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Introduction 

The International Council Meeting of the Johns Hopkins Program
for International Education in Gynecology and Obstetrics 
(JHPIEGO), held in Nyeri, Kenya, in early March of 1980, provided 
a stimulating forum to discuss the role of JHPIEGO in promoting 
better reproductive health and to examine a number of international 
perspectives for reproductive health education. 

JHPIEGO's current goal is the improvement of reproductive
health of women and their children in developing countries. The 
program strives to meet this goal by upgrading the skills and 
knowledge of obstetrician-gynecologists and other personnel in 
reproductive health Furthermore,care. JHPIEGO is dedicated to 
,hortening the delay between the research and development of new, 
proven, relevant technology and the eventual introduction and field 
use of that technology in developing countries. Through its educa
tional efforts directed at leading professionals, JHPIEGO wishes to 
heighten the awareness of policy makers, and others who influence 
change, in regard to reproductive health needs. Also, JHPIEGO 
strives to institutionaltze in teaching centers its educational ap
proaches to reproductive health, so that the maximum number may
benefit. In all its efforts, JHPIEGO has tried to be as pragmat;c as 
possible, so that educational objectives can realistically be achieved. 
Moreover, rather than s~ress only education directed solely at 
therapy and curative medicine, JHPIEGO has emphasized in all its 
programs the importance of preventive medicine in promoting 
health and preventing disease. 

This booklet will review briefly some of the accomplishments of 
the JHPIEGO program and then will feature synopses of the papers
presented and discussions held at the International Council Meet
ing. As the JHPIEGO program enters the decade of the 1980s, it is 
hoped that the material presented at this conference will stimulate 
further discussion and suggest other educational approaches to im
proving reproductive health. 
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A 	Review of JHPIEGO Programs 

Ronald T. Burkman, M.D. 
Ronald H. Magarlck, Ph.D. 

The Johns Hopkins Program for International Education in Gyne
cology and Obstetrics (JHPIEGO), located adjacent to the Johns 
Hopkins University School of Medicine and Hospital, in Baltimore, 
is a program which has been in existence for the past five years and 
is funded primarily by the Agency for International Development, 
the Un~ted Nations Fund for Population Activities, and private 
foundation grants. JHPIEGO is about reproductive health
improving the health and well-being of mothers and children-and 
is meeting this international need through medical education. 
JHPIEGO's objective is to make available to medical schools in the 
developing world, well-demonstrated reproductive health technol
ogies as they evolve. This objective is met by offering training pro
grams in reproductive health to physicians Aid allied health person
nel in developing countries. They, in turn, can initiate and improve 
programs for reproductive health in their own countries. 

A second program objective is to develop a number of increasingly 
independent, educational training centers, strategically located in 
developing countries, in order to increase the number of both profes
sional and non-professional trainees capable of improving family 
health in their countries. 

JHPIEGO training programs are offered at the Johns Hopkins 
University and at institutions overseas. [he programs offered at 
Johns Hopkins include: 

1. Advances in Reproductive Health, 
2. 	 Advances in Reproductive Health for Administrators of Pro

grams of Family Health and Family Planning, 
3. 	 Management of the Infertile Couple, 
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4. Academic Skills for Medical School Faculty in Reproductive 
Health, and 

5. 	 Microsurgery. 

The objectives of these programs are: 

1. Improvement in the care of pregnant women by emphasizing 
programs to decrease tlie occutrence of both maternal and fetal 
mortalities, and to assurc the birth oit healthy children, 

2. 	 Identification acd management of the causes of infertility, and 
3. 	 The understanding and ir'omotion of the use of effective con

traception. 

The JHIEGO coiur,,cs Ior physicians arc designed to improve
 
reproductive and family health. Major Clinical lrolblens which af
fect reprodulctive helth arc reviewe d, and curi'rent, 
 ieco mmniled 
management is emphasizel. In addition, for selected individuals 
who have attended these two-weck courscs, demonstrations aiid in
struction :ii pelvic laparoscopqy and other tcchniqluCS rClating to tlhe 
management of huian fertility may be arranged in a .il EIF(O
clinical practice center in the physician's hone country or at a c( o
crative training center in another couintry. Morc than twenty-five 
JHPIEGO clinical practice centers are now located intel couit'ics 
around the world, including the Philippincs, Korea, Nigeria, 
Tunisia, and Colombia. At all clinical pIractice in.stitutions, 
JHPIEGO lhysiciaus supervise training and/or seie isconsultants. 
In 	 accepting candidates for a physicians,' colse. JIIPIi-(;O gives 
preference to l)hysiciam specializing in gynecology and obstetrics 
who currently have teaching poitions in medical schools or teaching 
hospitals which conduct programs of eduication and training for 
medical students and graduate physicians. 

Since infertility is a major problem in iiuch of the developing 
world, JHPIEGO has recently added to its regular offerings a course 
entitled. "The Management of the Itifertile Couple'," as well itsa 
course on mi rosurgery. The course oni infertility iicludes a review%of, 
recent research and technology pertaining to the management of the 
infertile couple. It provides an oipjportunity to view in the operating 
roon practical demnistrations of methods of diagnosis and niedical 
and surgical management of the infertile couple. 

In its clinical training programs, JlIEGO attaches coil ,iderable 
importance to laparoscopic training. After all, ifoiie were to review 
the changes in obstetrics and gynecology during the past teii or fif
teeii years, the in troduction of laparoscopy would probably be 
ranked as one of the most important advances. For this iaeason, 
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specialists throughout the world have become trained or have re
quested training in this particular technique. For physicians from 
the developing world who wish to remain both literally and 
figuratively at the cutting cdge of their profession, laparoscopy pro
vides a new and revolutionary diagnostic tool for viewing reproduc
tive organs, as well as a therapeLtic and surgical instrillmelit fhr 
tubal ligations. The lal)aroscope can be used to diagnose infertility, 
ovarian masses, ectopic pregnancies, and other gynecologic dis
orders. The use of' such an ilnStlnlltClt Or technique in anl edtLca
tional program for re r)lctive health irovides a necessaryV balalce 
between material dealing with fertility management and material 
dealing with materlal/child health and gynecology. Few medical 
teaching inIstitutiolns can ignore the potential of this instrumelnt and 
its significant role in promoting reproductive health. 

JHifPIE;O will provide laparoscopic equipment to institutions of 
successful course graduates. Wherever .11NlFll:GO distributes medical 
eqtuiplllCnt to illstittLtiOlls, CtItliIlllclt Illaiiltelance must be cor 
sidered. That, too, is part of the JIll ll l() Potgral: training is pro

technicians thos,,c 
country maintenance cclters are developed. 
The JItPIEGO course for administrators is olffred for a pe riod of 

three weeks. This course is primarily [ir al)plicants having a back
g.Illl(l in obstetrics and gynecology or pediatrics who serve as 
administrators ill either a hospital, public health facility, Or It 
governmental Ministrv of' elalth. Emphasized in this prograni is the 
importance of' integrating familv planning and other repiroductive 
health services into pr- rams for maternal and child health. 

Another course to e offlered by .illPIl (;() in the very ea'r hitulre 
is entitled. "Acdenmic Skills for Medical School Faculty ill 
Rcproductive Health." The piroposel co ll will have three cont
ponents: refresher seminars in reproductive hcaltih and medicine (to 
intsure a co(in infowmation base trainecs), section dcal

vidcd to maintenance from instilutions, and(l in

an-i()lt. a 
ing with research skills needed 1y medical invcstigators foir clinical 
studies, and lectures ill teaching skills for medical school facultv. 
The overall goal of the program, then, is to provide young 

obstctriciani-gyvniecolhgists with the skil!s and attitudes necessary to 
enable them to flnction effectively in their academic role as in
vestigators and teachilg menubers of, a medical school facilty. 
Course )articipants will be physicians who have been a member of 
the faculty for less than live 'years. 

JHPIEGO providces travel, per diem. and tutition costs to those at
tending its programs. Morcover, the clinicians' and admin istrators' 
courses are offered in four languages: Spanish, French, Portuguese, 
and English. 



Country 

AFRICA 

Kenya 

Morocco 

Nigeria 

Tunisia 

ASIA 

Bangladesh 

Egypt 

Egypt 

India 

TABLE 1 

JHPIEGO IN-COUNTRY EDUCATIONAL PROGRAMS 

Project Title Institution 

Humat, Reprodt-ction Training Center University of Nairobi/Kenyatta National 
Hospital 

Moroccan National Educational Program in Family Planning Division of Ministry of Health 
Reproductive Health, Endocopy, and 
Laparoscopy 

Endescopic Training Project University of Ibadan 
Tunisian National Educational Program El Ariana Research and Training Center 

Bangladesh Endoscopy Training Program Ministry of Health 
Human Reproduction Training Center Dept. of Ob/C.... Shatby University Hospital. 

Alexandria University 
Reproductive Health Training Center International Islamic Center for Population 

Siudies and Research/Al Azhar University 
Indian Endoscopy Training Program Ministry of Health 



Indonesia 


Malaysia 


Pakistan 

Philiprines 


Sri Lanka 


Sudan 


Thailand 


Turkey 


LATIN AMERICA 

Brazil 

Brazil 

Colombia 

Indonesian Paramedic Training Program 

Malaysian Reproductive Health And 

Endoscopic Training Program 


Pakistan National Endoscopy. Surgical 
Contraception, and Reproductive Health Educa
tional Program 
Philippines Endoscopy Training Program 

Sri Lanka National Endoscopy Educational 
Program 
Continuing Education in Reproductive Health 

for Rural Medical Officers 
Thailand National Endoscopic Research 
Program 

Turkish National Reproductive Health Program 
ftr Obstetrician Gynecologists 

Santa Maria Reproductive Health Training 
Program 

Brazilian Family Planning Training and 
Development Center Agreement 

Colombia National Endoscopy and Pelvic 
Surgical Techniques 

University of Indonesia 

National Fam;ly Planning Board/Government
of Malaysia 

Ministry of Health 

Mary Johnston Hospital 

Universitv :f Sri Lanka, Colombo Campus 

Ministry of Health 

Ministry of Publik Health 

Ministry of Health 

University of Santa Maria Hospital 

CPAIMC 

Ministr, of Health 

U,, 
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Over the last year, JHPIEGO's primary focus has shifted from 
that of bringing ttai-lees to tile United States for courses to increas
ing the number of independent, in-coontry training centers at major
teaching centers and hospitals around the world. These centers are
staffed primarily by 111PIEGO-trained permnnel. During the past 
year, a major educational program was started in 'Tuti isia for the 
training of physicians from Tunisia and other francophone African 
countries. Furthermore. centers have [een started or proposals de
veloped (Tabhle 1) for institutions in Bangladesh, Egypt. India,
Kenya, Morocco. Nigeria, Pakistan. the Philippines, Sri Lanka, Su
dan. and Turkey, to name but a few. 

The program strategy is slightly different in each country where
JHPIEGO is asked to work, hut it usually encompasses training
physicians in cndocopy and developient of endoscopic training
centers, the development of courses in reproductive health for 
undergraduate medical orstudents potgraduates, and instruction 
in training paramedical personnel to assist physicians in endoscpy.

Other types of assistance provided by JiPlIP1EGO include the provi
sion of: 

(I) 	Authoritative speakers for educational programs,
(2) Consultant services for the development of educational con

ferences or clinical services, and
(3) 	Educational materials, including books, panphlets, and 

filns. 

Recently, JItIIEGO has assumied responsibility for the distribu
tion of the Aanual o' Human Reproduction, e(lited by Dr, Howard
Taylor. The Manual is distributcd as part of JIIPF.G) educational 
packages to professors and medical schools around the world. A re
vision of the Manmal is now tnler consideration. To facilitate the
mutual exchange of information and ideas ationg JHPII.GO grad
uates and friends, the JHPIEGO Newshqter is published quarterly.

Let us review the accomplishiietts of the program. As of Septen:
ber 30, 1979, more than 1800 physicians had been trained in
JHPIEGO courses at U.S. and overse'as centers. Additionally, 207
administrators atd 137 nurses had been trained in programs. The
trainees have coi from 90 countries, and represent more than 992 
institutions. To provide support for the institutions of its graduates,
JHPIEGO has shipped more than 650 laparoscopes and Lapro
catorsAI. These are now%located in approximately 354 institution.s in 
70 countries. 

In conclusion, it is JHPIEGO's objective to make available in 

http:JHPII.GO
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developiug countries, well-demonstrated reproductive health tech
nologies as they evolve, in order to help women have the healthy 
children they desire and complete the reproductive phase of their 
lives as healthy mothers, able to care for their family. This is what 
reproductive health and JHPIEGO are all about. 



Priorities in Reproductive Health in Africa: 
One View 

Dr. J. K. G. Mat| 

Today, I would like to discuss with you the factors contributing tothe overall status of reproductive health in Africa, with particularreference to Kenya and our experience at Kenyatta National Hospi
tal. 

I. General Educationand Sociocconomic Develolmpnen tFactors contrib-zting to high maternal :nd perinatal moitality in Africa are not due wholly to inadequate medical care. Thelow level of general education and socioeconomic status of themajority of the people can be shown to contribute in a large 
measure to this mortality. 
A. Education 

The spread of health education is hampered severely byilliteracy and inadequate communication facilities. Il
literacy makes it difficult to use pamphlets to promotehealth education. Rado broadcasts in the vernacular language can overcome this problem, but not every family has access to a radio. The level of illiteracy in Kenya is
estimated at 25%. It will require a concerted educational effort, if iliteracy is to be eradicated in Kenya by the year
1983 (Development Plan 1979-1983).

Health education needs to be directed not only toward the
importance of disease prevention, but also toward the fullutilization of available health services. The latter aspect is very important. It has been shown in Kenya, for example,that a large ntimber of women wlith obstetric urinary fistulae
resided very close to health facilities, yet did not present 

8
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there until their life was threatened (Gunaratne, 1980).
These attitudes are linked with traditions and culture, and 
changing them requires more than a purely medical ap
proach. 

B. Socioeconomic Development 
An analysis of the emergency referrals to Kenyatta Na

tional Hospital shows that inadequate communication is an 
important cause of maternal and perinatal mortality. The 
problem may be between the patient's home and local 
health center, the health center and district hospital, or the 
district hospital and Kenyatta National Hospital. Lack of 
bus fare, roads impassable during rains, lack of an ambu
lance or petrol for the ambulance are all factois. Caesarean 
sections cannot be dove because there is no eleitricity or 
water, or perhaps the only anesthetist is down with malaria. 
Inadequate supplies of essential materials hamper prompt 
management of medical emergcncies.

11. Inadequately Trained Persounel 
It is estimated that only 10% to 15% of Kenyan women are 

delivered by a modern-trained health worker. With the popula
tion trend shown in the recent census, it is unlikely that this 
proportion will improve during this century. Inequitable distri
bution of trained personnel makes the problem worse. The city 
of Nairobi has a doctor-to-population ratio as good as any
developed country. but in the rural areas the ratio is approx
imately 1:50,000, or worse. The same pattern is repeated where 
nursing staff is concerned. 

One way of increasing trained personnel is to increase the 
enrollment of students in medical schools and schools of nurs
ing. This needs to be done vety carefully, if standards are to be 
maintained. The opening of new universities may be hindered 
by a inadequate supply of teachers or suitable clinical facili
ties. It should be mentioned in this connection that our collabo
ration with JHPI EGO is proving to be an important tool in the 
realization of that goal, insofar as obstetrics and gynecology are 
concerned.
 

The majority of Kenyan mothers are under the care of tradi
tional birth attendants (TBAs). It is interesting to note that 
several voluntary organizations in Kenya are interested in this 
category of health worker, and a number of training courses 
have been already mounted in various parts of the country.
That is a good sign. but there is a need to coordinate these ac
tivities, including a common curriculum. This may mean the 
establishment of a workshop involving individuals from those 
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countries of the world where retraining of TBAs has been at
tempted. 

III. 	Special Obstetric Probh',ms 
A. 	Cephalopelhic disproportion is the commonest cause of 

emergency admission at Kenyatta National Hospital and 
the leading indication for Caesarean section. The problem 
is more acute in the Central provinces and parts of the 
Eastern provinces of Kenya, where contracted pelvis is 
common. From these same provinces come the niajority of 
cases with vesicovaginal fistula (VVF). It has been shown 
that the average obstetric conjugate in women with VVF at 
Kenyatta National Hospital is less than 9 cm (Gebbie, 
1974). 

Therefore, it mtust be recognized that facilities for deliv
ery care. including Caesarean section, are a priority in this 
area. Antenatal care by itself is not enough-perhaps the 
only case in which the adage "prevention is better than 
cure" is not fully correct. 

B. 	High parito is very common, and because of our booking 
policy at Kenyatta National Hospital, nearly 50% of the 
obstetric patients arc Para 5 and ahome. They contribute 
significantly to cases involving complications like postpar
tum hemorrhage, malpresentation. ruptLured uterus, and 
severe hypertension. Postpartum tubal ligation is offered to 
all these patients, and acceptance is of the order of 30%. 

Contraceptive use is very low in this group of patients be
cause of either conservatism or inadequate education. This 
is the group to whom we offer I)epo-Provera as an alterna
tive to sterilization. 

C. 	 Anemia is another important complication of pregnancy. 
While iron deficiency is encountered frequently, it is not 
responsible for severe anemia. Henmolytic anemia is a com 
plication of malaria and causes sudden onset of severe 
anemia, which may lead to death if not corrected promptly 
(Mati, et al.. 1971). In patients with self-limiting heniolytic 
crisis, a secondary megaloblastiL picture results. This type 
of anemia is encountered in 45% of the cases of anemia 
seen at Kenvatta National Hospital Prophylactic anti-ma
larials and the use of folic acid can prevent this type of 
anemia. 

D. 	 Prematuritv-Pre-termdeliveries account for 25% of the 
perinatal mortality at Kenyatta National Hospital and 
overburden the limited facilities for neonatal care. Analysis 
of the cases admitted with nroninituIo Inhor or ,ploivprm i1c 
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not pinpointed any particular cause, apart from the lack of 
antenatal care and premature rupture of membranes. 

E. 	 Htertensive disease in pregnancy affects 9% of the pa
tients at Kenyatta National Hospital. There is evidence to 
suggest that the majority of the cases have a background of 
renal disease (Mati, 1975). Their voting age corresponds to 
the age groups being treated in the medical wards for renal 
disease. The disease is fulminating and occurs earlier than 
straightfonvard pre-eclampsia. The fetal loss is approx
iniately 100% in cases where proteinuric hypertension 
starts before 30 weeks of gestation. The role (hat parasitic 
disease (e.g., malaria, schistosomiasis) may play illthis 
syndrome is currentl being investigated. 

IV. 	 Special G('necologic Pr~hh',ns 
A. 	Ahortion-Termination of pregnancy in Kenya is per

litted oinly on medical grounds where the health of the 
mother is deemed tolbe at greater danger if the pregnancy 
continues than if'it is terminated. This is the case in most 
African countries except Zambia and Tunisia, where abor
tion has been legalized. As a result of these strict laws, sep
tic abortion assunmes great importance and is the leading 
cause of maternal mortality at Kenvatta National Hospital. 
Approxinately 4,000 abortions are admitted annually in 
one gynecology ward of that hospital; 16% of them arc sep
tic. It is estimated that 25% of all the abortions admitted 
have been induced. Abortions contribute in a significant 
way to the overcrowding and overburdening of available 
operating theater facilities. 

B. 	 Ptlic Inam tmnio, Discse is the second most common 
indication for emergency admission at Kenyatta National 
Hospital. While post-abortal and pucrpera I sepsis are 
responsible for some of the cases, infection with N. Gonor
rhoeae is thought to bc the most important cause of acute 
and subaculte PIID. It was shown, for example, that of the 
cases admitted with acute P)1D, positive cultures for N. 
Gonorrhoeae were obtained in 56, (Carty, et. al., 1972). 
Tuberculosis is estimated to occtlr in 2% to 5% of the 
cases. The role played by organisms like chlamydia has not 
been investigated in Kenya. 

An important sequela of PID encountered is e£clopic 
pregnancv. Ectopics are admitted at an average of 5 per 
,'".'.k. the n:ajority of them in the acute rupture stage. The 
slow-leaking ectopic cail present diagnostic problems, and 
the use of laparoscopy is encouraged in these cases. 
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Although in the last five years there has been no mortality
associated with ectopic pregnancy at Kenvatta National 
Hospital, it is likely that this condition does contribute 
significantly to maternal mortality in the rural areas, where 
medical facilities for diagnosis, surgery, and bood transfu
sion are inadequate or nonexistent. 

C. Ii ,ertilit, 
Two-thirds of the gynecology consultations at Kenyatta

National Hospital and, indeed, in most large incenters 
sub-Saharan Africa, are due to infertility. T[he most impor
tant finding in the female is tubal damage, seen in 60% to
70% of the cases (Mati, et. al., 1973; Walton and Mati,
1976). This makes male factor problems relatively uninm
portant as a cause of infertility. In a recent study of 390
couples jointly evaluated at Kenyatta National Hospital,
the male factor as the sole contributor to infertility was
found to exist in 18% of the couples (Matthew and Mati, 
1979). 

D. Vesicovaginal alud Rectovagincl istuhie-Repair of these 
problems is an important part of gynecological surgery in 
sub-Saharan Africa. As shown by Gunaratne and Mati in
1980, the majority of' these follow obstetric trauma. a se
quela of cephalopeivic disproportion. Even though tile successful repair rate at Kenyaita National Hospital is about 
60%, some of the patients still end up with urinar'y diver
sions. It is a pity that so nmch moley, in terms of' hospital
beds, theater time, and nan-hours, is spent on a single,
preventable condition. The large pool of untreated cases
will remain a surgical problen long after new cases have 
ceased to occur. 

E. Gynecological Malignancihs-Tlhree of the most important
tumors (excluding breast) seen at Kenyatta National Hos
pital are carcinonoma of the cervix, ovarian tumors, and 
choriocarcinoma. Cancer of the cervix far theis by most 
common and presents at late stages, wher. the mortality is 
high. Suggestions have been discussed for a multidiscipli
nary approach in tackling this problem in Africa. Ovarian 
cancers occur less frequently, but because of the absence of 
symptoms or indifference on the part of the patients, they 
are discovered in a stage beyond surgical treatment. The
occasional lack of chemotherapeutic drugs means that the 
majority of these patients are doomed to die within fewa 
years. 

Choriocarcinoma, as seen -,Kenyatta National Hospi
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tal, has been discussed by Makokha in1980. 'iefact that 
so few cases seem to be preceded by hydatidiform mole sug
gests either misdiagnosis of moles or a different expression 
of the disease, as it isseen inEast Africa. Establishment of 
HCG radioimmnnoassav at Ken yatta National Hospital 
will soon remove the difficul ties currently experienced ill 
monitoring treatment of these patients. There is obviously 
a need to study tile prevalence of hvdatidifo(rm mlL in the 
con iniitv. 

V. Fani/i,Planning:A drolti tllIM(c'tici ratic's 
-ile1979 census and lhe Kenva Fertility Survey' theN.(part of 

World Fertility SuINey) have revealed that the activities oif the 
National MCHi/P Programme hae not stcceeded since the 
Programme's inception in I)(9 ill stowing tie rate of popula
tion growth. Since that time. ouir populatioi has increased by 
50%. The estimated fertility rate (meian ntmber of children 
cer born to women in the 15-49 year age group) increased from 
6.69 in 1969 to 7.88 in 1978. At tie same time, the acc,:ptance 
rate of family planning dropped. The reasons behind this nega
tive trend, after sot mone v has b,:eetmuch %pentol the exercise, 
arc lnlmerot s and cannot be attribLttcd to meClica peo)pte 
alone. Some possible factors inlude a general lack of motiva
tion due to tunderlying tribal or S,cioheical hCliets. inefficient 
supply systems, and lack of sUfficicnt emphasis On family plan
ning within the maternal and child health network. It C'an be 
said. however, th.;, during the last decade there has been 
created an MCUI infrastructure within which an active 'amlity 
planning program can w,'be based. A most significant factor 
is that before 1979, there was no political support for family 
planning activities in Kenya. In any event, there is need to re
examine the social. cultural, educational, and olher founda
tions on which Kenya's family planning activities are based. 
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Reproductive Health Priorities in 

Africa: One View 

Dr. 0. A. Ladipo 

The main theme of this meeting, an international perspective on 
reproductive health education, stemmed from the belief that the in
formed and extensive exchange of ideas is a sine qua non in the evo
lution of effective national and international health plans, particu
larly for developing countries. JHPIEGO can rightfully claim credit 
for organizing a meeting of leaders who are actively involved in the 
health industry, to examine the critical issues related to reproductive 
health. 

Reproductive health can be described in simple terms as parents' 
ability to produce progeny who will develop into physically, men
tally, and socially normal individuals who are likely to repeat their 
parents' experience in the process of further procreation. Optimal 
genetic background and favorable environment are prerequisites of 
reproductive health, a concept which has been appreciated since the 
early days of mankind. In discussing reproductive health in Africa, 
one should visualize a continuum, with excessively high fertility at 
one end and low ferliiitv at the other end. 'n the African culture, 
childbearing and parenthood provide psychological, emotional, and 
economic benefit. However, the crippling, morbid conditions that 
affect reproductive health, such as infections or malignancies, need 
to be considered, too. 

Most of the African countries are not it' a crisis posture, but 
rather in a preventive posture, in terms of population density. We 
recognize the impication, however, that at somc point in time the 
population of certain countries could reach crisis lcvels, due to low 
socioeconomic levels and unchecked population growth. Such crises 
will inevitably affect the quality of life. with the ultimate result a 
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perpetually low standard of living. The rapid rate of poptulation
growth is recognized increasingly as a factor affecting health, nutri
tion, food supply, housing, employment, and the cltire process of
economic and social development. In most African countries. the
food available to the population is inadequate, in terms of the quan
tity and quality reqtuired for a healthy and active life. The effect ofthis submntritional state can lead to poor mental and physical
growth of infants, as well as poor health of children and adults. We 
are equally aware of the effect of rapid po pulation gro wth in our ur
ban areas, where congestion is cauising problems ill transportation.
refuse disposal, sanitation, \wator suppl'ly, and hoLsing. The conse
quence is a deterioration in the standard of health. Ignorance, pool
medical services, and poo- communication. too, have led to almost
ins-urnountable health ploblemi. Coiulor iiterctirreni infections,
malnutrition. parasitic infestation, anld limited matcral and child 
care services arc o lly a few of the ICtors \\hich cl affect the icpro
ductive potential of the iudidimoul. sococitralSuch practices as
early marriage. iraditional nh1105ds A,tdeliverv, an(d polygaiy are 
some of tlhe variables that can elllance or reduce lCrtiliiv.
 

At this point, a brief inventory ofo,ome of the datla Ivaila 
 le w'ill 
enable is to appreciate the magnitude of the problems related to ie
production iin Africa. Of the total land ateasurface of" the \world,Africa represents 22.3";,, with a consrivative plopulation estimaic of'
412 million people in mid-l)197. This figure rcpresents 10.2";, of the 
total world population. [-stimites made by he United Nations indi
cate that iopulation growth in Africa durig the next decale will be
the highest of all regions of the world. Altlotgll there is a r'la;tively
low density of population it, Africa, (te should take cigniiaiice of
the total versus arable !and area, as this is a good ind(Lx of' !le pres
sure of poptiation oin land. Approximately 29.2'1; of' the poputlation
of Africa is in West Africa. but this subregion has only a quartc " of
the total land area. East Africa, with an area slightly smaller than 
Central Africa, has almost double its poptilatiot. Of interest is that
Nigeria alone has almost one sixth (15.71;%) of Africa's population,
and both Nigeria aid Egypt form uric ttarter (25%) of' the popula
tion, although their combined arca covers less than 20% of the con
tinent. The smallest indepeldent country in Africa. in terms of 
population, is SevchllCle.s (0).000 people). Other indlependent cottries with less Ihan one million inlabilants are Djil',utt (! 10,000).
Guinea-Bissau (530.000), and Gabon (500,000). In 1975, the most 
densely p(pUlated stubregiols were in tie East andl in tle West: 
Rwanda, with 162 persons per square kilometer (sq. kil.), Burun-di,
134 persons per sq. kiii., and Nigeria. 68 persons per sq. kis. 

Some countries, however, have low populations, i.e., those lo
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cated in desert regions or uninhabitable areas, like Djibouti and 
Somalia in East Africa, the Central African Empire, Congo, Gabon, 
and Angola. In some of these regions, the reason for low population
is not clear, but current studies are yielding useful information re
garding the possible causes of subfertility. 

The birth rate in Africa also is of interest. While it is lowest in 
Gabon (28 births per 1,000 population), it is highest in Niger (51.7
births per 1,000 population). On the average, however, the crude 
birth rate is about 42-51 births per 1,000 population. West African 
countries have the highest fertility rate of the subregions. The crude 
death rate ranges from 13 deaths per 1,000 population in Egypt, 
Tunisia, and Southern Rhodesia to 25 deaths per 1,000 population 
in Upper Volia. Infant mortalitv is high, too, with about 45% of the 
countries having an infant mortality rate of I50-plus deaths per 
1,000 live births. The average life expectancy is generally poor, rang
ing from 38 years in Ethiopia and 45 years in Nigeria to 54-plus years 
in Libya and Tunisia. For Africa as a wh(flc. tile crude death rate 
has been estimated by the United Nations at 18 deat hs per 1,000 
population during 1975-1980. with the implied expectaItion of life at 
birth buitg about 4"years. 
The inventory set forth above reveals that while some regions are 

highly fecund, others are indeed reproducing below the expected 
standard. Reproductive health education programs should therefore 
consider providing information and services that wonlId help patients 
in any of these areas. 

Adolescent Fertility 

The concept of adolescence as a time of gradual transition from 
childhood to adulthood is a relatively new one, particularly in devel
oping countries. Changing social behavior and early sexual contacts 
due to urban life styles result in more problems related to adolescent 
sexuality. Unwanted pregnaicy in this group often results in illegal 
abortion, in spite of its potential for immediate or long-term risks to 
the individual's health. Early childbirth, regardless of marital 
status, is dangerous for adolescents and their infants. It is a recog
nized fact that pregnancy at either extreme of the reproductive years 
increases the risk of maternal mortality. The medical complications 
of adolescent pregnancy include first and/or third trimester bleed
ing, severe anemia, complications of labor, including prolonged and 
obstructed labor, and toxemia of pregnancy. Intercourse and preg
nancy at very young ages have also been associated with increased 
risk of cervical cancer, although there may be other factors involved, 
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such as multiple sexual partners, venereal viral infections, and 
socioeconomic status. The infants of adolescents tend to have a 
higher mortality rate, which may be related to higher incidence of 
prematurity and low birth weight. The latter is also associated, in 
children of adolescent mothers, with congenital defects and mental 
and physical handicaps, such as epilepsy, cerebral palsy. and mental 
retardation. Therefore, postponing the first confinement lintilage 
twenty or more would probably rcduce maternal and infatnt mortal
ity and morbidity, espccially for developing areas which lack ade
quate medical facilities for antenatal care. 

Deniographically, delaying the onset of childbearing beyozld age 
20 conuld significantly reduce undesirable population growth by
lengthening the period between generatiois and decreasing cnmulIa
five fertility throu gh a shortened reproductivc period. Early iar
riage implies that the individual is likely to he grandnultipara well 
before she is 25 to 30 years of age; this Iias P1rofoitnd psychological, 
miedical. obstetrical, and gy necoltogical scqtelae. C i.tret ly, family 
planning in dclvcopizig cot lintries is geared toward older cotnpics. It
should be borne ia mind, however, that a large prot rtion of fertile 
females are in the adolescent age groutp. Given changizig sexual be
haviors and the incleasing tiutiber o'ulzwantcd pregnancies that are 
invariably erziniiated, there is a nced to promote active fertility con
trol services for ado!esceits, aud educal; oi aimed at delaying first 
births an( encouraging contraceptive practices. The latter would 
also enable young girls and women to avoid tziwaliel, pl emature 
pregnancies which nighll force leave schooltill to ov elnplovylll.

In view of the above sequelae of' adolescez t pregn;icy, it is advo
cated that reproductive health education shlotld be integrated into 
our educatiozial programs. This will enoti rage tile developien it of 
respo nsiblc attinudes ttwar'd sexalI behavior and strengthen inotiva
tioii toward the i of ColltI'.aceptioll. 

The Adult African Woman 

The adult African female has not been deliberately ignored in this 
presentation. It is perinent to say. however, that because of the tra
ditional cultutral, ecozz1ozic, alnd erzolional conception of a large
family, these womnz are rather resistant to accepting contraception. 
Efforts should be made to educate the adults, and iii particular, the 
community leaders. In commuityi health care, we k now that in 
Nigeria and most uther African countries, children under the age of 
15 years and miothers. i.e.. women between tie age of 15 and 49 
years, make up 60% of our population. The problems of mothers 
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and children are those of the population as a whole, and stem from 
the environment in which they live. Therefore, priorities in our na
tional health services must be given to these vulnerable groups. 

Positive action by individuals, communities, and governmental
and voluntary agencies is essential for the attainment of the goal of 
optimal reproductive health. 

IMPROVEMENT OF GENERAL HEALTH 

Although it is widely accepted that the health services of develop
ing countries should place particular emphasis on preventive medi
cine, the health programs of many of the African countries do not 
reflect this view. This situation arises from conceptual difficulties, 
inadequate information systems, and organizational, administrative, 
technical, and scientific problems. To close this gap, some national 
CGreriiments have committed themselves to the integrated develop
ment of services and personnel. The basic health services of Nigeria 
are planned to integrate family health services and primary health 
care into the general health services. The need to expand childhood 
immunization programs is currently of interest to most health plan
ners. Ultimately, positive measures designed to improve the quality 
of health will result in,a corresponding improvement in the quality of 
life and an increased life expectancy. 

REPRODUCTIVE HEALTH EDUCATION 

Providing the public with adequate information regarding repro
ductive health education is of great importance. Also of importance 
is research into the local factors which are known to affect the 
reproductive potential of a community. Preconceptional promotion 
of good reproductive health should be another goal. because it 
would be effective in the primary prevention of reproductive failures. 
Education emphasizing antenatal. intraparlt ni. and postpartum 
care for pregnant mothers should be mandatory. The need for inte
grating the traditional birth attendants into the present health 
scheme is urgent, since TBAs are responsible for a considerable nu1m
ber of deliveries in the rural areas. Breastfeeding should be encour
aged. not only from the nutritional aspect for the neonate, but also 
because of the associated lactational amenorrhea, which is effective 
as traditional contraception. The adolescent should be educated 
about optimal age for reproduction, rationale for family spacing, 
and health value of adequate contraception to prevent unwanted 
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children. Genetic counseling, too, for those with abnormal hemoglobin genotypes, will help to reduce morbidity and mortality in this 
group of patients. 

TRAINING OF HEALTH PERSONNEL 

Without the manpower to implement these health reforms, theultimate goal of optima! reproductive health cannot be achieved.
Therefore, each country should not only invest in curative medicine,but also should develop in-countiy training programs for physicians,
nurses, paramedics, and community workers.health Efforts in along range approach should be focused on training personnel who 
are ad,!quate in number, type, quality. and experience. Such rapiddevelopment of manpower to provide total hcalth care to patients,especially those in rural areas, requires the commitment of a considerable portion of a national budget. This is an expense which
most African countries, including Nigeria, fullycannot afford.Nevertheless, if supplemented by generous grants from the developed countries, the resources that are available could be utilized toenhance the process of economic and social change. Such change
would not only reduce population growth il the long run, but alsosolve most of the particular problems associated with the process of 
reproduction.


Educational goals may be achieved 
 by offering accelerated train
ing programs or periodic, massive crash programs for trained personnel, especiall) those who will work 
 in th,: rtiral areas. Such personiel should be judiciously deployed and su fficiently motivated. To
that end, the government 
 should make an effort to provide these 
persons with an adequate and healthy working environment. 

SOCIAL LEGISLATION 

Governments and various nongovernmental agencies should provide support for family planning information and services, as well asfor the preventive aspects of reproductive failure. Social legislationrelating to maternal and child health will undoubtedly promote bet
ter reproductive health. If liberalized, laws and iegislation on the useof contraception and abortion would lead to a healthier attitude bysociety toward reproduction. thatPrograms should be developed
would care for high-risk mothers and provide pregnant mothers with 
the leave apd economic benefits they need. 
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CONCLUSION
 

Rapid and unplanned population growth is creating an unprece
dented challenge to all humanity. This growth has resulted in corre
sponding demands for more effective population and family plan
ning programs. Recently, some developing countries have pursued 
increasingly innovative approaches in this regard. Such approaches 
include the utilization of community leaders and traditional birth at
: ndants to develop and implement low-cost community-based dis
tribution of family planning and maternal and child care services. In 
light of the ultimate goal of improved reproductive health, these are 
proving to be effective models for reaching the masses in rural areas. 



The Role of Surgical Training 

in Reproductive Health Programs 

Dr. Mahmoud Fathalla 

Ladies and gentlemen, it is a pleasure and an honor to be asked to 
participate in this International Council of JHPIEGO. 

It would be too easy in this conference to stress only the technical 
aspects of training or equipment, and to forget what our work is
really all about. Our goal is reproductive health, and equipment and
training are only means to an end, not ends in themselves. I would 
like to put this subject in its proper perspective, so, first, I will
review briefly with you the status of reproductive health in our world 
today. 

Let us consider what the world's "table of accounts" for human 
reproduction shows for the last 24 hours. In the past 24 hours, one 
million human conceptions occurred. During these same 24 hours,
half a million previous conceptions ended unsuccessfully, terminat
ing spontaneously in abortion, miscarriage, or stillbirth. The table 
of accounts also records that during this day, 150,000 couples ended
their undesired conception by induced abortion, while 350,000 con
ceptions ended today in a live birth. Of these live births, one-half 
were not.wanted or not planned (that is, did not occur at the optimal
time). Almost 20% of the live births occurred to women below the 
age of 20 or over the age of 35. 

What is the message of these figures? They indicate that much of
human reproduction is wastage. Almost one-half of all conceptions 
prove unsuccessful. Of the remaining half, one-third are not wanted
and are ended by induced abortion, and another third are unwanted 
but carried to term. Only one-sixth of all the conceptions, therefore,
end in a wanted child. Human over-reproduction apparently occurs 
in order to compensate for this reproductive wastage. 
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Let us study further the table of accounts and see what is forecast 
for the 350,000 infants born in the world today. Almost 15% are 
premature or immature, and have little chance for smival or nor
rial growth. Ten percent or more of tile children born today will not 
see their first birthday. Another 15% will not reach adulthood. 
About 5% hrve some major congenital abnormality or defect which 
may hinder ;.,eloptnent or require sophisticated care. About 3% 
are born witi sm., degree of mental retardation which will probably 
last throughout their lives. Thus would that table account for almost 
50% of the births today-all additions to the wastage of hunlan 
reproduction. 

By turning to the next page of the table of accounts, we will see 
what it says about mothers. Today, at least 500 woolen were re
ported killed in the process of reproduction. They were killed before 
tire termination of gestation, dniring parturition or after. But that is 
only the tip of the iceberg. No f'ewer than 75,000 women today have 
been affected with some s:erious illness. :;tich as a complication of 
pregnancy or childbirth, and a large number have started to suffer 
from some chronic condition-mlnutrition, infection, anemia
which may have a long-telin, debilitating effect on their lives. 

What is the message? Procreating may be ful. but it is not with
out danger. Of all the human sports, sex is one of the most hazard
ous, and of the conditions that are sexually transmitted, probably 
conception is the most dangerous. So. the two lessons that we learn 
from reading the world's table of' accounts for today are first, that 
much of htlnian reproduction is wastage, and second, that hu mai 
reproduction is not without serious hazards. What can we nembers 
of the medical profession, do about this? 

Surely, we cannot do everything, for two nain reasons. The first is 
ollr ignorance: we simply do not know enough about the processes of 
human reproduction. Second, much of what is needed is closely re
lated to socioceonomic conditions over which we have no control. 
Nevertheless, thLre is a great deal we can do. Improving the quality 
and availability of medical care will certainly promote good repro
ductive health. We have learned the lesson, however, that curative 
medicine, however important it may be. is not the most cost-effective 
method for improving health. Preventive medicine is more effective. 
and this applies as much to reproductive healti as it does elsewhere. 
Of the preventive measures that come to mind, fertility regulation is 
a most effective and efficient means for imlproving reproductive 
health. The ability of men and women to determine when and 
whether they wiMl have children is a most in,portant factor in pro
moting reproductive health. We all have known this to be true in our 
practice, and it is now documented iti several studies, including a 
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major study conducted in ten countries of Latin America, Asia, andAfrica by the World Health Organization (WHO, 1976).I Thatstudy deals with the relationship between family forniation patternsand family health. The researchers investigated the effect of certainfactors, such as the age of mothers, the spacing of children, andbirth order, on CtItcomes such as pregnancy wastage and fetal mortality, maternal morbidity and mortality, and the physical and intellectual development of the child. The study has docu niented thatfamily formation patterns are a definite factor in family health, andinfluencing that pattern is the most cost-effective means of' improv
ing the reproductive health of our people.

Where does surgery fit into reproductive health? Surgery has become the nImber .me fertility control method in the world today. Ido not need to go into the advantages of surgical cont racept ion overother means of fertility control, because that battle has already beenwon. The people have made their choice, and whether they live in askyscraper in New York or in a cottage in a remote area of Asia,more people have chosen surgical con tracept ion for fertility control
than any other method. 

We must try to see the implications of this choice and the niagnitude of the task before us. A few decades ago. no one would haveimagined that surgery would play such an extensive role in humanreproduction, or that surgery woUld be used on such a large scale inprevenive rather than curative medicine. Surgery connotes equip
ment, but more than that, it connotes training. I believe that training has probably been underemphasized. Fhere is always the glitterof new equipment and new technique, but uniess they are acconpanied by proper and adequate training, the new equipment and
technique will be 
 no better and, in fact, probably worse than the
ones with which we are already familiar. When I am asked by my
students which instrument or technique is best, my answer 
 is usually, "The best technique is the one you can do best, and the best insirunment is the one you can handle best." Last year a very importantstudy was published by the International Fertility Research Program,in which Laufe and McCann investigated the role of training in thedelivery of surgical contraception and various other techniques offertility control.2 This significant study showed that what wve consider to be simple, safe, and efficient techniques can be riskymoreand less efficient when initiaily introduced in a program, especiallyif not accompanied by adequaie training. That study showed alsothat the variable of physician skill may account more for differencesin the success of various techniques than differences inherent in thetechniques themselves. A significant correlation was found betweencomplication rates and the professional experience of the people per
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forming those procedures. All this serves to emphasize the impor
tance of training, and we were gratified to see such a prestigious 
institution as Johns Hopkins taking on, through the JHPIEGO pro
gram, the tremendous task of organizing training in the new meth. 
ods of fertility control. The task, however, is not an easy one. A few 
years ago, estimates were made as to what facilities and personnel 
would be needed in the developing world in order for sterifization to 
reach a prevalence level of 25%. The demand for such sterilization is 
certainly there. In the developing world, excluding China, there 
would be a need to set up 10,000 full-time clinics performing surgi
cal contraception, and to establish 400 training centers to teach the 
operative personnel. 

This is the real challenge we face, and which JHPIEGO faces, but 
we have to accept this challenge if we want to make human repro
duction not a sorrow but a joy-a joy that is wanted and planned. 
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Service Delivery to Rural Areas 
Dr. Virgillo Obleplas 

This morning, in addressing the topic of service delivery to rural 
areas, I would like to review with you some of the changes that have
occurred in the Philippines in an effort to meet the family planning 
needs of people in rural areas. 

As most of you arc aware, the Philippines is a country of islands,
where the logistics of providing services to outlying regions is com
pounded by geography. In 1969, the government of the Philippines
formed the Population Commission and delegated to it the responsi
bility for providing family planning services. Initially, service 
delivery followed traditional patterns, with emphasis being placed 
on urban-based clinics and hospitals. As a result of the last audit of
its program, however, the Population Commission realized that 
there was a large gap between the quality of servic-e available in ur
ban areas and that of rural areas. Therefore, major changes were in
situted in order to meet needs in rural areas. 

First, there was a shift from physician-centered approaches to 
community-based programs. Full-time extension workers and para
medics were recruited and trained to become major participants ir
the health delivery team. Second, there was a shift from keeping
separate facilities for family planning to integrating family planning
into existing health facilities. This integrated approach included 
conducting social discussions and health education sessions. It pro
vided a variety of health services, not just those pertaining to family
planning. Third, the government strengthened its role by funding
outreach projects utilizing full-time workers. In such outreach pro
jects, a worker from each small village was trained to work closely
with the community-based center. Finally, administrative functions 
were decentralized, so that rather than being centralized in one or 
two urban centers, control was shifted to local and rural areas. Tc 
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accomplish this change, there has been extensive reorientation of 
workers and incorporation of new management techniques. Field 
workers are now being utilized to assist in the provision of sorely
needed health services. For example, individuals have been trained 
to assist in motivating other community members, and to actually
work in the health care system by distributing supplies, such as oral 
contraceptives. Through this reorientation and shift, the clinic is 
now viewed as a referral center for patients experiencing problems, 
while the community-based field worker is the person consulted by 
healthy patients. 

Other approaches toward meeting service delivery needs in rural 
areas have included the utilization of existing community organiza
tions and other health infrastructures, like private orgm izations, to 
promote and provide family planning services. Initial evaluation of 
these changes suggests that health care workers in rural areas arc as
suming more responsibility, and are able to integrate their activities 
with the existing and redirected referral mechanisms. 

Before closing, I would like to make a few more conlen t, regard
ing tile provision of care to rural areas. There has '..een some lack of 
success in utilizing the formal medical system to deal with the major
ity of rural health problems. Thus, in the Philippines, as well as in 
Mexico and othe' countries. a system has evolved for training mini
mally educated community workers in skills lh'at can be uItilized in 
the small rural comn ities. Such wyorkers can then he supervised
by more formally trained nurses or paraniedics. AlthoLgh a ntimber 
of countries have compulsory assignment of )hysicialls and nurses to 
rural areas, such approaches do not function as ell as tile, are in
tended to, since these persons are often inexperienced, accustomed 
to working in more sophisticated facilities, and generally not inter
ested in settling in rural communities. Despite tile pro)blems just ad
dressed, it is essential that governments bridge the gap between 
traditional or community-based health care systems and the more 
formal medical care systems. Such integration is of vital importance,
since the needs of patients cannot fully be met by either of these 
systems alone. 



Factors in Planning Training Programs 

for Rural Areas 

Dr. Suporn Koetsawang 

In discussing the topic assigned to me, I shall place it within thecontext of what is happening in Thailand today. Therefore, I willreview briefly with you some of the statistics relevant to health carein my country, and then discuss the factors that must be consideredin planning training programs designed to meet health care needs in 
rural areas. 

Thailand is a country of about 46 million inhabitants. Its population distribution is somewhat unique, in that 90% of our people arelocated in rural areas. The Thai language is spoken in most provinces. Currently, the birth rate in Thailand is 29 per 1,000 population, while the death rate is 8 per 1,000 population. Through the efforts of our fami!y planning programs, our overall annual growthrate is 2.1%, a r,duction of over !% during the past five years.Health care delivery in Thailand is divided among 72 provinces.The smallest unit of health care is the midwife,, station or healthcenter, which is staffed by only a nurse, midwife, or sanitarian.These individuals provide very basic primary health care services tothe population they serve. At the next level is the medical health
center, a facility of about 10 beds and usually one physician. Next isthe district health hospital, usually consisting of about 30 beds andstaffed by at least two physicians. In general, however, these physicians are recent graduates who do not have a great deal of experience or prior training. Their case load is so varied that they oftenhave to utilize textbooks in order to manage some of their patients.At the next level are the maternity hospitals, which have an averageof 150 beds, and provincial hospitals, with 100 to 500 beds. Finally,
at the highest 1 vel, we have the 600-bed regional hospitals, having a 
full complement of trained specialists. 
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In order to provide physicians to staff these various facilities, the 
seven medical schools in Thailand graduate about 700 new physi
cians each year. Although there is a government regulation requir
ing three years of government service following graduation, many 
graduates find ways to circumvent this requirement. Since new grad
uates usually dislike wcrking in rural areas, the staffing of facilities 
in outlying regions is often difficult. 

With this very brief background in mind, then, what are the needs 
and issues we face in providing training destined to assist tile de
livery of health care in rural areas? 

One of the important needs of the healih care system is improved 
clinical training for the young physicians who will become district 
health officers. Currently, in order to provide more clinical training, 
there is an attempt to change the curriculuini in medical schools. 
With this revision, medical students would be provided with three 
years of pieclinical and basic science studies, followed by three years 
of clinical experience. It is hoped this will result in new graduates 
who have greater background and expertise in dealing effectively 
with the problems they face in rural areas of Thailand. 

A related issue is %%,hereto conduct tile training of district health 
officers. Obviously, training at the level of the medical health center 
or district health center would be advantageous. hut there are not 
enough instructors to go around. At the other extreme is the rcgonal 
hospital. This would be less than ideal, since service is oriented 
toward dealing more with specialized problems than with primary 
care. As a compronise, therefore, it has been decided to conduct 
training at the provincial hospital level. In order for such training to 
be effective, however, there is a need to improve :he teaching capa
bilities of physicians stationed at that level, as well as to provide 
them with the necessary teaching aids and educational materials. 

Another issue is how to define both the length and type of special 
training required for the district health officer. A great deal of flex
ibility would be ideal here, since local needs vary, and certain dis
eases recuire more eliasis if tieli re cnderic to a particular re
gion. It is clear that long-term training is not feasible, since health 
officers cannot be relieved from duty for prolonged periods of time. 
Currently, courses aie designed for a duration of one to three months. 
To assist provincial physicians with such training, consultants from 
medical schools are being employed to upgrade the teaching skills of 
provincial physicians and also to be exposed to health care at the ru
ral level, so that more relevant material can be included in the medi
cal school curriculum. 

Another approach to training is the use of self-instructional mate
rials. However, there is a great shortage of manuals and audiovisual 
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materials for use in such programs. It might also be mentioned that 
in regard to educational materials, there is a need for journals that 
are more pragmatic in nature and which provide details regarding
diagnosis and treatmen t of disorders, rather than only research find
ings.

In summary. I have outlined some of the app~roaches now being
taken to upgrade the skills of physicians providing care in the rural 
areas of Thailand. Although the major responsibility rests with (fie
Ministry of Health, this effort represents a collaborative effort of
the Ministry, the medical schools, and the Thai medical societies. 
JHPIEGO, in its support of a reproductive health traini;ig program,
has already demonstrated that two medical schools ran collaborate
in an ecLcational program. It is hoped that a simiar spirit of coop
eration will be realized by tie district health of'icre training pro
grain. 



The Role of Primary Health Care Practitioners 

in Reproductive Health 

Dr. T. D. Jain 

In addressing the role of primary health care practitioners in re
productive health, one soon realizes that the subject has multiple 
aspects, each of which would take some time to discuss. What I would 
like to do is describe a program in which our community health 
department, under the auspices of the Government of India, pro
vides training to the traditional birth attendant (TBA) in rural 
areas. Although in most countries they are not curreu'zy part of the 
formalized health care system, TBAs certainly do deliver a signifi
cant proportion of primary health care in countries where they are 
located. The program that I will describe represents an attempt to 
incorporate to some extent the TBA into the formal medical systcm
by utilizing a very pragmatic approach.

Before discussing the training and role of the TBA, it is important
to briefly present her profile, so that one may understand the prob
lems encountered in providing education and suggesting changes in
piactice. Most of the TBAs located in the rural areas of India are 
middle-aged women who are illiterate, and are from a poor socio
economic background. For the most part, they practice their mid
wifery on a part-time basis only. They have usually received their 
training on a hand-me-down basis from their mother-in-law. The
TBA usually works in only one village, has an established, relatively 
permanent clientele, and always observes caste and community dis
tinctions. Characteristics of the TBA which are beneficial and should 
be utilized to the maximum include her ability to gain the con
fidence of her clientele, the recognition by the community that she is 
one of them-a daughter of the soil, the knowledge that she is read
ily available to give advice, and that her care will be continuous and 
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delivered in a sympathetik manner, one lhat shares the anxiety of the 
client. 

With this background in mind, the training program has incorpo
rated several new strategies. First, it is recognized that to meet the 
most basic needs of midwifery, the program requires at least one 
trained TBA for ever' village of 1.000 population. Second. since it is 
impossible to expect the I'BA to b;e available for training for any 
prolonged period of lime, an inten.iive, pragmatic training course of 
30 days' duration was designed. Finally, since there was no incentive 
for the TBA to leave her village for tr'oning, the t'rogram was set up 
so that she would be compensated for each day she was away from 
her village. 

The traditional practicc of the TBA often entails a lack of ante
natal care and of asepsis. and frequent vainal exams during labor. 
Therefore, the training stresses aseptic tcch uiqtILC, poinlts out the im
portance of age and parity and their relation ship t ,obstetrical com
plications, and tile consideration of past obstetrical history to iden
tify women and pregnancies at high risk. The dutics assigned to the 
TBA include registration of all pregnant women iiher locale, refer
ral of high risk cases to other practitioners, immu nization against 
tetanus of all pregnant mothers, and deliver'y of care to pregnant 
women, regardless of caste or community distinction. Successful 
graduates of the training program are given a certificate of recogni
tion, as well as a kit containing sterile cord ties, iodine, sponges, and 
a razor blade. 

Although it appears that through Ou," initial efforts more and 
more TBAs are becoming interested in the program, some problems
have bccn encountered. Age appears to be an obstacle to training,
since the oldei' TBA (toes not appear to giasp the new concepts read
ily. There is some conflict between TBAs and auxiliary nurse
midwives, who are young women receiving formal government train
ing. Some TBAs view the current program as an effort to undermine 
their influence and cle'ar the way for the auxiliary midwife to take 
over their p'actice. Also, it is difficult to o ,'crcotlecaste distinctions. 
Finally, there is a need to improve other facilities, like the antenatal 
clinics, so that TBAs will have a source of refeiral. I)cspite these 
problems, however, we are confident that the training progran rep
resents a real contribtition toward meeting primary health care 
needs in rural areas. 



The Integrat,*! of Physicians and Nurses in 
Reproductive Health Training Programs 

Dr. Tahar Alaoui 

What I would like to do is review with .ou briefly the status of
reptoductive health caie in r.Mloiocco, and outline the plans we have 
for dealing with our problems. In particular, I wish to address the
integration of physician and nurse training in our educational ef
forts. 

Morocco is a country of approximately 20 million people. Sixty 
percent of the people reside in cities and urban areas, while 40%
reside in rural areas. Morocco's annual growth rate is about 3%. 
The infant and child mortality rate is about 120 deaths per 1,000
population, but rises to 130 to 150 per 1,000 in the rural areas. The 
major factors that contribute to these high levels of mortality include 
diarrheal diseases, infectious diseases, and malnutrition. For ex:m
pie, very poor levels of nutrition have been identified in 4% of our
children. Other telling statistics include the facts that only 15% to 
20% of women are delivered in hospital facilities and that the aver
age family size has increased from 4.6 several years ago to 5.0 at 
present. 

In view of the problems faced by our children and their mothers, 
we have targeted in our maternal-child health program especially
children less than four years of age and women in the reproductive 
age group. This results in a targeting of 17% and 22% of our entire 
population, respectively. 

The major objectives of the program are not only to lower infant 
and child mortality, but also to improve sanitation facilities and in
troduce improved health education, particularly in rural areas. 

In an effort to implement this program and realize our objectives, 
we have utilized a number of strategies. Improving the training of 
health care workers is of high priority. In the Faculty of Medicine of 
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our medical schools, education is being oriented increasingly toward 
disease prevention and preservation of health, rather than toward 
just the therapy of pathologic conditions. In additicm to providing 
education through didactic lectures, we iave instituted the practice 
of placing students and faculty in ambulatory medical systems lo
cated in rural areas. This has led to the requirement that faculty 
reorient their teaching toward health care delivery in the rural set
ting. Non-physician health care personnel involved in maternal
child health, such as nurses and supervisory nurses, are receiving 
training which emphasizes the prevention of many of the problems 
faced in our country. 

A second strategy in the implementation of the program is im
proving service delivery. Our major focus is on primary health care 
that meets the many needs of individuals in rural areas. At our 
small outpatient dispensaries, the duties of the health care workers 
include health education, improving sanitation, childhood vaccina
tion, instruction regarding child-spacing, and education dealing with 
malaria, since this is a particularly prevalent disease. The health 
centers, which represent the next level of health care, are staffed by 
physicians. These centers are being upgraded so that they can serve 
as mini-hospitals, thcrby reducing the distance patients must travel 
in order to receive specialized care. At the highest level are the larger 
hospitals in each hedhh care region. It is hoped that by redirecting 
both education and service delivery, to meet the needs of rural pa
tients, the objectives of our maternal-child health program will be 
met more readily. 



Organization of Government-Sponsored 
Family PlanningPrograms 

Dr. Jorge Martinez-Manautou 

Introduction and Background 

The topic I am going to discuss calls for a brief description of the 
organization of health services in Mexico and the legislative and de
mographic situation there. 

One of the sectors of the Mexican Public Administration is the 
Health Sector, which is composed of the Ministry of Health (S.S.A.), 
the Mexican Institute of Social Security and Services for the State 
Workers (I.S.S.S.T.E.) and the Family Integrated Development Sys
tem (D.I.F.). The Health Sector, along with the private sector, is 
responsible for providing health care, including family planning, to 
the people of Mexico. 

The demographic situation of Mexico in 1976 was the following: 
the total population, which amounted to 62 million inhabitants, was 
increasing at an annual rate of 3.2% and was expected to double 
every 22 years. By the end of this century, in other words, the Mex
ican population would have reached the figure of 132 million. At 
that pace, in a lapse of only 100 years, we would amount to I billion 
500 million inhabitants. 

Up to 1973, however, the health code forbade the promotion and 
sale of contraceptive products, and legislation on population had 
had a pro-natalistic tendency. So, in 1976, Mexico was faced with a 
high growth rate, but lacked the legislation which would allow provi
sion of family planning services. 
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Historical Development of the National Family Planning Program 

The Mexican government's experience in the organization offamily planning programs has been acquired through a historicalprocess, and has included integrating the following factors: theorganization of ,he Health Sector, the legal and sociodemographicsituation of the population, and the country's socioeconomic devel
opment needs. 

Although family planning activities were initiated in private institutions during tie second half of the 1960s, it is only since 1974 thatgovernmental institutions have provided such services.During the first half of the 1970s, the health code was modified,and the new General Population Law was issued in accordance withArticle IV of the Republic's General Constitution, whose text reads: 
"Man and woman are equal before tlie law. The law w\'ill protect
the family's o ganization and development." 
"Every person has the right to he infl, tied, in order to freely and 
responsibly decide the number and spacing of children." 
That law crceated tile setting f6r public sector nobilization forfamily planning in Mexico. In 1976, anl analysis was made of tile
Family Planning and Institutional Programs, and the 
 following

problems were identified: 

1. Lack of' progra i goals; duplication and lack of uniform goalsand objectives for the rendering of services,
2. Deficient systenis of inforiation, 
3. Deficient evaluation of activity,
4. Lack of educational programs in family planning,5. Lack of awareness of the resources necessary for the programs,6. Lack of services in the country's rural and marginal zones, and7. Lack of participation by non-governmental sectors. 

Based on existing demographic complications and the problemsidentified above, the Mexican government made an important political decision. The government felt that the courtry's populationgrowth should be in line with its development in other areas, in orderto reconcile the population with its territor,, and resources. Consequently, attempts were made to find the most convenient and feasible trend for the country's population growth. The basic goal was toreduce the annual growth rate fron 
and 

3.2% in 1976 to 2.5% in 1982,to create a framework which would allow Mexico to reach a 
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growth rate of 1% b,, the year 2000. If this goal were achieved, by 
the end of the present century Mexico would have 104 million in
habitants instead of 132 million. 

To 	achieve this objective, the National Family Planning Coor
dinating Council was created. Its purpose was to orchestrate efforts 
in 	 the public sector and to facilitate the mobilization of the institu
tions and organizations responsible for the development of the Mex
ican National Family Planning Program. 

Thus, in 1977, after nearly two decades of striving by proponents 
of family planning, Mexico had an organization responsible for co
ordinating official activities. The members of that Council con
sidered it necessary to establish and fulfill the following objectives: 

1. 	Select the most qualified personnel to direct the key programs 
within the Health Sector, 

2. 	 Develop fully the National Family Planning Program for the 
Health Sector. 

3. 	 Establish coverage goals for the Heaith Sector institutions, 
4. 	 Establish standards for the application of institutional pro

grams, 
5. 	 Promote the coordinated decentralization of programs 

throughout the country, 
6. 	 Identify and channel resources and experienced personnel 

useful fer the technical support of programs, 
7. 	Develop locally appropriate family planning information and 

educational programs for users and providers of services, 
8. 	 Coordinate biomedical and social research activities to support 

the institutional programs, and 
9. 	 Implement information systems in order to improve the 

evaluation mechanism. 

The National Family Planning Program--Current Problems 

For the present government, one of the major challenges facing
Mexico is the reduction of annual population growth from 3.2% in 
1976 to 2.5% in 1982. That was the underlying goal considered in 
the development of the National Family Planning Program, which 
was approved by the President of the Republic in October 1977. The 
difficulties in reaching this goal and other related goals are due, in 
part, to the population's demer:aphic characteristics. 

Married, childbearing women represent a high fertility group. At 
least 96% of them have had one pregnancy, and 46% have had five 
pregnancies or more. Furthermore, there is a birth rate of 40 births 
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per 1,000 population. Each woman of fertile age has an average of
4.3 live-born children. Moreover, marriage or union comes at an 
early age: 19 years is the average.

Another major problem is that of providing universal medical 
care. Statistics show that in 1977, 30.3 million Mexicans were not
covered by any type of health service. 

In view of the program's objectives and considering the above
mentioned difficulties, the Coordinating Council of the National
Family Planning Program has tried to make use of various govern
mental resources. Government institutions providing medical ca,re. 
the Ministry of Health and other Ministries, and the Social Security
System have been incorporated in the National Family Planning
Program, in order to cover the 100.000 localities in Mexico having a
low density of popuPation. At the present time, these areas have a 
population of 20 million inhabitants. Thus, with such coverage. two
thirds of the 30 million inhabitants who previously coveredwere not 
by the health system arc now starting to receive medical care. 

The Health Sector's goal with regard to contraception usage from
19'7 to 2000 is estimated at 8,645,000 users, while active users for
1982 should number 3,452,000. Although it might seem a simple
task to reduce the population growth rate ,o 2.5% from 3.2% dur
ing the present governmental regime, a reduction of just one-tenth
of the growth rate requires the introduction of more than 1,200,000 
new contraceptive users into the program.

Program evaluation is accomplished by measuring the restilIs of 
actual development against hile projected goAls. This information
 
comes from two sources: data provided by each one of the institu
tions, and the National Prevalence Survey on the Use of Contracep
tive Methods.
 

Achievements of the National Family Planning Program 

To appreciate the program's success, consider the following. The
number of active users of contraceptives in 1979 rose to 5% over the
goal set for that year, whereas the number of active users in 1977 was
12% under that year's goal. This substantial increase has been 
achieved in spite of the fact that present goals are 69% higher than 
those established in December 1977.

According to the various sources providing contraceptive meth
ods, the number of users who have been iticorporated into the pro
gram and who still remain within the Hlealth Sector constitutes 60%
of the total goal for contraception. The extra-sector medical ser
vices, that is, the private sector as a whole, account for 40%. Drug 
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stores provide 26% of contraceptives sold, and private services pro
vide 14%. Interestingly, 17% of the population outside the priv'ate 
or governmental sectors use traditional methods of child-spacing. 
This range of contributions has made possible a substantial coverage 
regarding contraception for the country's childbearing women. The 
total coverage went up from 30% utilizing cotitaception in Decem
ber 1976 to 48% in December 1979. 

Contraceptive coverage has also 'ncreased substantially among 
the young population in Mexico. It is cstimated that in 1979, the Na
tional P-ogram had 2.3 million users. This improved contraceptive 
coverage has led to a reduction in the number of admissions for 
abortion. These statistics, which were released by the I.M.S.S. and 
I.S.S.S.T.E., confirmed a decrease of 51% from 1973 to 1978 in 
hospitalization for abortion-related problems. it was during this 
period of time that the National Family Planning Program was de
veloped. Finally, itis estimated that the p1ulation growth rate in 
Mexico was reduced from 3.2% in 1976 to 2.9% in 1978. 

It is of the utmost importance to recognize the challenge repre
sented by the various goals a country hopes to achieve and the 
limited resources it has to ftj!fill Such athem. a challenge demands 
cc ;i stant evaluation and reevaluation of the actions taken toward the 
attainment of thos- goals. !n thk way, we will know what has al
ready been accomplished, what is being accomplished, and what re
mains to be accomplished in the future. 



Factors which Assist Voluntary Agencies in

Integrating Training Programs with
 
Government -Sponsored Programs 
Dr. Fernando Tamayo 

Let me express my most sincere thanks to the JHPIEGO Board ofTrustees and Officers for inviting me to be a member of this International Council. It is a challenging job which, if successful, will provide millions of persons from the cities and villages of the five continents with a comprehensive program of reproductive health thatwill make life easier for them. To achieve our task, we have to thinkbig, be ready to help change the traditional ways of delivering healthservices, and give individuals and communities the knowledge andtools they need in order to play an important, appropriate participating role in the health system.
In this presentation I am going to cite my own experience in a private organization which trains professionals and auxiliary personnelin the techniques of delivery of different types of family planning services, from the simplest methods to the modern techniq:?es oflaparoscopic sterilization. I shall refer not oi!y to my experience inColomhia, but also to the first-hand knowledge which I have acquired during my extensive travels to developing countries over thelast 15 years. Flhermore, there will be an an'alysis of how to directtraining in order to involve members of not only, your program, butalso other private and governmental organizations. First, however,would like to make some short, general statements.It is almost impossible to give specific rules that will cover allcountries. Each situation should be analyzed according to the localenvironment and the stage of dcvelopmern

We 
of the local health systems. must understand that the task of delivering reproductive 
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health services to an entire nation requires a complete army of 
well-trained personnel: generals, captains, soldiers, supplic., depart
ments, and above all, a great deal of motivation. There is no single 
group that can do all the training. This task must be shared by the 
different organizations in the country, such as universities, govern
ment training centers, and private institutions. A truly integrated 
program must be developed, if we arc to achieve an efficient system
of services. The program should be planned so that it is possible to 
delegate technical functions to the lowest appropriate ranks. In 
other words, a general should not be doing tile work of a captain, or 
a sereant the work of a private. This requires careful design of the 
training program, so that it has a built-in system of supervision 
which will help to provide adequate services. 

File history of family planning shows that in many countries the 
official government activities started only after those of the local 
family planning association. In most cases, when the government 
makes the political decision to enter the field of providing services in 
fertility regilation, there are with in the official health structure %-ery 
few people with adequate knowledge to develop the programs. Fre
quently, the local family planning association is small, and has only 
a limited staff operating a few (cntonstration clinics and a small 
group of people in charge of its o,.wn training department. Even with 
these restrictions, it isof great value to use tihis rCsource properly. It 
is the duty of the leaders of these family planning associations to an
ticipate this change by having contingency plans to expaiid their 
training capacity and provide the governments with tile first groups 
of trainers. To do this, these associations must maintain vcry good 
relations with not only the central government. but also state and 
local authorities. They must have a diversified approach to the deliv
ery of senices. This should include all methods: IUDs, oral contra. 
ceptives, barrier contraceptives, male and female sterilization, com
munity-based distribution (CBD), and a good amount of information 
and education. It is important that thexy have learned from expe
rience what are the main obstacles to the program and how to over
come them, so that they can share their e.liperience with the proper 
government officials. 

The family planning association fll t i not look at tie govern
ment's program as a rival. but rather as the main objective of its 
work. At the same time, tile government must see the work of th. as
sociation as complementary and essential to expand the coverage of 
its own prograim. A true coordination of the different programs must 
exist, if we are to avoid the duplication of efforts. The task of pro
viding good reproductive health to the entire population of a country 
is not an easy one. There is rxm for participation by the govern
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ment, private institutions, hospitals, labor unions, universities, aild 
religious groups; this must be understood by eveiyone.

To reinforce the points made above, I would like to mention the 
case of Mexico. When the government suddenly changed its policy
regarding family planning and decided to provide services in fertility
regulation to the entire population, there were very few people ready
to do the work. The private institutions tried their best, but were 
able to take only a limited role in the initial training programs. The 
universities, too, were taken by surprise, and the health system had 
to start its programs with insufficient huiman resotrces. All this in
doubtedly caused very serious problems and delayed the initiation of 
services. 
The Mexican lesson isyeryi tportant. becalse there are several 

countries in Africa and Latin America whose go)vernments Illav want 
to start providing family planning services tithir people. It is im
portant thai these countries not be taken by surprise. They should 
prepare themselves by forming a nucleus of' well-traillcd personnelwho can carry out the training competently and efficiently, in order 
to start delivery of services as soon as possible.

The case of hColombia was not as difficult as tvhoxico,. In my
country, there has been an implicit policY toward reduction of high
fertiitv rates, and the government has conic into the field in a pro
pressive way. PROFAMILIA is the largest family planning associa
tion of any of the dcveloping coult ries. "raittling il dilfferent fields of 
family planning has beeti an important Cmont ment of its program.
When the government asked u, to train more than one hundred doc
tors and their support staff in laparoscopic techniques, alicadywe 

had a program to train 
doctors fronm other conidtrics. We had uiine 
clinics in different parts of' Colombia. each perforiuig Ilure than 
ue thousand steriliztions per year. In I9,79, performed .48,000we 
sterili'ations illmore thbal 17) different comnunities.
 

To organize so ch a ha.'ge training 
program basedlon utpatient
techniques requires a great ocitl of' pl ing and ,management. We 
are faced with the challenging task of providing training in tech
niques ot' inilatt':rotoiy to hiundred moreseveral gvernilliental
doctors from small communities. We believe we call do it, provided 
the train es have a b asic backgfrouniid in surgery.

In sunnlary, iii order to enable voluntary agencies to assist go>v
ernment training programs, the main factors that should be opera
tional are: 

1.Good relations with the official sector, 
2. A well-trained group. with experience in different fields, who 

can transfer their ktowledge to subsequent trainees, 
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3. 	An effective and diversified program, with a good reputation in 
the community, and 

,. 	 A system of feedback of information to allow evaluation of the 
results of training and suggest corrective measures, if neces
sar'. 

Allow me to end this presentation with a short digression. There 
has been much argument and discussion as to how the delivery sys
tems should be organized, how the training should be conducted, 
and what the best methods are for reaching the community. These 
discussions ignore what should be obvious from the history of nine
teenth-century France and twentieth-century Spain. People can and 
do practice family planning by themselves, without any institutional 
intervention, medical or otherwise. The success of commu nity-based 
programs shows that people much prfer to practice family planning 
on their own. Wherever programs are needed to initiate such prac
tices. it should be an inportant programl objccti\e to inlstruct people 
on ow to practice family planning b, themselves, as a normal part 
of their own health care. 

I think this is the wave of the future for developing countries. Our 
aims, too, should be directed toward the dceinstitutionalization of 
family planning. 



The Role of the Voluntay Agency in
 
Implementation of Family Planning Services
 
Dr. Hello Aguinaga 

In countries reluctant to adopt an official family planning policy,the voluntary agency is an ideal vehicle for overcoming resistanceand inplementing appropriate and acceptable programs. The fieldof action for a voluntary agency is wide. and its activities can be directed toward the federa! government in general, political factions,county and state entities, community leaders, benevolent institutions, health services, the medical profession and patients in need oftheir services, and (he people as a whole. This has been the role ofthe Maternal and Child Health Research Center (CPAIMC) duringthe past nine years. It has worked slowly but persistcntliy, and withencouraging results. To illustrate the role of a voluntary agency inthe implementation of family planning programs, I will present our
experience in Brazil. 

In 1970. when we proposed to develop an integrated program ofmaternal-child care and family planning, we knew perfectly wellthat this subject was very sensitive for the government, whose reac.tions were immediately made known to us. For years, whileendeavoring to obtain governmental approval of our maternal-child 
program, we almost always received insinuations that if the familyplanning component were eliminated, we could expect the programto be approved immediately. We persisted in our resolution to rejectany integrated maternal.child program which did not include familyplanning. It was a difficult fight for survival tor approximately fouryears, during which time we received sporadic financial help fromChurch World Services, which enabled us to continue with ourwork. The first encouraging sign car,c in 1974. Our points of viewabout family planning were very wet known, and we were called to 
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Brasilia by the Ministry of Foreign Affairs. Following lengthy 
discussions ol the subject, it was a :;urprise to receive an invitation 
to participate in tile Brazilian delegation to the World Population 
Congress in Bucharest. Our inclusion in this working group demon
strated clearly the intention of the government to change the pro
natalistic position which had been maintained at all previoults 
meetings of the World Population Congress. This change acttually 
did occur, and the leader of the Brazilian delegation reaffirmed this 
position by his statement that "every Brazilian couplc should have 
access to information and to tile means for frec:y planning their 
family." 

The euphoria that possessed all who had beci figIlting for faliiily 
planning in Brazil was soon destroyed by the complete failure of tie 
government to implement its statehllent. No act ion followed the dec-
Ilara tion pronotunced in Bucharest and. althotugl weak cmments 
appeared sporadically in official documents, no actions were ever 
undertaken. 

Family planning is still a sensitive subject itn goverTllnienlt spheres, 
even though the president considers this activity a priority of his gov
ernment. There is no doubt that progress has been Illade, mainly in 
regard to the voluntary agency's freedoill of action. Just recentl, at 
the end of 1979, when our programl encoo(ltered slIme difficulties 
with the Ministry of Health regarding tile renewal of our project with 
the United Nations, we received an (officialcilltilltnication froni tile 
President. expressing his sulppolrt and indicating that tile program 
was of great social interest. 

When, in the implenlchtatill phase oI' family ilanning activities, 
there is reluctance on the part of the go\ernlent and 1o subsidy 
available within the country for this purpose. ile \'oftu:tary agency 
has the possibility of raising funds and obtaining tile interest of' ill
ternational organizatilns in their programs. 

This may well be ole of its most impartant functions. With tile 
flexibility that a voluntary agency has Io raise fun1l, for specific ob
jectives, we were able to :all on tile Pathfinder EuFt(d for their finan
cial support to organize lndcol1dIuict ill Mcxico a family planning 
seminar for a group of 30 Brazilian participants. They inciluded state 
governors. senators. netbers (f he House of Representatives, state 
secretaries, heads of universi:ics. and directolrs of leading sIcial 
organizations. One positive result of this swminiar was tile complete 
change of attitude oil tile part of our most prominent selnator, who is 
also a physician. Formerly a fervent opponent of family planning. he 
is now one of its most ardent supporters. 

Today, family planning is a ,ecessity felt primarily by the less 
privileged groups of the community. They do not have the means to 
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plan a family, and so struggle between an excessive number of chil
dren and t: ccnsequences of a clandestine abortion. They know that 
such an abortion robs health and is the grini killcr of countless 
vigorous lives. The pressure exerted by the masses, for whom family
planning represents tile solution for the anguish of unwanted preg
nancy, is of such force that it is becoming irreversible. With tile in
troductioi. of democratic actiou in several Latin American countries,
including Brazil, this revindication of the people will h,'ve to be 
heard ard heeded by those who seek a seat in Congress.

CPAIMC is not aII organi:'ation involved exclusivelv ini providing
family planning services, but rather an integrated maternal-child 
health program which includes family planning. This has been a
positive factor in our association with several state and county
governnents, and has led more easily to the acceptance of famIiI
 
planning as just 
one of the services offered by tie maternal-child 
program. We cannot say that the results have been brilliant, butthey certainly have been encouraging. 

Above all, it is the action of a voluntary agency that has tle great
est effect. We have an agreemclt with the Hcaith Department to ex
pand a project financed by the FPIA, in which we are trying to in
plelrent fani ily planning part ofas tile inmmediate post partum andpost-abortion services of several maternity hospitals in tile country.

This represents an approach for the provision of family planning 
ser
vices which is : cccptable throughout Brazil. 

We know that family p!;!iiir, is a human right which has been 
won only recently. Even tile cot a trics now opposed to its inmplelmen
tation wvill have to cede 
sooner or later to the contingencies of the de
mand. This is particularly true in Brazil. %%here we are noticing a
radical change in the population policy of the governnment. During 
such a transitional period, the role of tile voluhtary agency becomes 
pr,.edominant in the preoaration of hunLian resources. It can help in
sure that as soon as air active family planning policy is adopted,
there will already be at all levels a well-prepared technical infra
structure which is capable of supporting :ill its components.


Brazil, with its continental dimensions, 
 regions of disproportional
development, and irregular population distribuition. presents par
ticularly difficult problems in regard to establishing a family plan
ning program. Fhe work of the voloita-V agency becomes important
for the early creation of conditions that will facilitate tile implemien
tation of family planning within a short period, by preparing and 
training people for this activity. Throuh Development Associates, 
we are conducting training courses for professional nurses, auxiliary 
nurses, and other health service personnel. Because it is I vofuntary 
agency, CPAIMC has been able to develop with AVS a project for 
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introducing female sterilization. Considered illegal in Brazil and 
condemned by the Medical Ethics Code, such sterilization is without 
a doubt the most sensitive area of family planning. 

In spite of these adverse conditions, so far we have suffered no 
restrictions of any kind. This is an implied recognition by the 
government and the Federal Medical Council of the benefits we are 
bringing to the population by meeting such an important need. 

Nosv, I would like to discuss the very significant results obtained 
by our JHPIEGO Reproductive Health Training Project. There ex
ists throughout Brazil a tremendous demand for female steriliza
tion. The medical profession, which had been rather timid regarding 
family planning. isquite enthusiastic about our laparoscopic train
ing and is now accepting full-range clinical and surgical family plan
ning. We are presently overvhelmed with requests for training and 
technical assistance to develop family planning projects in key in
stitutions throughout Brazil. We are confident that this project will 
soon become the largest clinical and surgical family planning pro
gram in Lati. America. 

It is obvious that the voluntary agency brings many benefits to the 
community in general. It provides the less favored classes with what 
was formerly and unjustly the privilege of higher income groups: the 
advantages of family planning sci-vices. There other imporare some 
tant aspects which will not be pres ntcd at the moment. I hope this 
resume of the activities undertaken by CPAIMC, a voluntary agency,
will serve as a po;itive influence on other countries which may be 
reluctant to accept family planning, in spite of' allit.,,advantages. 



Summary of Discussions 
The discussions held during the course of the Meeting of tihe In

ternational Council of JHPIEGO addressed a number of problems
and issues. Presented below is a very brief summary of some of the 
discussions. 

Following the presentaton dealing with JHPIEGO's current pro
gram ard accomplishn, ins, a number of thoughts were expi. ssed
regarding other possible roles or programs for JHPIEGO to c( ,sider
in planning future activities. The team approach to education was
strongly endorsed, and it was suggested that this concept should be 
applied to the subspecialities, so that primary care physician;. inter
nists and surgeons, as well as obstetrician-gynecologists may receive 
training in reproductive health. Also endorsed was JHP!EGO's ef
fort to provide educational centers with teaching materials, such as 
books, manuals, and films, in languages other than English. There 
was endorsement of the broad concept of reproductive health with 
its preventive orientation, since even such specialized courses as the 
administrators' course and infertility course present material in this 
context. It waT suggested that JHPIEGO continue to cooperate with 
various otler organizations, so that other needs, like remodeled 
facilities and supplies, may be met at the same time as JHPIEGO as
sists in educational efforts. 

A number of points were made following the presentations dealing
with reproductive health priorities in Africa. It was pointed out that 
a major obstacle to better health in most developing countries is the 
underlying lack of education at all levels. Once educational needs 
are met, not only for tie professional but also for the consumer (to
whom health education must be offered), health care delivery begins
to improve. It was pointed out also that demographic statistics can
often be misleading in assessing the health care needs of a region.
What is important is quality of life, not quai.tity. Population density
figures may not always reflect the extremely poor living conditions or 
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lack of arable land. Also, it was suggested that growth rates and 
birth rates are related to socioeconomic conditions, since, as socio
economic conditions improve, one usually sees a fall in birth and 
growth rates. However, it is quite difficult to determine which one 
actually precedes the other. It would be unadvisable, therefore, for 
any country or assistance program to provide funds exclusively for 
the improvement of socioeconomic conditions and not for the con
comitant lowering of birth rates, or vice versa. 

Both the delivery of care and the provision of training to meet the 
needs of rural areas were recognized as major problems for develop
ing countries. One problem pointed out by several participants was 
that the scarcity of trained physicians in rural areas is often more a 
problem of distribution than one of absolute shortage. Due to lack 
of facilities, physicians are unwilling to go to rural areas, not only to 
deliver health care but even to meet the various needs of their own 
families. Furthermore, it would be unrealistic to expect physicians 
to consent readily to go to outlying regions, when the generai trend 
of the entire population in most countries is tovard urban migra
tion. Therefore, educational and service efforts should be directed 
toward alternative forms of health care delivery. The use of com
munity health care workers, the training of indigenous midwives, or 
dais, the utilization of paramedics for health care delivery, and the 
establishment of systems to facilitate referral of difficult cases are all 
approaches that probably will have a more direct effect on health
 
care in rural areas. In furtherance of these efforts, additional ap
proaches will have to bc taken. These ;rIcludc meeting the health
 
needs of the rural poor, stressing the phy ,ician's role as leader and 
supervisor of a health care team, the recognition of traditional birth 
attendants by supplying simple equipment or awarding diplomas for 
completion of courses, and the active role of non-governmental 
groups, such as OB/GYN societies and Lions Clubs. Such ap
proaches are innovative, and it is hoped they will help bridge the gap
between traditional health practices and the formalized medical care 
system. 

A number of points wvere raised regarding the role of the govern
ment and the voluntary agencies in providing reproductive health 
care. It was pointed out that the liberalization of governmental at
titudes toward fertility management and reproductive health can of
ten occur rapidly. Therefore, when such changes do occur, it is 
helpful to have already available a foundation on which to build the 
requisite means of providing service delivery. To prepare such a 
foundation, voluntary agencies and educational institutions should 
train a nucleus of professionals to be thoroughly familiar with and 
skilled in the application of reproductive health and fertility man
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agenient approaches. Thus, when a government agrees to support
fertility management, there can readily occu r the institu tionalization 
of educational efforts to train professionals to meet expanding ser
vice needs. Also, it was stressed that governmental support can be a 
major factor in overcoming most barriers to the delivery of' reprodtic
tiv health. Voluntary agencies can often be instrtnmental, therefore, 
in educating legislators and other lawmakers about tlie health care 
needs of their countries. Such education can often promote the 
changes in attitude and legislation required to lead to improvement 
in health. 



Reports of the Study Committees
 

Committee Report 

"Prioritiesof Reproductive Health Education 
With Particular Reference to Africa." 

Committee Members: 
Dr. J. K. G. Mati, Chairman 
Dr. 0. A. Ladipo 
Dr. Tahar Alaoui 
Dr. John F. Kantner 
Dr. Janet B. Hardy 
Dr. Leo Dunn 

The primary objective of professionals providing reproductive
health care is to assure all parents the opportunity to prodi ce prog
eny who will develop into physically, mentally, and socially normal 
individuals who will have the maximum opportunity for personal 
health and development, and the opportunity to repeat the process 
of healthy procreation. 

I. Basic Health Education 
PROBLEM 

There is a need to develop a system by which the public may 
be educated in matters of basic health. This would include 
education in nutrition, hygiene, prophylaxis, and reproduction. 
METHODS 

A series of educational curricu', should be developed for all 
levels of health care providers, from the traditional medical 
practitioners to the specialist, in order to prepare them as 
teachers of basic health education. The primary and secondary 
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school systems should be included too, by providing suchpreparation to tea hers who would incorporate these mattersinto their instructional programs. Furthermore, the requirementof a physical examination and immunization prior to admissionto schcol would provide the public an entry into the health care 
system. 
RECOMMENDATIONS 

JHPIEGO should organize, on a regional basis, a series ofmeetings of African nations in which JHPIEGO has developedor is now developing an educational program. The meetingswould be held in order to determine how to meet the objectiveslisted above. These general mcetings should be followed by a series of more detailed planning sessions within each atnation,
which time guidelines can be established and the outlines of the 
curricula developed.

Those participating in the general planning meetings shouldbe persons who influence national policy on health, education,
agriculture, and provision of services. They would include theministers of health and education, and leaders in Obstetrics andGynecology from each nation participating.

The national meetings should be organized :;o that the par
ticipants from each nation can develop the program's guidelinesand utilize the resources of JHPIEGO and the other non-govern
mental organizations based in that region to develop curricula
and educational packages. 

11. Reproductive Health Education 
PROBLEM 

Maternal mortality exists at an unacceptable rate. In many instances, skills and facilities that would prevent these occurrences 
are available, but not utilized in a timely manner. This indicates a need for public education. In other instances, the blame maybe attributed to public policy or a lack of facilities, skilled per
sonnel, or supplies. 
A. Illegally Induced Abortion 

SOLUTIONS 
1. Public education for the prevention of adolescent and un

wanted pregnancies,
2. Create among policymakers an awareness of the impact

of illegal abortion upon the health of women,3. Where abortion is legal, develop training programs and
facilities in which procedures can be carried out safely.
RECOMMENDAT70NS

I. Educational materials should be prepared to provide in
struction in pregnancy prevention: for both men and 
women, 
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2. The national obstetrical and gynecological societies and 
non-governmental organizations should organize cam
paigns to influence public policy on abortion, 

3. Training should be provided in the management and 
complications of abortion. 
JHPIEGO could possibly be of assistance by providing 
educational materials or suggesting resources for Recom
mendations I and 2 above. 

B. Obstetrical Complications 
There is a need to develop a series of educational pro

grams that would instruct health care providers, from the 
traditional health care provider to the specialized physician, 
in the recognition of important risk factors in pregnant 
women and appropriate management or referral. 
RECOMMENDATIONS 

A document should be developed that would provide 
physicians with appropriate instructional information re
garding obstetrical care. This should be done on a regional 
basis, through H EGO-sponsored workshopsa series of JFI 
whose participants wvould include professional educators, 
leading obstetricians and gynecologists, and consultants, as 
needed. Based upon the recommendations of such a docu
ment and on their experience as team leaders, the physicians 
should develop similar instructional materials for the re
maining health care providers who are not in attendance. 

C. Non-Obstetrical Reproductive Health Problems 
There are certain significant health pioblenis that have a 

major impact on female sterility, excessive parity. and ad
vanced malignancy. These must be addressed in any com
prehensive program aimed at improving reproductive health. 
Specifically, these problems are sexually transmitted 
diseases, family planning, and cancer detection. 
RECOMMENDA TIONS 

The development of instructional materials carries with it 
the need to teach the target group about their value and 
proper use. This may be accomplished by holding instruc
tional workshops that could also provide information on 
how the target group's activities will be integrated at the 
next level of health care. JHPIEGO should support a series 
of instructional workshops in order to implement the use of 
these instructional materials. Moreover, the Recommenda
tions discussed under "Obstetrical Complications" (Section 
B., above) could be utilized to address these health prob
lems, too. 



Committee Report 

"Technology in Reproductive Health 
TrainingPrograms and Review of Results of 
Equipment Conference and African 
RegionalConsultants'Meeting" 

Committee Members: 
Dr. Suporn Koetsawang, Chairman 
Dr. J. Richard Galntner 
Dr. Virgillo Obleplas 
Dr. Fernando Tamayo 
Dr. Ronald T. Burkman 

This committee covered a number of problems relative to technol
ogy in reproductive health programs. In particular, it focused on two
JHPIFGO-sponsored meetings held during the last twelve months.
The first, held in September 1980, was a conference on surgical
equipment which involved 79 individuals concerned with the provi
sion of surgical equipment in training programs. Also reviewed 
a regional consultants' meeting held in Januar) 

was 
1980 for African

consultants responsible for installing laparoscopes and upgrading
centers on that continent. Finally, the committee focused on other 
aspects of surgical training and technology.

The following are recommendations made by the committee: 

I. JHPIEGO Equipment Conference 
On the general subject of anesthesia and analgesia for lapa

roscopy or mini-laparotomy procedures, it was recommended 
that all centers performing surgery have available to them basic, 
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minimal resuscitative equipment. Moreover, when procedures 
are carried out in mobile units, the same equipment should be 
availab'- there. Also available should be someone who is rained 
to give anesthesia. 

In the matter of laparoscopic equipment maintenance, it was 
pointed out that the per center provision of two laparoscopes and 
trocars along with one console may, in many instances, increase 
the efficiency of care and be generally more cost-efficient. One of 
the pi-oblems faced by operating room facilities in the developing
world is a limitation of operating room time. Thus, additional 
equipment would reduce turn-around time and thereby increase 
tile total number of procedures performed. 

The need for a maintenance technician in any locale will vary 
considerably according to the type of equipment provided and 
the overall utilization of equipment. It was stressed that preven
tive maintenance of equipment is the most important aspect of 
any maintenance program. For this reason, the new JHPIEGO 
film dealing with laparoscopic equipment care is an extremely 
valuable asset to the program. 

With regard to new and present equipment, it was pointed out 
that there is a need to provide to the field as quickly as possible. 
updated technical information regarding care of equipment and 
potential problems. Also, JHPIEGO's decision to publish a de
tailed equipment manual was strongly endorsed. It was sug
gested that, since in countries like India there are available other 
types of silastic rings (tile so-called non-barium, or Chimco, 
rings), there be considered a clinical trial comparing the stan
dard ring to the Chimco ring. Regarding the Laprocator,( it 
was felt that concern about the length of the instrument is 
gradually disappearing. The major reason for this is that the 
newer trainees using the Laprocatotr have not been exposed 
extensively to the longer-length instrument, and therefore adapt 
quite readily to the shorter instrument. 

In regard to microsurgical training, there was endorsement of 
the JHPIEGO practice of providing trainint- and simple equip
ment to countries where sizable numbers of female sterilizations 
are carried out. The overall need and demand for this type of 
training are not known. Certainly, however, as there is a de
crease iii the age and parity of patients presenting for steriliza
tion, one might expect some increased demand. It was pointed 
out that it is imperative for each program performing voluntary 
sterilization to provide counseling of a detailed nature, so that 
patients do not undergo procedures with the expectation that 
the sterilization will be reversible. Finally, it was suggested that 
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those receiving microsurgical training be relatively young sur
geons.

Regarding other surgical techniques, open laparoscopy was 
discussed in some detail. It was recommended that there be 
continued evaluation of this technique, and if training centers 
express a desire to make this instruction available, the neces
sary equipment should be provided to such prcograms.

It was agreed that the use of the Laprocator") ill diagnostic
laparoscopy should be emphasized. For example, the utiliza
tion of a second-incision approach to permit nlanipulation with 
a uterine sound will make tlie LaprocatorH a very effective 
diagnostic instrument. It was pointed out that if used in this 
fashion, the Laprocator ',- can be utilized in 90(% to 95% C,f
diagnostic cases. 

II. 	 African Regional Consultants' Meeting 
It was recommended that consultants be provided with a 

number of simple spare parts, rather than actual repair kits. It 
was the opinion of the committee that it is not necessary for all 
consultanlts to be able to repair equipmwnt, particularly since 
the laparos_:opic cquip ent being provided now%' is much sim
pler than it once was. 

Also, the plan of having a team approach to education was
strongly endorsed. It was felt that during field visits, con
sultants should make a great effort to educate nurses so that the 
latter will be able to take care of equipment and discuss proce
dures intelligently with patients. It was stressed that there 
should be a strong emphasis on the need for the trainee to re
cruit a sufficient number of patients prior to the consultant's 
visit. Finally, the use of fL durir, -'-ld visits was strongly en
dorsed. It was suggested ', 0 develop a nianual and/ 
or checklist for consr,,. . .. i, ii order to highlight ini
portant items to be cove ..... il..ese visits. 

Ill. Other Surgical Techniqu; 0I. ;,,,ning
It was suggested that training incolposcopy would be vaIt. 

able. However, such training should be provided only to groups 
or health care delivery systens where there already is in opera
tion a screening or detection program. Furthermore. it was tile
opinion of the committee that JHPIEGO should not be respon 
sible for colposcopic equipment. Colposcopic training shouIld 
be provided only to instit utions or systems where the an
propriate colposcopic cqtiiipment is already available. 

It was stressed that in its suIrgical training, JHPIEGO should 
not neglect the technique of mini-laparotomy. Certainly, the 
utilization of this technique complements haparoscopy. 
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It was emphasized that instruction in the insertion of IUDs is 
a form of surgical training which should be carried out prima
rily on an in-country basis. Since such training is often con
cerned with paramedics and less skilled physicians, the course 
should be intensive. Moreover, the management of complica
tions s,' ,,ld be stressed in such training. 



Committee Report 

"Strategiesfor Implementing Changes in Health 
Care Delivery Primarilyby Improingand 
Alte)ing Education with the Development of 
ContinuingEducation" 

Dr. Harry Woolf, Chairman 
Dr. Jorge Martinez-Manautou 
Dr. Hello Aguinaga 
Dr. M. F. Fathalla 
Dr. T. D. Jain 
Dr. Theodore M. King 

This committee addressed a number of issues relative to im
plementing changes in the delivery of health care. Although few spe
cific recommendations resulted from the discussions, the committee
did provide some suggestions for different approaches to education.

Changes in health care delivery are required in both urban and
rural communities. In Mexico, for example, the current program is
providing care in a fashion which is somewhat modified in com
pairison to the usual practices. There is a training program of 6
months' duration for rural health technicians. The future rural
health technician is identified from specific viiliages, and, after
training, works with nurses and physicians. In the cities there is a socalled community office program, staffed by a physician and a 
nurse. Here, medications are available to patients at cost. This is in 
contrast with the village program in which the villagers are provided
with free medication. Thus, attempts are being made to bridge the 
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gap between traditional, organized medicine and the care provided 
by indigenous workers. 

It is clear that there is a need for interdisciplinary education of 
young physicians. The disciplines in which concurrent training 
should be offered include community health, pediatrics, and obstet
rics and gynecology. Similarly, nurse education should provide more 
extensive training in maternal and child health education and in se
lected areas of primary health. 

To accomplish the changes required in health care delivery, there 
must be new forms of communication for both health care per,:on nel 
and patients. Such forms of communication could involve visual sys
tenis which provide immediate feedback. 

Traditional health providers can be uLtilized in specific areas of 
health care, particuilarly in maternal and child health and in the 
detection and management of certain forms of mental disease. The 
advantage of utilizing these individuals stems from their having local 
esteem in the village or community. They should be provided with 
small quantities of simple medicines, and. initially, should be sup

ported by the government. Eventually, they could beccme self-sup
porting through the sale of their medications. 

In regard to the use of pharmacological agents, education of 
health care personnel should be directed toward limiting the use of 
non-therapeu tic agents and encouraging the use of' generic agents. 
JHPI1EGO. in cooperation with FIGO or WHO, might prepare for 
various areas of the w rld sem inars on tihe use and ablise of drugs in 
maternal and child health. WHO has recently released a bulletin on 
drug use, which should be reviewed. 

Efforts must be made to educate those in all governmental inst itu
tions in order to influence agencies and policyinakers in tile various 
sectors. These sectors include the areas Of education, business, so
cial services, urban and rurdl affairs, and general health. 
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Conclusion 

The proceedings of the International Council Meeting of JHPIEGO, 
presented with accompanying recommendations and suggestions, 
indicate that it is not a simple task to meet the needs for reproduc
tive health education in developing conitrics. Every country has dif
ferent priorities and problems, so that educat ional efforts will have 
to be flexible in ordCr to be effective. Ji-INEGO, through its associa
tion with a meldical institution of international repute, has available, 
fortunately, many resources and i variet.N of professionals with great 
expertise, which other programs lack. Thus, JH IIEGO is uIniquely 
able to address some of the needs and problems raised during the In
ternational Council Meeting. Like most Orgatnizations, however, 
JHPIEGO's financial resources are not limitless. JIIPIEGO will 
therefore have to ass' .vn priorities for tYpes of programs, levels of 
support. and periods of sulpport. according to its perception of how 
the overall goal can be met. lowever, with the guidance provided by 
past graduates, as well as the distinguished members of the Interna
tional Council, JHlPIEGO is confident that it will be able to meet 
most of its objectives and thcreby improve repr, tictie health for 
w\omen .L( their children. 

JIIPIEGO 
The Johas Hopkins Program for International Education in Gyne

colo. and Obstetrics is a program which has been in existence since 
1974 and is funded primarily by the Agencv for International Devel
opnlt. JHPIEGO is about reproductive health-improving the 
health and vell-being of mothers and children-and meeting this in
ternational need through medical education. JHPII GO's objective 
is to make available to medical schools and other institutions in the 
developing world, well-demonstrated. reproductive health technolo
gies as they evolve. This objective is let through the oflcring of 
training programs in reproductive health for physicians and allied 
health personnel from developing coLintries. 

The JHPIEGO Corporation. 550 North Btroadway, Baltimore, 
Maryland 21205, U.S.A., Telex 87-909, Cable JHPIEGO. 


