditional, in. 
residence MPH programs. Since iegular tuition payments to 

research grant funds are not generally awarded with the 
expectation that they suppo teaching effon, these tuition 

the University of Washington become general revenues of 
the state, and since the EDP was established outside the 
formula by which the legislature appropriates the fiscal 
suportla by the ampusepogas.tr ao atotheiatsupport of the on-campus programs. it was mandatory that 

pctatisnathatotheydsupporttteachinnteffortptheseetuitio 
payments are not made with the intent to support research 
effort. Since no fully satisfactory basis of relating all faculty
instructional activity was ever formulated. the rate of com­pensation that has been adopted is based on a general 

the EDP be financed through its own tuition revenues. Thus,the udgt o intrutioalnd dmiistatie cstsbecmes 
the budget of instructional and administrative costs becomes 

agreement that in the aoUWSdHCs adua progra
agreement that in the regular UWSPHCM graduate program, 
the presentation of a three-credit (30 contact hours) gradu­

the basis of tuition charges.' Development costs of the EDP 
were borne by the special project grant and have not been 

ate-level course consumes half of a faculty member's effort 
in one quarter. Therefore, asalary offset of 12.5 per cent of a 

included in the determination of tuition charges. The as-
sumption that 30 students enter each year (with an attrition full-time salary is paid for each three-credit course. Payment 

is increased or decreased accordingly for greater or lesser 

rate of 20 per cent in the three years) established a denomi-

nator for setting revenues derived from credit-hour tuition 
credit courses. 

charges. Despite a decline itnthe projected enrollment (Table 
3), the program has maintained fiscal viability with revenues 
from capitation funds (USPHS Grant 5E03 MB 10800 0) and 

Student Enrollment 
Program availability was announced through various 

public health association newsletters in the western states 
tuition charges of $92, $92, $120, and S132 per credit hour and through other professional publications, as well as 
respectively in each of its four years of operation. Partial 
subsidy of the EDP through capitation funding awarded to 
the UWSPHCM was anticipated from the program's incep-

through contacts with health services programs, individual 
hospitals, and various governmental health care system 
a-encies. Admissions to the EDP are decided by a commit­

tion since EDP students are included in the formula for tee of faculty members composed of representatives from 
calculating awards based on full-time-equivalent (FTE) can- each of the departments offering courses in the EDP curricu­
didates for the MPH degree. lum. 

Faculty members who have taught the courses in the Despite a brief lead-time between annual announce­
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ments of program availabilit. and the application dcadhnes TABLE 4-Reidence. Proteslional Education, and Employment Status 
(as a consequence of the proce, of .carl. rene'dl of the of Matriculants in the EDP 
prortml, there hasc becn licnific:ant nuniber, of intercted 
candlidales a'mC:i'urcd b re'q,.'s, for applicon material. Nua'SSe. oDaa o- EDr t:eI Stu-0't5'Tabl. 3i Inalmost er' in,,in,:t: in %%hihh ,rprhca:ion

material,, %.eresubmitted. the candidate reccived counseling Geograpmic Area
 
from one or more administrative staff or facultN members. so Alaska 
 18
that few individuals with inadequate academic backgrounds. Bntish Columbia 4 
insufficient congruence of professionals goal and program Idaho ICo oaro 

content, or inappropriate work-related experience %kere Montana 4 
among the final applicant pool. New Mexico 2 

The admissions committee used the same general guide- Oregon 15 
lines of the existing in-residence MPH program in establish- Utah 1 
ing criteria for admission to the EDP. Both extended degree wasinlonFeld of Education 
and in-residence applications must pass extensive screening Nursing 40 
procedures. However. the emphasis of the screening proce- Medicine 13 
dure differs inthe two programs. The in-residence students Health Education 7 
are screened much more for their potentials in academia and DEnistryEnvironmental Sciences2 3
health policy, whereas the extended degree aoplicants are Hospital Administration 2 
screened more for applied program and management poten- Optometry 1
tials. Requirements include prior professional degree and or General Arts ano Sciences 26 

Employing Agency 16three years of experience in a health-related position. ac- State Agencies 
ceptable academic record in previous collegiate studies. Ciry,County Agencies 23strong letters of recommendation, and an appropriate state- Federal Agencies 7 
ment of purpose in seeking the course of studies. Scores in Indian Healt Service 7 
the Graduate Record Examination IGRE) %,erenot used in Hospitals9Community Clncs 15
the admission process for the first three cohorts of applicants Pnvate Medical or Dental Practices 3 
(although the test was required for the purposes of retrospec- Academic Institutions 8
tive assessment of its predictive utilityI.' In the face of Pnvate Industry 2 
facult\ concerns for the abilit. of student, to learn and appl. Voluntary Health Agencies 4 
the quantitative skills and concepts. the admt ,sons commit­
tee subsequently required that the GRE be used as one of the 
means of judging whether the candidates were acceptable. health. Previous profesional education was principally in 
This decision was made before sufficient time had elapsed to heath P ei inaleducaTo wsinclly in
quantify the complete academic records of the first three nursing and medicine (Table 4). The median length of 
cohorts of students. Comparisons of GRE scores with in- professional employment among all students was nine years.
residence students was not possible because most in-resi- Over half of the students are employees of government 
dence students are physicians and are not required to take agencies and another third are employees of non-govern­
the GRE. Studies are currently underway to clarify the mental providers of health services (Table 4).arecurently reito
usefulness of the GRE and other predictors of academic half are married. The median age at entr\ is 37 years. The

succesin 

ufothe RStudie uderw cami tTwo-thirds of the students are women, of whom over 
this pogam.s ostudents in the dominant age cohort. 30-39 years. include 

the applicants met their criteria of acceptability. Of those three-fourths of all male students but only half of the female 

who were accepted, most matriculated (Table 3). The ac- ts students.
 
cepted applicants who did not enroll gave as their reasons:
 
lack of funding. unanticipated increases in job responsibil- in the program are still actively enrolled, although a few have
 
ities (as a result of staff cutbacks within their employing dropped back by one year after taking leave of absence.
 
agencies), or uncertainty about their ability to return to the Those students who have terminated from the program have
 
student role. withdrawn for reasons related to their inability to maintain
 

The students accepted into the program had graduated their academic performance in the face of competing pres­
from college one to 30 years earlier, with the median being sures from work and or home. 
eight years. Their overall underoaduate grade point aver- Of the 24 students who have completed the full three 
ages ranged from 2.22 to 3.85 (median = 3.051 on a scale of 'ears of the program, six have, at this writingy fulfilled all the 
0-4.0. Of those who had had graduate school experience. requiremnents and received the MPH degree. The majority of 

0 their grade point averages ingraduate school were approxi- the remaining 18 students are currently completing their 
mately 3.2. Itshould be noted that although transfer credits thesis projects, and it is anticipated that most will finish in 
are permitted, only nine students have taken advantage -:f 
this provision. 

The students who enrolled in the EDP came from Discussion 
diverse locations, professional backgrounds, and agencies The firstcohort of students only recently completed the
 
(Table 4). A plurality of the students are residents of three-year curriculum. Evidence of success isas yet subjec-

Washington State (46 per cent live inor near Seattle). With tive and anecdotal. Almost allstudents report that some or
 
the exception of one student who moved to California from many of their new skills and knowledge have substantially
Washington. all those living outside Washington State came improved their work performance and job satisfaction. In a
from jurisdictions in which there are no schools of public few, instances, this has been independently confirmed by 
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%talementsfrom their supervisors. Some ,tudent, hase been 
assigned nek or broader responsibilitie, b%then cmplo%er,.
but it t,imposihh: to ,;aswhether thi, i,direcls related to 
learning acquired in the EDP. Sc\er'il student, ha changed
jobs while in the EDP. but it is not clear if an of these 
moves were program-related, 

The EDP has succeeded in giving students an education-
al opportunit\ that otherwise would be unavailable to them. 
We are not aware of any student in the EDP whose circum-
stances would have permitted him or her to stop work and 
enroll as a full-time, in-residence student in the UWSPHCM. 

Financial assistance to students in the EDP is excep-
tionally difficult to obtain. In a few instances, students' costs 
have been subsidized through tuition benefits paid by their 
employing agencies. Through the Western Interstate Corn-
mission for Aigher Education (WICHE). students from
Alaska. Montana. and New Mexico can obtain tuition sup-
port because these states do not have any institutions that 
offer an accredited MPH degree. Progressive decreases in
the amounts of federal awards for public health traineeships
have further curtailed financial assistance to students pursu-
ing the MPH degree. Award of the few financial aid dollars at 
the UWSPHCM is competitive, based on the needs of all 
MPH students. 

The academic performance of the students in the Ex-
tended Degree Program has been comparable to that of the 
students in the regular MPH program despite the significant
differences between the groups in their composition and thescope of their programs. Most students in the in-residence 
program, having been recently full-time students. ha\e %kell-
developed study habits. Few have the conflicting priorities
and pressures of outside employment: and few have had the 
breadth of experience in the health care system of the EDP 
students.' 

Faculty members who have taught in this new curricu-
lume have found the students to be challenging and the format 
to be demanding. The students' insights and perspectives areoften edifying for the faculty, especially to those who
themselves have had little -;rofessional experience in the
health care delivery system. Because the projects which the 
students execute for their class assignments and their thesistopics are often based on their employment setting. facult 
members are exposed to many facets of the opt,'ation of
health care programs that they would not otherwise have the 
opportunity to appreciate.

Compressing the teaching into intensive on-campus
instructional periods challenges the faculty to find the most 
effective learning strategies. Their development of courses 
for the EDP has been the basis for revision of classes for in-
residence students. 

The institution of the EDP has led the UWSPHCM andthe University itself to reconsider some of its educational 
programs. Other schools within the University have exam-
ined the extended degree concept as a means of responding
to the desire of professionals for advanced education in other 
fields. The Graduate School of Business Administration. the
School of Social Work, and the School of Forestry at the 

L'niser,,it% of Washinnglon h:,.e each taken step,. to ofl'er 
similar extended degree, since the in,:eption of the EDP in 
the L.\SPH(. A task force v, tlhin the Graduatc S,:hool 
has formulated guidelins. ba,cd in part on the EDP expert.
encc. b\ Ashich other extended degree programs should be 
operated and b%which non-degree track, non-matriculated 
students will have access to graduate le,el courses. 

The fiscal viabilily of the EDP depends on student 
enrollment. By presenting the curriculum in the manner we 
have chosen, the costs of instruction as well as administra­
tion become fixed: variable costs as a function of class size 
comprise only a small portion of the total budget.' Thus.
optimizing the size of the class requires balancing the quality
of instruction and the requisite workload against the willing­
ness of students to pay the necessary tuition charges.
However. a; a time when funding sources and appropriations
by state legislatures for institutions of higher education are 
receding* revenues such as those described for the EDP at 
the UWSPHCM become some of the "hardest" funds
available for facult support for they are less subject to the 
uncertainties of the legislative process and of tax revenues. 

Our experience to date has been sufficientll promising 
to warrant continuation of the EDP. Further evaluation 
awaits sufficient experience to answer the most fundamental 
questions about the qualit\ and impact of this approach to 
professional education in public health. 
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THE BOTSWANA/.AEHARRY PUBLIC HEALTH PROJECT:
 

The migratory lifestyle of 
the Batswana impedes delivery of
health care 
services and complicates follow-up in both cities and
 
rural areas 
of Botswana.
 

In Africa, nurses have traditionally functioned and continue
to function in expanded roles. 
In Botswana, nurses 
assume
responsibilities beyond the szope of their education because of
the physician shortage. The government values nurses as its major
health care deliverer, not 
in competition with but complementary

to the physician.


The Botswana/Meharry Public Health, Maternal and Child Health
and Family Planning Project was 
a response to the request of the
government of Botswana. The United States Agency for
International Development (USAID) collaborated with the
government of Botswana to 
develop a five-year Public Health 
(PH)
Maternal an Child Health, and Family Planning (MCH/FP) Project.
Meharry Medical 
College of Nashville, Tenn., 
was granted the
contract to provide 
the following services:
 
1. To train or retrain personnel for staffing rural health
facilities in public health, maternal and child health, and
 

family planning.

2. To prepare an integrated curriculum in 
the above areas for
 use in 
the basic nurses training schools.
 
3. To train a selected tutorial staff to 
continue using the
integrated health curriculum.
 
4. To establish -,functioning health education unit with
trained local staff capable of serving health needs, including
maternal and child health services, family planning services and
 

preventive health.
 
5. To develop field training facilities and field practice
areas needed 
to support the health training program.
6. To establish an effective postnatal and family planning
service in the three government training hospitals.
 

This health project conformed to the government's Five-Year
National Development Plan, which focused on 
preventive health
 care 
services and rural development. The health 
team was
comprised of a health educator, senior public health nurse, 
two
public health nurses, and an administrator. This project operated
from June, 1973, to August, 1979; nursing was 
its main component.

(For details see IMPLEMENTATION.)
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IMPLEMENTATION
 

1. To train or retrain personnel for staffing 
rural health
facilities in 
public health, maternal, and child health and
 
family planning.


An in-service education curriculum was 
developed after
consultation with the Chief Nursing Officer and Ministry of
Health staff, a list 
of teaching areas, health concerns, and
MCH/FP objectives formed the curriculum guidelines. The Chief
Nursing Officer and Botswana Nursing Council approved the
 
completed curriculum.
 

Overall objectives for students to:
were Identify public
health problems and try to eradicate them; develop health
education plans for the patient and family; identify and solve
problems related to maternal and child health and develop health
education activities to 
promote their health; 
teach fathers and
mothers about all child-spacing methods and implement methods of
 
choice.
 

The three-month in-service 
courses included eight weeks 
in the
classroom and four weeks in 
selected rural clinics an
important arrangement because it allowed participants to practice
new knowledge and 
skills without their clinical work
responsibilities. At 
the end of each session, public health
nurses 
evaluated and revised the curriculum as indicated. All
revisions were submitted to 
the MOH for approval to implement.
Three different areas of 
the country were selected as training
sites. Originally, public health nurses were 
to teach aided by
Batswana tutors, but, 
because of the shortage of trained tutors,
team 
nurses assumed all in-serice teaching responsibilities.

A reference library was 
established at 
each training site to
support in-service activities, and all three sites operated 
on
the same class schedules with the 
same study materials and
 

handouts.
 
According to *he 
contract with the MOH, all Botswana 
nurses
(550 registered 
nurse midwives and enrolled nurses were
identified) would receive additional training through the
Botswana/Meharry In-service Program to 
increase their
effectiveness as PH/MCH/FP practioners throughout the country.
Through excellent cooperation between the MOH, 
Local Government,
and Lands, 
the missions and mining hospitals, nurses 
were
regularly released from service to 
participate despite staff
shortages that 
made release of 30 nurses (average 10 per class)


for each session a sacrifice.
 
By the project's end, 501 nurses
course. completed the in-service
Pre- and post-tests revealed increased Ph/MCH/FP


knowledge. (i.e. 
All midwife participants learned to 
insert
intrauterine devices.) 
Of the 501 RNs and Ens participating, only
98 failed to successfully complete the course.

In 1977, 
a returning participant with a baccalaureate degree
in nursing was appointed as a counterpart to the senior public
health nurse, and she assumed responsibility for in-service


education at the project's end in 1979.
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2. To prepare an integrated curriculum including appropriate
public health, maternal and 
child health, and family planning

programs for in
use the basic nurses' training schools.
At the project's end, PH/MCH/FP content was 
being taught but
not on an organized basis. According 
to the evaluation report,
It...given the daily realities of running 
an on-going program, 
a
severe shortage of teaching staff and 
lack of clear directives on
how to proceed..." there were difficulties in meeting Objective

2.
 

3. To train a selected tutorial staff to 
continue use of the

integrated health curriculum.
 

By the project's end, a total of 21 
participants were either
in training, or had completed training and had returned
Botswana. Participants earned or 
to
 

were in the process of
completing work on: one Master's degree in Nursing; six B.S.
degrees in Nursing; three B.S. degrees 
in Health Education; five
in the Meharry FNP; four in 
Diploma in Nursing Education, and two
were in a Management Workshop of 
Planned Parenthood in Chicago,
IL. 
Degree work was in various U.S. universities and University

of Nairobi.
 

4. To establish a functioning health education unit with
trained local staff to 
serve health needs, incl ding MCH/FP PH.
(Because this objective is not directly related 
to nursing, it

is not discussed here.)
 

5. To develop field training facilities and field practice
areas needed to 
support the health training program.

MOH selected field training sites and field practice areas
the north, central, and southern areas 

in
 
so that participants could
practice in rural settings. MOH equipped the clinic sites, and
informed hospital medical personnel of the project and its
 

purpose.
 

6. To establish effective postnatal and family planning

services in the three Government training hospitals.


Public health nurses collaborated with medical officers and
matrons of government hospitals to 
begin postnatal and family

planning services, which had 
not been provided until the
 
project's inception.


During the first 
year, examinations and 
loop insertions were
done by the physician, nurse 
midwife, and project participants;

thereafter, all methods 
were delivered by the nurse 
midwives and
project participants consulting with the physician for problems

only.


Due to 
the project, the number of Botswana 
women accepting use
of contraceptives rose 
dramatically from 1973 
to 1977:

Contraceptive: 
 1973 1977
 
Pill 
 3,461 6,751

IUD 
 231 1,314

Injection/Depro 
 150 1,094

Diaphragm/Spermacide 
 __ 339
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The project, in meeting 
its nursing objectives, appears to
have made an impact on health services in Botswana and 
was
positively received as 
evidenced by 
continuous Government, MOH,

USAID, nursing and community support.
 

Some positive results are:
 
The request 
to extend the project.

Nurses 
became more sensitive 
to the need for PH/MCH/FP
services, which had 
a positive effect 
on health care delivery.

Participants believed their education to 
be important and


noted desire to continue study.

A baccalaureate 
program in nursing was initiated by one 
of the
Master's participants in collabcration with the University


Ministry of Botswana and MOH.
 
The nurse practitioner participants represent MOH support of
 nurses as primary health care 
deliverers.
 
At the projects end, two participants were assigned to the
health education unit 
and all other degree and diploma


participants 
were either teaching or assigned to 
teach.

Based on the foundation laid by 
this project, the Government


contracted with USAID 
for a larger, more expanded five-year

health service project and used this 
model for later projects.
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INPUT FROM THE MINISTRY OF HEALTH, BOTSWANA
 

BOTSWANA NATIONAL HEALTH INSTITUTE CURRICULUM
 



-- -

From: 
Dr. D.B. Sebina
 
Permanent Secretary MOH
 
Ministry of Health
 
Private Bag 0038
 
Gaborone, Botswana
 
Ph. 55349
 
Jan. 6, 1984
 

Re: Botswana's willingness to coordinate and host 
a workshop
on 
the Tulane mobile MPH program and the MOH input 
on the
 
Tulane program.
 

Your estimated needs 
seem realistic and reasonable.
 

Here are qualified personnel to add 
to your "in Country"
list of potential teachers and 
preceptors:

Dr. E. Maganu, epidemiologist; Principal Medical Officer
 

for Health in Botswana.
 
Ms. T. Maribe, nutritionist, trained at 
Master's level,
currently head of 
the Nutrition Unit 
in the Family Health
 

Division.
 
Mrs. W. Manyeneng, Head of 
the Family Health Division,
Health Educator trained at 
the Master's level.

Mrs. Mandevu, Health Educator, trained at 
the Master's
 

level.
 

An addition to your "in 
Region" list of potential teachers:
Dr. Mburu, a Health Planner, who works at 
the University of
Nairobi in Kenya, a very active Community Health Researcher.
 

Courses listed seem fairly comperhensive. Once articulated,
the goals and objectives of the program will 
provide a more
objective and logical basis 
for fuller identification of both
required and desired 
courses. 
Once drawn, job descriptions

will also provide direction.
 

As stated in your report, development of a relevant and
sound 
curriculum would necessitate active involvement of
persons with expertise and experience in curriculum design at
both national and regional levels.
 
Botswana has a number of nationals with considerable
experience and 
expertise in curriculum design for health


professionals. (See p.2)
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NATIONAL HEALTH INSITUTE FACULTY (Potential Teachers and
 
Preceptors)
 

Mrs. T. Finlay -- Nurse Educator; M.P.H., M.S.N., 
R.N.
 
Doctoral Candidate, Johns Hopkins
Mrs. V. Ngcongco -- Nurse Educator 
(Principal Tutor);
 
M.S., R.N.;


Doctoral Candidate, University of South Africa
Mrs. K. Gasennelwe --
Nurse Educator (Deputy Principal);
 
M.Sc., R.N.


Mrs. C. Pilane -- Nurse Educator, M.N., R.N.
 

Mrs. D. Mosiiman 
-- Nurse Educator
 
On study leave Chapel Hill studying for M.S.N.
 

In addition to the above, there are 
at least 20 nurse
educators holding Bachelor of Education in Nursing degrees
from the University of Botswana, and 
three others holding B.S.
in Nursing degress 
from the U.S. Hopefully, in early 1984,
the National Health Institute will add three U.S. nurse
 
educators --
 one with a doctorate in nursing and a
concentration in Anthropology as 

others with M.P.H. and M.Sc. 

applied to health care; two
 
in Nursing degrees.


There are 
three Senior Laboratory Technician Tutors who
could be Medical Laboratory preceptors for Bacteriology and
Clinical Chemistry. They have all 
had a one-year formal

training program in Teaching Methods and Education.
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BOTSWANA NATIONAL HEALTH INSTITUTE (1973-1983)
 

In 1973, the Republic of Botswana was 
in a transitional
 
period. The National Health Institute was begun to meet the
 
health needs of 
its changing society. It is the central unit
 
for training Health Personnel for the Republic of Botswana.
 

NHI began with 117 students in four courses -- a
 
Registered Nursing Program, two enrolled schools (Serowe and
 
Francistown), a Health Assistants-Sanitation Program. In
 
1983, NHI had a total of 
720 students in its four Enrolled
 
Nursing Schools (320 students) and the NHI in Gaborone (400

students). It's curriculum expanded to 10 programs: Basic
 
Nursing, Health Assistant, Dental Therapists, Nurse
 
Anaesthetists, Pharmacy Techin~ians, Health Lab. 
Assistants,

Medical Records, and four Post Basic Courses 
-- Midwifery,

Family Nurse Practitioner, Community Health Nursing,
 
Community Mental Health.
 

Additions planned for the curriculum in 1982-83 were:

Post Basic Community Mental Health Nursing for Registered

Nurses (one year), Post Basic Opthalmic Nursing for
 
Enrolled Nurses (one year), 
Course for Laboratory
 
Technicians (three years).
 

NHI post-graduate opportunities:
 
1. Enrolled Nurses can 
proceed through Enrolled Nurse
 

Midwifery and, if academic requirements are met, to
 
Registered Nursing Program. There is 
no limit to how far
 
this health worker can go.


2. Health Assistants, who improve their academic
 
qualifications, can 
proceed to level of Health Inspector and
 
Health Inspector Tutor.
 

3. Registered Nurses can 
study for a B.Sc. in Nursing,

B.Sc. in Health Education. Some have gone to Master's level.
 

4. A three-year program for Health Laboratory Technicians
 
began at the Gabarone NHI in Sept. 1983.
 

Approximately 80 % of the staff are 
former NHI students.
 
Others are from other African nations, East, Far East,

Scandanavian countries and the U.S.
 

Students's selection includes: open and direct
 
application to 
NHI, fulfillment of entrance requirements in
 
each program, satisfactory performance in the Regional

Testing Center Aptitude Test, special tests required by

individual programs, interviews. Final decision is made by

thp Admission Committee.
 

Student performance is measured with continuous theory

and practice assessments; anecdotal recording of attitude
 
growth; self-evaluation; final theory, oral and practical

examinations. Students are assigned to remote rural areas as
 
a requirement for each of the NHI programs. Community Health
 
Practice Theory is emphasized in the schools.
 



Winston J. Craig Ph.D, M.P.H., R.D.
 
Associate Prof. 
of Nutrition
 
Loma Linda University

(A Seventh-day Adventist Institution)

School of Health, Dept. of Nutrition
 

INTER-AMERICAN DIVISION PROGRAM OF LOMA LINDA UNIVERSTIY
 



Winston J. Craig Ph.D, M.P.H., R.D.

Associate Prof. of 
Nutrition
 
Loma Linda University

(A Seventh-day Adventist Institution)

School of Health, Dept. of Nutrition
 
Loma Linda Campus
 
Loma Linda CA 92350
 
Ph. 714-824-4598
 
Feb. 10, 1980
 

The Office of International Health here at 
Loma Linda is
currently writing up 
new guidelines and criteria for
off-campus LLU MPH programs. The proposal will entail 
a
six-year program with courses 
offered annually in
concentrated fashion for 4-6 weeks at 
a time. We are
presently completing our off-campus teaching sequence for 
an
MSPH degree at 
four different sites in 
Central America and
 
the Caribbean.
 

As I see it, the main need in 
Africa is to train health
promoters to 
work at the grass roots level 
as well as giving
all undergraduate students a broad understanding
healthful living. Main areas 
of
 

of 
concern include nutrition,
infant 
and maternal health, and sanitation. Development of
teaching aids 
for use in 
rural villages is desperately

needed 
for Africa.
 

March 24, 1983
 

We have been operating an off-campus program for about
10-12 years, 
but only since 1979, have we 
had and off-campus
MSPH degree taught in 
a third world setting. We offered the
MSPH degree because we 
accepted non-health professionals
into the sequence, 
even though physicians, nurses and health
administrators 
were 
in the majority.

The first graduation for 
our Central American and
Caribbean program will be in Fall, 1983, 
in Georgia, where
all four streams of the 
program will 
gather for the final
session held at 
a rented youth camp.

Another program planned 
for Summer, 1984, at 
Montemorelos
University 
near Monterrey in Mexico, will 
operate for about
six'weeks each 
summer, during the school's summer It
recess.
sounds 
similar to the proposal for South Africa.
 

(Programs in Africa, with which Dr. 
Craig is familiar,
include: Maternal and 
Child Health Program in Tanzania,
established by Dr. 
Richarg Hart and Dr. 
P. William Dysinger
and others; 
a Church of the Brethern program in Jos,
Nigeria, where village people are 
trained 
to deal with
specific diseases and 
health needs at 
the basic level; a
Human Nutrition Unit in the University of Ibadan in 
Nigeria,
led by Dr. Omolulu, which trains 
students and is 
a strong

graduate research unit.)
 



THE MASTER OF SCIENCE IN PUBLIC HEALTH
 
INTER-AMERICAN DIVISION PROGRAM OF LOMA LINDA UNIVERSTIY
 

Recognizing that successful public health programs in
technologically developed areas 
frequently fail when applied
directly to develcping areas 
of the world, the Office of
International Health administers interdisciplinary master's
degree progress in international health. Graduates are 
prepared
to 
deal realistically with socio-cultural, environmental,

economic barriers, deficiencies of education and 

and
 
sanitation,


overpopulation, administrative complexities, and 
the special

health problems often associated with developing countries.
 

OBJECTIVES:
 

1. Coordinate teaching, research and 
service efforts of
faculty having the expertise and interest in solving public
health problems of Third World countries and the underserved
 
areas 
and groups in developed countries.
 

2. Serve the world church of Seventh-day Adventists as 
a
 resource 
center for planning, development, and evaluation of
innovative approaches to Christian health ministry and 
outreach
 
to the Third World.
 

3. Train crossculturally sensitive public 
health specialists
who are 
competent trainers of trainers, crosscultural

communicators, health science generalists, public health
specialists, primary health care service managers and

supervisors, practitioners of the integrated approach to
 
community development.


4. Provide information services for those who work in the
 
Third World.
 

MASTER OF SCIENCE IN PUBLIC HEALTH
 

The M.S.P.H., 
offered for those without professional health
training and experience, 
teaches basic sciences, crosscultural

understanding, nutrition, sanitation, infectious disease control,
management of 
primary health care delivery systems in developing
countries, and 
integrated rural development. Also, courses in
 one of the following areas: maternal and child health,
environmental health/human ecology, health education, nutrition,
basic sciences, epidemiology, biostatistics, applied medical
anthropology, rural development, health services administration.

Requirements are minimumn of 
72 units of course work and 800
hours of field practicum. One major world language other than
 
English is recommended.
 

The program is also offered in affiliation with the
Inter-American Division of Seventh-day Adventists, in which four
different streams of students study at 
different locations --
Haiti, Trinidad/Jamaica, Mexico/Costa Rica, Colombia/Puerto Rico
(alternating locations spring and fall). 
Coursework includes one
stream given in English, two in Spanish, and the fourth in
French. Offering this degree program in the field and in local
languages of Inter-America is expected to 
produce church health

leaders with practical service skills.
 

Financial arrangements for the off-campus program have been
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negotiated as 
a package with the Inter-American Division.

Students not sponsored by lAD who want to take some 
of the
courses need contact the School of 
Health for details. Courses
offered in this 
program are 
regular School of Health courses 
also
 
offered on campus.
 

Prerequisites:

1. Acceptable college credit in chemistry, microbiology,
general biology or 
anatomy and physiology, basic nutrition.

2. Other prerequisites may be specified for certain
 
areas of concentration.
 

MASTER OF PUBLIC HEALTH
 

The M.P.H. degree in international health prepares health
professionals to 
help solve developing countries' special
problems and emphasizes primary health care 
provision. In the
international public health context, students receive a
foundation in 
health care organization, manpower development,
environmental health, infectious disease control, maternal and
child health, populations programs and the sociocultural aspects
of 
plarned change. Although designed for developing countries,
the program is also useful 
in underserved rural and inner city
areas of the U.S. 
and other developed countries. Students are
from both developed and developing countries. A minimum of 56
units are required to complete the degree program.
 
Prerequisites:

Degree is restricted to 
persons with health professional


degrees.
 

SERVICE ACTIVITIES
 

Among the Office of International Health coordinated
international projects 
are: A training program for village health
workers in Pakistan; 
rural health service program in Sarawak;
education program for rural development in Haiti; maternal and
child health program iii Tanzania; health planning project for the
 
Marshal Islands.
 

The School of Health in the Philippines provides faculty and
consultation to Philippine Union College for its Master of Health
Science degree program. Students are 
from the entire Pacific
area, Asia and Africa. Provision of a University faculty member
each quarter facilitates meaningful interchange between academics
 
and local programs.


To meet the need for 
public health workers in Central America
and Caribbean countries, Office of International Health offers an
M.S.P.H. degree program in three languages at four different
sites -- a four year curriculum which prepares Christian health
workers to return to 
their communities capable of managing
primary health services at local levels. (See details in M.S.P.H.
 
description.)
 

The goal of Office of International Health programs is 
to help
people help themselves to 
better health. The school seeks to
assist existing organizations increase effectiveness and to
encourage development of local health training programs.

Assisting Christian missions to 
use their world-wide
organizations, facilities, and personnel to 
promote human health
 
is a special concern.
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M.S.P.H. I.A.D. CURRICULUM (Off Campus Program)
 

Courses include:
 

1. Core Courses (16 units): Tropical Housing and Sanitation,
Principles of Epidemiology, Philosophy of Health, 
International

Public Health Nutrition, Methods in Medical Evangelism, Public
 
Health Statistics.
 

2. Major Courses (21 units): 
 Program Planning and Evaluation
(I and II). Concepts of International Health, Dynamics of Planned
SocJ.ocult_,*al Change, Integrated Rural Development, Integrated

Rural Development Field Laboratory, Delivering Rural Health
Services, Directed Study/Special Project(s), Nutr. Chem. and
 
Micro.
 

3. Cognate Courses (10 units): Etiology and Control of
Infectious Diseases, Physiological Bases of Health, Basic

Nutition, Health Survey Methods.
 

4. E'ective Courses (19 
units): Health Behavior Change,
Methods of Crosscultural Communication, Alcohol and Drug
Dependency, Home Health Care, Concepts of Physical Fitness,

Principles of Health Counseling, Community Nutrition.
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interaction with the 
planned local MOH Institute For Health
 
Education (SIC) 
must await establishment of the institute
 
and information on its 
focus and design.


(Also noted in this communique: The contract of 
FHS

project director Dr. 
P. Ngakane was not renewed, and

reportedly, Dr. Ngkane will 
not be replaced.)
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From:USAID, Lesotho
 
To: USAID, Wash.D.C.
 
February, 1984
 

Re: Mobile Public Health Training for Southern Africa
 
Feasibility Study:
 

USAID has received no communication (as of Feb., 1984)
from the Ministry of 
Health (MOH) concerning the Tulane
 
proposal for public health training.
 

USAID's comments and reactions on the establishment of a
local institute/faculty of 
health sciences capability in
 
Lesothro are as follows:
 

1. Establishment of a Faculty of Health Sciences (FHS)
was recommended in 
a second five-year development plan of

the National University of Lesotho 
(NUL). The initial plan,
as 
USAID understands is for establishment of FHS be
built) at 
NUL Maseru campus complex. To date, this 

(to 
complex
has not been built, 
nir has any donor indicated interest in
 

supporting/constructing such 
a complex.

2. Both residential and science facilities 
at NUL Campus
(ROMA) are reported to be fully utilized. Addition of FHS
would mandate expansion of the present university complex.


No funding has been identified for such class and
residential construction/expansion/modification.
 
3. Due to the severe financial crisis facing the
Gover-nment Of Lesotho (GOL), 
funds for capital investment
 

are 
severly limited. It's highly unlikely that GOL would be
willing or able to 
finance any FHS expansion at NUL.
 
4. With respect to 
the Tulane plan to offer classes
during summer 
session when other classes are 
not in session:


This could be feasible. However, USAID is not 
clear as to
the MOH and NUL attitudes toward such 
a plan. The MPH
 
program, as designed, addresses one 
aspect of the overall
training needs. It is unlikely that a broad range of
 programs associated with 
FHS, particularly as envisioned by
Lesotho planners, could be offered without the expansion

mentioned in 
items 3. and 4. above.
 

To begin, it would 
seem unwise for the MPH 
program to
operate for a summer 
session without a clear idea 
of future
health training programs 
and without clear identification of
 
monies to support such a program.


5. Recurrent costs of 
the proposal will be a problem,

given continutn financial crisis in the GOL.


6. USAID understands that the present plan of MOH is 
to
establish an Institute of Health Education in Maseru. The
 purpose of the institute would be 
to put under one office,

and possibly under one roof, all ongoing MOH health training
activities. The idea does 
not include an expansion in health
 
education programming but is rather a
consolidation/coordination of existing programs. Focus is 
on
increasing the quality and cost effectiveness of ongoing
 
programs,
 

To summarize, there is 
evidently little or 
no visible
interest in establishing a Tulane Institute of 
Public Health
 
office/campus/center at NUL. 
 The possibilities of
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FROM: USAID, Swaziland
 
TO: USAID, Wash. D.C.
 
February, 1984
 

Re: Tulane Mobile Health Training for Southern Africa
 
Feasibility study
 

The Ministry of Health (MOH) has 
a lengthy reviewing
process for consideration of all 
proposals. No decision (as
of February 16, 1984) 
on the Tulane proposal had been made
partly because the MOH's priority was assessing problems
caused by Cyclone Domoina which hit Swaziland Jan. 29-30,
and partly because of the 
lengthy review necessary for a
project as important as 
the Tulane proposal.
 

Informally, MOH has indicated to USAID its 
two major

areas of concern:
 

1. Swaziland, with its estimated population of 600,000,
has a small, but critical need for trained persons at 
the

M.P.H. level. In two or three years all training
requirements for the MPH level would 
be fulfilled with only
occasional students continuing within the system to
posts vacated due to retirement, promotion, 

fill
 
etc. At maximum,
only 10 
new MPH degree 'ilders would be required, although
an MPH might be desira' ; for some physicians, nurses, 
etc.
The question is: How appropriate is the project's mobile
 

aspect with such projected utilization levels?
2. Some sentiment in both MOH and USAID is 
that it would
be more efficient, as well 
as in keeping with SADCC
collaborative efforts, 
to support a single regional school
of public health with a guaranteed number of places reserved

for participants from each country. (Mission Director's
 
comment: 
AID has used this approach hundreds of times
 
successfully. Why tinker with it?)
 



From: James D. Shepperd
 
Regional Health Officer
 
Agency for International Development
 
Regional Economic Development Services Office,
 
West and Central Africa
 

U.S. Address: 
 International Address:
 
ABIDJAN (REDSO) 
 REDSO/WCA

Department of State 
 c/o American Embassy

Washington, D.C. 20520 
 01 B P 1712 ABIDJAN 01
 

Ivory Coast
 
January 14, 1984
 
To: Dr. James Carter
 
Re: Botswana meeting/workshop focusing 
on Africa Bureau's
 
Health Training Center's Project Fy 86 698-0460.
 

Unable to attend the Botswana meeting due to a prior

committment, Shepperd sent information on to the
 
Washington Office of 
the Africa Bureau so that another
 
representative could be 
sent to Gaborone. His
 
responsibilities are limited to West and Central Africa.
 

He said: Having representation from Strengthening

Health Delivery Systems Project would be 
very useful. No
 
one has any comparable experience in African Manpower

Development, and their 
staff could play a real leadership

role. We will give SHDS staff permission to attend your

meeting. We 
hope that you will also invite a
 
representation from the Regional Office of WHO in
 
Brazzaville.
 



Dr. F.J. Bennett
 
Regional Adviser in Community Health
 
UNICEF
 
Eastern Africa Regional Office
 
PO Box 44145
 
Nairobi, Kenya
 
UNEP Headquarters
 
Gigiri (Limuru Road)

Ph. Nairobi 520671/2/3 or 520734/5

May 3, 1983
 

Mobile Public Health Training sounds like a very good idea
because there is a great need 
for District Medical Officers of
 
Health/PHC Coordinators.
 

At present, doctors leave their 
countries (and vital

positions) for 
a year or more to acquire a Master's Degree and

vision of high living in 
the USA. Upon return, many go into the
private sector where they make enough money to continue with the
 
USA life style.
 

Ideally, a course would be 
tailored so that:
 

1. Candidates can continue to serve their own 
countries while

taking the course, 
even if it's only to evaluate district

activities or design good information systems, 
etc.
 

2. Candidates could add 
on locally available courses, such as

the Nairobi Epidemiology five-month 
course.
 

3. You create a cadre of 
teachers in participating countries.
 

4. The training has a spin-off in providing/creating locally

relevant learning material.
 



Dr. H.R. Folmer, Course Director
 
ICHD(International Course in Health Development)

Koninklijk Instutituut Voor De 
tropen

Royal Tropical Institute
 
1092 AD Amsterdam
 
63 Mauritskade
 
Ph 92 49 49
 

April 19, 1983
 

We have studied the document "Mobile Public Health Training
Program for Southern Africa" and our 
first reaction is that it
a subject in which we clearly share 
is
 

a common interest. It would
be illogical if we would not 
cooperate in some way and if 
we
would try to establish or strengthen existing training capacities
in Public Health in African countries along separate lines.
A number of questions arise from our 
side; the most important

are:
 

1. How does your concept of a mobile training program match
with the eventually envisaged Regional Institute of 
Public
 
Health?
 

2. Will this mobile program eventually result in 
one institute

being the regional center?
 

3. Has your feasibility study already identified 
one or more
suitable locations 
for such an institute?
 
4. What did the feasibility study reveal about available
training potential in the region, to 
country involvement, to


educational objectives, etc?
 
5. Are there any cost estimates and indications of possible
contributions of other donor-agencies, however tentative?
 

From: Dr. Folmer
 
October, 30, 1984
 

We all know too well how complicated preparatory steps in 
a
major international cooperation like this are, 
and how important
these steps are on the diplomatic as well as on 
the technical
 
level.....
 

Two other questions keep me puzzling:

What is the current position of SADCC towards the plan this
 

moment?
 
I am sure that you are aware that there is 
a UNFPA initiative
to start a regional training program in 
public health in
 

Zimbabwe.
 
I cannot see this initiative unrelated to 
the Tulane plan, nor
competitive. 
...Has some form of integration of the two plans


been envisaged?
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From: Phyllis Jenkins, M.A.R.N.
 
FNP/TA
 
Swaziland
 
To: Chuck DeBose, RHDO
 
Agency for International Development

USAID Mission to Swaziland
 
PO Box 750
 
Mbbabane, Swaziland
 

My response to 
the Tulane concept for Mobile Public Health
Training is based on 
several constraints, chief being that 
a
diploma or certificate course for 
nurses usually leads to

dead-end career situations.
 

In my estimation, Tulane 
can assist IDM in up-grading its
Public Health/Administration courses 
and that these should be
open to all cadres of health personnel who want to 
earn a

diploma/certificate.
 

I strongly feel that 
UNISWA needs 
to grant all graduates of
SIHS credits toward 
a B.S. after scrutinizing each candidates
performance. This would develop 
a pool of potential graduate
level applicants for an 
M.P.H. jointly granted by UNISWA and
 
Tulane.
 

From: Naomi Baumslag M.D., M.P.H
 
Director Mobile MPH Program

Tulane University Medical Center
 
To: Dr. Chuck DeBose
 
Re: Phyllis Jenkins letter
 

Since Tulane is concerned that University degree level public
health training can 
count toward University credit for
baccalaureate degree, entry qualifications must conform to
university requirements and university must 
be involved. We do
not want to provide any more terminal 
diplomas or certificates.

IDM trains 
a wide variety of students with different
educational levels. This ie unsatisfactory because university
students and junior matriculation level students, for example,
haven't the same 
depth and intensity of training
and it compromises higher level education. It's advisable for
students with experience, who haven't passed the University


Entrance Examination, to take exam that
an assesses cheir
knowledge and permits them 
to enter with 
the same basic knowledge
as their peer group. Mixing students from junior high and
university levels compromises the education system and compounds
accreditation problems. Presently, IDM 
caters to students below
university level. 
If it is to include university students, it
must upgrade courses 
and specify qualifications. Currently, IDM
could try to 
get high school credits for its 
courses and Tulane

University credits for 
its certificates.
 

Extension Training Programs for high school as 
well as
universities and institutes of nursing and nursing schools should
all be involved in setting up health training that provides
upward mobility with clear standards for creditation at high

school and university levels.
 



G.I.H. Chittenden
 
Academic Registrar
 
University of Zimbabwe
 
PO Box MP 167
 
Mount Pleasant
 
Harare
 
Zimbabwe
 
Ph. 303211
 
Telex: 4-152 ZW
 
July 29, 1983
 

The University of Zimbabwe offers a two-year part-time
Master's degree program in 
Public Health. (Prospectus available.)

Present tuition fees for this program for Zimbabwean citizens
are $350 p.a. 
(Tuition fees for non-Zimbabweans 
are double this
rate; fees are 
under review and likely to be increased in 1984.)
 



From: Jack Finlay

Health Education/Nutrition Training
 
PO Box 992
 
Gaborone, Botswana
 
Feb. 28, 1983
 

Here are 
3ome calculations 
on costs of 
our Health

Education/Nutrition course:
 

Roughly, I would estimate the Health Education/Nutrition
course to 
run about P 110,000 (Pula 
= US $.93, Feb.,1983) peryear, or a little over 
P 9,000 (US $8-8,500) per student. I'm
using a P 3,000 estimate for each of the 
12 students as cost
for their salaries and minimal accommodation costs at NHI;
approximately P 25,000 for 
course support costs (budgeted
books, transport, materials, etc.); 
the rest is based on total
salaries of myself and 
two other full-time local staff. (If an
AID funded person were involved, the 
cost would be increased
somewhat as additions and fringes are 
considerable.
 

Prior to this calculation, I had not 
thought of the cost as
being this high. Nigeria may actually be competitive, though
from our own experience and from the tone of 
yodr
correspondence, the in-country program was 
deemed both more

desirable and 
more appropriate.
 



QUESTIONS, SUGGESTIONS, AND OTHER INPUT
 

Course Costs:
 
National Health Institute, Botswana
 
Health Education/Nutrition Training
 

University of Zimbabwe Tuition
 

Responses from:
 
Swaziland (Upgrading Nurses Training and Status)

ICHD, Royal Tropical Institute, Amsterdam, Holland
 
UNICEF Eastern Africa Regional Office
 
AID Regional Health Officer, West and Central Africa
 
USAID, Swaziland
 
UAAI , Lesotho
 



the famiiies who receive food, as well as those who do not
 
receive it initially.
 

C. Since expected morbidity consultation will increase under
 
famine conditions, triage procedures need to be established,
 
especially for oral rehydration in cases of diarrhea. Once
 
relief arrives, it usually includes additional health personnel

who will need briefing from PHWs on the ongoing situation. Relief
 
personnel and the PHW work as a team until the emergency
 
subsides.
 

TRAINING NEEDS CURRICULUM
 

It would be futile here to outline a training needs curriculum
 
for PHWs relative to their expected disaster prevention and
 
relief roles. These needs flow from activities expected of the
 
PHW as PARTIALLY listed above. Skills to cope with these
 
activities -- many of logistic and managerial nature -- need to
 
be incorporated into ongoing programs for preparing new PHWs as
 
well as continuing education for personnel already in the field.
 
Other health personnel of higher echelons such as nurses, doctors
 
and health administrators, will definitely need the same special
 
skills training. Existing published disaster relief books or
 
articles should be used to more exhaustively identify necessary
 
activities and skills.
 

It cannot be overemphasized how critical these skills are for
 
health personnel at all levels in countries or regions prone 
to
 
cyclical disasters of one kind or other. The PHW certainly has a
 
frontline responsibility in this task and active steps should be
 
taken to provide him or her with these life-saving skills.
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lower than average weight gain by pregnant women, increased
 
infant and child mortality, 
increased incidence of kwashiorkor in
 
already prone areas, etc.
 

Reporting of these trends (if possible in writing) by PHWs to

regional and central authorities and organization of the local
 
community for the anticipated crisis are the first steps taken by

a PHW in the early stages of disaster. PHWs need to deliberately

research information for these reports by talking with
 
knowledgeable community members (especially for agricultual

information), and whenever possible, quantifying the 
situation's
 
severity. If agricultural extension personnel exist, 
the PHW
 
should coordinate activities with them.
 

Regarding epidemiological trends noted above, successful
 
reporting depends on PHC structures being in place that regularly
 
carry on some kind of nutrition surveillance and-or keeping 
some
 
kind of statistics on morbidity, mortality, birth weights,

pre-natal control and others. 
If the latter are not in place,

disaster prevention is an added incentive and reason to 
put them
 
in place as part of the PHC package. In the early stages of
 
pre-disaster drought, 
the PHW gets early information of worsening

trends and should get involved in curative and preventive actions
 
as needed and as prescribed by the local PHC program. At that
 
time NOBODY knows if the situation will lead to a disaster, but

all should keep in mind that the agricultural data of a downturn
 
in trends always anticedes the worrisome trends in 
health
 
iidicators by as much as six months (sometimes less). 
This is why

the PHW has to keep current in prevailing agricultural

situations, something not difficult in small agricultural

communities where everybody 
talks about adverse weather
 
conditions. The challenge is to tentatively quantify deficits.

Organizational meetings with community representatives need to be
 
called as early as this stage.
 

2. Activities During Declared Disaster
 

If authorities have been notified, are 
aware, and are planning

central relief operations, the PIW needs to get involved with
 
community participation in several activities before relief
 
arrives. Of primar; importance are:
 

A. Preparation of census with emphasis 
on children under 5,
 
pregnant ard 
lactating women in each household. The census should
 
include inforwation on expected household food crop harvest,

remaining 3tored stocks of food 
and household water availability,
 
among other information. This data should allow the PHW 
to
 
classify (though iubjectively) each household as high average
or 

risk, the latter being of primary importance, if triage

procedures will have to be implemented due to insufficient food

relief supplies. Anticipated needs of medicine and vacine for
 
times of higher morbidity should also be evaluated by the PHW so
 
that supplies can be ordered, if available.
 

B. The PHW has to prepare and arrange for emergency storage

space for relief supplies (including food); prepare implements

for and participate in distribution of rations; estimate (if

capable) all total food needs for 
the community using recommended
 
international standards (This is 
not easy and may be asking too
 
much); quickly identify and call in high risk families to get

food and other supplies; and to monitor as much as possible, both
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THE ROLE OF THE PHW IN FAMINE RELIEF
 

Claudio Schuftan M.D.
 

TRAINING NEEDS
 

Because of their unique position, PHWs hold a key role in
initiating relief operations. Not only are they on-site when

disaster strikes, but being in the 
area 
months before a situation

becomes critical enables them to 
provide early warning signs

(e.g. drought-related disasters as 
opposed to, for example,

earthquakes).
 

If PHWs are to function efficiently, their curriculum needs to
include elements of disaster relief and early warning systems.

Otherwise, we cannot assume that PHWs can 
perform a leading role
in these situations. Of course, incorporation of these elements

into the curriculum depends upon specific historical experiences

of the country or region in which the PHWs will work. Relief

operations and early warnings differ for cyclical dvought 
or
floods, occasional earthquakes, expected or unexpected civil

strife, or sudden arrival of 
refugees. Specific conditions will
 
direct curriculum content.
 

PIJWs piay a major disaster relief role in the early hours and
days of a sudden disaster, before any central relief supplies and

personnel arrive. With whatever meager resources available, the

PHW has to cope with the situation -- triaging victims and

quickly organizing commuIvity members into 
some sort of health

brigade. Ideally, disaster-prone communities should be organized

BEFORE disaster strikes, 
which is the biggest challenge and best

chance for success. They need to on
act pressing needs with
 
minimum delay.


The community leadership roles of PHWs acquire 
a new dimension
in times of emergency either because the worker 
assumes an even
 
more active leadership role or because, due to prior

arrangements, he or 
she becomes the right hand of whomever is
control. When external relief arrives, the PHW becomes the main

in
 

liason between external teams and the community for all health

and 
nutrition purposes. Health and first aid operations take
priority over 
any other rehabilitation ard reconstruction efforts
 
after disaster strikes.
 

Using a case of drought and famine as an example, here is a
review of expected PHW activities before and during disaster:
 
(It has 
rightly been said that droughts are natural
 

occurrences and famines man-made. Here we are talking about a
are 

phenomenon that moves 
in relatively slowly and therefore, allows
 
more 
time for effective preventive actions, at 
least in theory.)
 

1. Early Warning

Early warning signs for droughts and famines basically come
 

from two factors:
 
A. Agricultural --
lack of rain, high % of pre-harvest food
 crop loss, occasional dry-season over-imposed pests, drying up of
 

wells or other water sources, etc.
 
B. Health -- increased incidence of diarrheal diseases in
children, flattening of growth charts both in weight and height


in children under 5 years, 
lower than average birth weights,
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THE ROLE OF THE PUBLIC HEALTH WORKER IN FAMINE RELIEF
 

Claudio Schuftan M.D.
 



2. 	Medical Legal Services: 
Offer medical legal services.
3. 	Administrative Duties: 
Staff control and discipline;
compile/submit objective periodic reports; 
ensure finance and
stores are properly managed; 
evaluate reports 
on 	health
activities and 
decide on appropriate action.
 

5. PREREQUISITES:
 
Candidate are admitted if they 
lave:

A. 	M.D. (Dar) or its equivalent after 2 years service.
B. 	Assistant Medical Officer with 
at 	least 2 years experience.
C. 	Diploma in Environmental Health Services;


Royal Society of Arte Certificate in Public Health
 
or 
their equivalent with 5 years experience.


D. B.Sc. - Civil Engineering (Dar) or equivalent with 2 years

experience.
 

E. 	B.A. Social Sciences (Dar) or equavalent

with at 
least 2 years experience in public health.


F. 	B.A. (Dar) in mathematics or statistics
 
or 	equi'ralents with at 
least 2 years experience in public


health.
 
G. 	Other baccalaureate degrees 
or 	equivalents with 
at 	least
2 years research experience in public health may be
 

considered.
 
H. 	Public Health Nurses with at 
least 2 years experience.
 

6. 	CRITERIA FOR AWARD OR DIPLOMA:
 
Candidates must attain minimum of the 80 required unics. Each
subject listed above must 
be passed in continuous assessment with
a minimum C grade 
to 	obtain the full number of units against the
subject. The final examination will consist of 
a written and oral
examination; 
the oral being the last examination after theses has
 

been accepted.
 

- 2­



Professor W.J. Makene
 
Dean, Faculty of Medicine
 
Muhimbili Medical Center
 
PO Box 65001
 
DAR ES SALAAM
 
United Republic of Tanzania
 
Ph. 27081/6
 

Our curriculum for 
the DPH was drawn after 
a series of workshop
meetings in Postgraduate Studies in Public Health held in 
1977.
 
(See below.)
 

1. DETERMINANTS OF DPH CURRICULUM:
 
a. 	A course to provide doctors with skills needed 
to 	be the


District Medical Officer.
 
b. 	Curriculum which is 
flexibile so 
that people of different
educational backgrounds 
can be admitted (e.g. students with
equivalent qualifications 
from other universities with little
undergraduate training in 
public health) or students without M.D.
or 	equivalcnt but employed in 
Public Health 
(e.g. Public Health
 

Nurses).
 

2. COURSE CONTENT (includinguiLts)
 
a. 	Epidemiology (7.2)

b. 	Biostatistics/Demography 
Introduction to Computers (6.2)

c. 	Development Studies 
(3.0)

d. Health Economics, Planning Maragement, Administration,


Principles of Accounts, Teaching Methodology (6)
e. 	Behavioral Science and 
Health Education (6)

f. 	Environmental Sanitation 
(6.2)
 
g. 	Parasitology/Entomology (6.6)

h. 	Laboratory Practicals in 
Parasitology/Entomology,
 

Microbiology, Pathology (2)

i. 	Field Work Project (Epidemilogy) (2)

j. 	Field visits arranged jointly by 
various subjects (1)

k. 	Theses(16)
 

Total of 80 units.
 

3. 	DURATION OF COURSE:
 
Candidates must 
pursue approved program of study involving
full-time attendance for 
minimum of one calendar year or maximum


of 3 years for part-time students.
 

4. 	DUTIES OF A DISTRICT MEDICAL OFFICER:
 
A. 	Public Health:
 

1. 	General --
 Define health problems within the district
with view of 
)romoting health and combating major preventable
illnesses in the community, and take charge of all 
environmental
 
health work.
 

2. Disease Control -- Organize mass treatment schemes and

vaccination programs.
 

3. 	Maternal Child Health 
--	 Supervise: satellite MCH
clinics in 
the district, health of school children, family

planning activities.
 

B. 	Hospital:
 
1. 	Curative Services: Provide general and 
specialized


curative services.
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Professor W..J. Makene
 
Dean, Faculty of Medicine
 
Muhimbili Medical Center
 
PO Box 65001
 
DAR ES SALAAM
 
United Republic of Tanzania
 

PUBLIC HEALTH DIPLOMA PROGRAM
 


