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The challenge of Hea!*h for All, as exemplified by reproductive health, is
a formidable one. It requires nothing less than mobilization of the world
community at large ... goveraments, nongovernmental organizations, uni-
versities and scientific institutions, ninltilateral and Silateral organizations,
teaders in health and other sectors, but first and for 10st, people themscives,
I firmly believe that by accelerating sustained and concerted action, by un-
failing constancy and determination, aud by genuine internaticnal solidarity,
humanits can attain its developmental geals and the goal of Health for AlL
Health is not everything, but everything else without health is nothing.

Dr. Halfdan Mahler
Director-General

World Health Organization
Lausanne, Switzerland
January 28, 1987
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Preface

Reproductive health is a key component. of overall health. Unless mothers
and their offspring achieve as optimal an outcome as possible, the task of
maintaining or improving health in later lif: becomes a more formidabie task.
The overall goal of the Johns Hepkins Program for International Fducation
in Gynecology and Obstetrics (JHPIEGO) is to improve the reproductive
health of families in developing countries through education and training.
JHPIEGO improves reproductive health by increasing the availability of
effective reproductive heaith care, particularly fainily planning services. To
evaluate and advocate the diffusion of new reproductive health tzchnologies
and instructicnal techniques into medical practice and physician and nursing
education 1a developing countries, JHPIEGO peviodically convenes technol-
ogy mectings. This book documents the meeting “Reproductive Health Ed-
ucation and Technolagy: Issues and Future Directions,” held in collaboration
with the World Health Organization from January 25-28, 1987 in Lausanne,
Switzerland.

The waajor goal of the meeting was to review the state of tie art in repro-
ductive health cducation and to explore technological advances and new
educational approaches. Ag a result, it is anticipated that JHPIEGO, its
grantees, and other meeting participant.. will be better able to make informed
programmatic decisions,

The majer objectives of the meeting were to:

L. Review emerging technology in fertility management (e.g. Copper T
380A. NORPLANT?") and how the new technology could affect training
and service delivery programs,

2. Review the current status of major reproductive health problems, e.g.,
AIDS and other sexually transmitted diseases, high-risk pregnancy, and
women at high reproductive risk, to better allow JHPIEGO and its
project directors to incorporate relevant information into educational
programs and alse to modify service delivery approaches.

3. Review emerging technologies in education and new instructional media
which might make overall reproductive health education more effective.

4. Review approaches ‘¢ strengthening reproductive health curricula in
medical and nursing education.

The timing in many ways was opportune:

1. Fertility management technology is changing. The new technology and
devices must be integrated into reproductive health training programs
such as JHPIEGO.

xi



xii Preface

2. Significant health problems are emerging such as AIDS and other sex-
vally transmitted diseascs that affect reproductive health programs.

3. New strategies for effecting improved reproductive care are emerging
such as child survival interventions that should be further integrated
into reproductive bealth programs.

4. New educational technologies have evolved that have relevance and
should be evaluated for applicability in reproductive health programs.

Participants from 20 developing countries, the United States, Canada, Eng-
land, and Switzerland including 11 representatives of the World *lealth Or-
ganization attended the meeting and were active participants and respondents.
This volume preserts the results of the conference deliberations and rec-
ommendations. It is hoped that these proceedings will enable decision makers
to critically evaluate and put into practice appropriate new reproductive health
technologies, and as a result the delivery of reproductive health care to families
all over the world will be improved.

Ronald H. Magarick, Ph.D.
The Johns Hopkins University
Baltimore, Maryland

Ronald T. Burkman, M.D.
Henry Ford Hospital

Detroit, Michigan



Ackrowledgment

The Johns Hopkins Programn for International Education in Gynecology
and Obstetrics wishes to express its gratitude to the World Health Organi-
zation and in particular to Dr. Halfdan Mahler, Director-General, and Dr.
Angela Petros-Barvazian, Director, Family Health Division, for their partic-
ipation and support of the meeting. JHPIEGO also wishes to extend its
appreciation to other senior members of the World Health Organization who
actively participated in the plenary or panel sessions or who organized exhibits.
Particular appreciation is extended to Dr. Jose Barzelatto, Dr. Mark Belsey,
Dr. Mahmoud Fathalla, Dr. Herbert L. Friedman, Mr. Michael Harriajue,
Dr. A. Mangay Maglacas, Dr. Jonathan Mann, Dr. Andre Meheus, Dr. Leila
Mehra, Dr. Michael Merson, and Mr. Alfred C. Wiceboldt.

JHPIEGO s also very appreciative of the support of the Agency for
International Development, and in particular to Dr. Nyle C. Brady, Senior
Assistant Administrator for Science and Technology, and to Dr. Roy Jacob-
stein, Medical Officer, Cffice of Population, both of whom participated in
the meeting and contributed to its success.

Sincere thanks also go to Kendall Smith for typing the manuscript, to
Christine Bury for assistance in proofing and editing, and to Robert Lande
for assistance in editing and design.

xiii



Contributing Authors

Mark A. Belsey, M.D., M.P.H.
Chief, Maternal and Child fealth
World Health Organization

Geneva, Switzerland

Nyle C. Brady, Ph.D.

Senior Assistant Administrator

Jor Science and Technology

Agency for International Development
Washington, D.C.

Ronald T. Burkman, M.D.
Chairman, Department of
Gynecology and Obstetrics

Henry Ford Hospital

Detroit, Michigan

Sormerly Director, Johns Hopkins
Program for International Education
in Gynecology and Obstetrics
Professor, Department of Gynecology
and Obstetrics

The Johns Hopkins University School of Medicine
Baltimore, Maryland

Charles W. Dohner, Ph.D.

Professor and Director

Division of Research in Medical Education
University of Washington

Seattle, Washington

Denys V.1. Fairweather, M.D,, F.R.C.0.G.
Secretary-General

International Federation of Gynaecology

arnd Obstetrics (FIGO)

Professor and Director

Department of Obstetrics and Gynaecology
University College and Middlesex School

of Medicine

London, England

Charles Galbraith, B.S.
Director

Omni Education
Somerville, New Jersey

Xy



xvi Contributing Authors

Carol J. Gray, K.N., Ed.D.
Dean

School of Nursing

The Johns Hopkins Usiversity
Baltimore, Maryland

A. Max House, M.D,, F.R.C.P.C.
Professor of Med.cine (Neurology)
Associate Dean, Professional Affairs
Faculty of Medicine

Memorial University of Newfoundland
St John’s, Newfoundland, Canada

Erin M, Keougk, B.Sc.

Associate Director of Telemedicine Projects
Memorial University of Newfoundland

St. John's, Newfoundland, Canada

Theodore M. King, M.D,, Ph.D.

President, Johns Hopkins Program

Jor International Education in

Gynecology and Obstetric,

Vice President for Medical Affairs

The Johns Hopkins Health System

Professor Departrient of Gynecology and Obstetrics
The Johns Hopkins University School of Medicine
Baltimore, Marylund

Oladape A, Ladipo, M.B.B.Ci.., F.R.C.0.G., F.M.C.O.G.
Professor and Head

Department of Obstetrics and Gynaecology

University Cellege Hospital

University of thadar:

Ibadar, Nigeria

Ronald H. Magarick, Ph.D.
Associate Director for Education

Johns Hopkins Program for
International Education in Gynecology
ar:d Obstetrics

Assistant Professor

Department of Gynecology and Obstetrics
The Johns Hopkiis University School

of Medicine

Baltimore, Marylund

Halfdan T. Mahler, M.D,
Director-General

World Heulth Organization
Geneva, Switzerland

Jonathan M. Mann, M.D,, M.P.H.
Director

Global Prograrime on AIDS

World Health Organization

Geneva, Switzerland



Contributing Authors xvii

Andre Meheus, M.D., D.P.H., Ph.D.
Programme Manager

Division of Sexually Transmitted

Diseases

World Health Organization

Geneva, Switzerland

W. Henry Mesley, M.D., M.P.H,

Professor and Chairman

Department of Population Dynamics

Director, Institute for International Programs
The Johns Hopkins University School of Hygiene
and Public Health

Baltimore, Maryland

Lydia A. Palaypay, M.S.N., B.S.N.

President

Association ¢of Deans of Philippine Colleges of Nursing
Deun and Professor

Institute of Nursing

Far Eastern University

Manila, The Philippines

Robert E, Reynolds, M.D,, Dr.P.H.
Associate Dean for Administration
Associate Professor of Medicine

The Johns Hopkins University

School of Medicine

Baltimore, Maryland

Maria Cristina Rosales
Director

Centro Regional de Audiovisuales
Guatemala City, Guatemala

Jim Stevenson, Ph.D.

Head of Educational Broadcasting Services
Education Sccretary

British Broadcasting Corporation

London, England

Heinrich Ursprung, Ph.D.

President

Swiss Federal Institute of Technology
Chairman, Foundation for the International
Lxchange of Scientific and Cultural
Information by Telecommunication (FISCIT)
Zurich, Switzerlan”



Keynote
Addresses



Reproductive Health and Primary
Health Care

Halfdan Mahler, M,D,

“Health” in Repreductive Health

Reproductive health, and I underline the word health, fits very well with
WHO’s concepts, since it focuses on health which clearly is more than “ab-
sence of disease and infirmity.” The time is opportune to emphasize health
in relation to the reproductive process, particularly as we are approaching
the ieuth year since the social goal of Health for All was bort and unanunnously
adopted in the Thirticth World Health Assembly by all member states as
their most important socia, goal for the century.

Many of the issues in reproductive health reflect the increasingly general
acceptance in recent decades of the view that the health of parents, fathers
and mothers, in addition to factors and conditions during pregnancy, child-
birth, and the newborn period, profoundly influence the physical and psy-
chosocial development of the child, the health of the adult, and ultimately
the health of future generziions. The felicitous words of William Wordsworth
“The Child is father of the Man" speak well for the continuum of the cycle
of reproduction, growth, and development. Healthy children need healthy
parents, and they will, in turn, be the mothers und fathers of healthy people.
That healthy people are an essential source for socioeconomic development
is now progressively accepted; what is less well appreciated is the fact that,
in the final analysis, human health and well-being :ve in themselves the
ultimate goal of all our developmental efforts. Let us not forget that good
health is indeed a sine qua non for personal, intellectual, and spiritual de-
velopment. Indeed it is at the very heart of the quality of life of individuals
and families.

Yet the disturbing realities of today’s world are such that millions of women
start their pregnancies in poverty, poor social status, and ill health. 11l health
and malnutrition during pregnancy, ill-timed and closely spaced pregnancics,
infections (including sexually transmitted disease), and complications of preg-

3



4 Reproductive Health Education and Technology

nancy and childbirth all threaten their health and lives. These factors—
together with abuse of drugs, alcohol, and smoking—all adversely affect the
health of women ard the outcome of pregnancy, as well as the immediate
health of the infants and their future chance of survival or potential for
healthy development.

The Context of Reproductive Health

These facts clearly point to the need to view reproductive health 1ssues in
the broadest possible sense, in the context of social, cultural, economic,
technological, und environmental aspects: both prenatal and postnatal envi-
ronments. Despite impressive improvements in the health situation of mothers
and children in the past decades, in many developing countries the levels of
maternal, infant, and childhood mortality and morbidity remain appallingly
high. In fact, the epidemiological gradients of these morbidities and mortalities
between and within countries are the most telling and disturbiny ndicators
of existing dispuritics, inequalities, and gross social injustice in nealth and
development. The most striking disparities remiin in the indicators of ma-
ternal health. The differential in maternal mortality rates from the most
deprived to the most privileged countries is more than two hundredfold. For
a variety of reasons this neglected arca of maternal health has not captured
the media attention it deserves, although more recently the concerns and the
actions of WHO and other interested parties have been echoed more widely
by international as well as national authorities concerned: a welcome trend!

Impelled by their deep concern for this and similar unacceptable tragic
health situations, in 1977, the member states of WHO unanimously decided
that “the main social target of governments and WHO in the coming decades
should be the attainment by all the people of the world by the year 2000 of
a leve! of health that will permit them to lead a soctally and economically
productive life.” This is popularly known as “health for all by the year 2000."
This implies that a// people in all countries should have the level of health
which will cnable them to work productively and 1o participate actively in
the social kife of the community in which they live, It certainly does not
imply that by the year 2000 nobody will be sick or disabled. What it does
imply is that people will use health promotion and discase prevention measures
to ensure that people everywhere will be born in good health; that children
and adolescents will grow and develop to their full potential; that the ante-
cedents of adult ill health will be prevented in childhood by healthy lifestyles,
healthy environments, and socially supportive policies; and that children and
adolescents will grow up to become healthy adults and healthy parents, who
in turn will grow old in social harmony and will die in spiritual dignity.
Reproductive health is therefore a crucial link in this chain of health for all.

The Global Strategy of “Fealth for Al”

How are we going to reach this ambitious goal of “Health for AI"? Have
we been able to accelerate appropriate ustion? Are we going to be successful
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in the face of the present world situation with economic crises, poverty,
imbalances of population growth, naturai and manmade disasters, and what
is worse, crisis in the vaith of people in their own development, prevailing in
many influential circles of today's world? Faced with these questions, let me
take you back to Alma Ata in 1978 which showed us a promising way.
Governments and the international community decided that primary health
care was a feasible road towards attainment of health for all and subsequently,
in 1979, made a major historical decision by adopting a Global Strategy for
Health for All. The strategy is a way towards health with profound social
and economic implications. Tt goes far beyond the struggle to remain alive,
because health and development mean very much more than surviving in
misery. The strategy sunports people so that they can assume growing re-
sponsibility for determining their own health destiny as well as that of their
children, and in so doing contribute to their own socioeconemic destiny.
Clearly it involves many sectors in addition to the health sector. What is
more, it aims at helping all people everywhere to take initiatives, encouraging
them and supporting them as required. In particular, it supports people in
knowing their own strengths and how to use them, as well as in knowing
when and for what purpose to turn to others. An essential feature of the
strategy is the care of families, and essential 1o that are respect for the status
of women and the provision of maternal and child care including family
planning.

Where are we now with these strategies for health for all? In spite of the
difficult socioeconomic situation in many parts of the world, it is heartening
to see that the national and mternational strategies for health for all have
not only begun, but are really moving and in so doing are swaying people,
familics, communities, governments, nongovernmental organizations, the sci-
entific and academic community, and international organizations in a soli-
darity move towards health for all by the year 2000, We witnessed that
positive start in late 1986 when the Thirty-Ninth World Health Assembly
reviewed the reports of 149 member states—— more than 90 percent of all
member states—who gave genuine proof of their political commitment to the
goal of health for all because they did report with a remarkable frankness
their successes and their failures. By this optimistic note 1 am not claiming
that monitoring and reporting is all that needs to be done to give effect to
strategies. What [am claiming is that we have come a long way in beginning
to put into action the values, coneepts, and ideas that governments and WHO
have eollectively agreed upon, and this is very true both for industrialized as
well as for developing countries. Thus, the evaluation shows that the health-
for-all train is moving in the right direction even if the pessimists and cynics
are reluctant to catch it. What we have to o now is to accelerate it movement
and prevent it from getting off the track.
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Reproductive Health in the Global Strategy

Running through various facets of reproductive health and indeed maternal
and child health, including family planning, there is a key thread—education:
education of adolescents and parents-to-be, particularly education of girls and
women; education of families; education of children; education of a string of
health workers including leaders in health and in the medical profession,
nurses and midwives, primary health care workezrs, traditional birth attend-
ants, and many others. We must not forget education of workers in other
sectors: policymakers, the public at large, community leaders, religious leaders
.., the Tist s long. Scientific knowledge and information on reproductive
health has to form the basis of the content of consistent messages in repro-
ductive health. In all cases these need to be adapted to the social and cultural
context and have to be very sensitive to the needs and values of individuals
and families. The content of the message and its level of sophistication will
naturally vary depending upon the audience being addressed. In delivering
the message, the present advances in educational technology and communi-
cation media should be tapped to their maximuem. Numbers are not enough
when it comes to the education of health teams; just as important are their
technical competence and their social attunement to the needs and preferences
of the people they are expected to serve and not to subjugate. This implies
skills for technical interventions, skitls for communication, as well as a pro-
foundly humane approach to health promotion, discase prevention, care, and
cure.

Surely the strengthening of national capabilities for developing human
resources for health to meet the priorities of countries, as defined by them-
selves, 1s a decisive step in the long-term process towards self-reliance. This
development of human resources, backed up by other aspects of a self-sus-
taining health infrastructure, in addition to the development of relevant tech-
nologics, will take us a long way towards imiproved reproductive health.

Technology in Primary Health Care and Family Planning
3 Yy )

I'would like to emphasize that in primary health care there is just one type
of technology that counts, namely, appropriate technology, and by this I mean
a technology that is scientifically sound, operationally applicable, sociocul-
turally acceptable, and economically feasible. Appropriate teshnology is im-
portant in all components of primary health care and particularly so in the
complex and broad ficld of maternal and child health including family plan-
ning. The World Health Crganization, in recent years, has been active in
developing a wide range of technologies for primary health care, as related
to maternal and chitd health including family planning, and in supporting
member states in adapting and applying them. A few examples are: simplified
techniques for home-bised monitoring of pregnancies by families and health
workers to identify high-risk cases, locally assembled simple home delivery
kits, measurement of cnest circumference with color-coded tape as a substitute
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for weighing newborn babies, alternative approaches to thermal control of
the newborn, and essential obstetric care at rhe first referral level. All of this
is in addition to various measures of disease control technology.

In view of the importance of technology in family planning, WHO, in
1972, established the Special Programme of Research, Development and
Research Training in Human Reproduction. This programme serves as an
example o how WHO can help to support country health strategies by
responding to their needs. The WHO Special Programme addresses three
main areas of research needs in developing countries: the need to make
available new and improved methods of fertitity regulation that would be
more appropriate than existing methods, the need to improve the performance
and safety of currently available methods, and the need to promote national
self-reliance to undertake rescarch in family planning relevant to the country’s
needs.

There were days when we were searching for the ideal contraceptive, the
magic bullet that would do it all. Now the field of contraceptive research is
much wiser. The method that will suit evervone, everywhere, every time wiil
probably never be there. Even for the same user, different periods in Lfe
tmposc difterent needs. The WHO Special Programme is thus pursuing dif-
ferent leads, for men as well as women, and will identity ditterent methods,
cach of which will have s place for a certain sector of users within each
country’s health strategy. Examples of metheds that have reached an advanced
stage include: the steroid-releasing vaginal ring, new monthly injectables, and
antifertility vaccines both for men and women.

Reproductive Health Challenges

In the face of inarked social and environmental changes, new concerns
energe, as is seen for example i the tield of adolescent health and maturation.
The decreasing ase of onset of puberty noted in Lurope after the Second
World War-—with, for instance, the onset of menstruation oceurring three
months carlier for cach decade - clearly has important implications for health
and social programs. It has been wel! documented that pregnancy in adoles-
cence is assoctated with a signficantly increased risk to the health of the
mother and of her newborn infant. In recent years, through multicenter
studies, WHO has collected scientific information on the maturation trends
of boys and girls in different parts of the world. It has developed alternative
approaches (which are essential in both developing and industrialized soci-
eties) to deal with reproductive health and the health problems of ifestyle
and behavior (such as eating habits, smoking, and drug abuse) which occur
during this critical period of transition from childhood to adulthood.

I believe WHO can be proud of the consistent manner in which it has
faced the challenge of maternal and child health and family planning as a
key element of primary health care, basing its policies for action on scientific
knowledge without being subjugated by the winds of fashion and fluctuations
of times. We have recognized, for example, that the patterns of family for-
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mation, timing and spacing of pregnancies, and famuly size all have important
influences on the health of the family as a whole, with saiking effects on
maternal and child health. What is more, we have supported countries in
carrying out their own family planning programs, based on their own national
policies, that are consistent with those policies and program principles they
adopted collectively in WHO.

The fact that issues invorved in reproductive health, and indeed in maternal
and child health including family planning, are complex and multifaceted
should not deter us from sustained action i all directions. We have to tace
the challcnge of existing problems. At the same time, we must not hesitate
to face the new problems boldly. In the case of AIDS, a tremendous new
public health challenge, we have not hesitated. AIDS calls for a balang~]
blend of aggressive efforts to mform and motivate the public; to inform and
educate health workers; as well as to promote rescarch, enlightened social
policy, prevention and care, a socially supportive environment, and inputs
from many disciplines---the kind of blend that 1s so necessary for reproductive
health as well.

Meeting the Challenge

In the tace of the challenge of maternal and child health including family
planning, it s too tempting to fall into the trap of cusy solutions or to
concentrate on one period of ife at the expense of ovhers, forgetting that
mdividuals and families cannot be cared for m a tragmented manner. Women
of childbearing age and their children require continuity of care and a range
of locally sclected health interventions that are permanently available at the
primary level, backed up with referral care for those at higher risk. There is
no magic solution or shorteut. The answer 1s to follow the principles of
primary health care and to promote long-term, sustainable measures—not
only intersectoral integrated strategies, but integrated action within the health
sector. And I humbly submit thet *YHO'S Programme of Maternal and Child
Health including fanuly planaing is supporting countries to do precisely that.

The challenge of Health for AlL as exemplified by reproductive health, is
a tormidable one. It requires nothing less than mobilization of the world
community at large ... governments, nongovernmental organizations, uni-
versities and scientific institutions, multilateral and bilateral organizations,
leaders in health and other sectors, but first and foremost, people themselves,
I firmly believe that by accelerating sustained and concerted action, by un-
faitling constancey and determination, and by genuine international solidarity,
hamanity can ottain its developmental goals and the goat of Health for All
Health is not everyvthing, but everything else without health is nothing,.



The Role of the Agency for
International Development in
Technology Transfer to Developing
Countries

Nyle C. Brady, Ph.D.

The importance of technology cre-.tion, adaptation, and transfer to the
development process cannot be overstated. Technology and its transfer rep-
resent a major component of AID’s development assistance program precisely
because they continue to offer so much for positively altering millions of lives
throughout the world.

I'say “continue to offer” because we already have seen the dramatic impact
that technological innovations can have. These innovations have occurred in
many sectors of development. Their introduction and dissemination have
improved the guality of living in many countries. They have saved lives and
given hope that the cycle of poverty, hunger, despair, and premature death
can be broken.

“New technology™ frequently conno s expensive, “high-tech” efforts to
salve esoteric problems, but the best ne & technologies often have been simple,
relatively inexpensive means of solving age-old problems. For example, in
agriculture, new, high-yielding sceds, developed as a result of small invest-
ments in research at two fledgling centers, sparked the Green Revolution and
led to food self-reliance for many nations. In health and child survival, oral
rehydration therapy—which emplovs a mixture of water, sugar, and conmrmon
salts—is a new but simple health technology that dramatically reduces infant
and child mortality. In at least one country, Egypt, the mortality rate from
diarrhea has already gone down in arcas where ORT is used. Vitamin A in
megadose capsule form has been shown in one controlled study to reduce
childhood mortality and diarrheal and respiratory diseases, as well as to
correct night blindness. There is no question that people will adopt a new

9
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te-hinology if they can understand it and if they can see that it is to their
advantage.

AlD’s Role in Technoivgy Transfer

AID continues to take a leadership role in supporting the development,
adaptation, and diffusion of new technologies. For example, priority research
attention is being given to the development and testing of a malaria vaccine
and 2n improved measles vaccine.

Some have assumed that there is an abundance of technology just waiting
to be used, and that is true. There are many innovations that seem to have
potential, and we have to ask ourselves why they aren’t being adopted by
developing countries. Part of the task is to try to determine why people are
not using technologies that they logically ought to use. We need ressarch to
help identify why people are not using some of the new technologies, and to
help determine how to educate those people in the appropriate use of some
of the new innovations. We also need to educate ourselves further about the
cultures of the people with whom we deal.

When truly effective, low-cost technologies are made available, and when
people are informed of their availability, the developing countries® citizens
are as apt to adopt these technologies as are their industrial-country coun-
terparts. AID works in concert with leaders and scientists to determine which
technoiogies are amenable to transter and which will need to be modified or
improved before their adoption will occur. AID also helps support research
to creaie new, or improve existing, technologies, and then helps developing
countric, apply the technologies as they come along.

In fanmily planning, there is an array of biomedical research for new con-
traceptive technology that offers much promise. This research is at various
stages of development. There are methods still in the carly stages of devel-
opment such as contraceptive vaccines and different appr aches to nonsurgical
sterilization. In the middle stages of development are such methods as the
90-day microsphere injectuble contraceptive. Finally, there are methods which
are already well developed and i various stages of introduction and general
use such as the Copper T-380A TUD and the NORPLANT"* subdermal
contraceptive implant. AID does not use its resources to support the general
dissemination of any of these new technologies untii Food and Drug Ad-
mini. iration approval is obtained.

In addition to biomedical research, AID supports demographic and other
socian seience research as well as operations research. Such activity has been
valuable in cnabiing us to further delincate the relationship between child
spacing and child survival. Tt is now clear that child survival is enhanced
and maternal mortality and morbidity are diminished when births are well
spaced. Evidenee from the World Fertility Survey supports this contention.
A baby Lorn less than two years after its next older sibling is twice as likely
to die as a baby born after at least a two-year interval. The older sibling is
also more likely to die when the subsequent birth interval is short. In many
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countries, proper birth spacing alone could prevent one in every five infant
deaths. Maternal mortality would also be greatly reduced. For these reasons
we include child spacing as one of the primary elements in our child survival
program. These facts are inherent in the notion of reproductive risk, an idea
that JHPIEGO has emphasized in its training programs.

AID’s focus continues to be on the creation and application of technolcgies
appropriate to the developing countries. AID does this in concert with ap-
propriate professional personnel from the developing countries.

“Appropriate technology™ does not in any way imply *'second-class” tech-
nology or only “simple” technology. It does imply, however, that the tech-
nology musi offer the promise of improving a great number of lives in a cost-
effective manner. Thus, for example, vaccine development is an “expensive,”
high-technology endeavor. Effective vaccines, once developed, however, are
“inexpensive™ in terms of very low costs per person immunized when targeted
against significant problems.

I'mentioned costs. In the best of all worlds this would not be a consideration.
Regrettably we must consider costs in our programs. Paradoxically, however,
it is in a milieu of stationary or diminished funding levels that technology
creation and transfer holds so much promise. This is because of its potential
to effect major improvements at a relatively low cost per assisted person.

AID collaborates with multifateral development institutions and other do-
nors in all sectors of development. This collaboration helps avoid duplication
of effort and tends to utilize the comparative advantage of cach organization,

One example of effective collaboration is the work of WHO, UNICEF,
and AID on immunizations and oral rehydration therapy. Another example
is the cooperation between WHO and AID in contraceptive rescarch, in-
volving both technical collaboration and joint project support on contraceptive
development, safety, and cfficacy, and on natural family planning.

Technology Transfer As It Relates to the JHPIEGO Program

There are a numbes .7 . ays in which JHPIEGO has been and will continue
to be involved with technology transfer and institutionalization. Early on,
JHPIEGO contributed to significant advances in the development of new
surgical techniques and instrumentation. These helped voluntary surgical
sterilization become a safer, simpler, and less expensive option for thousands
of women who chose this form of contraception. Furthermore, this innova-
tion—and training in its use and application—allowed other aspects of wom-
en’s reproductive health to be addressed. Thus in Africa, where infertitity
can often be a major problem, many women who would not have been able
to have children now are able to do so thanks to the efforts of JHPIEGO-
trained physicians.

With its more recent emphasis on curriculum development in both medical
and nursing schools, and on broad postgraduate training for physicians in
reproductive health, JHPIEGO is contributing importantly to the building
of institutional capacity, as well as transferring technology. It is clear that
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as more students are trained and as physicians and nurses are retrained, the
reproductive health of women and the overall lot of families cannot help but
improve.

JHPIEGO’s present exploration of the use of satellite technology for dis-
tance learning is another exanple of the potential of high technology to meet
our objectives in development. It is a technology particularly suited to JHPIE-
GO’s training activities, and 1t offers the possibility of reaching even more
trainees in a cost-effective manner,

The very act of training per se is a form of technology transter. The degree
to which that training is utilized, passed on to other trainees, and structured
into the health care training or delivery system of a country will be the degree
to which it becomes institutionalized. Thus training, under the best ¢ircum-
stances, will have a multiplier effect.

In summary, the impact of JHPIEGO's work over the years is obvious.
There have been almost 40,000 trainees from over 4,0€0 institutions in 122
countries. Over 400 medical schoots and alimost 200 nursing schools have
faculty menmbers who have been trained and are themselves involved in train-
ing others. This is an accomplishment of which JHPIEGO can justly be
proud. We in ATD appreciate JHPIEGO's efforts and achievements, and we
look forward o further success as JHPIEGO helps institutionalize repro-
ductive health training and continues to create and disseminate appropriate
technology as it beconies available.
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Fertility management technology is being shaped by the trend towards the
development of community-based family planning programs in less developed
countries that strive to make contraceptives accessible and easy to use. In
the United States, contraceptive development continues to be influenced by
the long and expensive testing requirements of the Food and Drug Admin-
istration and by concerns over the medical-legal situation relating to product
liability.

In some areas of the world, family planning has made significant progress
from the late 1960s and carly 1970s. Singapore's family planning program
has been highly successful! Since 1975, the total fertility rate has fallen below
replacement levels (Table 1) In response, the government of Singapore is
now taking a pronatalist stance and is attempting to provide incentives to
couples to have more children.!

Despite Singapore's success, global population will continue to increase,
and it is estimated that between the year 2000 and the year 2025 the world
will number in excess of 8 billion. Much of this growth will occur in the
developing world; so that while in 1980, 74 percent of the world's population
was in developing countries, by the year 2100, 87 percent of the world's
population will be in the developing world (Table 2).

The family planning methods that are now employed continve to place
great emphasis on sterilization. When female and male sterilization methods
are combined, it is by far the largest and most common approach to the
prevention of unwanted pregnancies. One out of six couples in the world uses
sterilization to prevent pregnancy. A total of 95 million couples (Table 3)
are protected by voluntary female sterilization, and about 40 million are
protected by male sterilization.” Sixty million women use the 1UD, which
ranks second as a contraceptive method, and 50 million use oral contracep-
tives. Stcrilization also ranks first in the United States among modern methods
of birth control. Approximately | million sterilizations are performed every

15
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Table
Total Fertility Rate in Singapore
1957-1685*

YEAR TOTAIL FERTILITY RATE
1957 6.4

1965 4.6

1970 31

1975 BELOW REPLACEMENT LEVEL
1985 1.0

* Decline sargely confined to the upper sociocconomic groups

Source: Fanily Plinning that went too far. Zancer 6 December 1986 p. 1328,

year in the United States, 6C percent on women and 40 percent on men.
Despite these high numbers, there are stilf sizable percentages of the repro-
ductive-age population not using contraceptive methods. Furthermore, the
failure rates that we see with our current contraceptive approaches are sig-
nificant (Table 4). For example, the condom has approximately a 10 percent
failure rate, diaphragms 19 percent. and periodic abstinence in excess of 20
percent. These fuilure rates as well as those for oral cortraceptives (2 pereent)
and the TUD (3 pereent) indicate the need for further technological improve-
ments in existing methods, as well as development of more efficient methods
that do not have significant side effects.

Oral Contraceptives: Overview

There has been considerable progress made with the oral contraceptive,
which is the most widely used reversible method of contraception in most
developed and developing countries. Early preparations contained a progestin
and 100 micrograms or mo-e of estrogen. Taday, however. most pills contain
a maximum of 56 micrograms of estrocen, and the low-dose pill contains

Table 2
World Population Projections
(in Millions)

YEAR WORLIY DEVELOPING COUNTRIES

1980 4,435 3,294 (7450 )
2000 0,147 4,884 (7967 )
2025 8,208 0,941 (8497)
2050 9,780 8.400 (86%r)
2100 10,870 9,403 (879%)

1984 World Bank Estimates and Projections
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Table 3
Estimated Number of Married Women of Reproductive Ape (MWRA) Voluntarily
Sterilized for Contraceptive Purposes Worldwide, 1984

Number
of
MWRA
(in
% of MWKA 1,000s)
DEVELOPING COUNTRIER
AFRICA (sub-Saharan) | 500
ASIA & PACIFIC
China 27 46,400
India 14 20,000
Other Asia 6 7,300
All region 17 7,,700
LATIN AMERICA & CARIBBEAN
Brazil 18 3,200
Mexico 14 1,500
All other 10 2,700
All region 14 7,400
MIDDLE EAST & NORTH AFRICA 1 700
Subtotal 14 82,300
DEVELOPLED COUNTRIES
United States 17 6,000
United Kingdom 10 900
All other 4 5,900
Subtotal 7 12,800
WORLD 12 95,100

Source: Liskin T, Rinchart W Miniiaparotomy and lapiroscopy: safe, effective and widely used.
Population Reports May 1985; Series Co Noo 9, po (27,

only 30 to 35 microgras .. Recent concern regarding possible adverse changes
in lipid and carbohydrate metabolism seen in some combination-oral contra-
ceptive users has resulted in a reduction in the progestin content used in
OCs. This has led to the development of 4 new generation of low-dose
progestins which seem to have little adverse effect on blood lipid concentration
and none on carbohiydrate imetabolism.

With the reduction in estrogen and progestin content in most pills, epi-
demiological studies ™™ generally fail 1o find an association between cerebral
vascular accidents, heart attacks, or pulmonary emboli with the use of oral
contraceptives, or, if an association is found, it is confined to high-risk groups.
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Table 4 .
Percentage of Woraen Who Experience Contraceptive Failure Within The First
Year of Use, By Method

METHOD PERCENTAGE
ORAL CONTRACEPTIVE 2
IUD 5
CONDOM 10
SPERMICIDES 18
DIAPHRAGM 19
PERIODIC ABSTINENCE 24
TUBAL STERILIZATION 0.4
VASECTOMY 0.4

Adapted from Hatcher RA ot b Conrraceptive Technology 19861987 13th revised edition:
New York, evington Publishers, Inc., 19860, p. 102,

These epidemiological studies” have demonstrated the following:

Oral contraception confers 1 portant health benetits.
The associated risks are lTess if pills contain tower doses of estrogen and

b e

probably progestin,
3. Morbidity is reduced if women over 35 vears of age who smoke do not
use the pill.

It thus appears that the changes in the composition ot oral contraceptives
have been successful in reducing the risk of cardiovascular discase.

Neoplasia and Oral Contraception

There has been inereasing attention to the role of oral contraceptives in
neoplastic disease.” A recent review” of the subject generally coneluded that
using the pill decreases the overall risk of cancer. This is particularly true
for ovariun and endometrial cancer. In fact, pill use seems to reduce by half
the risk of getting both of these types of cancer. Some studies have also shown
that the Tonger the pill is used, the lower the risk of endometrial cancer.

The relationship between the pill and cervical cancer is much less clear.
Although most studies conclude that long-term OC use is associated with an
increased risk of cervieal neoplasia that is directly proportional to the length
of OC use, it is unclear as to whether it is the pill causing the cancer or one

rall of several other factors involved. For example, women who have multiple
sexual partners or women who have husbands who have multiple sexual
partners may be at a significantly increased risk of cervical cancer, probably
as a result of some agent that is transmitted sexually and is carcinogenic. In
addition, age of first intercourse, smoking, frequency of Pap smears, and use
or nonuse of barrier methods of contraception also seem to be factors that
must be taken into consideration. Thus, rescarchers generally conclude that
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itis impossivie to say for certain whether pill use increases the risk of cervical
cancer or whether the many other factors mentioned are the cause.

Also, receat studies™!" in the United Kingdom have reported up to a
fourfald racrease in hepatocellular carcinoma, a very rare carcinoma found
in long-term OC users. Again, the validity of these conclusions has been
challenged by some rescarchers who question the study design.

Oral Contricepiion and Breast Neoplasia

There is conflicting information concerning the effects of oral contraception
on breast neoplasia. The demonstration of protection in OC users from some
hormonal-dependent tumors such as endometrial cancer and ovarian cancer
has not been found to exist for breast neoplasia. This seems to indicate that
we must still consider the problem of latency. Birth control pills were de-
veloped and put into use approximately 27 years ago: a woman who was at
that time 18 years old is now only 45, Therefore, sufficient years have not
clapsed to cvercome the potential problem of lateney. Further, there have
been no data reported in any of the breast cancer studies that would indicate
a dose response. Furthermore, we can't gain agreement on what constitutes
a weak progestin or a very strong progestin. Also, conflicting results have
been reported in the four most recent studies of oral contraception and breast
neoplasta. The Cancer and Steroid Hormone (CASH Study' of the Centers
for Discase Control and the National Institute of Child Health and Devel-
opment, the Lirgest study completed to date, was unable 1o deronstrate any
association between the use of oral contraceptives and the relative risk of
breast cancer (Table 5). In this study, 4711 breast cancer patients were
matched with 4,676 controls. Shortly after this study was published, i national
study'" from Sweden and Norway appeared that found an association between
breast cancer and long-term use of oral contraceptives. This study involved
some 422 cases of breast cancer and 722 controls. Almost simultancously, a
national study" from New Zealand appeared that also seemea to indicate a
positive relationship. A hospital-based North American (United States and
Canada) study also failed to find a significant increase in the relative risk of
breast cancer associated with OC use among the 321 breast cancer patients
under age 45 and the 521 matched controls studied.” No studies have con-
sistently identified the same subgroup as being at a higher risk of breast
cancer. That absence of consistency provides strong evidence that something
other than oral contraceptive use may be influencing the study subjects’ breast
cancer risk. Further rescarch is needed to examine the risks among the various
subgroups of OC users.

Oral Contraceptives and Lipoproteins

The cffect of oral contraceptives on the lipoproteins and the lipid profiles
of oral contraceptive users is a matter of increasing concern because of the
potential influence on atherosclerotic heart disease. Elevated levels of serum
cholesterol are associated with arteriosclerosis. In the blood, cholesterol is
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Table §
Relative Risks of reast Cancer Associated with QC Use at a Young Agxe and Before
First Birth from Four Recent Studiest

New ! North"

CASHY Zealand American Scandinavian"®
Potential cases = 4711 ciases 433 ciases - 521 cases = 422

Risk Factors  controls = 4,676 controls = 897 controls = 521 controls = 722

Ever Use 1.0 .94 0.9 —

Use Before
First Birth

Ever use 1.0 0.83 0.6 —_
> 3 years — — —
2 O years — 0.55 — —
> 7 years — —_ 1.4 —
> 8 years — — - 2.2¢

Use Before
Age 25

Fver nse — — 1.0 —_
S years — — 1.1 —
N oyears — —_ —_ 2.7
10 years — 0.8 —
10 vears — 1.3 — —
Total Years
of Use
> 10 years — 0.96 — —
=~ 12 vears — — — 2.2%
15 vears 0.6* — — —

T Each study evmined the potential risk fuctors ditferently. The relative risk estimates presented
here are for the masimum duration of use in cach category.
* Statistically significant sk
20 vears at fiest use
©20-29 vears at fiest use
Souceer Conllicting resulis on OCS and breast cancer. Quileod March 1987; p. 6.

combined with lipoproteins. Generally, it has been found that estrogens in-
crease high-density lipoproteins (HDL), which is @ beneficial change. Most
progestins produce opposite effects; that is, they lower HDL and climinate
LDL, which wre not beneficial changes. It has been found that the degree to
which lipoproteins are affected varies with ditferent progestational agents and
with the dosages in which they are found in different OC agents. For example,
hyperlipidemia, particularly increased LD, has been found to be associated
with an increased risk of atherosclerotic heart disease High-density lipopro-
tein, however, has been shown to be protective against atheroscelerotic heart
discase. Tt appears that fewer lipid changes occur with the low-dose oral
contraceptives. In addition, preliminary data with the new generation of
progestins seem fo show fewer effects on blood lipid concentration in the
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Table 6
Estimated Annual Number of Deathst due to
Var‘ous Contraceptive Methods or to Pregnancy if
Method Fuails
(Within One Year of Use)

Age
Method 15-19 20-24 25-29 )-34 35-39 40-44
No Method 3.6 6.1 7.4 139 20.8 22,6
Pill/Nonsmokers 1.3 1.4 1.4 22 4.5 7.1
Pill/Smokers 1.5 ) 1.6 10.8 13.4 58.9
D 0.9 10 1.2 1.4 20 1.9
Diaphragm or Condom 1.1 1.6 2.0 3.0 5.0 4.2

F Number of deaths among 100,000 nonstenle worien
Sourcer FDA revises paidelnes for oral contraceptive labeling. Outlook September 1987, p. Y.

usual contraceptive dosages. Regardless of whatever negative influence is
identified, the number of individuals who experience atherosclerotic heart
discase while taking OCs appears exceedingly low, particularly it OCs are
used by women who do not have underlying cardiovascular risk factors such
as hypertension, hypercholesterolemia, obesity, or diabetes.

Mortality Associated with Oral Contraceptives

Some 30U deaths occur annually among the estimated 10 million oral
contraceptive users in the US. In the United States, deliveries are viewed as
being quite sai s approximately 500 deaths occur in 3 million births, This is
small i comparison to the thousands of our citizens who die as a result of
highway accidents, suicide, and lung cancer. An examination of the deaths
in our 10 million users of oral contraceptives indicates that one could avoid
these deaths by eliminating use of oral contraceptives in the older age groups,
avoiding the use of OCs in smokers, in individuals who are obese or have
hypertension, clevated total cholesterol, or evidence of systemic diseases as-
sociated with vasculitis. Of the 500 deaths, approximately 430 of them are
in women who smoke who are 35 vears of age or older. Therefore, if these
very high-risk groups would avoid oral contraceptive use, we would have
only approximately 70 deaths in 10 million users of oral contraceptives, which
would make this method even more safe. Recently developed FDA labeling
guidelines for OCs emiphasize that-—-with the exception of OC users over the
age of 39 who smoke-—mortality associated with any method of fertility
control is less than that associated with childbirth (Table 6).

Approximately a half-million women in developing countries die cach year
from pregnancy and childbirth-related causes. Although oral contraceptives
and some of the other contraceptive methods involve slightly increased health
risks, these risks are extremely small compared to the visk of dying from
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Fig. 1. A comparison of estimated death rates for vounger and older women from pregnancy
or childbirth versus side effects of varieus contraceptive methods.

SOURCE: IMPACT Project, Fumily Planning Saves Lives

(Washington, D.C.: Population Reference Burcau, 1986),

Based on Rinchart. W.oand Kols, A, with Moore, $.H., “Healthier Mothers and Children Through
Family Planning,” Population Reports, Series 5, Number 27, May-June 1984 (Baltimore, Mary-
land: Population Information Program, The Joans Hopkine Umniversity).

pregnancy and childbirth-related causes. Figure 1. timates death rates for
younger and older women in developing countries fom pregnancy or child-
birth versus mortality associated with various contraceptive methods. These
data indicate that women who effectively use oral coniraceptives or other
family planning methods to avoid pregnancy have a hisu likelihood of avoiding
pregnancy-reloted illness and death.”

Intrauterine Contraception

Sixty miiton women throughout the world use the intrauterine device,
Forty million TUD users in China use unmedicated devices, metal rings, or
other types that have been developed locally. In the rest of the world, copper-
releasing IUDs have begun to replace the unmedicated Lippes Loop as the
IUD most in use. TUDs experienced great difficulties in the United States in
the 1970s with the mounting lawsuits relating to problems of pelvie infection
associated with the Dzlkon Shield. In September 1985, the Ortho Pharma-
ceutical Corporation stopped the sale of the Lippes Loop in the United States
because of economic considerations. Seurle Pharmaceuticals followed with an
announcement oa January 31, 1986, that it would discontinue US sales of
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its two IUD products, the Cu-7 and the Tatum-T. Both companies cited
economic reasons for their dedision, as well as difficulty in obtaining liability
insurance. The companies emphasized that withdrawal was not based on
medical concerns nor had the Food and Drug Administration requested that
they stop production of the devices. Furthermore, the international availability
of the devices was not affected. As a result, in September 1986, the Agency
for International Development convened a panel of T family planning experts
to develop guidelines for international TUD use. The panel members agreed
that Searle’s decision to discontinue US murketing of their TUDs was eco-
nomically motivated and should not be misconstrued as due to a problem
with TUDY safety. The panel members a'so agreed the TUD s a safe, effective,
and appropriate contraceptive for many women. They supported AID's plans
lo continue providing [UDs to family planning programs around the world.
The AID panel concluded that, in general, “the TUD is most appropriate for
parous women, especially those who do not want more children but do not
crnoose or cannot obtain sterithization. An IUD i not the first choice of
contraceptive method recommended for women who have an increased risk
of STD.™ They noted that the 1UD is particularly suited for those in
monogamous relationships who have little or no risk for pelvic inflammatory
disease or future infertility,

The major concern with the use of TUDs has been the potential increase
i the risks of pelvie inflammatory discase (PID) and infertility. Recent 1UD
studies suggest that women who use copror-hearing devices, particularly
marricd women in primarily monogamous relationships, are at relatively little
risk of developing PID or tubal infernlity,

Women with multple partners, partcularly nulliparous women, who are
already at nisk of sexually transmitted diseases, are not good candidates for
IUDs. They should be made fully aware of the increased risk of PID and
tubal infertility associated with 1D use under these circumstances,

The TUD now being distributed by ATD is the Copper T-380A. a contra-
ceptive developed by the Population Council, which was approved by the US
Food and Drug Administration in November 1984, Marketing of this device
in the United States began m October 1987,

The Copper T-38CA consists of a smail inert polyethylene T with copper
wire wound around the stem and a copper sleeve fitted tightly on each half
of the crossbar. The exposed surface area of the copper is 380 square milli-
meters. The copper sleeves on the crosshar muake the 380A more effective
than its predecessor, the T-200. By introducing more copper high in the
uterus, the new TUD can be small yet provide better protection from pregnancy
than larger nonmedicated 1UDs. In exiensive clinical trials conducted by the
Population Council, the Copper T-380A has been associated with an annual
pregnancy raie of less than 1 per 100 woman years of use—about the same
as oral contraceptives. The FDA has approved a time limit of four years for
the Copper T-380A.
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Natural Family Planning

Kits are now available that allow a woman to perform immunoassays on
her morning urine to test for changes in levels of marker hormones, such as
'uteinizing hormone and pregnanediol glucuronide, that indicate the time of
ovulation. Human sperm can live i the cervia and uterus for at least two
days, so the assayvs pst be effictive enough to detect ovulation at least three
or four days m advance tor couples who want to practice natural family
planning.” Improvements in the methods of periedic abstinence that shorten
the number of days during which a couple must abstain will remove one of
the major reasons for the low levels of acceptance and high discontinuation
rates.

NORPLANT"

There has been great excitement among those in the population ficld with
the development of NORPLANT" by the Population Council. NORPLANT"
consists of six Silastic” capsules containing levonorgestrel that are inserted
under the skin on the mner aspect of the upper arm. The levonorgestrel
diffuses through the plastic surface of the capsules and into the surrounding
tissue. The capsules prevent nearly all pregnancies for five vears, Then they
must be replaced. NORPLANTY T two-rad system, is now being tested,
The pregnaney rate with NORPLANTY 18 similar to oral contraceptives, and
1t has a continuation rate simikar to intrauterine devices. The major difficulty
has been menstroal eyele Gisruption: about 00 percent™ of the users have
irregular eveles o the first vear of use. The technical problems wiils this
approach include tramning of workers tor the sterile msertion and removal of
the implants and making absolutely cortain to avord the use of these implants
in pregnant women by inservting them i the first seven days of the eyele.

The Populaton Council plans to apply tor US approval of the six-capsule
version of NORPLANTY i 1988, NORPLANT" implants have been ap-
proved for marketing in Finland, Sweden, Ecuador, the Dominican Republic,
[ndonesia, Thailand, Colombia, and China, and applications are pending
clsewhere.

RU 486

Recently, a new experimental drag RU 486 was developed by a French
company, Roussel-UCLAE. RU 4806 is a synthetic 19-nor steroid. It is both
a progesterone antagonist and, at higher doses, a cortisol antagonist.

RU 486 is an antiprogesterone that blocks the action of progesterone, a
hormone needed by the endometrium o maintain carly pregnancy. Also
known by its WHO international nonproprictary name, mifepristone, RU 486
induces menstruation when administered in the uteal phase of the menstrual
cycle.

This steroid has o prolonged plasma half-life and is cfficacious when ad-
ministered one day a month. As an example, in female rhesus monkeys that
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received RU 486, 5 milligrams per kilogram on cycle day 25, no pregnancies
occurred. The vehicle-treated control animals had a 28 percent pregnancy
rate. This work was done by Dr. Lynnette K. Nieman® at the National
Institutes of Health (NIH). She is currently studying the effects of RU 486
on the physiology of the reproductive eyele. NIH is also supporting the study
of RU 486 as a contraceptive, as well as the drug's use ir various endocri-
nologie discases such as Cushing's Syndrome and endometriosis.

In January 1987, Nieman et al.”™ reported on the use of RU 486 as an oral
contraceptive in women. A single oral dose at 10 milligrams per kilogram
given in the midluteal phase induced menses within 72 hours of intake in
women with normal cyceles who were at no risk for pregnaney. Simultancous
treatment with human chorionic gonadotropin did not block the action of
this steroid antagonist. There was no effect on subsequent menses in these
women. There was evidence of a decrease in serum progesterone after treat-
ment with RU 486 which demonstrated clear evidence that RU 486 serves
as a luteolytic agent. With the data that have been presented, it appears that
an agent may soon be avattable that is a one-dose-a-month oral contraceptive,
free of many of the concerns that one has with oral contraceptives.

Inhibin

In the future, Inhibin A and B, that are produced by the granulosa cells
of the ovaries and the Sertoli cells of the testes and act to suppress FSH
seeretion, may well serve as a contraceptive, particularly for men. Inhibin
has recently been purified. There now has to be full definition of its physiologic
vole. It is quite likely that it will be considered in the fertility regulation arena
within the coming five yeurs. FSHE is necessary for normal spermatogenesis.
Inhibin stops the production of sperm without impeding the synthesis of
androgens that might cause loss of libido. 1t is currently being tested in
animals.

Conclusion

Itis expensive to undertake contraceptive development, and U.S, Food and
Drug Administration approval takes many years. In the United States we
face major problems with product liability and the medico-legal situation.
Given the funding and time required to develop new contraceptives, the major
advances in fertility management in the next ten years will more likely be in
the refinement of contraceptives already available rather than in the invention
of new contraceptives.
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Evolving Technology in Fertility
Management: Impact on
Reproductive Health

This session focused on new trends in contraception and their potential
impact on reproductive health training programs. Noting that complications
of unwanted or even wanted pregnancices in most developing countries oceur
much more frequently than any complication from the use of contraception,
there was consensus that more effort must be made to publicize contraceptive
benefits,

One discussant urged careful consideration of any new research on the
interactions between contraception and the potential transmission of HIV
suggesting contraceptive benefit be weighed against the possible risk of the
transmission of 111V,

Speakers urged that training programs change to respond to the increasing
number of options that are now or will soon be available for clients aroung
the world. For example, vaginal rings are expected (o be in use in two to
three years, and if NORPLANT" is tnlly approved, an increasing number of
providers must receive training in insertion and removal techniques as well
as in counseling regarding side effects.

It was suggested that JHPIEGO in its training stress the use of the Copper
T-380A TUD and eventually NORPLANT* to complement sterilization. For
example, these approaches could be used in licu of cmploying surgical ster-
ilization for women at high medical or surgical risk. In addition, these methods
might be viewed as a step just prior o sterilization. Some of the newer
contraceptive implants also hold promise for patients with serious difficulties
with 1UDs or other injectables. Caution was expressed about providing im-
plants like NORPLANT" in rural communities due to side effects suclh as
breakthrough bleeding. Speakers noted that backup medical systems must be
in place when these newer contraceptives are introduced in the communities:
otherwise, the associated side effects could result in a reduction in contra-
ceptive use due to patient dissatisfaction.
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It was noted that many of the harmful side cffects of oral contraceptives
have been markedly minimized over the years as the dosages of either estrogens
or progestogens have been reduced. There is considerable evidence now that
oral contraceptives provide a protective effect against a large range of discases,
including endometrial and ovarian cancer. It was agreed that health workers
should be thoroughly informed about the protective effects of oral contra-
¢ ses so that these workers will be able to assist in patient counseling and

ation.
~tictpants urged that continued attention in training programs be given
:role of breastfecding and its relationship to chidd spacing. Health
workers should be wught the contraceptive benetits of breastteeding, and this
information should be mncluded in JHPTEGO educational programs.

A participant from Thailand, noting the wide aceeptance of sterilization
m that country, urged that countries having widespread sterilization programs
should also develop training provrams on microsurgery i order to develop
a cadre of personnel who can reverse sterilization procedures when requests
occur. JHPIEGO was eomplimented on its role i developing such programs.

Sprahers abvo emphasized developig appronnate health education pro-
grams for consumers. A speaker noted thae in his practice he sees many side
ctteets of contraception due to poor consumer knowledge about methods. T
was urged that medical professionals, receive increasing training in appropriate
ways to educate consumers regarding the appropriate use of contraception.

Traditional birth attendants (TBAS) were identified as an mportant group
needing traimng. (This group works primandy in rural arcas, delivering up
to B0 pereent of babies i many Atrican countiies.) These TBAs are an
important source of client education.

Finally, a discussant urged those in attendance to pat i careful balance
the risk-benefit ratio of contraception. This individual noted that there seems
to be an excess concern by the medical profession about the extremely rare
side effects of contraception, vet Little concern about some of the newer
technologies that have been introduced o the developing countries and
have been aceepted without much attention to what the risks and compli-
cations might be. The examples eited included the introduction of baby bottles,
the practice in obstetrical services of separating the baby from the mother
(following Western medical practice), the practice of putting the baby into a
newborn nursery, and the increasingly high rate Hf caesarcan sections, even
in developing countries. The participants complimented JHPIEGO on its
training of physiciuns to understand the appropriateness, or inappropriateness,
of some of the newer technologies for developing countrices.



The Risk Approach for Maternal and
Child Health Care

Mark A, Relsey, M.D., M.P.H,

Clinicians have used the concept of risk to identify profiles of women who
are at high risk of complications during pregnancy. These complications
include postpartum hemorrhage, eclampsia, ruptured uterus, and death, A
risk factor is defined as one link in a chain of associations that lead o an
illness—or 1s an indicator of such a link.’ Many risk factors have been
identified which apply to maternal and child health. These faciors include
the following:

e Poverty

« Poor birth spacing

« Late or carly reproductive age
e Maternal malnutrition

« High parity

» Short stature

e Poor maternal weight gain

In examining the risk approach concept, it is evident that some risk factors
are associated with many outcomes. For example, illiteracy is associated with
maternal death, perinatal death, or infant death—whereas some rish factors
such as hypertension, high age, and short stature all operate together to affect
only one outcome (Figure 1).

Perhaps the most important concept that has cemerged over the last ten
years in the risk approach is the concept of “relative risk.” Relative risk is
the adverse event rate associated with a risk factor divided by the adverse
event rate without that risk factor present. It is a measure of the strength of
the association between risk factor and outcome. As an example, a relative
risk of 1.3 means a 30 percent excess risk among people with that particular
risk factor or factors. Sometimes this concept is referred to as the “odds
ratio” wher the study is not a prospective study or a cohort study but rather
a case-control retrospective study. Figure 2 illustrates the relative risk concept.
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RISK FACTORS OUTCOMES
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ONE PREDICTS
THREE QUTCOMES
oo LB} PERINATAL .-
HYPERTENSION T ?’H“;”UEATH .

AGE + -
INFANT |
DEATH
HEIGHT -
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THREE PREDICT
ONE QUTCOME

Fig. 1. The refationship between risk factors and outcomes: an outcome can also be
a risk facior.
Notes: This is only aselection of possible risk factors. Combinations of risk factors have complex

relationships).
Source: Reference 1, Page 13

“False Positives” and “False Negatives”

The concept of false positives and false negatives is important to understand
in the risk approach. A problem in the risk approach is that a risk factor is
not just present in those who have the disease but also in those who do not
have the disease. Thus, the objective in the risk approach 18 to minimize the
false positives and the false negatives so that “sensitivity™ and “specificity™
are obtained, the . is, a high rate of predicting with the factor for those who
come down with the problem and a high rate of excluding those who do not
have the factor from developing the particular condition. The effectiveness
of the risk factor or factors at riedicting the Hutcome will depend on the
proportion of “correct’” or “true’ associations, Thus, the “ideal” risk factor
would virtually always be associated with the unwanted outcome, and the
absence of this “ideal™ risk factor would virtually always be associated with
the more favorable outcome.
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Fig. 2. Relative risk

. L . . .. B
Note: The relative risk is sometimes called the “odds ratio™ In the example it is —.
Source: Reference 1, Page 22 A

The establishment of a cutoff point is common in risk strategies. We have
scen this in Dugald Baird's work in Aberdeen regarding the question of height
of women as a surrogate of the adequacy of the pelvic outlet.”'** In fact,
different studies have shown cutoft figures anywhere from 140 centimeters
to I55.5 centimeters. The cutoff point in any particular setting is something
that needs to be determined locally. This will then result in the best mix of
true positives and true negatives.

Distribution of Risk

All populations have a distribution of risk. There are some groups who
have “zero™ risk. There is almost no individual who has zero risk, and there
are some individuals who have very high risk. The implications for this in
terms of health services can be seen in terms of the apportionment of care
to different levels at risk. An individual at risk level I, which is low (Figure
3), is unlikely to get into difficulty if she is seen and cared for by health care
workers who use relatively simple instruments and simple technologies. How-
ever, the individual at the higher end of the scale should be referred to higher
levels of the health delivery system.

A risk system should refer the appropriate level of care for the appropriate
level of need. For example, in countries where traditional birth attendants
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Fig. 3. Screening for risk using scores 1-5§

Notes: In this example no significance is attached to population size at each step. In actuality
this is dictated by a balance of resources (facilities, skills, technology, cte) and scores—reflecting
risks. At cach step some mothers refuse turther referral and some mistakes are made.

Source: Reference 1, Page 2%

(TBASs) are predominant, this cadre can be trained to identify certain cate-
gories of risks. The TBAs can in turn refer more difficult cases to auxiliery
nurse-midwives who can in turn refer the difficult cases to senior nurses,
physictans, or specialized high-risk centers (Figure 4). The risk approach
application as just deseribed is now functioning in a number of countries,
including Zimbabwe. The TBAs are trained to understand the concept of
risk. In fact, in most health centers, the risk factors are posted on the walls
to alert both health care providers and clients.

The Concept of Attributable Risk

Attributable risk is the proportion of the problem that would disappear if
that particular factor were eliminated in the population. Attributable risk is
based on the foilowing concepts:'

o The frequency of th2 unwanted outcome when the risk factor is present
o The frequency of the unwanted outcome when the risk factor is absent
o The frequency of occurrence of the risk factor in the community
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Fig. 3. The theory of screemng for risk referral during pregnancy.
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this is dictated by a baliunce of resources (Yacilities, skills, technology, ete) and risk.

At cach step some mothers refuse farther raferral and some mistakes are made,

Source: Reference 1, Page 27.

Attributable risk can be seen in the case of adolescent pregnancy. For
example, a certain proportion of maternal mortality would be decreased if
one had an effective program of information, education, training, and services
for adolescents to prevent the occurrence of adolescent pregnancy. Attrib-
utable risk will vary from one setting to another setting. It is very much
dependent upon the proportion of the population with that risk factor. As
one example, the relative risk of a woman with a positive serology for syphilis
having a «tillbirth is roughly betwveen 5 ang 9. whether this woman is in
Philadelphia, Ethiopia, or Zambia. What differs is not the relative risk between
different settings, but the proportion of women who have a positive serology.
So for example, in looking at some of the carly syphilis data from the classic
articles from the carly fifties in Philadelphia, about 12 to 18 percent of
stillbirths in one large-scale study could have been attributed to syphilis. In
Ethiopia, in contrast, roughly 30 to 40 percent of stillbirths can be attributed
to syphilis. Looking at similar data and assuming that the data are of rea-
sonable quality, we estimate that roughly 4 percent of stillbirths in Kenya
can be attributed to syphilis.
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COMMON
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Fig. 5. Attributable risk: cffeet on the community of the removal of two risk factors.

Note: Attributable risk s based on the assumption of a causal relationship between risk factor
and outcome,
Source: Reference 1. Page 23

The importance of attributable risk is based on the interaction between the
prevalence of a risk factor and the relative risk and what the effeet would be
upon removal of the risk factor. For example, the removal of a risk factor
that 1s very common—-cven if it has a low relative nisk of 1.5, that is, a 50
percent inerease of risk for adverse outcome in those with the factor—may
have a very significant effeer because of that risk factor's high prevalence
(Figure 5). An example of attributable risk can be seen in the relationship
between oral contracentives and hepatomas of the Sver. Users of oral con-
traceptives have a very high relative risk of deveioping hepatomas; anywhere
from 20 to 50, which is one of the highest relative ri ks published. Yet the
phenomenon is so rare that focusing on it would have an exceedingly small
mmpact in the overall problem of liver tumors,

Applying the Risk Approach

The implications of the risk approach extend beyond the health clinic and
the identification of cases for clinical management. Figure 6 illustrates eight
different levels for action based upon the risk approach, both inside and
outside the formal health care system. Onee it is decided what the risk factors
are and what portion of the problem is attributed to them, health care
providers have to look at those factors and decide at which level in the system
to operate. For example, for the issue of adoleseent pregnancey, if in fact
acceess to information and education is thought to be important and has an
effect in the reduction of the problem, then activity at the intersectoral level
(educational strategies, educational methods, ete.) would be called for. At
the same time, there are things that can be done at the tamily level. For
example, TBASs can be trained to take a history and identify young women
who had difficulties in past labors. They can even go around carrying a
walking stick that is cat off at 1.5 meters. If the woman is shorter than the
walking stick, then the TBA must refer her because she has a high risk of
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mortality rate constderably Tower than countiaes with @ low Tevel of female hiteracy.
Source: Reference 6 Page 10

having cephalopelvie disproportion, and would have a high risk of a long
labor because she s short. Simple techniques for identitying anemia are also
available. For example, w technigue that reguires only a solution of copper
sulfate and o finger prick can be used. If the blood drops to the botton of
the solution then the woman can be considered not anemic, and if the blood
floats and then disperses, sheis anemic. Thus, simple technologies can operate

at different fevels, not just within the health svstem.

Risk Factors and Fertility

Recently, 1 have been focusing much of my attention on what I call my
three dollars for maternal and child health and family planning. If 1 had only
three dollars 1o allocate for MCH servie os, where would T allocate them?
The first dolfur would be for women’'s education. An examination of the data
from the World Fertility Survey, or a series of studies on infant mortdity,
even if we adjust for social class and geographic area, shows the imypact of
cducation (Figure 7). So, even without a change inincome levels, a change
i educational levels will have a major impact on infant mortality and on the
appropriate use of health services.

The second dollar goes to vomen's income-generating activity. Why? Be-
cause generating women's income will give women decision-making power.
It will change their social position. Tt will change their ability to use that
income for themselves and for their tamilies. Women tend to use their income
for the overall family as well as for themselves and their own health.

The third dollar goes for MCH and fumily planning services, but the fact
is that you need those first two dollars to ensure that there is not diserimination
against women, that they do grow to an appropriate height, that they are
not discriminated agamst in health care, that they are well nourished, and
that they do not work during pregnancy to the point where they have po
energy tett (o take care of the pregnancy and their own health.
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Specific Strategies for Reaching and
Managing High-Risk Groups

This session focused on approaches, strategies, and possible changes in
policy that allow health providers to reach pepulations who are at high
reproductive risk. Such groups were defined to be:

« High-parity women

o Wornien recently postpartum

o Women of advanced age

e Young women

» Vomen with acute or chronic health problems

In many developing countries large percentages of women do not receive
any antenatal care. For example, a participant from Egypt pointed out that
more than 60 percent of the women in his country fall into this category.
Speakers urged that a community approach be taken towards reaching these
high-risk women. For example, WHO is experimenting with a technique for
identifying high-risk individuals—the home-based mother's record. This ree-
ord can be adapted to any setting based on risks present in the community
by utilizing cxisting data. The record can be used by nonliterate traditional
birth attendants and nonliterate community members.

Other strategies were also discussed that have been utilized in attempts to
modify reproductive risk. A speaker from the Cameroon pointed out that the
national women's organization has been utilized to motivate high-risk preg-
nant wonien to come to clinies for antenatal care. Nurses in the Cameroon
are also trained in the high-risk approach and high-risk identification. When
traveling to rural villages, these nurses identify women at high reproductive
risk, and refer them to clinics.

Reaching young people presents two major problems. First, they are often
not reached at all. Second, if they do use services, they are often reluctant
to return because of the treatment received from the health care providers.
Speakers noted that one of the greatest barriers (0 overcome is insensitivity
among the physicians and nurses providing services. To overcome the prob-
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A speaker noted that for most developing countries, programs of com-
munity-based distribution are an approach 1o solving the problem of high
morbidity and mortality in rural arcas. They are particularly important since
the infrastructure, facilities, and manpower do not exist for the delivery of
comprehensive reproductive health care services to these rural arcas.

In summary, risk factors that affect maternal-chitd health outcomes can
reachly be identiticd. Unfortunately, effective strategies to modify risks have
not fully evolved in many countries. Innovative programs, c.g., pregnancy
prevention programs direeted towards voung people that involve the com-
munity, have shown some positive outcomes. Education of health care workers
to overcome their biases may also be of importance in effectively developing
programs to manage or reduce risk factors, Participants agreed that continued
efforts must be made to wdentify strategies that will reduce reproductive risk.



Appropriate Reproductive Heaith
Skills and Knowledge for Physicians
and Nurses in Primary Health Care
Settings

W. Henry Mosley, M.D.,, M.I>.H.

Reproductive heulth care encompasses both the management of uncon-
trolled fertility as well as the promotion of child survival. Because fertility
control is discussed elsewhere, the focus of this paper is on child survival
program strategies.

The magnitude of the problem of infant and child mortality may be illus-
trated by observing that of the 129 million babies born annually, 14.4 million
will die before reaching the age of five years.' “his represents almost 40,000
deaths among infants and young children each day. Eighty-six percent of all
births, but 98 percent of all infant and child deaths in the world, are in
developing countries. In most of these countries, 40 to 60 percent of all deaihs
annually are among children under five years. By contrast, less than 2 percent
of deaths in the developed countries oceur this early in life.

There are wide disparities in the levels of infant and child mortality among
different regions of the developing world as shown in Table 1. At one extreme,
East Asia (inchuding China) with 1.1 biilion people contributes 22 million
births and 0.9 million infant and child deaths annually. At the other extreme,
Alfrica with only half this populaton (555 million) not only produces slightly
more births (25 million) but also accounts for almost five times more infant
and child deaths (4.3 million). Closely following Africa is South Asia with
1.5 billion people contributing 7 million births and 7.1 million infant and
child deaths annually,

In planning for interventions to improve this situation, the seemingly logical
approach is to search for diseases that are amenable w simple technological
interventions. One such analysis is presented in Table 2. This compilation,
developed from vital registration data from a number of developing countries,
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Table 1
World Demographic Estimates 1985

Millions
Infant and
child deaths
Population Births (under five years)

World Tetal 4,837 129 14.4
Developed Countries 1,174 18 0.3
Developing Countries 3,663 111 14.1
West Asia 109 4 0.4
South Asia 1,456 47 7.1
East Asia 1,129 22 0.9
Africa 555 25 4.3
Latin America 405 15 i.0

West Asia Asia west of Tran

East Asia China, the Koreas, Mongolia, and Hong Kong
South Asiaz - The rest of Asia

Source: L. Goldstane (Reterence 1),

suggests that the vast majority of infant and child deaths are due to diarrhea,
immunizable discases, respiratory infections, and malnutrition.’ Considering
the technological interventions that we have in hand and their potential
effectivencss if appropriately used. the table suggests that as many as two-
thirds of the infant and chiid deaths may be prevented by basic health care

Table 2

Potential Reduction In Infant and Child Deaths

Estimated no. Potential
Disease of deaths Interventions  Effectiveness reduction
Immunizable discases  3.3-5 million Vaccines 80-95¢¢ 3-4.5 million
Pneumonia/lower
respiratory infection 4 million Penicillin 509 2 million
Low birth weight,
malnutrition 3 million Maternal 3007 | million
supplements

Treat infections
Contraception

Diarrhoca 5 million ORT 50-759% 2.5-3.5 million

Deaths 15 million Reduction: 10 million

Source: Rohde, Reference 2.
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programs incorporating oral rchydration therapy, immunizations, penicillin
and other treatments for infections, dictary supplements, and contraception.
It is from this type of analysis that the international community has embarked
upon a worldwide child survival program promoting, for example, basic
technologies including growth monitoring, oral rehydration therapy, breast-
feeding promotion, and immunizations. This particular group of interventions
has been given the acronym GOBI by UNICEF.

De erminants of Child Survival

While these basic interventions are important elements in any child survival
program, the promotion and preservation of child health actually involves a
more complex process. The best way to demonstrate this is to look at children
over their carly lives rather than to focus on diseases. Some of the best
longitudinal studics of infants and young children were carried out by 1.eon-
ardo Mata in Costa Rica.' Figure T depicts a typical growth chart of a child
from Mata's studies. This illustrates the growth o a child from birth through
the first three years of life in comparison to the average expected growth of
children according o international standards. Typical of a substantial pro-
portion of children i the developing world, the child began life with  low
birth weight. Growth was normal through the first five months of life during
the period of breast-feeding: however, with weaning, the child was atflicted
with multiple episodes of diarrhea and respiratory infections as well as par-
asitic infestations. This resulted in progressively severe growth retardation so
that by the age of three this cLild’s weight was only about 70 percent of the
expected median weight-for-age. While the growth chart shown in Figure |
is often called o road-to-health™ card, the child's sourse shown here is bette
desertbed as “the road 1o death.”

It should be apparent from Figure 1 that while mortality is the terminal
event ina child™s life, 10 is most often the cumulative consequence of multiple
discase processes and only rarely the result of asingle isolated disease episode,
In this context, Figure 2 is a schematic diagram provided to illustrate the
fact that growth retardation actually begins from the moment of conception
and that depletion of maternal nutritional reserves —reserves that are im-
portant for the nurturing of the fetus during pregnancy as well as for breast-
feeding—most often has its origin during the course of pregnaney in the
tmpoverished mother,

From the standpoint of developing intervention strategies, it is useful to
consider this mtense exposure to infectious diseases and nutritional deficien-
cies as fargely the result of five basic biosocial mechanisms that directly
influence the risk of morbidity and mortality in infants and young children.*
These are the following:

L. Maternal Factors. The maternal factors are maternal age, parity, and
birth interval, cach of which has been shown in numerous studies to
exert an independent influence on pregnancy outconie and infant survival



Reproductive Health Skills and Knowledge for Physicians and Nurses

45

URT = upper respiratory infection ShoCo = Sh hovdu
D7 = diarrhoen, 7 davs duration Rot = rotavires
ONL = onts medi Adeno = culivable adenoviruy
BR = hronchins
Bp = bronchopnenmonia
Gl o= Guardia
13 Al = Asearn
Honoo = Hymenolepis nana °
. ShoAL = Shigella dvsenteriae
12 Sh.B. = Shotlexnerd A\
Nas
10 |-
9 -
wn
= 8¢}
&
o 7r
(@) Sh B4
AOF ! - e ROTA Sh A2
- 6} ADENO Sh 6 6n 5
X
U4 THLDLI e 1t
LHEUH: DUICBR D OMURIOMD O D O DD 0D D 00 LoD 0 DD D ]
4q 76 C 9 1 12 13 6265 PSR URT B4 UK 210 LREA e s 12
[; 0 Lut ,;/bb [ } |GI,
3 4 T Al [y [N Al
YR
2 I
2r Hon
-
1 L 1 i t 1 | 1 1 t 1 1
O 3 6 9 12 15 18 21 24 27 30 33 3

MONTHS OF AGE

Fig. 1 Enteric infections, dirthoeal episodes and weight curve of o low-birth-weight child
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Soures Mata, Reference 4

through their effects on maternal health and feial growth and devel-
opment.

[S)

Environmental Contamination. This relates to the transmission of in-
fectious agents, through the air for respiratory discases; through food,
water, and fingers for the diarrheas and other intestinal diseases; through
the skin for skin infections and some paracitic discases like scabies and
hookworm discase; and by inseet veetors for malaria and other parasitic
diseases as well as for viral discases.

Nutrient Deficiency. This relates to the lack of an adequite and balanced
dict for the mother during pregnancy as well as for the child throughout
the early period of growth and development. Included here is breast-
feeding.

Iy ary. This relates to physical injuries, burns, and poisoning.
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A NORMAL PREGNANCY A PREGNANCY IN POVERTY
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Fig. 2. Effect of poverty on weight-gain in pregnancy.
Failure to gain sufficient weight in pregnancy increases the risk of maternal depletion, low birth-
werghts, and infant mertadicy,

Source: Breast-Feeding, Fertility and Contraception, edited for the International Planned Par-
enthood Federation by Romald 1 Kleinmann and Pramilla Senanayake, 1PPF, 1084,

S. Personal Hiness Control. This includes both the measures that healthy
individuals take to prevent or avoid disease—measures such as immu-
nizations or antenatal and childbirth care—as well as medical treatments

selected 1o cure diseases.

Figure 3is a schematic diagram showing how these five groups of proximate
determinants operate to attect the health and survival of infants and young
children. This figure highlights the fact that all of the social and cconomic
factors in houscholds and communities must operate through these five basic
mechanisms in order to influence the risk of disease and outcome of discase

processes.

The Production of Health

This conceptualization of the problem provides a rationale for a more
compechensive reproductive health intervention strategy. To begin with, fam-
ilies, mothers in particular, should be recogrized as the primary producers
of healthy children. This approach should replace the more traditional
biomedical view of . xgnant women and sick children as consumers of services.
A mother will act on her knowledge and beliefs, utilizing the skills and
resources at her command, to take whatever steps she considers appropriate
and necessary to protect her health and the health of her child. The role of
the health systemin a reproductive health program is to facilitate mothers’
roles in the production and maintenance of healthy offspring, primarily by
adding to their base of knowledge and sxills and, where necessary, by pro-
viding resources for selected technical interventions, that will be effectively
available to all women.
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Fig. 3. Operation of the tive groups of prosanate deternmmants on the bealth dynamies of a

population.

Source: Reprinted with the pernnssion of the Population Council, from W EHenry Mosley and

Lincoln C. Chen, eds. Clnld Survival: Strategres 1or Research, Supplement to Vol 10 ol Popudation

and Develor:car Review (New York: The Population Coanail, 1984, P29, Figure 2.

A Reproductive Health Strategy

The key premise underlying a veproductive health program is that it should
be population-hased, designed to reach out actively to every reproductive-age
woman in the community rather than designed to follow the more iypical
pattern of Western medical systems that are institution-based and which
passiveiy wait for sick clients to appear for services. A good way to define
the essential elements of o reproductive health program is to look at the range
of uctions that women take throughout their reproductive life cyele in an
attempt to produce healthy offspring, and determine what information, skills,
resources, and technical assistance they need to better achieve their goals.
This cycle is outlined in Table 3. Four stages can be identified: preconceeption,
pregnancy, chiidbirth, and postnatal. Because most women in developing
countries have multiple births, they pass through these stages several times
during their reproductive lives.

The first stage, preconception, must include sex education and premarital
counseling for all adolescents in an effort 1o prevent the high reproductive
risk {0 young women and their infants that is associated with adolescent
pregnancey. Contraceptive counseling and services will be essential for those
who require it.

In order for women to protect their own health and that of their fetuses
during the stage of pregnancy, they will need information, guivance, and
counseling on most aspects of their daily lives. To often in the institution-
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Table 3
Stages in the Reproductive Life Cyclo
With Maternal Practices influencing Child Survival

I.  Preconception
1. Conception-delaying actions
— postponement of marriage
— birth-spacing behavior
— contraception
— abstinence
— breast-feeding

II.  Pregnancy
2. Speific preventive practices to “protect” pregnancy
— traditional practices
— e.g., dictary restrictions, rituals
— modern practices
— prenatal care
3. Treatments selected for sickness/complications
— tradhtional
— madern
4. Dietary practices
— food taboos
Work activities
— physical demands of work (energy use)
. Other behaviors
— smoking, use of drugs, ete.

IT1. Childbirth

7. Place selected for childbirth—hygienic conditions
— home
— health facility

8. Attendant selected for childbirth
— self/family
~— traditional birth attendant
— qualified midwife/physician

wn

o

IV. Postnatal
9. Breast feeding practices
— use of colostrum
~— duration of full/partial hreast-feeding
— pattern of breast-feeding (demand/schedule/nighttime)
10. Supplementary feeding of infant
— type/timing/amounts of food offered
— speceial infant foods
— use of bottle feeding
11. Dietary practices of mother
— food taboos/restrictions/supplements
during breast feeding
12. Houschold hygicnic practices
- source/storage/uses of water (amounts/quality)
— cleaning practices including use of soap for infant, self, hands, utensils,
baby bottles, clothing, bedding, diapers, and general environment
— hygiene in food preparation/serving/storage
— use of latrine/totlet
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Table 3 continued

13. Specific preventive practices
— traditional: taboos/rituals (circumcision, ete.)
— modern: postpartum/well-child care, immunization, vitamins, etc.
—— contraceptidn
14. Sickness care practices
— traditional: food restrictions, traditional medicines, rituals, ete.
— modern.
15. Activities (work) of mother
— time of resuming usual houschold work
— time of resuming outside work
— care of infant during work
— place of care (home or work)
— delegation of care (sibling/relative)—unqualified or qualified caretaker

based approach, prenatal care involves a limited examination of certain bi-
ological parameters such as weight gain, blood pressure, hematocrit, urinal-
ysis, fetal status, and pelvic adequacy, foilowed by the provision of a few
technologics stch as vitamins, iron, and occasionally tetanus toxoid immu-
nization. In large measure, this clinic-based approach only detects problems
afier they become manifest. What is required in developing country settings
is a population-based approach —which assesses the social norms in terms of
dietary practices, fod taboos, physical activity, and other traditional behav-
iors which mothers engage in—to influence the outcome of pregnancy. On
the basis of this, an cffective reproductive health program must provide
education not only to the individual women but also to hushands and com-
munity leaders to build a base of social support to discourage behaviors such
as food restrictions or ¢ ccessive werk that would adversely affect pregnancy
outcome, while encouraging practices that would promote the production of
.« nealthy child.

A critical stage is childbirth. At the preseat time, for the majority of women
in the developing world, home deliveries are the norm and probably in rnost
cases the only attendants are relatives and immediate family members. An
effective reproductive health care program, then, must again have a popu-
lation-based outreach activity that provides every mother with essertial in-
formation necessary to assure the safest possible delivery under her own
household conditions. Furthermore, mothers and their relatives should be
made aware of critical signs and symptoms of potential complications during
delivery so that they can scek professional assistance if necessary. Coupled
with this there must be essential backup services available on a 24-hour basis.
A range of levels of technical support may be provided for childbirth care
depending on the existing circumstances. This may include the utilization of
trained traditional birth attendants or auxiliary midwives or qualified nurse-
midwives. The most crucial factor assuring that this component of a repro-
ductive health program is effective is not so much the level of technical
training that a birth attendant may have but rather the strength of manage-
ment and supervision provided by the health care organization to assure that
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the birth attendants maintain their skills, and to assure that these attendants
are actually available and utilized by women in need. Ut is undoubtedly the
lack of these management skills that has resulted in the Tow effectiveness of
so many primary health care programs.

In the postnatal stage, a mother needs effective knowledge about 4 whole
range of practical houschold activities that are critical to the promotion of
her health and the health of Ter infant. This encompasses not only the usual
attention given to breast-feeding wnd supplementary feeding practices for the
child but also atention to dictary practices of the mother as well as general
household hygienic behavior. Critically important here are the specitic mea-
sures taken o prevent or treat sicknesses, Currently, many institution-based
maternal and child health care programs offer modern technologies such as
immunizations, vitamins, antibioties, and drugs ina passive manner, giving
little attention 1o cducating mothers about discase causation and what they
can 1o themselves o prevent recurrences. A population-based reproductive
health program should recognize tha cach society has ity own view of the
causes of diseise s s store of tradinonad preventive and sickness care
practices. Althouyiv sonie mnay be oseful, many practices may not only be
inettective they oo ol be dimneerous o the health of the mother and child.
These practices muost bedenntied and patterns of behavior changed through
communty educaron and motvaton prograns. Mothers and their tamilies
need 1o become wware of the means to prevent and appropriately treat o wide
range of common conditions such as shin and eve infections, simple wounds,
minor respiratory infections, and imtestimal parasites, They also need o be-
come anwre of the use of ORT e treatment of diarrhea and chloroquine
m the treatment of nudana

Finally, a popuianion-hased program must zive attention to the se fal con-
text m o which it operar -+ For caample, mothers may be away from the home
for extended periods st chibd e responsibility delegated 1o other care-
takers. I this i the
caretakers imto the program activities,

case, tiere mast be o provision for incorporating these

Summary

In recent vears, inereasing worldwide attention has been directed 1o the
excessive mfant and child mortality in the developing world. Although his-
torically high mortality might have been attributed to poor cconomic con-
ditions, we can sec from the experiences of many relatively poor nations such
as China, Srr Lanka, Costa Ricas Cuba, and the state of Kerala in India that
health condinions sre not mestricably linked to the levels of wational income,
Rather, the Keyv factor s the structure and organization of social services
including health systems that have o population-based strategy built on the
principle of equity.

Families, particularly mothers, are the primary producers of health in all
societies. The role of o health system should be 1o strengthen families® ca-
pacities and skills in producing health and, where essential, to provide the
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technical resources and backup to facilitate this process. Traditionally, the
Western medical care madel his had a passive, institution-based structure.
We have learned from national family planning programs that effective health
strategies must be population-based with an active extension program. This
same approach will be essential to promote child survival.

The critical component of an eftective reproductive health care program
is trained and qualitficd manpower at every level, As has been detailed in this
paper, these persons will require not only a traditional biomedical education
but also the skills to translate this education into effective population-based
programs. This will require basic and continuing education in the following
titree areas:

. The techmeal aspects of community-wide interventions to assist mothers
in preveming and/or treating a wide range of common infectious and
parasitic decases and nutritional deficiencies. This would include, but
not be limited io. terventions such as oral rehvdration therapy, im-
munizations, growth monitoring, and breast-feeding, as well as the man-
agement of pregnancey and contraception.

2. Communication methods to etfectively educate and motivale women,
families, and communities 1o change and mprove traditional health
behaviors.

3o Program management techniques concentrating on methods to design,
mplement, supervise, and evaluate Erge-seale population-based  pro-
grams,

New curriculia and mnovative approaches to basic traming and continuing
education witl be essential to meet these requirements, given the magnitude
of the need Tor reproductive health care in the developing world.
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Multidisciplinary Approaches to
Reproductive Health

Denys V. 1. Fairweather, M.D., ¥.R.C.0.G.

Introduction

The subject of reproductive health has many facets, and among those the
issues of education and technology are clearly important in terms of our
ability to improve maternal and child care throughout the world. | propose
to use the theme of multidisciplinary approaches to share with you some of
my observations culled from over 35 years of involvement in the field of
reproductive health, in both the developed and the developing world, both
as a practitioner and a teacher, and also as one who has been privileged to
hold senior volunteer offices in two international federations working in the
field. Over the years, T am afraid I have become a little cynical about the
great facility that groups such as ours have for making statements, declara-
tions, and resolutions that are then passed during appropriate meetings by
our colleagues with murmurs of approval and noddings of heads, but which
in many parts of the world still produce negligible or no changes in patterns
of maternal and child health care. The reason for this, at least in some cases,
is the futlure 1o achiove change in the attitudes of not only health professionals
but also community, religious, educational, and political leaders—to name
but a few.

The Multidisciplinary Approach

The Alma Ata Declaration of 1978 stated that “Primary Health Care ‘reiied’
at local and referral levels on health workers, including physicians, nurses,
midwives, auxiliaries and community workers as applicable, as well as tra-
ditional practitioners as needed, suitably trained socially and technically to
work as a health team and to respond to the expressed health needs of the
community.” This multidisciplinary health team, however, needs (as stated)
“to respond to community needs.” But within that community element, in
my view, lies another vital multidisciplinary array (teachers, religious leaders,
politicians, etc.) that we should recognize and involve in our training pro-

52
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grams, not only to enable better formulation and expression of community
needs but also to better sensitize the health professionals to these needs. In
the family planning tield. [ introduced this approach in 1971 through a WHO
working group' and subscquently by means of a Training Development Fea-
sibility Study.” The multidisciplinary approach was used to design courses
and train course leaders to provide participants with the following: a basic
core of knowledge (but not the detwl required by specialist practitioners); an
awareness of attitudes of ditferent religions and cultural groups withm the
community; the opportunities for developing understanding of their own
attitudes and roles and those of others: and un understanding of the problems,
methods, and processes of communication which may be mvolved between
the disciplines and with the public. In addition to members from the medicai,
nursing, educaton, and social work professions (both trained and in training,
senior and junior), we mvolved clergy, probation officers, marriage counselors,
police, local povernment admimistrators, and vouth workers. Our evaluation
and tollow-up (which cxtended over a year after cach course) confirmed the
courses” value and showed evidence of improved communication between
disciplines, which often resulted in more effective provision of help to couples
i need. Participants stressed that their work had been influenced by improved
understanding of the avalability and functioning of other medical and par-

amedical services 7 teresting observations concerning the attitudes of the
ditferent disciplir sroved reveahng, and it wis apparent that change did
take place. The - particularly noticeable after the courses held atr student

levels where it was considered by some that the medical students were already
regarding themselves as doctors and on a ditferent plane from the others.
Atter the third day, however, these same students seemed to be doing their
best to dispel this myth of superiority,

With respeet to the medical profession, teachers in university departments
inevitably exerta major influence on the development of attitweies and practice,
and regrettably during traming, judging by the resistance of our profession
to accept change, not enough emphasis is placed on the need to review and,
o necessary, crunge both attitudes and practice so that they remain relevant
to the current needs and expectations of the public we serve. There is a natural
tendeney for new generations of teachers (in whatever sphere one may choose)
to start teaching a course in a certain way because that is the way they were
taught. Here we must of course acknowledge that innovation in medical
education probubly began at Johns Iopkins near the end of the last century.
So, 1t is not surprising to see them today in this JIUPIEGO initiative. Still,
however, too many programs tail to emphasize to student doctors how they
fit into the community, the importance of interpersonal relationships, and
how the well-being of the individual both influences and is influenced by
society. This type of approach is, to my mind, extremely important because
it recognizes the fact that there is a need to expose the doctor in training to
nonmedical teachers beyond tie usually aceepted group of nonclinical basic
scientists. 1. 1975, T wrets inan educational journal series on Trends in
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communication and also, hopefully, in its ability to identify 2nd channel funds
from a variety of sources to appropriate initiatives.

International professional and special interest bodies are almost always
based on representation from a federated type of structure that comprises
national associates, affiliates, ete. These national bodies seck to look after and
publicize the particular views, policies, and so on of the specific discipline
group. In turn, these national bodies draw their membership from the indi-
viduals practicing in various localities in the country, and in some instances
they come together to form local associations. Thus m the field of obstetrics
and gynccology in the United Kingdom, I belong to a local London obstetrical
and gynecological society and also to a smaller hospital/distriet grouping,. (!
also happen to belong 1o the Royal College of Obstetricians and Gynaecol-
ogists, the national body which in turn sends Its representatives to FIGO.)
But I give this illustration 1o cmphasize how far removed it is possible for
an individual professional 1o be from mternational and even national opinion-
formimg scenes. We all know, however, that unless communications are good
with the actual worker/practitioner iy the spectalty, we cannot hope to reflect
opinions adequately and cncourage mtroduction of new views or practice.

Other heaith professions] spectalist bodies have similar groupings at na-
tional and local levels, and thus the problems of organizing useful interdis-
cipline contacts are apparent. When it comes to communication with the non-
health professional groups locally and nationally, it is clear that unless there
is really strong motivation nothing will happen, and when finally one looks
critically at the actual mechanisms for professional contacts with the local
community-—the consumers —he present-day scene s fairly bleak in most
countries. As a result, we have seen in the developed world over the years
the upsurge of so-caliced Upressure groups™ that wend, not without reason, (o
highlight the alooiness espectally of the medical profession and often to take
stances that are felt 1o oe extreme and uninformed. We—the medical
teachers-——must recognize that contaet with these groups will often be ben-
eficial in alerting us o the real reasons for concern and at the same time
give us an opportunity 1o make positive input to provide factual information
on particular medical issues,.

Communication: the Key

What, you may justifiably ask, has all this got to do with multidisciplinary
approaches to reproductive health? | suppose that Tam really making a plea
for people like you and me to lead by example—but not only in our national
and international roles. We must also demonstrate practically (o our stu-
dents—undergraduate and postgraduate—that we place equal importance on
our ability to communicate and work with our potential patients as we do
on our ability to communicate and work with fellow professionals in our own
and other disciplines. By doing this, those of us privileged to work also on
the international scene can cncourage and deliver more practical action at
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the grassroots level and perhaps fewer words, weighty resolutions, and state-
ments of intent.

Communication is the key to what we are all about. We need to interpret
the termy multidisciplinary in the broadest possible sense when we are con-
sidering our strategics for teaching and implementation of changing tech-
nologies, and at all times we must remember the people whom we aim to
serve. I ean do no better than to leave you with the words of Elise Ottensen
Jensen, the great Swedizh family planning pioncer horn just 100 years ago—
the words that for years (in the form of an old 1PPF poster) T kept on the
wall opposite my desk:

“We can learn from the people . ..
We must histen to them and pet our ideas from them ., .
We do not know everything!™
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Integrating Reproductive Health and
Primary Health Care

This session focused on changes that might be required to bring about the
integration of reproductive health and pritary health care in developing
countries. The need for integrating reproductive and primary health care
topies in medical and nursing school curricula was emphasized. Participants
agreed that typically curricula in training institutions are based en Western
models, are theoretical, and are not community-oriented. They urged that
increased emphasis be placed on integrating preveative concepts into medical
and nursing school curricula.

One participant felt that the emphasis on retraining must end, and called
for a radical change in the basic curriculum of schools of medicine and nursing.
Suggested is the development of practical curricula, relevant teaching ma-
terials, and the retraining of facr ; in modern teaching technologies. Also
recommended is chat students have hands-on clinical experience (for example,
in treating diarrhea or in IUD insertion) that would prepare them for con-
ditions in the ficld.

Another discussant felt that the major problem with health programs in
developing countries is managerial more than technical. The challenge from
the curriculum standpoint is how to interest faculty and students in managerial
issues. The challenge for training institutions is to make material scientifically
acceptable and interesting to the medical and nursing students, who typically
want to learn the latest in science and technical information, not managerial
skills, in order to provide reproductive health services. To respond to this
problem, it was noted that WHO is in the process of developing training
materials on topies such as child survival interventions that have strong
managerial components but also are scientifically acceptable. This speaker
belicves that this is the greatest challenge in developing curricula for insti-
tutions both in the developed and developing world.

Also emphasized was the importance of student’s learning supervisory and
logistic skills as part of their training. One speaker emphasized that if primary
health care programs are to work, the essentials of logistics must be taught,
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such as proper storage of pharmaceuticals, calculation of supply requirements,
explanation of expiration dates of commodities, including making students
aware that pharmaceutical products, including oral contraceptives, have a
limited shelf life. It was suggested that the social service year of training
might be the best point for teaching students both logistic and supervisory
skills.

While major attention was focused on medical and nursing personnel, it
was noted that equal attention must be paid to the cadre of personnel, such
as traditional birth attendants, who implement many of the services. There-
fore, programs must also be developed to reach these groups.

There was concern that in many countries a progressive decline has been
seen in the percentage of ministry of health budgets being made available for
preventive health activities. While budgets may be shrinking, a participant
catled ror the careful examination of health resource allocations. For example,
it was noted that in one country, the amount of money that is spent on open
heart surgery could have immunized every child i that country against
measles. The open heart suriery unit in one year operates on 80 patients and
saves 40 lives, while about 200,000 children die of measles. Thus, resource
allocation is & major factor to consider when assessing the development of
reproductive health and primary health care programs.

In summary, participants agreed that basic principles of primary health
care promotion should include concentrating cfforts on preveative health
rather than curative medicine and placing the emphasis of the program into
the community rather than within traditional health care facilities. To apply
these principles on a widespread basis will require radical alterations in the
curricula of most health care training institutions as well os significant changes
in systems of health care dehvery.
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The Global AIDS Situation

Jonathan M, Mann, M.D., M.P.H.

When the Acquired Immunodeficiency Syndrome (AIDS) was first rec-
ognized ir 1981, it appeared that the disease was limited to a single country
and to a single risk group. In fact, even in 1981 this was not true. Now, as
a result of a series of national and international research efforts during the
past several years, the global scope and magnitude of the epidemic of human
immunodeficiency virus (HIV) is much clearer. We now realize that the HIV
epidemic is an internaticnal health problem of extraordinary scope and un-
precedented urgency. We also recognize that due to the particular features
of HIV infection, the entire range of health sector activities must be aware
of and respond to HIV-related questions and problems.

AIDS: The Global Picture

As of December 1982, only 711 AIDS cases had been reported from 16
countries. Fowever, by 29 February 1988, 81,433 cases were reported 1o the
World Health Organization from 133 countries, representing all continents.
Reticence in reporting of cases from some areas, combined with under-rec-
ognition of AIDS and under-reporting to national authorities, has meant that
the number of reported cases represents only a fraction of the total cases to
date. WHO considers the number of countries officially reporting cases to be
more indicative of the geographical extent and more relevant to an assessment
ofethe scope of the HIV pandemic than the number of reported cases.

The Americas

Of the total of 60,409 reported cases, 88 percent (53,069) wer. from the
United States, where the “classic” epidemiology of the disease was first
described. In this “Western” epidemiological picture, homosexual and bi-
sexual men and intravenous drug users are primarily affected, along with
smaller numbers of blcod transfusion recipients, persons with hemophilia,
children of infected mothers, and heterosexual partners of infected persons.
In the United States, an estimated 1.5 million persons are infected with HIV.
The U.S. Public Health Service has predicted that approximately 270,000
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AIDS cascs will have occurred in the United States by 1991, with most of
these new cases emerging from, the large group of already infected persons.

Other countries reporting substantial numbers of AIDS cases in the Amer-
icas include: Brazil (2,325), Canada (1,488) Haiti (912), Mexico (713), The
Dominican Republic (352), and Trinidad and Tobago (206). However, an
additional 35 countries have reported from 1 to 163 cases.

Europe

Europe has reported 10,245 cases from 27 countries. The largest numbers
of AIDS cases were reported from Franee (3,073), the Federal Republic of
Germany (1,760), Italy (1.411), and the United Kingdom (1,227). Additional
countries reporting 100 or more cases include: Austria {139), Belgium (297),
Denmark (228), the Netherlands (420), Spain (718), Sweden (165) and Switz-
erland (355). Or'y one country in the European region reported no cases:
Albania. Eight Eastern European countries and the USSR together reported
59 AIDS cases.

Most countries in Europe are now experiencing an epidemic of HIV ip-
fectior, Current estimates of the total number of HIV-infected persons in
Europe range from 500,000 to 1 million, Basced on current trends, an estimated
25,000 1o 30,000 AIDS cases are expected in Europe (cumulative) by the end
of 1988,

Asia

HIV has only started to appear in Asia. A small number of AIDS cases
have been reported from Japan (59), Thailand (12), The Philippines (10),
India (9), Hong Kong (9), Singapore (7), Sri Lanka (2), China (2), Malaysia
(2), Indonesia (1), Taiwan (), and Tonga (1). These cases have either been
related to imported blood and blood products, or to sexual transmission among
persons with high-risk behaviors (female or male prostitutes). Scrosurveys
have so far demonstrated little or no evidence of HIV infection in general
Asian populations, vet infections have oceurred among members of particular
risk groups. The current extent of 11V penetration into Asia is unknown;
the opportunity for profection of Asia against widespread dissemination of
HIV is evident and may be vital to the future of that continent,

Oceania

The 826 cases so far reported from Oceania are nearly all from Australia
(758) and New Zealand (66), and are typical of “Western™ epidemiological
patterns.

Africa

No arca of the world is more affected by HIV than Africa, in terms of the
proportion of the healthy population already infected and probable numbers
of AIDS cases. Central, Eastern, and parts of Southern Africa are experiencing
epidemic HIV infection, and there is increasing evidence regarding a West
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African focus of additional human retroviral intections (HIV-2). In Africa,
the epidemic of elinically recognizable AIDS appears to have started recently,
between 1972 and 1980. The geographical scope and intensity of H1V infection
in Africa is difficult 1o assess, due to lunited infectious disease surveillanee
and laboratory serodiagnostic capabilities and lack of a widely accepted clin-
ical case definition for ATDS.

The proportion of healthy urban adalts with serological evidence of HIV
infection in the countries from ATDS-cpidemic regions of Africa ranges from
2 to over 20 pereent, although many of the studies have involved rather small
and selected populations. The annual incidence of clinical ATDS in some
Central African cities is at feast 500 to 1000 per million population.

While the basic modes of TV transmission in Africa are identical to those
i the developed world (sexual, blood contact, perinatal), several important
regional variations exist. The deminant mode of HIV transmission in Africa
is sexual, involving heterosexual transmission (infected man o wonan: in-
fected woman to man) of the virus, Not surprisingly, the male to femaie ratio
among AIDS cases or among HIV-infected persons is approximately 1:1, and
HIV sceroprevalence rates among African women prostitutes are quite high,
generally ranging from 25 to 90 percent. Onee HIV is introduced into a
heterosexually active population, rates of HIEV infection may vise dramatically.
Thus in 198081, + percent of female prostitutes in one Africian city had
antibodies to HIVE by 198580, 59 percem were seropositive.

The importance of blood transfusions for THY transmission in Africa is
suggested by the high proportion of infected (although healthy) blood donors,
which reaches S 1o I8 percent in some areas. While practices for colleeting
and transfusing blood vary widely throughout Africa, screening ol doners
for HIV infection is not vet universaily perti -med, and storage and processing
facilities miay be insutficient.

While intravenous drug use is victually absent in most of Atrica, the problem
of HIV transmission through contaminated needles exists in other wiys. Any
necdle or other skin-picreing instrument that becomes contaminated with the
blood of one person and is then used, without propes sterilization, to pierce
the skin of another person can become a vehicle for HIV transmission. The
problem in Africa particularly involves injections given for medical purposes,
suechas for treatment of malaria, fevers, diarrhea, or other common problems.
Whiice such injections are probably not a very efficient route for HHV trans-
mission, persons receiving large numbers of injections, especially in peripheral,
pocily equipped clinics, in paramedical or nonmedical settings, may be ex-
posed to and infected with HIV. Fortunately, current evidence suggests that
HEV is not being spread through chitdhood vaccination programs, in large
part due to the tongstanding and aggressive efforts to ensure clean needles
and syringes in these vital public health programs.

Since HEV is heterosexually transmitted, pregnant womern are among those
in Africa who are likely to be HIV infected, with resulting transmission of
the virus to their children, either before, during, or shortly after birth. While
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the efficiency of mother-to-child spread is presently unknown, in areas of
Africa where 10 percent or more of pregnant women are HIV seropositive,
as many as 5 percent of all newborns may be HIV infected from birth. Pediatric
AIDS, particularly difficult to recognize where malnutrition and respiratory
and gastrointestinal infections are common, is an increasing problem in Africa.
Finally, despite important socioeconomic and environmental ditferences in
houschold, occupational, and other settings in Atrica compared with Europe
and North America, there is no epidemiological evidence to support casual
cortact transmission or transmission through mosquitoes or other insects.

Worldwide

WHO estimates that there have been approximately 150,000 AIDS cases
worldwide since the beginning of the epidemie and that between 5 and 10
million persons are infected with HIV.

Natural History of FHIV Infection

Scientific knowledge about the natural history of HIV infecton is limited
to the five-to-seven-year observation period that has clapsed since AIDS was
first deseribed. However, three major HIV-associated outcomes have already
been distinguished: (1) ATDS, (2) AIDS-relued illnesses, nd (3) HIV-neu-
rological disease: The discase AIDS retlects profound damage to the immune
system, with resalting opportunistic infections and malignancies. In this sense,
ATS is the most severe manifestation thus far observed ot the immunosup-
pressive effect of HIV, The AIDS-related illnesses involve symptoms and
signs of il health of varving severity, including chronic fevers, proround
weight loss, chronice diarrhen, and swollen lvmph glands. More recently, HIV
has been implicated in infection and discase of the nervous system involving
progressive dementia. Finally, it is likely that other disease manifestations of
HIV infection will become apparent duaring the next five (o ten yuars.

During a five-vear period, 10 to 3C percent of all THV-infected persons can
be expected to develop AIDS. An adJditional 20 10 50 pereent will develop
AIDS-related illnesses. The proportion of infected persons who will develop
HIV neurological disease (particularly dementia) is unknown, bre an epidemic
of progressive neurological discase among HIV-infected prsons must be
considered a possibility,

As a result, from the 5 to 10 million persons already infected with HIV
worldwide, between 300,006 and 3 million AIDS cases are likely to emerge
during the next five years, along with 1 to 5 million cases of AIDS-related
illnesses and an unknown number of neurological illnesses.

Impact Beyond the Health Statistics

The personsl, social, and economic costs of the HIV epidemic are enormous.
Uncertainties regarding prognosis, along with fears and realitics of exposure
and ostracism, may lead HIV-infected but asymptomatic persons to experience
higher levels of stress than AIDS patients themselves, The family structure
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Principal Components

The principal components of global AIDS prevention and control are

« Strong national AIDS prevention and control programs
o International leadership, coordination, and cooperation

WHO Global Programme on AIDS

The Globul Programme on AIDS has been created as the vehicle for the
World Health Organizavon’s critical role in g'obal AIDS prevention and
control. The Global Programme on AIDS is supporting the development of
strong national AIDS prevention and control programs, in over 120 countries,
is providing international leadership, and is assuring global coordination and
cooperation.

AIDRS and Family Planning

AIDS control, as part of primary health care, is going to need the expertise,
resources, knowledge, and infrastructure that family planning has created.
In addition, there will be the inevitable impact of AIDS and HIV infections
on family planning. The following are just a few areas:

1. Contraceptive choices—Clients may be faced with the choice between a
contraceptive that has a higher efficiency tor contraception and a con-
traceptive (such as the condom) which, we hope, has a high efficiency
agaimst HIV transmiission,

2. Injections and instriments-—It will be necessary to ensure that any
procedure that mmvolves cutting the skin and all injections are done in
a way that does not contribute to the transmission of IV, In other
words, 1t will be necessary to make sure that needles, syringes, and
instriuments are sterile.

30 New Challenges—-HIV-infected women will come to clinies and provid-
ers will need to know how to counsel these infected wonten both about
their own health and about the health of those around them. This is a
very complex and difficult arca because of the uncertainties and because
of the personal tragedies that can go along with HIV infection.

4. Interactions Benween Contraceptive Methods—When people use certain
forms of contraception (such as the injectables and TUDs), there may
be interactions that would make HIV infection more likely to be a
problem. Giving certain forms of contraception to someone who is
already HIV-infected may increase certain risks for the HIV-infected
person, or it may increase the risks of transmission.

From the AIDS viewpoint, we need family planning programs. These
programs have the expertise and knowledge in human sexuality that are
essential to our ability to struggle against AIDS. We do not have a vaceine,
but we have education. We have a lot of knowledge, but we do not have the
magic bullet. The WHO Global Programme on AIDS welcomes the oppor-
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tunity to learn from and cooperate with family planning researchers, prac-
titioners, and programs.

Summary

AIDS is a global problem. It is a problem throughout the world. It is the
result of infection where the virus is severe for the individual, for the family,
for the group, and for the society. AIDS threatens the health gains that have
been uchiceved in the developing world. Vhere is no vacemne yet; there is no
therapy yet. We are engaging in the begimning of a fong-term struggle in
dealing with a virus and 1ts consequences. Even if transmission stopped now,
we would have to deal with the consequences of the virus infection for several
generations to come. Because of all this, the strigele agaimst AIDS must be
integrated mto primary health care. This must be a long-term viable approach,
not simply a short-tertn campaign against ATDS. Finally, AIDS represents
a challenge of extraordinary urgency which is Lotng Lo require a response of
unprecedented ereativity, energy, and resources.
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The Impact of AIDS on Family
Planning Programs

Panelists endorsed the need for JHPIEGO to become more active in de-
veloping AIDS edu mation programs. The rationale for this involvement in-
cludes the following points:

o Family planning and reproductive health centers are often the first line
of health care in developing countries. Health workers must be able to
provide accurate information to clients on how to avoid contracting or
spreading HIV.

o Sexual intercourse, particularly in the developing countries, is a major
mode of transmission of HIV. Family planning programs deal with
women and men in the reproductive age groups, the groups most affected
by AIDS and other sexually transmitted discases.

o Condoms and spermicides, which are major means of protection against
HIV, are provided in family planning service programs,

o HIV can be transmitted from mother to fetus during pregnancy or
childbirth. Women at high risk to contract the virus need to be counseled
by trained workers regarding possible risks to themselves and 1o the
survival of their children.

The serological confirmation of IV infection presents a problem in many
developing countries. Panelists pointed out that very few laboratories in
developing countries, particularly in Africa, are equipped to sereen for HIV.,
Due to the unavailability of an inexpensive diagnostic test for HIV, most
health workers in developing countries have to rely on clinical rather than
serological diagnosis of AIDS.

In addition, ministries of health in developing countries typically do not
have sufticient funds allocated in their annual budgets to cover the cost of
mass HIV sereening programs. To combat the problem of AIDS in developing
countries, participants agreed that attention should be given to the devel-
opment of rapid, inexpensive diagnostic tests, a vaccine, and a drug which
could be used to treat the condition. Speakers urged that a field test (analogous
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to the slide test for gonorrhea) be developed that could identify HIV, rather
than relying on the sophisticated and expensive ELISA test.

Regarding whether family planning workers have to take special precau-
tions when using needles or other instruments in order to prevent the trans-
mission of HIV, punelists agreed that special precautions are not required.
Emphasized was a need tor thorough sterilization of all instruments including
syringes. It was noted that TV is sensitive to the usual types of sterilization
procedures, such as heat sterilization, and soaking types of solutions, such
as the glutaraldehyvdes.

Speakers cautioned against the use of disposable needles in developing
countries, expressing fear that because of fack of supply, health personnel
might use disposable needles repeatedly, theretore spreading HEV. In this
regard, it was recommended that family planning donor agencies develop
pew programs and types of support 1o respond to the AIDS crisis. For
example, donor agencies might consider providing needles and syringes. In
the past, very few donor agencies have provided these commodities 1o de-
veloping country fumily planning programs.

Fhe possible relationships between family planning methods and HIV trans-
mission were also addressed. Speakers urged that further rescarch be con-
ducted on the mteractions between contraception and AIDS. While condoms
appear to be an effective barrter against HIV transmission, there has been
no published rescareh results on what the relationships might be between the
LUD and HIV transmission. There are also no data on the relationship between
the spread of HIV and needles used in providing injectable contraceptives,

Finally. speakers emphasized that JHPIEGO should proviue information
to health care professionals on measures 1o prevent the transmission of IV,
Such information could be included in training modules on AIDS deseloped
by JHPHEGO. Trwas urged that JTHPIEGO also direct its educational efforts
toward policymakers 1o help guide them in formulating policies to combat
the discase. In s traming programs, JHPIEGO should also emphasize pre-
ventive measures such as equipment sterilization and the proper use and
handling of blood products.



The Worldwide Impact of Sexually
Transmitted Diseases on
Reproductive Health

Andre Meheus, M.D,, D.P.I1,, Ph.D,

Introduction

The epidemiology of sexually transmitted diseases (STDs) and their impact
on reproductive health has been well studied in the industrialized world, but
sexually transmitted disease-related infertility is not a major public health
problem in the industrialized countries. On the other hand, the sequelac of
STDs cause considerable morbidity and cven mortality in the developing
world, but their ink with STDs has been poorly studied This is the classical
paradox between the North and the South which is evidenced in nearly all
health problems. I shall first discuss infertility and focus mainly on developing
countries, and subsequently shall review STD epidemiology and its role in
repraductive health.

Definition of Infertility

The popular definition of infertility which is also the one most often used
by demographers is “childlessness™. A couple may not have a living child
duc to primary infertility, pregnancy wastage, or even infant or child mortality.
For public health purposes. we should make a distinction between infertility
and pregnancy wastage because the ctiology is different and so the control
strategies are different. Nevertheless, the demographic coneepts are useful for
estimating the size of the infertility problem in an area, and if we speak about
demiographic data, we have available data from the World Fertility Survey
which allow international comparisons.'

Epidemiology of Infertility
Table T shows the rate of childlessness in married women 40-49 years old.
The mean rate for the 27 countries studied is 3.4 percent. Indonesia has one
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Table 1
Percentage of Women Age 40-49, Continuously Married for at Least Five Years,
Who are Childless. World Fertility Survey Reports, 1974-1979

Number of Percentage
Place Date Women Surveydd Childless

AFRICA
Kenya 1977-78 1,079 2.7
Lesotho 1977 587 5.5
Senegal 1978 622 31
Sudan 1978 478 6.3
ASIA & PACIFIC
Bangladesh 1975-76 826 2.2
Fiji 1977 955 4.3
Indonesia 1976 1,728 6.7
Korea, Rep. of 16974 1,285 1.3
Malaysia 1974 1401 2.7
Nepal 1976 988 31
Pakisian 1975 990 2.8
Philippines 1978 2,390 2.1
Sri Lanka 1975 1,661 2.8
Thailand 1975 906 23
LATIN AMERICA &
CARIBBEAN
Colombia 1976 620 29
Costa Rica 1976 648 2.2
Dominican Republic 1975 34 4.5
Guyana 1975 063 5.3
Hait 1977 412 RN
Jamaica 1975-76 511 6.5
Mexico 1976-77 1,188 35
Panama 1976 601 2.7
Paraguay 1979 627 32
Peru 1977-78 1,294 2.0
Trinidad & Tobago 1977 648 4.9
MIDDLE EAST
Jordan 1976 722 22

29

Syria 1978 970

Source: Vaessen M: (World Fertility Sursey) (Analysis of WES infecundity and childless data).
Table appeared in Sherris ID, Fox G Infertility and sexually transmitted diseases: o public
health chaltenge. Population Reports, Series 1., Noo 4. Baltimore, Johns Hopkins University
Population Information Program, July 193,
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Table 2
Population Size, Infertility, and Fertility Shortfall
In 22 Countries of Sub-Saharan Africa

Shortfall in total

1980 Percent of fertility caused
popuiation women childless by infertility
Country (millions) (45-46 %) (births per woman)**
Nigeria 90.0 8.3 .6
Zaire 28.3 20.5 1.9
Sudan 18.4 8.7 .6
Tanzania 17.9 10.4 .8
Kenya 15.9 6.7 4
Ghana 1.7 2.6 0.0
Mozambique 10.5 13.8 1.2
Cameroon 8.4 14.7 1.3
Ivery Coast 8.0 9.9 .8
Angola 7.1 1.5 9
Mali 6.9 7.7 5
Burkina Faso 6.9 5.9 3
Zambia 5.8 14.0 1.2
Senegal 5.7 4.0 .1
Niger 5.3 8.9 .6
Guinea 5.0 6.0 3
Chad 4.5 11.0 9
Burundi 4.1 30 0.0
Central African R, 23 17.3 1.6
Congo 1.5 20.5 1.9
Lesotho 1.3 4.1 .1
Gabon 5 320 32
Weighted mean, all countries  (270.0) 10.1 8

* Or closest age group.
“* Estimated difference between total fertlity assoctated with 3% older women childless and
total fertility associated by regression to level of childlessness recorded for older women in the
most recent census or survey in that country.,
Source: Frunk O: Sterility in women in sub-Saharan African. IPPEF Medical Bulletin 1987,
21:6-8.

of the highest rates (6 7 percent); the lowest is in Korea (1.3 percent). Al-
though the numbers surveyed in Table 1 are not very large, this does not
mean that primary infertility is not a priority health problem in some areas.
Table 2 shows the rate of childlessness for 22 African countries.” The countries
are classified according to their population. ‘The highest population is in
Nigeria and the lowest is in Gabon. For one of these African countries (Gabon)
childlessne - is as high as 32 percent. The Congo has a rate of 20 percent,
Tanzania 10 percent, and Zaire 20 percent. We have very high rates of primary
infertility in a number of countries in the so-called “infertility belt”™ which
extends from Gabon in the west up to southwestern Sudan in the cast. The
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Fig. 1. Percentage of Noncontracepting, Nonpregnant Women, Continuously Married for Last
Five Years, Reporting No Live Births in Last Five Years, by Age Group, World Fertility Survey
Reports, 1974-1979,

Source: Vaessen M: (World Fertility Survey) (Analysis of WFS infecundity and childlessness
data). Figure appeared in Sherris JD, Fox G: Infertility and sexually transmitted diseases: a
public health challenge. Population Reports, Series I, New 4, Baltimore, Johns Hopkins University
Population Information Program, July 1983,

infertility. There are very low pereentages in Chandigarh, India (2.3 and 3.7
for primary and 5.9 and 6.5 for sccondary infertility in urban and rural areas,
respectively). So Chandigarh clearly has no infertility problem. On the other
hand, in Cameroon, primary infertility is at 12 pereent and secondary infer-
tility is at 33 percent. Part of Cameroon is situated in the “infertility belt.”

Etiology of Infertility

Cnce the amount of infertility has been determined, next comes of course
the question of what is the diagnostic category. The direct causes of infertility
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Fig. 2. Ectopic pregnancy rates for females ages 15-44, by year: United States, 1970-1983.

Source: Centers for Disease Control: Ectopic pregnancy in the US, 1970-1983. Morbidity and
Mortality Weekly Report 1986, 35(285):2855- 3755,

in the female are well known: ovulation disorders, blockage of the fallopian
tubes, uterine or cervical abnormalities, or endometriosis.* The World Health
Organization undertook a multicenter study to determine the pattern of
diagnostic category in patients coming to gynccologic clinics.® In Table 4

Table 3
Primary and Sccondary Infertility in WHO Community Surveys

Primary infertility (9¢)

Secondary infertility (%)

Country urban rural urban rural
Benin 29 2.9 10.9 9.4
Cameroon — 12.0 — 33.0
Tanzania 4.6 3.7 19.7 18.8
India (Chandigarh) 2.3 3.7 5.9 6.5
Thailand 33 2.1 13.6 12.0

Source: WHO, unpublished data.
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Table 4
Specific Diagnoses of Infertility in Females (In Percentages).

Developed

countries Asia Africa
No demonstrable cause 40 3 16
Bilateral tubal occlusion 11 14 49
Pelvic adhesions 13 36 13 39 24 85
Acquired tabal abnormality 12 12 12
Anovulatory regular cycles 10 9 14
Anovulatory oligomenorrhocae 9 7 3
Ovulatory oligomeno.rhoeae 7 11 4
Hyperprolactinaemia 7 7 5
Endometriosis 6 10 1

Source: Adapted from Cates W oet al: Worldwide patterns of infertility. Is Africa different?
Lancer 1985, 15 596 -598,

diagnostic categories of infertility are shown in females for developed coun-
tries, Asia, and Africa. The first considerable difference is in *no demonstrable
cause™: 40 percent in developed countries, but only 16 percent in Africa. So
with most cases, the cause is found for infertility in Africa. If we group
diagnostic categories that are infection-related—such as bilateral tubal oc-
clusion, pelvic adhesions, and acquired tubal abnormality—results are as
follows: 36 percent of such diagnoses in developed countries, 39 percent in
Asia, and 85 percent in Africa.

So far we have discussed infertility and ectopic pregnancy as a complication
or a main sequela of upper genital tract infection, but what is the initial cause
of this process?

We have to look at the natural history of these conditions that must have
started as infections of the lower genital tract. These Lifections are mainly
due to a number of sexually transmitted microorganisms. Reviews of the
epidemiology of STDs in developed and developing countries have been pub-
lished.® ™ In Figure 3, the incidence of gonorrhea and of syphilis is presented
for the United States. The enormous epidemic of gonorriea starting in the
late fifties and increasing exponentially till 1975 can be clearly seen. Since
1975 the epidemic has come under control and has leveled off slightly. As
an index of change in sexual behavior, it is expected that gonorrhea incidence
should decrease dramatically, in response to the fear of AIDS. A considerable
decreuse of rectal gostorrhea in homosexual males has been reported. But for
the population as a whole, there 1s as yet no indication of a dramatic decrease
in gonorrhea incidence and henee of a marked change in sexual behavine,
Also shown in Figure 3 are mcidence rates for syphilis which are now . a
low level. There was recently an increase in the United Statzs of congenital
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syphilis which is not well explained an which is now under further inves-
tigation.”

If we ook at the ratio of male 1o female cases, an important change appears
for gonorrhea. The ratio of 3 male cases to 1 female in 1965 decreased to
approximately T4 male to 1 female in 1973 and in subscequent years. This
change in sex ratio of cases demonstrates the effect of gonorrhea control in
the United States which was implemented in the carly seventies. A strategy
of systematic case-finding for gonorrhea was imnlemented in family planning
clinics and other health care facilities, and these data hint at the significant
effectiveness of that strategy. A similar trend for gonorrheais seen in Canada,
where the infection came under control at the end of the seventies, leveled
off to a platcau, and decreased since 1981 1t s interesting to study the
incidence of gonorrhea in the Scandinavian countries because they initiated
comprehensive STD control programs. Gonorrhea came under control in
Sweden in 1971 There was o spectacular decrease in the incidence of gon-
orrhea i young girls in Sweden from 1965 1o 1975, This decrease of gonorrhea
in teenage girls was probably related 10 sexual behavioral change as a result
ol health education campaigns targeted at STD prevention and contraception
during the sixties. In the industrinlized countries, gonorrhea came vader
control, but this is not the case for chlamydial infections. We do not have
good data on the incidence of chlamvdial infections, but we can use data
from the United Kingdom on nongonococeal urethritis (NGU): Approxi-
mately 40 percent of nongonococeal urethritis has a chlamydial ctiology., We
an see i Figare 4 that, although gonorrhea was clearly under control in
the seventies and cightics, nongonococeal urethritis (and henee chlamydial
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infection) continued to rise. Of course, a higher awareness that chlamydia is
an important STD, together'with better diagnostic facilities for the condition,
could have biased 1o some extent the data on chlamydial epidemiology.
Comparative data on STD incidence ane available for the United Kingdom
(Figure 4). On this semilogarithmic scale, relative frequencies of STDs are
shown. Incidence of NGU. which largely reflects chlamydial infection, is
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Table 6
Chlamydial Antibodies (As Percentage) in
Acute Salpingitis Cases and Infertile and Pregnant Women

Chlamydial antibodies

Condition Number 1764 >1/512
Acute salpingitis 3 737 48.3
Tubal infertility 48 80 354
Non-tuoal inferulity 8 7.8 0.0
Pregnancy li6 29.7 0.

Scurce: Melicus AL Remere J, Collet M. et ab Chlarivdig trachomars i women with acute
salpingitis and mfertliny m Central Afoica Tn Onel DL Ridgw ay G, Schachter I Taylor-Robinson
D Ward N Cldamidial Infecions, Proceedmgs of the Siah Tneernational Symposium on Human
Chlamyvdial Infctons. Cambrdge University Pross, 1986, ppe 240 244

show that 38 to 46 pereent of cases of salpingits could be related to gonorrhea.”
We conducted studies on the cetiology of salprivtis and of infertility in Gabon,
the country with the highest infertility rate in the world. The conococcal
and chlamydial solation rate based on the cultere of cervical secretions in
patients with acate salpingitis was 23 percent for gonorrhea and 21 percent
for chlamydial intection. This pomts clearly to the importance of both in-
fections in the ctiology of salpimgitis. Presence and level of chlamydial an-
tibodies were studied in patients with acute salpingitis, patients with tubal or
nentubal infertility, and in 1 control group of pregnant women (Table 6), In
acute salpingitis wnd tubal mfertliny patients, cilamyvdial antibodies at a titre
of 1764 or higher are significantly more frequent than these antibodies are
i the control groun. The difterence is sull more nronounced if a titre of 1/
S12 s taken as the cutoll point.

These data on chlamydial seroloey from Gabon and from another study
in the Gambia'* indicate wnat C. rrachomatis infeciions must play a major
role in sa’ - caitis and tubal infertility in Africa.

Conclusion

There is a clear link between acquired infertility and STD-related upper
genital tract infections. In both developed and developing countries, gono-
coccal and chlamydiabinfections (which often occur concomitant!y) are major
etiological Factors. Other tactors that must be considered in some settings are
poor abstetric care and illegal abortions,

Infertility in the couple most often has important psychological and social
repercussions and causes personal tragedies. If infertility is a community
health problem, it has severe social implications and can even delay socio-
cconomic development. The success of infertility treatment is very unsa. s-
factory; therefore, prevention should be the aim. The main component of
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Sexually Transmitted Diseases:
Implications for Family Planning
Programs

Family planning centers have an important role to play in identification
and treatment of sexually transmitted diseases. For example, a participant
from WHO suggested that a major new policy initiative in family planning
programs, particularly those which are part of an integrated program of
maternal and child health and family planning, should be the treatment of
sexually transmitted diseases. This participant noted that in some parts of
Africa, gonococeus isolates had been found in 20 percent of women visiting
maternal and child health antenatal clinics. The panelist emphasized that the
MCH clinic is "untapped as a means for control of STDs.”

Another discussant urged greater attention to the relationships between
sexually transmitted diseases and the healthy outcome of pregnaney, noting
that sexually transmitted diseases seem (o be responsible for premature rupture
of the membranes, premature delivery, and low birth weight. Since approx-
imately 40 percent of the cases of Tow birth weight children in some African
countries can be attributed to sexually transmitted diseases, increased em-
phasis on GC screening in maternal and child health/family planning clinics
is reccommended. In addition, sexually transmitted discases are a major cause
of infertility, another important reason for screening for STDs in MCH/
family planning clinics.

A participant from Nigeria pointed out that regular sereening for STDs is
not available at his center due to the cost of laboratory tests and the equipment
required to perform such testing. This participant urged the development of
standing ovders for health practitioners, particularly those working in rural
areas who do not have access to microscopes or laboratory testing equipraent,
Where screening is unavailable, it was suggested that patients who are being
treated for suspected gonorrhea also be treated simultancously for chlamydia,
since these infections often coexist.
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Questions were raised on the relationship between prophylactic antibiotic
use and intrauterine devices. Discussants noted that there are some data
which indicate that prophylactic antibiotic use decreases the risk of PI1D and
related complications in TUD users. Studies are currently being conducted
as to whethar giving antibioties at the time of insertion will dinmish the
problem. The results of this WHO-supported research should be disseminated
to practitioners when completed.

Another issue was the appropriatencess of the TUD inarcas where chlamydia
or gonorrhea i1s endemic. 1 appears that for certiain groups the TUD is not
an appropriate method, such as for women who have multiple sexual partners.
Good client selection, screening, and counseling were emphasized.

Participants commended JHPTEGO on organizing sexually transmitted
diseases training programs for staft of family planning clinics. These speakers
emphasized that in developing countries, inorder to gain acceptance for
family planning, progems must also include the management of mfertlity
and sexually transmicced disease. Participants also suggested that donor agen-
cies provide laboraory equipment and materials such as microscopes, slides,
and Gram stain reagents so that clinies can test for sexually transmitted
discases.

Finally, there was general agreement that if the cost of managing sexually
transmitted diseases in developing countries s assessed i terms of hospital-
ization, ferulity, pelvie inflammatory disease, ectopic pregnancey, and low
birth weight infants, STD screening would be very cost effective. Tt was
recommended that the focal point for sereening be maternal and ehild health
and family planning centers.
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Mobilizing Support for Reproductive
Health and Activating Change at the
National and Institutional Levei

0.A. Ladipo, M.B.B.Ch., F.R.C.0.G., “.M.C.O.G.

Introduction

Until very recently reproduc:ive health services in most developirg coun-
tries have been, to a laree extent, influenced by political factors rather tkan
by meaningful state or national planning to meet the needs of the masses.
Such services—even though inadequate and appalling-—are concentrated in
urban communities. The rur ) area, where about 74-73 pereent of the masses
live, has been excluded from reproductive health services. Af best, the rural
communities have heaith centers built by government or communal effort
(often stafted by paramedicals) which lack the essential equipment and drugs
to provide optimal reproductive bealth care.

In most developing countries, primary health care and the need to achieve
health {or all by the year 2000 is currently the focal point of government
bealth policy in an effort to make essenc.al health seevices available to the
majority of the population, particalarl: the disadvantaged in rural and per-
turban areas. One of the eight major comvonents of the primary health care
concept 1s the improvement of reprodactive health care through a well-
aiticulated system that ensures integsztion of maternal and child care and
famnily planning. In <imple terms, reproductive health can be described as the
parents’ ability to produce progeny whe witl develop into physically, mentally,
and socially normal individuals. In turn, hese individuals will be likely to
repeat their parents’ experience in the srocess of further proecreation. Indeed
an optimal genetic background and a favorable environment are essential
prerequisites for reproductive health.

Li the traditional communities, reproductive bealth services are not readily
available. Thus, it is imperative that those rasponsible for reproductive health
policy and the delivery of reproductive health services should be concerned
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Table 1
Contraceptive Prevalence In Different Regions of the World

Number of Countries With Prevalence

Region Under 20% 200-40% Over 40%
Sub-Saharan African 8 3 6
Asip and Pacific 3 3 4
Latin America and Caribbean 1 8 9
Middle East and North Africa 1 4 1
Europe and USA 0 0 17

Source: London K., Cushing, J., and Rustin, B., Fertility and Family Planning Surveys: An
update. Population Reports. Series M, No. 8. Baltimore, Johns Hopkins University Population
[nformation Program, September-October 1985, p. 298,

contrel services) were in sub-Suharan Africa.” Other countrizs within the
subregion fell into the next lowest category of program effort. The same
analysis showed rates of contraceptive prevalence in sub-Saharan Africa that
ranged from 1 pereent to L4 percent of women of reproductive cge.

The World Fertility Survey (WES) and contraceptive prevalence surveys
(commissioned by UNFPA and USAID and conducted from mid 1970 to
1985) revealed that the lowest prevelence rate in contraceptive use is found
largely in Africa (Table 1), Countries such as Cameroon, the Ivory Coast,
Mauritania, Senegal, and Somalia have prevalence rates of under 5 percent.
Among African countries with national data, the highest prevaler e was in
Zimbabwe at 40 percent, Botswana at 29 pereent, and Benin at 20 percent.

The 1981/82 Nigerian Fertility Survey revealed that only 6.2 percent of
the women exposed to the risk of childbearing were using any form of
contraception at the time of the survey.’

In an attempt 1o mobilize support for reproductive health and activate
changes at the national and institutional level, research scientists can play a
major role by ensuring that their research findings are made available to
governments at the appropriate level—be it national, state, or tocal govern-
ment. By making research findings avaitable, priorities that are collectively
appropriate could be chosen and a national beneficial program with practical
apphcation could be jointly implemented and evaluated. Furthermore, by
highlighting the factors responsible for high mortality, moridity, and repro-
ductive failure, research findings can be utilized both to mobilize communities
and to influence community aceeptance of family planning services. In this
context, community participation along with accelerated reproductive health
education is a sine qua non for positively iufluencing community acceptance
ol planned parenthood. In most developug countries, institutions can play a
key role by conducting relevant, inexpensive research and by revising their
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curriculum content for the training of physicians and nonphysicians who will
ultimately practice in the urban and rural environment.

Research to Influence Government Policy

Without any doubt, the greatest obstacle 1o family planning in Africa is
the lack of political and financial commitment by national governments. The
major cost of family planning is still borne by bilateral and multitsteral
agencies as well as by local voluntary or private organizations. Based on my
experience in Nigeria, I believe that a strong government commitment to the
legitimacy of family planning can best be achieved through rescarch studies
that can be used to change the ideas and policies of decision makers. This
will include studies that demonstrate unquestionably the problems resulting
from high fertility and nonusc of family planning. These may be demographic,
health, economic, or social problems, A second group of studies will be those
that demonstrate the best approach to use when presenting research findings
to policymakers so that appropriate political and financial commitments by
the governments can be achieved.

The most common and generally reliable sources off demographic data are
census data and national fertility surveys complemented by special institu-
tional zonal studies. One i ever four sub-Saharon Africans is a Nigerian,
hence an in-depth consideration of Nigeria will be presented to illustrate our
efforts in mobilizing support and aciivating change at the national level.

Population Dynamics and Reproductive Biodata

Nigeria, with 100-105 nillion people and an annual population growth
rate of 3.0 pereent, is one of the most populous and fastest LrOwWing countries
in the world. Although the income per capita is estimated at about $680, in
many ways Nigeria's health, social, and cconomic conditions are similar to
those of the poorest countries in the world, Life expectaney at birth rose
from about 36 years in 1950 10 50 years in 1980

Over the same period. the death rate fell from 27 to about 17,1000 persons.
The crude birth rate remains high at 47/1000 and the toral fertility rate of
6.3 is one of the highest in the world. At this rate of gronwth, thie Nigerian
population would double in 23 years. Nigerian women tend to marry young
with an average age of 16.3 years, and women tend to remam exposed to
pregnancy thronghout their reproductive years exeept during lactation. These
patterns may be encouraged by the prevalence of the polygamous type of
union, which is practiced by about 42.6 percent of the population.” Given a
continuation of high fertility, Nigeria would have a population of almost 163
million people in the year 2000 and 281 million people by the year 2015,
Even more alarming is that in SO vears from now the Nigerian population
could equal the current population of the rest of sub-Saharap Africa, Le. 454
million people. With the drasac reduction in oil revenue, there is visible
evidence that Nigeria's economic growth has stagnated and that rapid pop-
ulation growth is exacerbating many cconomic problems. The most obvious
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of taese problems are the increasing levels of unemployment and underem-
ployment. In addition, increasing population has led to a growing demand
for fuel, food, water, accommodation, health serviees, education, and social
services that cannot be met by the government.

Internal migration, especially trom rural to urban areas, has been one of
the important demographic themes of modern Nigeria. Compounding this
problem is international migration by people from neighboring African coun-
tries secking job opportunities outside their own depressed cconoinies.

Before the population of Nigeria could stop erowing, the fertility rate of
about 6.3 births per woman would have to drop to slightly over 2 births per
womaa, or what is termed replacement level fertility. It is pertinent to note,
however, that the populavor would continue to grow because an interval is
required to achieve this fertility replacement level and because there exists
an internal momentum due to the large proportion of children under 15 years
of age.

Important research findings that can cffect a change of policy are those
reparding the influence of high fertility on maternal and infant mortality and
morhidity. Relatively inexpensive studies such as the maternity care moni-
toring and reproductive age mortal ty studies revear that e major causes of
death of mothers of reproductive age relate 1o childbearing. A review of
40,693 deliveries (70 percent of deliveries in health institutions in Ibadan) in
1982 revealed a maternal mortahty rate of 3.1/1,000 which is approximately
40 times that of England and Wales.” Reports of maternal mortality from
other states in Nigeria show w range between 6.8 and 16/1,000 deliveries.™’
These studies clearly indicate the need for improved reproductive health
services. Mothers with no antenatal care who were admitted as emergency
cases constitute 61.5 pereent of these maternal deaths, In the Ibadan study,
antenatal care reduced tie risk of maternal mortality twelvefold. Maternal
mortality was highest in the adolescent age group and also in the highly
parcus wonen aged 30 years or more.”” Ina stady in Zaria, Nigeria,™ young
teenage girls constituted 6 pereent of the survey population and 30 pereent
of the 174 maternal deaths; the highly parous older women made up 10
percent of the survey population and 20 pereent of the maternal deaths, it
is well established that maternal mertality increases with maternal age and
parity, hence this high-risk group could benefit from effective contraception.

In most African countries, hospitals report a signiticant caseload of induced
abortion and its complications. In Benin City, Nigeria, over 60 percent of
induced abortions were performed on adoloscent girls.” In Ghana, 45 percent
of the first pregnancies of women delivering in the hospital ended in an
induced abortion." Complications of illegal abortions are known to account
for 4 to 70 percent of maternal deaths in hospitals in developing countries
and for an unknown number of additional deaths outside the hospital setting,
These research results indicate an urgent need for improved reproductive
health education, free access to contraceptive services by high-risk groups,
and recognition of adolescent problems and aeeds by policymakers.
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Infertility

Infertile untons in Africa may result in marital instability and varying
degrees of emotional and psychological proitems. Several African countries
have levels of infertility above 10 percent, end studies indicate that infection
is a major cause of inferdility in Africa.” ™ There is a cause-effect relationship
between sexually transmitted discases, pelvie inflammatory disease, and in-
fertility. What is yvet unrecognized by Africans is that contraception to prevent
unwanted pregnancy, or the use of barrier methods and spermicides that
protect against STDs, 15 o good preventive practice to ensure that the user's
reproductive potential is uncompromised.

Use of Rescarch to Influence Policymakers

The appalling reproductive data presented should be used by scientists to
mobilize support for reproductive health and to activate change at the national
fevell Though the effect of high tertility on health and socioeconomic level
is obvious, the scientisi must solicit the views and opinions of varicus cate-
gories of people who ar: essential in the formulation and implementation of
family planning pohicies.

Decision Makers

At the central Jevel, the important decision makers to whom the research
data should be addressed include policymakers, leeislators, wonsen'’s orga-
nizations, politicians, program administrators, and religious feaders, It is
essential to reach these groups because any decistion to legislate a change in
the law or population policy would be made at this level, The views of the
various groups would be reconciled before effective Taw was enacted. The
RAPID presentation to decision makers in Nigeria ¢series ol graphic pee-
sentations on the effect of population growth on Nigeria's sociat and cconontic
development) has strengthened the government’s positive posture in enacting
a population policy.

Decisions made at the community leve! involve community leaders, tra-
dittonal chiefs. obas, and thought leaders whose acceeptance of the concept
of family planning is essential to the success of village programs where high
fertility is the norm. Ahthough many of these peripheral leaders have little
or no formal education, they are intelligent and extremely receptive, and they
are committed to initiating any health program that will improve their quality
of life. In introducing family planning, the scientist or government agent
should identity priority needs of the conumunity aad, in consultation with
the community feaders, should decide on the best approach to mtroduce the
concept of modern family planning. In general, it is oest introduced as an
integrated program. Keferenee to traditional methods of family planning, e.g.,
lime salts, copper rings, sponges. ete., often helps to strengthen the intro-
duction of tamily planning and cclipse the concept that family planning is
an imported idea,
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Role of Nongovernmental Organizations

The pioncering cfforts of fannly planning associations and voluntary or-
ganizations have shown that one of the most effective strategies to secure the
commitment of decision makors lies in building public support for family
planning activities. '

To complement the efforts of the rescarch scientist, nongovernmental or-
ganizations with minimal bureaucratic constraings should mobilize support
for family planning through various programs such as

I. Public enlightenment programs
2. Factory workers” programs
3. Women's programs

-:-‘ B

- Training programs for service providers

Activating Chunge at the Institutional Level

AIl medical institutions established for the training of medical personnel
have a statutory role 1o condue research. provide training, and provide
servies. Therefore researcl Hindings emanating from these institutions =hould
not only be utilized to influcnce decision makers but also 1o evalve a curric-
ulum for training that would ensure that all graduates acquire enough knowl-
edge and shalls v reproductive health issues, What is the current stuie of the
medical school curriculum? In Nigers, for example, reproductive-hiealth-
related topies are taught during integrated posting in obstetries and gyne-
cology. The duration of 14 mtegrated posting varies from 12 weeks at the
Lagos University Teaching Hospital 1o as high as 24 weeks at the University
of thadan: others have an average of 16 hours. In Nigerian medical schools,
untiz recently, only o one-honr lecinre was Eiven on contracepion. in ftagun,
unlike other medical schools, students spend 2 weeks inthe Fertility Research
Clinie.

B TORS JHPIEGO sponsored o curriculum workshop for heads of ob-
stetries and gynecology unils, representatives of federal and state ministries
of health, as well as deans and provosts of colleges of medicine. A review of
existing institutional curricula indicated the following:

L. Inadequate theoretical know ledge of individual methods of contraception
due to inadequate allocation of fecture hours and omisston of important
topies in the lecture schedule,

t9

Inadequate exposure 1o fanily planning clinical procedures due 1o de-
feets in the curriculum and Tack of fnctional clinies,

3. Reproductive health is not an aren of defined priority during the period
of rotational internship.

Participants at the workshop were of the consensus that there is an urgent
need to aceelerate reproductive health education by restructuring the medgical
school curriculun. They were cqually unanimous that clinic-based services
should be established and strengthened to provide an optimua climate for
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training the undergraduates, the resident staff, and the graduate and grad-
uating nurse-midwives. This effort in manpower development will complement
the effort of a government currently favorably disposed to formulating a
national population policy,

It is pertinent to acknowledge JHPIEGO, Pathfinder, and WIIO for their
support for family plinning wraining programs prior to the federal government
initiative. These training programs provided a forur: for dialogue as well as
a model for the acquisition of skills that could be veplicated in other parts
of the country.

Conclusion

Although there is growing awareness by most developing countries that
unchecked population growth is @ najor deterrent to socioeconomic devel-
opment, there is o need for social seientists and population experts 1o help
governments to evolve a national population policy and program. Research
findings arc effective tools in bringing about desired change in reproductive
behavior and utilization of reproductive health services. There is a need for
governments to initiate national information and education programs to en-
sure positive reproductive health knowledge, actitudes, and practices. Effective
circumvention of cultural barriers depends on informed. motivated. and in-
volved individuals and communities. T recognizing that almost half of the
population i any developing country is very young, with the majority already
inclined to having relatively tewer children than their parents, it seems rational
that special programs focnsed on this group are most urgently needed for the
fong-term objective of effecting lasting changes in fertility value systems.

Each povernment should assist in the crusade for improved reproductive
health care by legislating acceptable policies and providing adecuate funding
ior effective programs that would meet the needs of the community.
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Trends in Medical Education and
Curriculum Revision in the United
States

Robert E. Reynolds, M.D,, Dr.P.H,

[ wish to offer some thoughts and observations on what is happening in
American medicine and particularly in American medical education. Four
arcas will be discussed. The first will be a deseription of some of the dominant
forces in American medicine todayv: second, an examination of how these
factors are influencing American medicil education; third, the trends in
American medical edneation in response to these factors; and fourth, devel-
opments at two medical schools in America (Harvard and Hopkins) that may
be typical of other schools,

Background and Problems in United States Medicine

There are mine factors in American medicine that need to be noted here.
First, and perhaps foremost, is the growing surplus of physicians in America.
This 1s m stark contrast to perhaps 15 or 20 years ago when the United
States government became convineed that there was a shortage of physicians
in America. The government invested a great deal of money in encouraging
the existing medical schouls to increase their class size, and they actually
encouraged the inauguration of a number of new medical schools. Today the
governnient is saying quite the opposite: we have too many physicians: they
cos! society too much; and we should reduce class sizes in our medical schools
and perhaps even close a fow schools. The government is also questioning
the influx of foreign medical graduates and their effect on the pool of phy-
sicians in America.

The second feature is the rise of the co.porate practice of medicine and
managed care systems. Ten or 15 years ago the American physician was
typically a solo entrepreneur or perhaps a member of a small group practice.
The trend today is more and more towards the physician®s working as an
employce for a large group practice, for a health maintenance organization,
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an increasingly uctive role vis-a-vis the physician as regards the choice of
facilities, tests. therapies, and consultations—as weli as th financing mech-
anisms and responsibilities for this hewlth care.

These nine factors describe some of the dominant forces changing and
shaping American medicine today and for the nest decade.

Background and Problems in United States M ical Education

There are several strong forees actively impacting tpon medica! education
today. First, there is rising dissatistaction with the carrent curriculum in
medical education and with the teaching methods, By this 1 mecan the -en-
craole practice of laving on the students fact, after fact, after £ st and requiring
the students to memorize these facts with Litde attempt 1o consider or point
out their clinical relevance. The perceived emphasis i+ on facts rather than
on knowledge and on science rather than on caring. These two issues are
bantered back and forth between faculty and students, and have become the
focus of a good deal of ciiicism of our current curricula. At the same tine,
the numbers of applicaions to medical scheols are now actually diminishing
in the United States. This certaialy retlects a diminished interest on the part
of the bright voung people of Amevica to enter medicine. About 20 years
ago, there were 3.2 voung people in the country competing for every one slot
apenin afreshman medical class somewhere in the United States. The ratio
s aow down to L9 from 3.2, althongh there actially are more slots available
tecause the : are more medical vehools with larger clas, sizes today. Many
cducators funve the feeling that some of the best and orightest —-who may
have gone into medicine i they had been faced with 14 e decision a decade
or twe apo - are deciding today not (o go fio medicine. but are choosing
physics, engineering, conmputer sciences, and other ficlds.

Secand, there is o reduction in government firancing of medical education,
including the financial support of housestalt training through Medicare and
the financing of student loans. Today the tuition at Johns Hopkins is $12,600
per year. We estimate it costs $25,000 per vear 1o be a student at Hopkins,
including tuition. The average mdebtedness of o student at graduation is now
approximately 338,000, This must inevitably have an effect on the choice of
specialty. the choice of location for practice, and perhaps even a diminishing
etfect on student interest inentering acidemic medicine.

Third (and this is & positive feature) is the rise in the number of females
and minority stedents inonr classes in the United States, Some 20 Vears ago,
less than 5 percent of our medical students were female. Currently, it is close
to 35 percent. The percentage of minority students is about 6 to 8 percent.
By minority studerts in the United States, we refer 1o Blacks, Hispanics,
Orientals, and Native Americans.

The fourth feature is the rather arbitrary separation between the under-
graduate medical education of the first four years and the postgraduate
training program. There are those, particularly in the faculty, who feel that
the arbritrary separation diminishes the potential for continuity in the edu-
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cational process. Furthermore, medical schools are urged to become more
involved i the curriculum of the postgraduate training programs and exert
greater influence on these issues.,

The fifth tactor o~ the competition for the avatlable time of the faculty. In
theory thie faculty are primartly appointed o teach. Surprisingly, they are
not often paid to teech. They are paud from funds derived from rescarch
grants and from clinice! practice. This makes it very difficelt to obtain a
commitment from the faculty 1o spend time and eftort on teaching: they
understind too well that the imcentives for promotion and icome are tocused
on research grants and on practice income. This s @ balance that we need
to redress.

The fast itenr e this caregory s the growing tension between teaching
hospitals on the one hand and taculty and students on the other hand. In
the “pood old days™ when teaching. patient care, and clinical research were
mixed together without regard o funding sourees, there were few problems
between faculty and stadents and therr teaching hospital. In the cconomic
world of today there 2oe inancial prossires on hospitals that make it difficult
for them to continue providing the undefined but substantial support of
teaching prograins thae were conducted essentially for free in the past. As
hospitals more and more wre bemg tinancially: pinched and are being called
on to acceunt for their costs, the edacational component ot the teaching
hospital has become more vinible and vulnerable,

These are some of the issues o the world ol medical education that have

come 16lo 1o reeently,

Current Trends in United States Medieal Fducation

I the carly TOSO the Associaiion of American Medical Colleges undertook
o large study of these medieal education issues, sponsared by the Henry J.
Kaiser Family Foundaton, They “arcoviewed students and Tacahlty from
around the naton m medicol schioods, and spoke with professional socicties;
they also spoke with L people and politicians. They published o lengthy
report entitled Physicrins for e Dweniv-lirt Conturve Report of the Project
Panel on the General Profossional Pducation of the Phvsician and College
Preparation por Medicine, I this document the Panel members have made
several assumptions for the future which are usetul 1o note in order to
understand their conclustons and recommecdations. These assumptions relate
to the pressures on medical education and on medical practice in the futare,

First, the rapid changes in biomedical rechnology will continue and prob-
ably quicken.

Second, chemical. mechanteal. and electronic technologies availuble for the
prevention and treatment of disease will become ever more complex, more
powerful, effective, costiv, and sometimes dangerous.

Third, the medical practice utilizing these techuologies will require more,
not Jess, education and specialization.
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Fourth, there will be an increasing recognition that many factors deter-
mining health and illness are not directly influenced by interventions in the
health care system, bat are consequences of lifestyle, environment, and pov-
erty.

Fifth, the principal providers of healih services in the near future are likely
10 be physicians employed by large corporations or by health service orga-
rizations covering specific population groups, such as health maintenance
organizations,

Sixth, the environment of medical practice and medical education will be
heavily influenced by the agencies that pay for health services and shape their
delivery. As concerns for health care costs become more acute, the goals of
medicine and medical education will become less and less congruent with the
goals of fimancial control. An mtensification of many of the ethical dilemmas
that we face today will result.

Based on these assumptions and the imformation from their interviews, the
Panel members hiave come to severai conclusions and recommendations:

First, the Pancl members have noted that the purposes ot a gencral profes-
sional education should be the acquisition of knowledge, but these purposes
should also inctude the aequisition of the skills, vadues, and attitades necessary
for all physicians. These purposes should encompass the acquisition not only
of the concepts and principles derved from o knowledge of the natural
sciences, but adso toe acquisition of those coneepts and prineiples derived
from o knowledge of the social sciences and himanities. These purposes should
include also the acquisition of the values and attitudes that promote caring
and concern tor the iwwdividual, as well as for his society: and they should
include the acquisition of shills in the collection ol inforeation about patients,
rapport with patients, appheation of the scientific method to analysis, synthesis
and management of clintcal problems, the identification and clinical appraisal
of relevant literature and clhinical evidence, and a continuation of eftective
learning. In this regard, the Panel mer bers have gone on to recommend the
fotlowing:

1. A shift in emphasis toward o better balinee between the acquisition of
factual knowledge and the acquisition of skills, attitudes, and values

A better deseription of the proper prereguisites for medical education
An amending of the curriculum o adapt to changes in demography
(i.c., the aging of our population) and in health care systems, and to
prepare for involvement with social problems such as drug abuse and

s 1D

alcoholism
4. An increase in emphasis on nealth promotion and disease prevention

The second set of conclusions has dealt with the prerequisites for medical
education. The Panel members have noted the current trend towards pre-
mature specialization in college life and toward excessive emphasis on un-
dergraduate sciences and the Medical College Aptitude Test, with the resuttant
failure to obtain a broad, rigorous education. In this regard, they have rec-
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ommended that students seek a broader college education and that medical
schools modify admi-sions requirements o reflect this and require some
evidence of scholarly achievement in college. They have recommended im-
provements in the criteria for entrance into medical school and a clearer
communication of those criteria to the undergraduate colleges.

Third, with regard to acquiring fearning skills, the Panel members have
noted that physicians need 1o be able 1o fearn continually throughout their
professional lives, and the Panel members have recommended that the faculty
select students who have demonstrated o capacity tor self-directed learning,
The Panel members have also recommended o reduction in classroom hours
(one of the fuvorite pleas of students) and o greater emphasis on independent
learning and problem sohving opportunities. Furthermore, they have ree-
ommended the development of improved evaluation and testing methods, and
a heavier utilization of the information scicnces and computer icchnology in
the teaching and learning process.,

Fourth, the members of the Panel hiave attempted to define what should
be accomplished in the climeal clerkship vears of w basic medical education.
They have recommended that the fac ity should study and specify the content
of the climeal curriculum and specty its goals. These eriteria should be
enforced and supported by the deans and hospital exccutives. There should
be ateaching faculty who have the tine and the preparation as teachers to
undertake this: Students should be given the benefit of the results of their
tests for feedback purposes. Clinieal time should be osed (o broaden the
cducation of the student and not 1o cicourage premature speckthization in
one field or another. Last, the basie sciences and the elinical sciences should
be blended together o make the clinical education more relevant.

Frnally, the Panctmembers have made some remarks about wiays to enhancee
the faculty involvement i medical education, Commenting on the competition
between teacling tme and tine for research and practice, they have suggested
that deans should intensity their eftorts 1o develop interdiseiplinary teaching
teams momiedical education. There should be o separite budget for teaching,
although this seldom occurs in medical sehools today. Fuculty should be
encouraged 1o serve as mentors to individual students, and ihe faculty should

adopt some of the newer rechnologies in teaching and student assessiient,

Developments at Harvard and Johns Hopking

The Report was published in November 1954 and many responsible facultics
in America are serioushy studying the conclusions and recommendations in
the process of evaluating their own schools, For example, m the carty 1980s
Harvard underwent o stdy of its cinriculum and developed o proposal for
an experimental curnicalum which began two vears ago. Twenty-five students
were randomly chosen to enter the experimental curriculum, which attempted
toaugment the traditional biomedical science of the first two vears with heavy
doses of behavioral and sociocconomic medicnse. but utilized computer tech-
nology and a considerable amount of self-directed fearning. This program is
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in the second year now and the jury is still out on how success’ul it will be
and whether it can be successfully replicated.

At Johns Hopkins we have appointed a high-level faculty committee to
study and perhaps revamp our tradittonal curriculum. In light of the tre-
mendous amount of time and effort now devoted to teaching the basic sciences
and the departmental involvement in the course work and classroom hours,
this may be difficult (o accomplish. A reexamination of our ethies course is
also under way. Recently, we have inaugurated @ campus-wide program in
cultural affairs in an attempt to blend the influence of biomedical science
with the arts and letters and music as they relate to medicine and society.

These are examples of How two bastions of academic research ana medical
cducation in America are trying to redress the balance deseribed carlier, the
balance between fact and knowledge and the balance between science and
caring. Undoubtedly some other medical schools are further along, but we
all have serious work aliead to accomplish the goals neted by the Panel.

Summary

As one last comment, T could not help but contrast in my mind this morming
the current ditficulties in Nigeria and Kenyva and other developing countries,
with those in America. T have asked whether there are any similarities.
Although there scems to be a stark contrast between the problems in the
organization and delivery of health services to their populations and the
appropriate education and training of the health professionals in the devel-
oping countries and what T have just deseribed here e America, T would
suggest that there s o core of issues that is quate similar for all societies.

Some of these issues are the following:

1. What are the functional definitions o health and illness, and how do
they affect sociery? What 1 health and what is nonheahth?

Wha is responsible for iadividuad health? The individual? His/her
family? His/her community, soctety, the government? What miyx of

tJ

responsibilities is there?!

3. What are the best wavs of promoting and achieving individual good
health, and the best wavs of cducating and motivating the individuals
for its pursuit?

4. What are the resources available to sectre good health? By this is meant
the broad group of resources: food, wirer supply, sanitation, medicines,
and health services. Who shall decide the rationing of these resources
and on what basis?

5. What are the social, cconomic, religious, or political impediments in
any oiven sociely that obstruet or delay the achievement of the targeted
levels of health, and how can those circumstances be ameliorated?

[t serms that these are fundamental questions that all societies have to
face, directly or indircctly, regardless of their individual levels of health,
power, education, or wealth, I think that is what brings us all here today.
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This is certainly not to minimize the problems described so poignantly this
morning, for they are grexi indeed, but rather to underscore the comaion
thr2ads weaving together the worldwide community of mankind as its
individual societies struggle separately or, in the case of JHPIEGO and
the World Health Organization, struggle together to improve the health
and well-being of their citizens.
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Strategies for Bringing About
Change in Curriculum

The discussion focused on the approaches to bringing about change in
reproductive health curricula in medical and nursing schools. 1t was agreed
that curricula content must be changed, and that influencing decision makers
1s a major approach to instituting curricular change. However, decision mak-
ers are a large constituency, including community leaders, students, acade-
micians, as well as political leaders.

Many speakers provided examples of successful apprvacis (o curriculum
change. For example, in Thailand i 1981, the Ministry of Health and the
Chulalongkorn Hospital Faculty of Medicine with support from JHPIEGO
organized a workshop for the deans of the seven Thai medical schools. They
agreed on a ravised competencey-based curriculum in reproductive health for
the medical students which has since been implemented in ail seven medical
schools.

An example of anather approach o curriculum change was cited by
participant from Mexico. The Association of Mexican Medical Schools (AM-
FEM) with support from JHPIEGO sponsors a program for medical students.
The objective of the course is to prepare future physicians to be family planning
promoters, charging their attitudes towards and building their knowledge
and interest in family planning. The program has now been ntegrated in
over 34 Mexican medical schools and has reached over 20,000 medical stu-
dents. It was suggested that this practical educational approach is one model
to introduce or improve the teaching of family planning at the university
level. The model appears effective, replicable, and not exceedingly expensive.
(The astimated cost per trainee for the 15-hour course was under $20 U.S))

The importance of developing new service systems which permit students
to put their new skills into practice was noted by a number of participants.
The example was cited of rursing students being taught family planning skills,
but having no place to utilize these skills in traditional curative delivery
systems.

11
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There was debate over the difficulty in changing university curriculum,
One speaker noted that it is typically the university senate and council that
approve curriculum change, and it is difticult for individual faculty to bring
about change. Another speaker countered that while it is true that university
curriculum s based on overall criteria approved by the university, cach
department head has fesibility within the course hours provided by the
university senate. This participant noted that reproductive health topics
should be an important part of the obstetrical and gynecological component
of medical schoot education, with particular emphasis on both the contra-
ceptive and noncontraceptive benefits of child-spacing methods, including the
relationship between child spacing and maternal and infant mortality and
morbidity.

In summary, there was general agreement among participants that

o JHPIEGO should continue 1o concentrate its offorts on developing pro-
grams to reach decivion makers such as deans and directors of medical
and nursing schools o help convinee them of the need for continuing
to integrate reproductive health and child survisal components into med-
ical and nursimg school curricula,

o Nursing and medical schools nmast upgricle and revise curriculy to include
reproductive health- Tamily planning and primary health care,

o Medical and nursimg students are captive audiences with respect to family
planning, and are i o position to conyinee others,

o Any alteraton of the corriculi must also be reflected by an alteration
of service delivery programs, o stadents Mmay practice their newly ac-
quired skills

o University officials need 1o be comvineed of the need for curricular
change

o Indigenous rescareh can be used 1o change attitudes of university officials
and policymakers,

o Lecturers should incorporate reproductive health/fanily planning prob-
lems/tssues o their regular lectures,
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Reproductive Health: What and
Where in Nursing Education

Carol J, Gray, R.N., Ed.D.

Reproductive Health in Basic Nursing Education

The definition of reproductive health used in basic nursing education es-
sentially might be Zimited to those aspecis of health concerned with the process
of reproduction or in ity broudest sense might be interpreted to encompass all
aspeets of family health and, in particular, the health of the mother and child.
The latter interpretation would include consideration of fertility, coneeption,
pregnancey, childbirth, child health, and family planning-—and would be in-
terpreted as such in most university-based prograins.

A brief reference to the recent curriculum/program deveiopments in nurs-
ing education might suggest the conteat in which nursing moved from the
narrow to broader mterpretation of the definition. As nursing in the mid
1950s and carly 1960s determined the need to phase out hospital-based di-
ploma programs and 1o move into institutions of higher education, they
introduced o major curriculum thrust as wew. Many models of nursing cur-
ricula were developed that focused on health, ¢.g., health promotion and
discase prevention, in contrast to the medical model that has focused on
discase and pathology.

The concept of reproductive health used by our faculty incorporates the
life-long approach to health maintenance. The underlying principle, simply
put. is that if one is to have a healthy child, one must be a healthy person.

The sequence of learning experiences focuses first on the young woman at
menarche, on adolescent nutrition, and on health promotion. The concept of
family is important, as is the need for adequate support and for control of
one's life. The father is o focat point when possible or, in his absence, the
term significant other enters into the application of principles to family-
centered care.!

The Johns Hopkins University School of Nursing faculty believe that what
is called “reproductive health™ cannot be understood in isolation from the

113
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rest of social life: far-ily structures, religious beliefs, ethnic or national her-
itage, or culture. Therefore, before the student considers reproductive health,
he/she must complete a course of study that provides an essential foundation
for professional education in nursing. Through studies of the humanities and
the social and natural sciences, students gain a greater understanding of man
and his world. Additicnally, the environment in which health care is practiced
is a critical factor in determining what a curriculum should include.
The Health Care Environment

The changing environment of health care was clearly articulated at the
Second Joint Mceting of the European Health Policy Forum and the World
Health Organization in 1984 and is appropriate vet today. 1 quote Dr. Jan
E. Blanpain of Leuver University (ctied in the International Journal of Tech-
nology Assessment i Health Care, Cambridge University Press—a Major new
journal concerned with the generation, evaluation, diffusion, and use of health
care technology through international exchange of information).

“The morbidity problems that health services confront today are different
in nature, volume and min compared with those of vesterday. The tech-
nology available to health professionals (and increasingly to lay people) is
changing dramancalhy. Tt (technology) rapidly becomes obsolete and s
constantly repliced by new and often better techniques, usually at a greater
expense. which m tarn fuels the cost problem in health care. These phe-
nomenare butacfew examples of the array of forces which are impinging,
in synergy. upon todav's health care seene . .

“Cost contammient i probably he foremost issue because it not only
directly affects the resources devoted to health care, but also reflects aban-
donment of policy of contmuously expanding social coverage at any cost

vl

Introducing Reproductive Health in Nursing Curriculum

Beyond the concern for general education and the health care environment,
faculty believe that a basic understanding of rescarch and technology are
requisite to the introduction of reproductive health content. Two courses are
offercd to achieve that end. First, through a course, Systems and Technology,
students consider the utility as well as the cthical dilemmas wrought by
technological advances in health care, including diagnostic and monitoring
devices, computerized data bases, information retrieval systems, as well as
physiological life support systems, Second and concurrently, the course in
research provides students with the opportunity 1o review selected research
literature and to eritique itas well. Within the course, students are introduced
to the research process and major resear h designs --including experimental
and quasi-caperimental studies—and 1o the rigor necessary to carry out sci-
entific inquiry. Given that requisite knowledge base, two courses—Nursing
the Child-Bearing Family and Nursing for Child 1ealth—are offered con-
currently, both of which integrate coneepts of reproductive health.
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Nursing the Child-Bearing Family

This course introduces the student to contemporary perspectives on the
health care of women during normal pregnancy (“*Pregnancy, a normal life
process!™) as well as during the intrapartal and postpartal periods. Course
content incorporates the growth and development of the fetus and the mother's
needs foo health teaching and nutritional care during the entire child-bearing
experience. Emphasis is placed on the nursing aspects of care for the mother
and her infant within the family context. Health problems and issues related
to pregnaney and selected high-risk situations are addressed. Maternal-infant
interaction and parental bonding are emphasized. Continuity of care is stressed
as the mother and child return to the home and the community. Students
practicz within the in-patient setting under clinical supervision. They have
the opportunity to care for patients throughoat the preiatal period and to
make home visits to selecred patients for folloss-up care.

Nursing for Child Health

Students siudy the unique developmental and health problems of infants,
children, and adolescents. Drawing on their knowledge of normal health
assessment, students consider the wide variety of needs of children who
experienice a change in health status. The more common and the more serious
health problems are considered in light of the demands placed on the child
and his family. The impact of illness and hospitalization and the particular
demands surrounding acute and chronic illness in children are discussed from
theoretical and applied perspectives.

Students identity and implement appropriate nursing interventions using
the nursing process-—assessment planning, implementation, and evaluation—
in the clinical situation within a pediatric setting. The goal of the course is
to develop perspectives on wellness, short-term acute illness, and chronic
tllness in children. Emphasis is placed on family-centered care that incor-
porates teaching and heaith counseling. Continuity of patient care—regardless
of setting—is stressed. A comprehensive approach to child care is emphasized,
and the course addresses the utilization of a health eam approach and
incorporates the use of community resources for the benefit of the child and
his family."

By highlighting selected components of the entire carriculum, including
the maternal-child component, [ have provided a synopsis of the way in which
reproductive health is offered in one basic nursing education program.

Curriculum Accreditation

In the United States, the curricula supporting the first professional degree
in nursing are influenced by a national accrediting agency, the National
League for Nursing Criteria for Accreditation.” The uniqueness of a curric-
ulum is influenced by the mission of the university and the philosophy of the
school’s faculty.
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Despite cultural, institutional, economic, and d-mographic differences
within our countries, reproductive health issues apply connnonly to all—
perhaps in different measure/scope—but umversally we must ] address
concerns about the management of pregnaney, Jdelivery. and the postdelivery
period, as well as those concerns regarding care of the newborn. Reproductive
health for all includes provision of adeguate nutrition, improved health status,
reduced risk foctors tacreased public/professional awareness, and improved
services.

The solution to the human problems still existing will conic pot from simiple
change incurriculuni content, cr unilateral national or discipline-based action,
but through colliboration- i education and practice-—of the diverse pro-
viders of health cares medicad and nursing care providers; allied health profes-
stonals:  decision makers i povernment, industry,  and health care
organizations; as well as members of the “scholarly™ disciplines such as law,
cconomics, ethics, engineering, soctology. psvehology, and history. The quer-
tion of content options to improve reproductive health is theretore too narrow.,
The process and the intertace with other key health providers are essential
corollaries to the content uestion,

Summary and Conclusion

University-based hasic nursing cducation supports (generally) the definition
of reproductive health that encompasses all aspeets of family health with
oasideration given to fertihty, conception, pregnancy, childbirth and child
health, and family planning. Teaching methods enable students generally to
achieve the objectives of undergraduate education and o fultill the purpose
of university-based basic nursing education: the develspment of clinically
competent generabists, Were faeulty to utilize more by available educational
technologres and encournge independent study, perhaps the pressure of time
constradnt felt by the majority would diminish significantly and content ex-
pansion in the arcas of epidemiology, infectious discases, and selected other
emerging health issues might be possible. Faculty might then be able to devote
greater time to scholarly pursuits and practice. Additionally, in academic
health centers, there s an opportenicy for shared interdiseiplinary health
education and collaborative practice thai should be pursued in timely fashion.

Opportunities to improve content are ever present. By keeping a finger on
the pulse of the world (maintaining a global view) and by taking advantage
of the opportunities associated with international diafogue--via satellite, mi-
crocomputers, or international meetings —we will be able to improve content.
The problems are compelling and the colutions require international and
interdisciplinary pursuit.
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Graduate Nuises: Meeting
Reproductive Health Needs in the
Community

Ms. Lydia A, Palaypay, M.S.N., B.S.N.

The promotion of the concept of family welfare, responsible parenthood,
and family planning in the nursing curriculum was mandated by the president
of the Philippines in 1972 In that year, all schools of medicine and nursing
were directed 1o prepare, plan, and implement the integration of family
planning into their curricula and require from graduates competency in family
planning as a prerequisite for the appropriate licensing examination. In 1973,
the Ministry of Health and the College of Public Health in the Philippines
in collaboration with the World Health Organization started to conduct a
series of workskops on population dynamics, family health, and human sex-
uality for faculty members of nursing schools to help them prepare for the
integration of family planning into the curriculum. A teaching guide entitled
Guide for the Teaching of Population Dynamics, in Family Health and Human
Sexuality in Nursing and Midwifery Curricula was published in 1973 and
distributed in the schools.

The most recent census conducted in the Philippines was in 1980. The
population of the Philippines at that time was 48. 1 million, making it the
eighth largest country in Asia and the seventeenth largest country in the
world. The government of the Philippines recognized that population pres-
sures were one of the ten leading problems in the country. Nursing educators,
as well as nurses engaged in delivery of services, recognize the urgent need
to revise the nursing curriculum in order to prepare sensitive graduates who
are able te meet the reproductive health needs of the population. In addition,
since in the Philippines nurses comprise a major proportion of the manpower
for family planning services, the nurses’ ability to provide family planning
services is crucial in the implementation of the population program of the
country.
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Strategies for Curriculum Revision

In 1986, the University of the Philippines Institute of Public Health was
granted the authority by the Commission on Population to conduet a na-
tionwide survey of public and private nursing colleges in order to arrive at
a systematic description and documentation of the integration of family plan-
ning in the nursing curricutum. The following were assessed:

. What and how family planning concepts and skills are taught in nursing

schools.

The population/tamily plunning knowledge and attitudes of 1986 nurs-

ing graduates,

3. Facilitating factors and constraints in the teaching/learning of popu-
lation/family planning.

4. Perceived learning/training needs of 1986 nurse graduates and faculty

in the area of population.

The scope of populition/family planning questions included in the 1985

Board Examination for Nurses.

0. Respondents” suggestions/plans for strengthening the population/family

18]

N

planning component in the nursing curriculum,

Population and Sample

Twenty-cight out of 120 schools of nursing participated in the study. The
sample population included 428 nurse gradua.os representing 21.8 percent of
graduates of the sample schools or 112 pereent of the total graduates of
March/April 1986: 64 faculty responsible for teaching/supervision of the
population/family planning component, and 28 deans also participated.

In designing the instruments, o technical committee (representing lead
agencies in family planning services/training) was convened. This committee
included representatives of the Ministry of Health; the Commission on Pop-
ulation: the Nursing Professional Regalation: Commission; the Ministry of
Lducation, Culture, and Sports: the Institute of Maternal and Child Health:
the Association of Deans of Philippine Nursing Colleges; and the Phiiippine
Nurses” Association,

Findings

Data were obtained through questionnaires, interviews, review of syllabi,
and inspection of teaching materials, The following are the key study findings:
i. Population/Family Planning Component of the Nursing Curriculum

a. Content and Approuches

(1) Al schools use the survey approach in teaching population/family
planning, integrating the content in community health nursing and/
or maternal and child nursing.

(2) Of the listed essential content of population/family planning, some
schools do not include information, education, and communication
(TEC); counseling; and management of family planning services.
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b. Family Planning Practicum

(1)

)

(0)

(7

(8)

%)

All schools make use of community facilities such as city and rural
health centers for their students’ practicum on family planning.
These resources also include government hospitals with family plan-
ning clinics. In addition, experiences in family planning service
delivery are integrated most frequently during the community
health nursing practicum and in assignments to inpatient and out-
patient obstetrical units.

All the health centers or hospitals promote contraceptive pills and
the TUD. The majority promote the condom, sterilization, and
Natural Family Planning methods. The method least promoted was
spermicides.

Eleven schools had exclusive use of elinical facilities. The rest shared
the resources simultancously with other nursing and non-nursing
schools such as midwifery, medicir :, medical technology, and social
work.

Deans of government schools allowed their students to provide all
contraceptive methods.

Deans were also selective of their students® experiences/activities.
Motivating potential aceeptors und giving instruction on Natural
Family Planning were cited by all.

Activities that 50 percent or less of the deans permitted their stu-
dents to carry out were the following:

o Issuing of a resupply of condoms and pills to clients

o Instructis ¢ new pill and condom users

o Caring 7 r paticnts before and after sterilization or TUD insertion
Activities that more than 50 percent of the graduates were able to
perform included the following:

o Motivating potential female aceeptors

o Demonstrating/explaining different methods

o Taking a client history

» Motivating potential male acceptors

Activities in which less than one third of graduates had experience
included the following:

o Assisting in IUD insertion

o Issuing resupply of pills/condoms

No school made the clinic staff solely responsible for students’
practice. Supervision of students’ experience was a cooperative ef-
fort of faculty and clinic staff in 75 percent of the schools. The
rest of the schools relied solely on their faculty to provide the
supervision,

Instructional Support

(n

In general, schools relied on their nursing faculty to be responsible
for the teaching of population/family planning with backup support
from other resources such as their non-nursing faculty, the faculty
from other educational programs, and private medical practitioners.
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(2) The majority of the faculty who teach population/family planning
had participated in a basic family planning course and had partic-
ipated in course work pertaining to human sexuality, motivation,
and counseling. Arcas in which few of the faculty had been trained
included management of tanily planning services, KAP surveys,
and population dynamics/demography. The training and work ex-
pericnees of faculty indicated that, generally, faculty were prepared
to teach population/family planning.

(3) The five instructional methods frequently used by faculty were
lecture/discussion, supplemented by visual aids/printed materials,
demonstrations, group discussion/conference,  and  simulation
games including role play. Materials mfrequently used were audi-
otapes as well s projected materials such as transparencies and
still and motion pictures.

() At least hail of the schools had tape recorders as well as shide/still
or motioan projectors, Two-thirds of the schools had working over-
head projectors.

(5) Library resources included reference materials on population, the
reproductive system, and contracepitve methods, as well as news-
letters and studies on population/tamily planning, handouts, and
teaching guides, Library materials on the management of family
planning services were not available in about half (13) of the schools
surveyed.

2. Population/Family Planning Knowledge, Attitudes, and Perceived Com-
petencies of the 1986 Nurse Graduates - To determine their knowledge,
attitudes, and perceived competence in population/family planning, the
graduates were requested (o respond to a 100-item test and to a checklhist
to appraise their competencies. The areas tested were population coneepts,
programs, and thrusts: assessment of chents: Tty planaing technology;
and managenent of famtily planning services,

a. Knowledge

(1) The mean score of graduates was 42.7 percent with a range of 60.
Catholic school graduates demonstrated the highest scores; gov-
ernment school graduates seemed to be least knowledegable with
a mean score oft 37. 3 pereent.

(2) Graduates were able to respond to at least 50 pereent of the ques-
tions on the assessment of clients. Arcas that indicated limited
knowledge (31-46 percent of items) included family planning meth-
ods, population concepts, and management of tamily planning ser-
vices.

b. Attitudes

(1) The majority of the graduates agreed on the tollowing: A popu-
lation/family planning program is needed as part of the strategy
for national development. There should be government funding for
population/family planning. Pregnancy prevention is not a sin,
Nursing students should have knowledge of fanmily planning.
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Philippines in developing a survey to assess the reproductive health component
of the nursing curriculum, as well as faculty and institutional needs, can serve
as a model for other countries.



Teaching Reproductive Health in
Nursing Schools: Supportive and
Limiting Factors

This discussion focused on factors that facilitate or limit the teaching of
reproductive health in nursing schools in developing countries, as well as on
approaches to upgrade the skills of nurses already in the field. There was
general agreement on the need for development of curriculum that is problem-
and competency-based, geared to country needs, and not based on traditional
Western models.

A participant from Kenya noted the need for integrating family planning
into the curricula of all nursing schools in the country. This individual
recommended that a competency-based curriculum be developed so that when
nurses graduate, they are prepared to perform specific family planning skills.

A participant from Nigeria reported that only a small proportion of the
more than 1,000 nurse and midwifery tutors working in the 56 schools of
nursing and 62 schools of midwifery throughout the country have been ex-
posed to current concepts of reproductive health. The speaker emphasized
the importance of designing in-service education programs to meet the training
needs of this group. She noted that groups like JHPIEGO and the Pathfinder
Fund—in collaboration with the nursing schools, the Nursing/Midwifery
Council of Nigeria, and the West African College of Nursing—have developed
plans to upgrade the didactic and clinical skills of these taculty.

A participant from Zimbabwe explained that since the development of a
national policy on family planning in that country, a program has been
organized to systematically integrate the teaching of reproductive health into
the curriculum of all nursing schools. In addition, in-service education pro-
grams for practicing nurses are also in the process of being organized with
the support of JHPIEGOQO.

The Zimbabwe strategy has a number of approaches. One is to offer an
in-service course of four weeks to update the reproductive health knowledge
of all nursing faculty. In this course, strategies for integrating reproductive
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health into the curriculum are reviewed. Another approach is 1o o:ganize in-
service programs in reproductive health for all supervising nurses and nursing
administrators, including those who are hospital- and conununity-based.
These nurses then return 1o their home institutions and organize local in-
service programs.

A discussant urged that in planning curricula, not only should acerediting
bodies. professional associations, and students be involved, but also the min-
istries of health and the commuuity, e, those who really use the products
of edscation.

Finally, it was noted that in some countries, guidelines for curriculum
change are in eaistence. What is now needed s the necessary support, financial
resources, and political will to bring about the changes.



Prospects for Adopting International
Guidelines and Certification for the
Teaching of Rep.oductive Health

The purpose of this discussion was o explore whether there is a need to
formatly promote training in reproductive health by introducing certification.
Panclists discussed the role of international organizations in imtiating guide-
lines for reproductive health training certification. Che panel and avdience
were unauimous that certification s premature and would be difficult 1o
implement, although broad, flexible guidelines might be useful especially if
such efforts began on o modest scale. The consensus was that integration of
reproductive health into medical and nursing school carricula is more im-
portant, and that JHPTEGO has a particularly important ole to play in this
regard and m the development of Tocal or national putdelines.

The panelists pointed out that the development of international guidelines
and certification relative to reproductive health poses many problems. For
example, because of differences among cultures and regions of the world, it
would he difticult 1o develop certification. There is also a sensitivity to family
planning programs in some countries, and insisting that one must be certified
in reproductive health, including family planning, might pose a problem.

There was also concern that international certification might lead to in-
creasing sophistication in health service delivery in developing countries, vet
fail to really meet the needs of the country. Anather concern was whether
the certiticate would be tor competence or for attendance or both. In addition,
it is unclear who would be certified: physicians, nurse-tutors, traditional birth
attendants, cte.

A speaker pointed out that there is no true definition of what we mean by
reproductive health. As an exinple, in Europe there is a European Association
for Reproductive Health whose goals and objectives are different from those
discussed at the meeting. Thus, a clear definition of <he meaning of repro-
ductive health must be developed.
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In summary, participants agreed that the development of international
guidelines and certification relative to reproductive health is a complex issue,
and that certification by any international body is not appropriate at this

time.
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Advances in the Technology of
Education

CLarles W. Dohner, Ph.D,

Definitions

Educational technology is o term with imprecise meaning. Deiinitions range
from media used in 1astruction (including materials such as slides, simulations,
television, videotapes, computers, and satellites) to learning systems and ed-
ucational philosophies (such as student-centered learning, problem-based
learning, and lecture/demonstrationd. Since “media™ 1. » commonly used
word, the definition given by Schwen (1977)" seems appropriate for our
consideration. Media is

“the replicable means, forms, or vehicles by which instruction is formatted,
stored, and delivered 1o the learner.”

With this defirition of media in mind, the following definition of educational
technology is suggested:

Educational rechnology is the application of media (which formats, stores,
and delivers information) for the purpose of facilitating the teaching and
learning process.

Within the framework of this discussion, educational wechnology will in-
clude the written word, audiotapes, shides, videctapes, computer simulations,
videodises, satellites, ete. This paper is organized around the effectivencess,
advances, future obstacles, and criteria related 1o the selection and appropriate
use of educational technology.,

Effectiveness of Educational Technology

A considerable amount of research has taken place in the past two decades
attempting to cormpare learning outcomes using different media. An exami-
nation of the studies points out the complexity of the learning process as well
as the difficulty of assessing the relative merits of various technologies. Levie
and Dickie (1973)7 concluded that most learning cutcomes could be achieved
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by instruction presented by any of a variety of different media. Jamison et
al. (1974)' compared research on traditional instruction and instruction via
computers, television, and radio. They found no signiticant differences among
these methods. A meta-analysis of media research by Kulik et al. (1979)*
found some small but consistent benetits associated with the use of “newer”
media such as computer-based instruction in college environments. However,
these advantages tended to disappear when the same instructor prepared both
treatments and the impact of novely dissipated.

Foley (1983)7 reviewed studies of simulations, tefevision, and self-instrue-
tional programs and tound that students saved time and that there was an
apparent transfer of learning to patients when these methods were used. In
the arca of television, Foley (1983)" concluded that “while much has been
written about the merits of television, littde has been done to assess its merits
systematically.™ Some studies were examined mn whick television was reported
to be as effective as a fecture-demonstration. Its use in continuing medical
education (CME) has also been surveved, but there has been little conclusive
evidence whout its value, Marshall and Alexander (19760)" concluded that the
best use of television in CME may be ty motivate physicians to seek additional
medical mtormation. In 25 studies reviewed by Foley', 10 revealed that self-
mstruction was better than traditional instruction in knowledge acquisition
by low-ability groups. Frfteen studies discle d no difterences in achicvement.
The expected odvantages of self-instrue al materials (including making
explicit the behavioral objectives, the o) crtunity or self-pacing, and sys-
tematic teedback) do not seem 10 be reflected in any increases in retention,

Clark and Solomon (1986), after surveyving the entire history of media

research, concluded that “general media comparisons and studies pertaining
to their overall mstructional impact have vielded little that warrants opti-
mism.” They further noted that the medium itself was not seen as the cause
of the advantage camed 1 those few studies where dramatic changes were
observed, but rather “the introduction of & new medium often allows the
production of high-quality: materials and novel experiences, or leads to or-
gamzational and practice changes not otherwise afforded.”

Where does this leave us in terms of selecting appropriate educationas
technotogy? One thing seems clear: [he research indicares that in terms of
knowledge gain, one medium is no better than another. The most important
ssons from the comprehensive analvsis by Clark and Solome u (1986)° are
the following:

L. Past research on media has shown quite clearly thai no medium enhanees

learning roore than any other medium regardless of learning task, learner
treits, symbolic clements, or curriculum content.
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Any new technoloay ic likely to teach better than its predecessors because
it is generally accompanied by better prepared instructional materials
and its novelty engages learners.
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3. Future research on media should be conducted in the context of and
with refercnee to similar questions in the general cognitive sciences.

4. In the future, researchers might ask not only how and why a medium
operates in instruction and learning but also why it should be used at
all.

The final ethical issue raised by the history of media use in teaching is the
pattern of its use by educators. In the past there has been a patiern of adoption
by schools in response to external pressures from conmercial and community
special interests rather than as a result of an identificd and expressed need.
Most new media are not developed with educational applications as their
foremost goal. Consequently. decisions to adopt them occur before there is
clear evidence about their efficacy or the availability of superior materials.
Phis was certainly the case with television and is as elearly the case with
microcomputers. Although the enthusiasm that surrounds the introduction
of a new medium lends a certain currency and legitimacy to schools, it also
takes scaree resources away from already identified priorities.

This is not to imply, hewever, that the very availability of television or
computers is in itself a poor justification tor their demands on the educational
system. The conscientious researcher may, on oceasion, recommend  that
schools postpone their entry into a “higher tech™ era before a number of
basic questions have been addressed. For example, we need to know how the
media would support instructional objectives, other roles it takes on, what
the teachers' role will be if students receive most of their instruction from a
medium, and how already overburdened instructors will accommodate the
special demands of newer media. The development of media in education
should be aimed at the improvement of the education, not the glorification
of the media, Questions 1o be asked are not only what technology, tor whom,
and so forth, but also why this technology now?

Technological Advances

There is currently an expanding use of computers, videodises, and computer
imaging. During a time of fast changing technology, some of the older media
tend to take the back seat, such as print (in the forms of books, syllabi,
journal articles, or posters), the tecture. discussion, tapes, slides, self-instruc-
tion, and motion pictures. We should not neglect the valuable contribution
these strategies can make to the instructional process.

In the United States, computers are fast becoming a classroom fixture. A
recent article in U.S. News and World Report (November 10, 1986) reported
that in clementary and scecondary schools from 1983 to 1985:

e The number of computers jumped from 250,000 to 1,000,000.

o Three fourths of the 33,000 schools that had not previously used the
machines began to do so.
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* The proportion of clementary schools with five or more computers
Jumped from 7 percent to 54 pereent; secondary schools with 15 or more
computers increased from 10 percent to 56 percent.

o The time computer-using high-school students spend at terminals each
week nearly doubled to 90 minutes,

o The number of students using computers jumped from 4.5 million in
1983 to 15 million in 1985,

o The distribution of computer time in our public schools was 33 percent
for computer programming, 32 pereent for drill and practice, 15 percent
for word processing, and 14 pereent for discovery and problem solving.

At the University of Washington School of Medicine, students' experience
with computers has been steadily mcreasing, at least over the last three years.
Currently, 60 percent can program i one language, 40 percent have used
computers ininstruction, and 25 percent have their own computer. Although
we have some medical school faculty experimenting with the use of computers
in instruction, the majority of faculty ire only beginning to become familiar
with the new technology. This year several faculty development workshops
are being offered tointroduce faculty to the use of computers and applications
of selected soltwire packages. Several faculty are currently experimenting
with the appheations ol computers to teaching, Although 24 computer clinical
simulations have been developed prinarily for the continuing education of
physicians, only one clinical department is conducting a study of the effec-
tiveness of computer simulations in the teaching of third-year clerkship stu-
dents. Faculty are applving three-dimensional maging to the teaching of
anatomy. physiology, and diagnostic procedures.,

The use of videotapes holds considerable promise as a means of giving
feedback to students in their initial experience in taking histories, performing
physical examinations, and acquiring facvnl information. For areas where
rapid aceess o a large quantity of slides, videotapes, and Xerays is needed
(such as in hematology), the videodise holds some exciting possibilities. It
has been estimated, however, that it requires up o 400 hours to develop !
hour of computer simulations and computer/videodise instruction. The initial
outlay of hardware for three-dimensional Imaging requires a start-up cost of
between $30.000 to $100.000. Theretore, the development and production
COSLS are expensive,

Although the advent of the microcomptiter is by no means a panacea for
the shorteomings of medical education, it is a supplement that can enhance
learning. Tt gives opportunitics for ereative mstructional designers to provide
individualized, self-paced fearning experiences. When used appropriately, the
microcomputer can iree instructors from many ol the routine, time-consuming
instructional tasks. As a supplement to instruction it can expand the depth
and add breadth to the learning experiences. In terms of clinical instruction,
the development of computerized clinical cases has the patential for enhancing
problem-solving skills. The use of computerized clinical cases has the further
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10. Lasers
11. Surgical advances
12. Positron emission tomography

Wedemeyer (1986)" discusses the following five developments that are
driving forees in our telecontmunication-based world:

Cellular Telephone Technology

The new computerized switches and the quality of the signal will tie mobile
users into both local and global telephone networks. This will present new
opportunities for consultations and communications. In the near future,
schools will be able to page faculty anywhere in the United States.

Cable television technology (advances in interactive cable) allows greater
freedem of choice, conferencing, video delivery, and interactive instruction.
For example, multivision in Japan incorporates cable television and videodises
for educational applications. The market is creating its potential and holds
the key to interactive services.

Fiber Optic Technology

Beyond coaxial-cable-based felevision, the broadband information utility is
possible through fiber optics. American Telephone and Telegraph plans to
bui'd the first lightwave communication system under the Atlantic and Pacific
oceans. By 1988, laser beams traveling through two pairs of glass fibers will
carry the equivalent of 37,800 simualtancocs overseas, underwater routes for
a total of 21,000 miles. Bell Laboratories S 'stem can transmit | billion bits
of information (the equivalent of 20 digit~' television channels, 14,000 tele-
phone conversations, or 100 average novels) cach second. Fiber optics may
provide an attractive alternative to satellite communication for some appli-
cations.

Satellite Technology

Communication satellites now connect the most remote spots of the world.
A new generation of satellites could lead to a fivefold increase in satellite
communication capabilities in the 1990s. Orbiting space satellites could con-
ceivably lead to reduction in cost.

Compuzrer Technology

This technology has and will continue to develop at a mind-boggling pace.
In just the past ten years, the cost of memory has gone from $600,000 to
$1,000 on a microcomputer. In addition to the fast expansion of power,
computers will be knowledge processors as compared to data processors.
Spin-off from artificial intelligence research such as medical information ex-
pert systems will enhance the diagnostic and treatment protocols, to say
nothing of the implication of computers that we can talk with or that will
automatically translate foreign languages in real time.
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Optical Disc Technology

The technology of optical discs will undoubtedly have a potential impact
upon education When coupled with computers, the newer compact discs
hold promise of a highly factored solution to information storage problems
and educational problems. According to Wedemeyer (1986),'" three trends
will continue in the near future:

. Telecommunication ininiat rization
2. Digital integration
3. Networking efficiency

In the next five years, a new gencration of personal computers will offer
users docament and graphic design tools and artificial intelligence software.
By the year 2000, personal computers will have 8 billion bits of main memory,
and they will be affordable by almost eviiyone. What all this will finally
mean is increased efficiency and flexibility in telecommunications on a scale
that can scarcely be imagined. Schools will need 1o take advantage of the
new cavironment and train people to be computer literate,

Videotapes have replaced movies as an educational medium. In a similar
way it is conceivable that voice interaction with the computer may significantly
repiace the keyboard. The new technologies no doubt have the potential to
drastically change the learning environment and to steer it in the direction
of increased individualized, self-paced Icarning and “schools without walls.”

Obstacles to Use of Educational Technologies

Several obstacles to the use of new educational technology become readily
apparent. The application of educational technology requires change, and
there is a natural :esistance to change. The cost of the hardware is often
prohibitive. {n instances where this is not a problem, money is often not
available to support the development and ongoing updating of learning ma-
terials. Most new educational technologies require support peaple beyond the
normal faculty, seeretarial, and laboratory personnel. The lack of compatible
hardware is often a problem that makes it difficult to adapt materials from
one center to another.

More serious than the cost of hardware is the lack of computer learning
material. Faculty tend to want ownership of their own instructional material,
thus transportability from one school, environment, or culture is not always
acceptable. There is a lack of faculty incentive to spend the time and energy
on developing new learning material. Professional and financial rewards are
not generally as frequently given for this type of activity,

Faculty attitudes and the values faculty hold regarding how students learn
are often at odds with new educational technologies. For example, facuhy
alue their roles as the expert disseminators of information more thar. they
alue their roles as resources and facilitators of learning.
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Psychosocial Dimension

Many educational innovations fail to be implemented or continued due to
their incongruity with the values of faculty, of students, or of the adminis-
tration. All technological choices are value-laden whether the decision makers
realize it or not. Lducational technologies, to be successtul, must be appro-
priate to learning objectives, curriculum structure, and learning principles.
These technologies must also be technologically feasible and congruent with
individua! and cultural values,

Summary

The research on the relative effectiveness of various educational technol-
ogies suggests that there is no one best medium for instruction. Although
there are some indications that high technology may shorten the learning
time and mcrease motivation for learning, no medium enhancees learning more
than another regardless of the fearning tasks, learner teaits, curricalum con-
tent, or learning situations,

Technology may be more timportant in the practice of medicine than it is
in teaching and learning abouat how to practice medicine. Patieat care is where
technology is muking the greatest impact. Education is where technology is
least effective.

Appropriatencess of educationa] technology is a martter of degree, with the
same technology frequently having both appropriate and mappropriate fea-
tures i a given sitnation. When selecting appropriate technology, consider-
ation needs to he given o the learming objectives, curriculum structure,
learning principles, technological feasibility, social aceeptability, and cost-
effectiveness.
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The Teaching of Reproductive
Health by Computer-Assisted
Learning Systems and Interactive
Videodisc Technology

Ronald H., Magarick, P’h.D,
Charles Galbraith, B.S.

Over the Just five years, there has been a revolution in the development of
new educational technologies and specialized learning systems, Health care
educators receive almost daily announcements of comprterized instructional
systems and new interactive videodise approaches o learning. Some of these
new technologies and approaches may be suitable for use in reproductive
health training programs in developing countries. In fact, a number of an-
thorities have expressed the opinion that the major means by which developing
countries can bring about major improvements in the level of education is
through the use of technological innovations. The outgoing rector of the
United Nations University, Dr. Socdjatmoko, has said that poorer nations
will not have the money to build classrooms- - much less hire teachers—as
global population explodes. The remedy proposed by Soedjatmoko: Use tech-
nology to deliver instruction.

He states, “We have not begun to mine the educational use of television
or video as a learning tool. What has become clear is that the methods that
we use to impart education are too expensive, To hope that a simple replication
of existing methods and hardware- classrooms, schools and so forth—can
keep up with the population increase is an illusion. !

Similarly, the chairman emeritus of Control Data Corporation, William C.
Norris, speaking at the Society for Applied Learning Technology’s ninth
annual conference, stated, “Realistically, ihere is no way that developing
countries can make adequate cconomic and social progress without improve-
ment in education and training on a massive scale . . . primarily because of
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the critical shortage of qualified teachers, the only feasible way of achieving
these goals is with computer based education,™

This paper provides a brief overview of current and potential applications
of computer-assisted instructional (CAI) systems and interactive videodise
technology in reproductive health training programs.

Microcomputers in Reproductive Health Education

Thosce working in reproductiv e health are focusing increasing attention on
the microcomputer for information dissemination and traming.”* For example,
in October 1985, an organization called POPLAC wos organtzed primarily
by the Latin American and Caribbean Bureau of ATD's Office of Population.
POPLAC is u nonprofit organtzation of over SO0 individuals and institutions
that use microcomputers for population and family planning activities in
developing countries. A major purpose of POPLAC includes stimulating the
use of microcomputers and other new instructional technologies in population
and development programs,

Although at this pomt there is w limited amount of computer software
available for use i reproductive health training programs, an increasing
number of organizations are beginning o develop appropriate material, Ior
example, Omni Edocation has developed patient simulation cases in obstetrics
and gynceolog, tor use by medical students and resident physicians, Wyeth
International has developed two computer programs that allow clinicians (o
review their knowledge of reproduction and contraception. With the aid of
these programs, the individual climeian, using both simulated and actual
cases, Iy able to propose the best contraceptive method for the client. Creative
Infomatics. Inc..a producer of o series of center indes pubhcations on re-
productive health, has recently placed the information on diskettes for easy
retrieval by clinicians in family planning and reproductive health settings,

Suceesstulapplications of CATsystems have been demonstrated in obstetrics
and gynecology. These applications have been deseribed in recent articles in
the American Journal of Obstetrics and (renccologyt Programs have recently
been developed on fabor management and on antepartum fetal monitoring.”

Recognizing the value of CAL the American College of Obstetrics and
Gyneeology is also in the process of developing computer-aided patient sim-
ulations on such topies as breast masses and placenta previa. These programs
will be availuble on a subseription basis in mid- 1988, I reproductive health,
clinical training software has been developed by National Cupitol Systems in
Virginia on contraception, nutrition, and other primary health care topics.
AUJHPIEGO, some of the previously-named programs as well as i computer-
based tutorial distributed by Elsevier Scicnee Publishing Company, entitled
will soon be integrated into the JHPIEGO

“Understanding Biostatistics,’
course “Academic Skifls in Reproductive Health,™ to assist with the teaching
of biostatisties. I addition, JUPTEGO-supported training programs in Ni-
geria and in other regions of the world are planning 10 use, on a pilot basis,
CAT modules in their own training programs.
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Microcomputer Training for Developing-Country Professionals

The Social Development Center at the University of Chicago offers both
basic and advanced training to developiig-country professionals on the use
of microcomputers in population programs. Two-to-four-week workshops are
offered on such topics as *Use of Microcomputers for Social and Demographic
Research™ and “Use of Microcomputers for Survey and Social Research and
Evaluation.”™ In 1987, in response to the rapid increase in the number of
persons in developing countries with basic tratning in microcomputers, the
Social Development Ceter began to emiphasize intermediate and advanced-
level courses,

Developing-country managers have also received training ‘n- microcom-
puters at workshops offered by Columbia University’s Center for Population
and Family Health in New York”

Computer-Assisted Learning in Developing Countries

Computer techuology is rapidly becoming wvailable throughout the devel-
oping world. Groups like the United Natons Fund for Popalation Activities
(UNEFPA) ihe World Health Organization, and the Ageney for International
Developnient have all been supplyving computers at some level to educational
programs in developig countries. A yecently completed survey ol health
training institutions in-developing countries showed that 45 pereent of 125
survey respondents reported access 1o at feast ore microcomputer; greatest
access (68 percent) was m Asias No respondents reported using CAT in their
training, but nearly all wished 1o begin mtegrating this method of training
in their programs.

The benehits of integratmg CAL i developing-country training programs
are clear. Nicrocomputers have been shown 1o entimee instruction, Tesson
reinforcement, mdinadual repetition, and drill and practice sessions can be
individually tadored to meet specitic needs of o particular culture or language

Compruters in nursing cducation have demonstrated the inereased eificiency
and cffectiveness of computer-assisted instruction. Studies have also shown
that computers can decrease instructional cost, especially if Tearners need
repetitive, remedial practice and review.”

For the above reasons, computer software in reproductive health will be
in great demand as soon as 1t becomes available. This demand will be un-
derscored by the fact that CAL in reproductive health can supplement the
work of live teachers, who are often in limited supply in developing countries.
The demand witl be particularly great in Asia, where computers are widely
available in training institutions.

Interactive Videodise Technology

Interactive videodise technology is a new and growing technology which
over the next five vears may be suitable for use in developing countries,
particularly since it can increase the efficiency of training, can teach students
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who are geographically scattered, and can suppiement the work of live teach-
ers, particularly when the latter are scarce. In the United States interactive
video sales are expected to inercase to 75,000 wits in 1988, a4 50 percent
merease over the total installed as of 1987, By 1992t is expected that 248,000
units (worth 1.2 billion doflars) will be sold yearly.”

An interactive videodise work statien consists of o videodise player, a
televiston monitor, and a microcomputer. The cquipment fits casily on a
desktop. This technology allows tremendous aanounts of ditta to be transferred
on a simple compact dise (which looks like a phonograph record). A 12-inch
disc is capable of storing 54000 shdes, 5350 tive-hundred-page textbooks, or
ene-hali” hour of continnous motion video, Videodises are read by Taser, so
there is virtually no physical wear The 34.000 stored frames or visuals can
be randomiy accessed almost mmmediately. Each side of the videodise has
two sound tracks. One use of this feature 18 to record programs in (wo
languages and thereby increase the potential audience reach,

Interactive videodise systems can be an etficient and convenient meuans of
delivering individualized instruction.™ These systems can be operated by
stadents and can provide selt=paced nstraction. Unlinited review and practice
are also possible. Pretest and post-test use provides informadon to the learner
regarding mastery of course objectives and rate of progress.

Interactive videodise is recommended when:

o Formal classroom traming is difticult or impossible 1o schedule

e Trainces require remedial araining

e There is wide variation in tramee shill Tevels

o Qualitied 1nstructors are Timited or not asailable

o Hands-on practice or sunulation is required

o There is a need tor documented records of performance or practice.

Interactive Video and Reproductive Health Fducation

Interactive video ofters individualized, flexible simulation-based training.
Because it teaches through practice and is able to duplicate patient situations
by showing pictures of real patients, this medium as particularly suited for
clinical training in reproductive health, The viewer can actually “work up
the patient™ and prescribe therapies by touching selections on the screen.
When the simulation s over, the viewer can see an explanation of the case
and compare his/her decisions to eaperts” decisions: Development of video-
dises on vasectomy, Temale stertlization, and management of pelvie infection
would be particularly useful tor rraimmy.

At this point, few videadises are available tfor the teaching of reproductive
health, Omni Education has developed o pilot mteractive videodise program
on oral contraceptives that will be used in some JHPTEGO training programs,
There are a number of vendors producing interactive videodises for training
and cducation, and it can be expected that suitable videodises will soon be
commercially available for reproductive health training. In addition, in Guat-
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Production of Videos for Continuing
Education in Reproductive Health

Maria Cristina Rosales

APROFAM is a private family planning organization that has worked in
Guatemala for the last 22 years. Over the last 4 years, APROFAM has
produced educational materials that cover such topics as maternal and child
care, methods of family planning, and community involvement in fainily
planning.

A variety of media have been utilized in education activities, but special
emphasis has been placed on video in continuing education programs spon-
sored by APROFAM. Video is very valuable in reproductive health training.
Although video does not replace practical clinical training, it does serve to
reinforce clinical techniques and expose students to new developments in
medical technology. Video also enables students to observe clinical procedures
without actually being in the operating rooms.

Video Production in Developing Countries

Surveys carried out by APROFAM, both at national and intcrnational
levels, have shown that there are many institutions that are interested in
obtaining high-quality video material for use in reproductive health education
programs. Since few agencies in the developing world were producing such
materials, APROFAM successtully obtained support in 1987 from the Ageacy
for International Development through the Johns Hopkins University/Pop-
ulation Communication Services Project for the creation of Cen*ro Regional
de Audiovisuales (CREA), a regional video production center tha will operate
out of Guatemala and will offer to health and development agencies in
Guatemala, as well as throughout the region, high-quality videos at a cost
expected to be competitive with or lower than those comimercially available.

In the production of the materials, CREA will follow the basic processes
and principles' required for a successful communication project as developed
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Fig. 1. Basic Processes and Principles for Population/Family Planning Communication.

Source: Population Communication Services, Population Information Program: Basic processes
and principles for population/family planning communication. Baltimore, The Johns Hopkins
University.

ty the Johns Hopkins University Population Communication Pruject (Figure
1). This includes the following six basic steps to guarantee the achievement
of communication goals and effectiveness of materials produced:

1. Analysis
+ Review potential audiences
"o Assess existing policies and programs
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» Select sponsoring institutions

o Evaluate communication resources
. Design

o Decide on objectives

o Identify audiences

» Develop messages

[3%]

e Sclect media
* Plan for interpersonal reinforcement
» Draw up action plan

3. Development, pretesting, and revision
o Develop message coneepls

Pretest with audience

» Complete messages and materials
o Pretest with audience
o Retest existing materials
4. Implementation
o Implement action plan
e Monitor outputs
o Measure impact
3. Review and replanning
o Analyze overall impact
o Replan Tuture activities
6. Continuity over time
e Plan for continuity
e Adjust to changing audience needs

Thie Centro Regional de Audiovisuales is expeeted to be fully operational
i carly 1988, When operational, CREA will be in a posttion to develop fitms
and videos for agencies throughout the region. Iilms and videos suitable to
ach country's particular needs can then be produced. The video centor will
have the highes quality advanced videotape technology 01 the market. Half-
inch Betacam cameras and one-inel editing facilities vill be available, The
center will be able to produce To-mm materials which later can be transferred
to the PAL and SECAM systems. This center will produce high-quality
clinical training a1 patient education films for distribution not only through-
out Latin America but alo for possible worldwide use.

Availability of Video Fquipment in Developing Countries

An important question to ask regarding video production is, *What video
equipment is available (o play the tapes in developing countries? In a survey®
recently completed, it was shown that 78 percent of the respondents from
those medical schools and teaching institutions surveyed in Africa, Asia,
Latin America, and the Near East (Table 1) reported aceess to some video
equipment, and 66 pereent of these respondents reported using videos in
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Tuble 1
Percentage of Respondents Reporting Access to Any Type
of Video Equipment By Region

PERCENTAGE OF RESPONDENTS

REGION

AFRICA sS4 (19
ASIA 89 (25
LATIN AMERICA 81 (4
NEAR EAST 90 ()
TOTAL TR (I8)

Saurce: Maganch RH Dean D2 Ao mternational assessment of tostrictional equipment for the
teaching of reproductive health, Paper presented at the T18th Annual Mecting of the American
Public Health Assoctanion. New (nleans, October 1987

training. This scems to imply that i video cquipment is present, trainers are
able to obtuin software for use in educationa! programs.

Summary

In summury, CREA will ~oon be producing educational videos to help
improve the teachimyg of reproductive health, CREA i prepared o respond
to requests from both developimg countries and donor organizations for as-
sistance. Further mformation can be obtained by writing to the following

address:

Dircctor

Centro Regional de Audiovisuales - CREA
Avenida Las Americas 16-47, Zona 14
Guatemala City, Guatemala 01014
Telephones: (502-2) 373107 (302-2) 371545
Fax: (502.2) 373107
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Technologies in Training and
Educational Programs for
Developing Countries

The discussion focused on identifving new educational technologies that
are most applicable to reproductive health educational programs in developing
countries. Speakers vrged that prior to introducing any new technology into
medical and nursing schoals, faculty wust be trained to use the technology.
Students also mustbe given o thorough orientation to the new types of learning
experiences.

Speakers stated that materials such as videotapes are very useful for teach-
ing. but must be adapted for use in developing countries. Purticipants noted
that video players are now available in most regrons of the world. In Zim-
babwe, players are being placed at provineial health centers and libraries so
that health professionals have access to current information. In Guatemala,
a video production center s beimng developed at APROFAM 1o produce
videotapes about reproductive health for distribution throughout Latin Amer-
ica and perhaps to other regions of the world. It was emphasized that while
video presentations are important to supplenient faculty. they cannot replace
faculty. A faculty member must alwavs be available to discuss and highlight
information on the tapes.

Regarding computer simulations m medical and nursing education, speak-
ers noted that these are stll at the experimental stages and are just beginning
to be mtegrated mto medical and nursing education in the United States.
This type of learning experience seems 1o hold promise for individual student
instruction. It was suggested that JHPEGO consider this technology when
1t is more developed and when microcomputers become more available in
developing countrices,

Speakers were very optimistic about the future of optical dises. (A normal
10-inch size dise holds about 55000 pages. equivalent to two sets of the
Encyelopedia Britannica.) These relatively inexpensive dises, players, and
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monitors offer the oppartunity to provide resource materials that otherwise
would not be availuble to many institutions throughout the world.

A spesker suggested that one of the problems in imtroducing new tech-
nologies to university faculty s their frequent lack of formal training in
teaching or designing curriculum and instructional objectives. Betore at-
tempting to mtroduce new technotogies, one should first mtroduce the meth-
ads of appropriate teaching and education. JHPTEGO S involvement in faculty
development programs was noted. One of JHPIEGO™S most suceesstul pro-
grams has been the academie skills course tn which voung faculty are intro-
duced to teaching methods and curriculum development. This type of course
seems to have rased the level of teaching of reproductive health in some
countries.

A speaker suggested that THPTEGO nighte consider supporting pilot proj-
cets to develop instructaonal matertals Institunions would prepare and develop
material for use on a regional or nattonal basts. THPIEGO mught provide
technical assistance and advice on how to develap the matertals

One speaker warned that sophisticated technology would be sulnerable to
fluctuating current and power failures meodevelopig countries. Further, it
was emphasized that whenever new technological cquipment s imtroduced
i o countey, mantenance tacithities must also be avanlable,

Finally . speakers from Fatm Amerea and Afica noted that, despice the
technological pap between the developed and developing countries, developing
countries shouid actively seek o obtam appropriate new technology and adapt
it for use. Many feltat is the oblization of leading facaliy e the developing
countries to activate the mterest of therr mstitutions and governments in the
new technology and o take the lead i developing maternials for focal use.




NN
NN
NN

Distance Learning
in Medical Education



Distance l.earning by Television and
Radio: Approaches and
Considerations

Jim Steveason, Ph.D,

To teach anyore anything is difficult. Those of us who have been involved
in any form ot education know this. There is the seeming impossibility of
getting points across; the constraints of time, tie inattention of our pupils,
and the iaappropriate places in which we are required to teach. Even teaching
our own children can be a grueling experience. There is no greater danger
to sanity than facing a seven-year-old who cannot, or more likely will not,
learn to tell the time.

To learn is even more ditficult, We have all reached a certain position in
fife by learning, but looking back, we feel that it has been o pretty random
process. Maost of the things we know, we seem to have picked up by accident
or through a kind of cerebral osmosis. We can all remember the odd brilliant
teacrer in our youth or the stimulating lecturer at a conference, but in the
main, our expericnces are generally hard and lonely in the mastery of facts
and skills coupled with a porridge of boredom in schoolrooms, lecture theaters,
and perhaps even international conferences.

Even so, the traditional teaching/learning environment of a university
campus is an cxeellent place for the acquisition of knowledge and skills and
for intellectual development. Professionals in the developed North have, at
one time or another, been through such an environment. But for most people
in the world, particularly in the developing world, it remains an unobtainable
luxury. One can be critical of our medical schools and universities, but it is
a sophisticated criticism based on assumptions of high excellence. Universities
in the developed North and West are good places to be, and we all recognize
this. So for the purposes of this paper, they might be regarded as a norm-—
a basis on which to build concepts of learning at a distance.
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The Nature of the Learning Environment

The medical student or quatlificd practitioner in a first-class unriversity or
teaching hospital is bombarded with mputs which hesshe wses almost un-
conscioushy. Whether the mputs be from books, lectures, patients, operating
theaters, Taboratories, or coffee bars, the resudt is one of roral Hmmers;on.
Doctors, scholars, and students learn 1o swiman s rich fake of tearning, o
complex misture of formal and nonformal sttations, oy of theory, practice,
experiment, and test. Such fearning covironments could truly be siid to be
multimedia. Anv orher fearning environment s, by degrees, less than this.
And one of the extrenie examples s of o student studying sdone at a distanee
from his or her ttore Such distinee lewrmimg situations e Increising, ot
only becatise of cconomic and educationl necessiy, hut becanse sueh systenns
can works But mepuis, the nchines and the media are Jhmited. The term
mudtimedia s otten used for suels teachimg systems, bat when multimedia is
used o deseribe o isare ol correspondence conres and broadeasting, what
we really mean s lionted melinedi, often severely limited 1o ti-media
and even hi-ngedia,

I these Tewrmng sustems mach dvademie time has been devoted 1o an-
Ivzing cach medinn and nehtie comparisons 1t s often o hopeless task
rather like comparing han and cips owithapple pic they taste different. but
shey both reach the wame destmation Teis also untair (o campare one medium,
say televivion, with another, Sayoprintswhien the ol teaching pachage is 90
percent prmtand 10 percent relevision. In different countites these ratios will
be different. Al we can really deis draw up o few broad guidelines. Mine
relate o nomnters co G leGsion and racho e distance learnming, ie. when
teles ision progeans are delis ered over the ae and used by the students a.a

learing resouree

The Learning Medium

By and large, people can learn through iy medium. Communication can
be difficult, but much can be done. You can communicate news, a warning,
or terror through police sirens o1 bencon fires, for example, but it would be
difficult 1o reach sirgery i this way, You could learn particle physics by
semaphore or Morse code, but it would ke some time. Peaple can and do
communicate by imany means: verbal, nonserbal, visual, tactile, and through
the newer technologics m wans neyver dreamed of uniil only vesterday,

We have all seen good, often riveting television and hatened vwith fascmation
to radio. But television, op any medivm, does not lend wsell instantly to
cducation or entertainme it Often it seems to do the reverse, A camera pointed
atancvent records only a fragment of the realiy. Warehing opera on television
IS ot the same as being there. The cimpus fecture recorded on television as
asstraight lecture s less fun 1o watch than a live performance. Tt all seems
smaller and farther away. War, sports, music, and educaiion are all diminished
by television. The same can often be said of radio and indeed of any other
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communications medium. It is often like looking down the wrong end of a
telescope. So why do we get so excited by television? What is it that makes
us fean forward? Why do people think it is a powerful teaching tool? Because
it can be, but we have to love it and work on it if it is to be effective.

Television in Medical Edueation

In higher education, particularly in the sciences and medicine, [ think
television can achieve five main things.

First, it can take us to places beyond our own limited environment, We
are all now Lamiliae with the Arctic, the jungles, the deserts, and their
mmhabitants. We have all been, at least we feel we have been, to the depths
of the oceans and 1o outer space. We have even been very small and explored
the close-up world of biology and medicine.

Secondly, television can bring v close to the giants in our field. We can
see philisophers, doctors and painters almost i the flesh talking to us. It is
the very mtensity of such programs that enhances our impressions of such
people. What they tell us remains with us, for somehow it is a privilege to
see then and o listen o then,

Thirdly, television can show us experiments and demonstrations that would
be expensive, dangerous or just impossible to do in the classroom.,

Fourthly, through the technologies of anmtmation and visual effects, coneepts
can be explatned that would be quite difficult 1o do in the classroom.,

And finally, by observing cavefully, television can teach specifie skitls: how
to mend your motoreyele, how to look after your plants or dogs, how to
detiver a baby, how to {ill teeth. The camera can go into places where the
eve, o at feast the class's eves, can hardly reach. Tt releases the teacher from
the constraints of the beneh or operating theater.

With transmitted tefevision, though, there has been one big problem for
the serious Jearner. Television is ephemeral, and in the main, programs in
the past have been viewed by the student only once. On the other hand, books
can be rercad and learned. Practical work can be discussed and reworked for
hours. But undf rdlatively recently, broadeacs arrived instantly and were
gone in nunutes. Only an impression: remaited. Home recording and the
banking of recordings in schools and universiiies has, of course, changed this
ephemerality somewhat. But we still scem to live with the legacy of the past.
Programs are, in the main, made for one viewing with a beginning, a middle
and an end. They tell o story at o pace that people can enjoy. They are
perfectly effective in this format, but at the higher level, other formats spe-
citically designed for repetitive replay and extended in-depth learning have
not, so far, been tried ard tested.

If we are 1o po down this road-—to ereate video or audio material for
repetitive replay- -then certain changes have to be made in the material. These
changes will produce a different product from a conventional program. Per-
haps it will be more like a textbook than a novel. Perhaps it will be in small
segments. Perhaps it will require other parallel activities. Perhaps, in the case
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of television, it will have more emphasis on pictures than on words. Perhaps
it will be what the historians call primary resource material. There are many
routes to follow, and this is a major challenge for those who would develop
distance learning systems, particularly at the professional level,

Program Considerations and Concerns

Whichever program format we choose to use, there are two major areas
of concern that we need constantly to add.ess.

The first arca of concern is technical quality. In the developed North, it
would be foolish to make the assumiption that because our audience is com-
mitted to learning a sabject, it is likely to tolerate shoddy material. The
audience that watches educational television is the same one that watches
drama, light entertainment, news, and sports on the same screen. It expects
the picture to be in focus and properly lighted. On radio it eapects high
quality sound, often in stereo. 1t expects not to be jarred by discontinuity.
Scenes must edit together to provide the same smooth effect as with any
other good program. We do not tolerate waateur brain surgery. So why
should we tolerate poor communication, especially with a medium as expen-
sive as television? The question of technical quality is even more inportant
when the material in question is designed for repetitive replay by i student.
On second, thivd, and even fourth viewing, pictures and words reecive con-
siderable serutiny. Mistakes will become obvious, it not annoving. Ideally,
the material should be of such depth that the student will get more out of it
with cach replay, not less. Poorly assembled material can, under serutiny,
become educationally counterproductive.

The second wrea of concern, which (certaindy in North America and West-
crin Europe) bedevils broadeasting and the production of quality programs,
is cost. Television is a lsbor-intensive industry using people with many skills.
There are cameramen, sound recordists, designers, model makers, editors,
lighting engineers, producers, administrators and, most expensive of all, med-
ical practitioners hired by the hour! But when everything is weighed together,
the advantages of using broadeasts become apparent, and quitz often (as with
the brilliant lecturer in the classroom) there are moments of pure delight.

So what does the student require of audio and video from which he/she
is expecting to learn? It almost goes without saying that objectives have to
be set. "At the end of the programs, the student will be able to .. ., ™ *will
have acquired ... cete. Too often a broadeast is raade without this consid-
eration. | think we need to be very specitic about objectives even in the event
that & program is used in a ditferent way from that originally intended. We
alse have ia nnow why we are making a program and why it is on television
or radio anyway. Would a written picce be just as good or better? Would
some television work better on radio? 1 have often watched an educational
television program and enormously enhanced my understanding of it by
closing my eyes. Similarly, much educational radio cries out for pictures, and
though it is often said that good radio creates pictures in the mind that are
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better than television, I cannot really believe this for programs in the areas
of science or medicine.

It is also important, in my view, o preserve open-endedness in some
programs to make them interpretable by ditterent people at different levels,
There is no reason at all why both students and Nobel laureates should not
take pleasure from thie same material. A complex piece of scicnce can create
a sense of wonder in g nonspecialist and at the same time be valuable detail
to a scholar. Children watching o filmy of rabbits outside their burrow see
only furry bunnies. The same filny shown to behavioral seientists creates quite
different impressions and carries different niessages- -at least we are told so!
In short, i a broadeast can be regarded as “source material.”™ it has a greater
chance of being used Hlexibly wnd preserved longer than if it is merely a
sccondhand interpretation.

“Interactive™ Learning by “Satellite”

I now want ot o two buzz words that are all the rage in these late
T980s. They are the words interaceve and saiellice,

Teis casy to dismiss both by implving that they hardly warrant the attention
that they are currently viven. After all, o communication satellite is only a
tall transmission mast. And cducational interactivity: has been around sinee
Socrutes.

Interactive dearnmg m the new teehnology sense has developed only re-
cently. Tt rose with the videocassette and developed with the honie computer.
Butwhat is interaction” Some people would mamitain that it o student swhches
oft his/her cassette tor a moment of thought and switches it on again, he/
she isimteractn with i Thos s clearly nonsense. Teis as impossible o
nteract with acissetie, or even i compater, as it is with w motor car. Machines
do what you tell them to do. They do not interact with you. Similarly, the
videodise, i much heralded interaetive medium, is {even al its most imagi-
native use) no more mieractive with the student than is a library. A student
can certinly delve intoa hibrars, o data base, or a videodise, but interaction
is hardly the word. The best teaching always raises questions, and we were
certainly taught as young producers to ereate television programs that reached
out of the sereen to grab the student. This might ereate eacitement but hardly
interaction. Interaction i education can only be between people.

Teachers and students interact, often disastrously. Students interact with
cach other, often very enjoyably. To conduct such interaction at a distance
is hard. And for those who work in educational broadcasting, communication
has almost always been ene-way. There has, of conrse, been feedback. Broad-
casters talk to the audience, receive advice, and develop joint policies with
the users of education. But the broadeasts themselves have been only delivered.
Satellites and their cousins, cables, are beginning to explore a change in that.

Two simple examples, one from Project SHARE and 4 second from a
consortium ol teaching hospitals in London, might fllustrate this. The Higher
Education for Development Cooperation in Ireland mounted a series of lee-
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tures on the subject of water resources and delivered these live by satellite
to the University of Amman in Jordun. After cach lecture, Jordan used an
audio link to ask questions of the lecturer or expert pancl. The link was
established by terrestrial line from Ireland to the UK and then via satellite
from the UK to Jordun.

With the distance fearning systems of the Charing Cross and Westminster
Medical School, presentations are piven live cach day to students in eight
teaching hospitals in London. The students and teachers are released from
the time-consuming business of travel. Interactivity is preserved, and the bond
between climical practice and medical theory s strengthened.

To someonce brought up i the raditions of broadeasting, this is rather
odd stuff. but the important point is that comparisons of this tvpe of interactive
television with browdeasting are irrelevant. This is pure point-to-point inter-
action--a genuine live eachanee between people at o distance. This is not
television. It s comversation.

Another SHARE example is the ambitions multinational, multisatellite
project from the Mian Children's Hospital. Eiterally thousands of physicians
i countries throughout Seuth and Central America with links to Spain and
Africa were ivolved i bve sennness, Inthe seminars, cach presentation was
followed by questions. more so i fact than might have been expeeted had
the audience all been i one voorn even it such a room could be imagined.

What characterized the presentations from Miami and abso the daily pre-
sentations mthe teachig hospitals in Fondon was the miature of recorded
video or film professionally hnuied into live presentations with questions.

The sense of interaction was very present,

Exploring the Future of Distance Fearning

Now let us extrapolate from what we have in terms of traditional distance
cducation through television and radio forward to the experimental interactive
systems and to what we mipht have in the mid 19905, A major constraint
on broadeasters in all developed countries s air time and frequency. There
is hardly any room left. The 24 hours of every day are nearly full, and the
airwases are crowded with almost overlapping allocated srequencies. For
example, in North London Tast week, T counted 19 VIF radio channels, at
least 10 of which were illegal. Sarellite and cable solve both these constraints—
time and frequency. Suddenly it seems possible to extend our systems to
hundreds of channels. For satellite delivery the only problem for broadeasters
is 1o persuade people to buy the receiving antennaes and governments to
allow individual or at Teast institutional reception. The problem for a cable
system is to lay the cable network. So, it the sudience can tune to many
channels, whether video or audio, then some of the problems for the edu-
cational broadeaster and the interactive systems user go away,

Perhaps the most important pomt o emerge from Project SHARE and
from the London hospital development is that, through satellite technology
and cable, people and institutes can now communicate using television in
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ways that previously were only given to the more powerful interest groups.
There is a growing awareness of potential for uniting scholars, health prac-
titioners, and educational specialists. A second point amply itlustrated by
SHARLE and the hospitals is two-way rather than one-way communication.
This is o characteristic to he fostered and developed. Educadon, television,
and radio have all been traditionadly one-way, and it would be a pity if the
accent of the developing satellite and cable systems were primarily 1o be one
of delivery rather than exchange Thivdh, SHARY has emphasized again
what satellites can do welll They can tacihtate conunication over vast
distances into awhward terroin. They have a live and immediate quahity that
terrestriad broadeasting can lack. What we have to be carclul of is that they
are used appropriately s We st always ask the question “Why are we dotng
this?™ and not be abrard of the aniswer.,

Soca projected view o the 19905 with cducational teleyvision and radio,
teaching and learmng ot a distance, open learmmge and all that that tplies -
is asarting and developing My own puess s that interactiviey through these
medi will ncrease: Satellites wall probably be the hey o this, but cable
systems carey much potentials Certanly global talk will grow as well as global
gossip - the casual, nontormal exclianges between us all, Some of it like the
classrooms ol our youth will be extremely bormg. Some will be vers CXpUnsive,
some cheape Many pecple will e through the development of these media,
and as taes Tearn the media themaelves will develop

Phe challenee tor us is 1o extend what we hnow about the twehmques and
the technology of communumcation mto those arcas of the world that desperately
need cducition for ther own development and survival, The technology is
atmost theres Phie problem s 1o use it.
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Because of Canada’s large size, its frequently severe climatic conditions,
and its widely dispersed population, the provision of health and education
services for remote and isolated areas has always been a challenge. Distance
medical and allied health education programs have been developing since the
carly fifties and, over the years, traditional programs and courses have been
supplemented by the use of radio broadcasts, audiotapes, and videotapes. A
limited number of live television courses have been offered on public television
networks.

These delivery media for distance teaching all have a major shortcoming
in that they do not provide the opportunity for immediate interaction between
student and tutor.' Over the years there has been a continuing debate on the
question of the best medium to utilize to provide distance education. There
are those who strongly believe that live two-way television is necessary. Others
advocate one-way television and two-way audio, while still others point to
the high cost of television and claim that interactive voice-only systems provide
highly cost-effective results.

Memorial University’s Telemedicine Centre

Memcrial University of Newfoundland (MUN) hkas had a tradition of
outreach since it was established, and it was with enthusiasm that the Faculty
of Medizine at MUN participated in a s-tellite experiment in 1977, The
Communications Technology Satellite, or Hermes as it was called in Canada,
was a joint US/Canada effort that, for the first time, provided Canadians
with an opportunity to explore the use of that technology in distance education
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and i the provision of remote medical care. Memorial’s Telemedicine Centre
experimeni involved a one-way television, two-way interactive audio config-
uration. Four remote communities were linked to the university at St. John’s
in Newfoundland.”

Continuing education courses for physicians and other health professionals
were offered, administrative and committee meetings were facilitated, and
there was a linited transmission of medical dats including electrocardiograms
(ECG) and sull pictures by slow-scan television (SSTV).

While this project demonstrated clearly the effectiveness ol one-way live
television and interactive audio, it was concluded that most of the educational
material could have been delivercd by awdio alone, and it was clear that
multipoint television with interactive audio would not be economically feasible
in the province for the foreseeable future. Since 1977 the Telemedicine Centre
has directed its efforts to the development of intevactive audio networks for
the delivery of education programs and the transmission of medical data.’

The Telemedicine Centre now has o province-wide, d-wire dedicated te-
Jeconference system (TCS) linking 95 sites in 54 communities. The system
uses public telephone ground-based circuits and. at cach site, microphones
and a speaker. At the beginning, satellite channels were used to reach a few
remote sites in the north and oil rigs off the coast in the Atlantic. Now only
the latter require satellite links. The technical contiguration of the TTS allows
for simultancous programming in four separate divisions and a 2-4-wire bridge
permits up to four external telephone sites 1o participate by dial-up in any
given session.

Certain “add-ons™ including SSTV and telewriters are used at some siles
to supplement the audio system. Fo support patient care, ECG and clectro-
encephalograms are now transmitted province-wide, and SSTV has a limited
use i transmitting Xerays and other pictures.

Lt the past five vears, MUN has participated it a number of national and
international teleconference projects, including a project involving the Royal
College of Physicians and Surgeons off Canada and the Toronto General
Hospital with the participation ol all 16 Capadian medical schools.

The African Connection

Canadian medical academics, along veith those from other countries, played
a significant role in the development of the School of Medicine at the Uni-
versity of Nairobi, Kenya, in the sisties wnd seventies. Subsequent to this, a
Memorial project supoorted by the Canadian International Development
Agency was initiated 1o provide support for the pediatric department at
Makerere University in Kampala, Uganda, This was called the Child Health
and Medicai Education Prowramme (CHAMP).

Because of Memorial's success with teleconferencing, in 1982 a telecon-
ference link between Nairohi and Kampala was proposed. The plan was to
seek help from the medical faculty at Nairobi for the medical school in
Kampala and to improve communications generally between the two medical
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schools. Although this was considered to be technically feasible, it was not
possible to proceed with the project in 982,

In 1985, when Fatelsat and the International Institute of Communications
established the SHARE (Satellites for Health and Rural Education) project
to celebrate the 2h anniversary of the establishment of Intelsat, the tele-
medicine group at Memorial saw an epportunity to establish the link not
anly between Nairohi and Kampala but also to provide a teleconference link
between those two East African countries and Memorjal University in Canada,
With the involvenent and collaboration of Teleglobe Careida, Post & Tele-
graphs of Kenva and Voanda, and hitelsar, o teleconference project was
mitiated with Najrobi in December TORS and with Kampala 1n I'ebruary
1986.

The technical system consisted of Hwire (private line) Tlink between the
university in 3t John's and the Feleglobe pateway terminal near Montreal,
Quebee From this internations | gateway tersmnal, the circuits included those
of Intelsat to Nairobi, focally there was adwire link 1o the University
of Nairobi provided by Kenva Post and Pelegraphs, The link 1o Kampala
used microwave circuits of { fmanda Post & Felegraphs, In Kampala, a 4-wire
dedicated circuit was provided to the medical sehool. Micropliones and speak-
ers were used ar cach of (he Patcipating sites, Fechnically, the system has
worked extremely well with mino problems being prompuly dealt with by
the various organizaions tesponstble for the communications links,

Programming

The system has been used for teaching sessions, administrative meetings,
and a variety of other anplications. Tables 14 give a detailed breakdown of
programming. Fle Hospecal for Sick Children in Toronto and pediatric faculty
of the University of Toronto ' e contributed many programs, as did the
Faneway Child Health Centre in St John's and Memaorial's discipline of
pediatrios. EFGs were transmitted from Nairobi for two montns and from
Kampala for ten months: approxunately 100 tracings have been transtiitied,
and these can be interpreted with confidence by clectroencephalographers.

Comments

One of the main objectives of the Memorial SIHHARE project is the transfer
of expertise and technology to the University of Nuirobi and Makerere Uni-
versity so that these two organizations can have a functioning teleconference
systematter the SIIARE project is tinished. s also anticipated that other
East African countries nEy participate inosuch a permanent system,”!

Although circuits were available 24 howrs o day, tie actual time used Wits
limited by time zone constraings, This will be asignificant consideration for
future international interactive distance education projects. Beciuse of pres-
sures on the tine of Afvican me lical faculty and their duily puiterns of
practice, it has heen ditficult for them to give the time they wish to the
project.
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Table 1
Hours of Programming: Memorial/East Africa Teleconference Circuit

Dec. 9/85-  Jan. 13/86-
Jan. 13/86* Dee. 31786

Category Hours Hours
Education Programs —_ 7275
EEG Transmissions tapprosimately 100 tracings) 2.2 104.00
EEG Training, 6.5 5.00
CHAMP Business - Local — 9.05
CHAMP - Evaluation/ Training Week — 5.83
Dial-Up Calls** (other than education program) 1.0 70.00
Fechnical Testing 2.0 10.40
Program Planning and Project Administration 14.5 27.17
Otner
Opening Ceremonies — 1.00
Student Placement — 2.33
Mectings - Ongomy project and other faculty in-
volvement — 3.00
Canadian Broadeasting Tnterview — .80
Kampala/ Nairobi Programs — 9.00
Praoject Supervision from Canada — 4.50
Pharmacy Discussion Group — 1.50
Other Visits — 5.83
Planning Presentations — 4.25
Meeting School Children —_ 1.50
TOTALS 26.2 337.91

¥ Offeal Openimyg,
" See Lable 2 for tvpes ol calls

The 2-d-wire link has facilitated programs being given tfrom Toronto, Mon-
treal, Sudbury, and Halifax in Canada. A number of sessions originated in
Kampala or Nairobi. Many were of the interactive case discussion type.

The West Indies Connection

In June 1986 the Memorial SHARE project was extended to include a trial
that linked Memorial's Teleconference System 1o the University of the West
Indies, Jumaica Campus, and through GWIDITE (University of West Indies
Distance Teaching Experiment) system, six other island countries in the
Caribbean. The technical configuraton allowed the Telemedicine Contre au-
tomatically to switch the Teleglobe gateway signal to Africa or the West
Indies as required. Tables S and o list the programs with the West Indics.
Because of the nature of the existing UWIDITE system. there have been
some technical problems, but they have not intertered with active program-
ming using voice and, in many instances, slow-scan television. The d-wire
cdicated link 1o the West Indies had to be terminated at the end of December
FIBG because financial support had run out. The departments of surgery and
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Table 2
General Categories of Dial Access* Calls

Discussions with potential faculty for CHAMP project

Discussion regarding travel for visiting faculty

Change in curriculun for visiting medical student enrichied one-year tropical

medicine

Arrangement for delivery of Taboratory supplies, medications, and books

5. Contact with Canadian International Development Ageney (CIDA), Office of
International Affairs, Faculty of Medicme regardimg adimimistration of CHAMP
project

6. Contact of vistting CHAMP facults with Tome Laboratories

7. Travel artatgements for nuese from Kampale bemng seat to Winnipeg and St
John's for course

8. Follow-up conversations with CHANEP fculty who had returned 1o home
Liboritortes and practices

9. Meeting of World Bank representatives and AMREE reparding rehabilitation or
primary care base system

100 Establishment of Nutninon Programimes

o

=

Db Access One o mvre parties tup to four at e tmer duded ito the Memonal 2-3-wire
bridge and were hubed toa St Jehn®o Narobr Kampala teleconterence

pediatries mothe two umiversities will continue using the regular network.
Two hours per month, tor the nest ~sis monihs, are already booked.,
Conclusion

We have concluded that audio teleconterencing is an effective and economic
miethod of supporting and dehivering international distance educaiion and
telemedicine services. We tound that:

o To ensure cconomie viability, & consortinm of users should be sought.

Iable 3
Education Progeams by Originating Site

Site =
St John's, Newfoundlind 3O
Toronto, Ontatio 12
Montreal, Quebee 5
Sudbury, Ontario 2
Kampala (Visitors) 2
Hanulton, Ontano 2

Halitax, Nova Scotia
Toronto/St Anthony
Sudbury/St John's

All programs had 2 co-presenter m Narobr and, when possible, one from Kampala who gave
short presentations on the East Alnican perspective,
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Table 4
Memorial University Fast Africa Teleconference Sessions*
Teaching Sessions

Date Day Hour Topic Speaker
Jan. 13 Monday Press Conference
Jan. 15 Wednesduy 1030 Slhide Fape/ Dr. Anna Jarvis

Menimgococea!
Toxemius Severe
Debyvdration

Jun. 22 Wednesday 0900 Iminunology in Dr. R. Chandra
Mabwtrinion

Jan. 27 Monday 0u00 Febnile Convulsions Dr. G. Ronen
Status Epilepticus

Jan. 29 Wednesday 1000 Muor Trauma Dr. Anna Jarvis

Feb. 10 Monday 0900 Antibioties in Burn Dr. S, MacLeod
Trestment Dr. M. Tweeddale

(Rel - New Eng 1oof
Med. Nov, 28/85)

Feb, 11 Tuesday avon - A 1IDS Dr. L Bowmer
Feb. 12 Wednesdis 0900 Gamma Giobulins Dr. K. Al
Feb. 13 Thursday 1030 Hepatitis A Dr. Ron Gold
Feb. 19 Wednesday 0900 Resprratory Do Reb Morris
Sensitial Virus Dr. E. Watula

Etiology of Acute
Respiratory Infecnion
I'eb. 24 Mouaday 0900 Study - Kenva School Pr. Anabuani
' Children Rheamatic I ). Sharent
Heart Discase
Congenital Health
Phisease i Children

March 5 Wednesdoy 10300 Annbiotic Update Dr. Ron Gold
March 10 Monday 0930 Falure o Thrse Dr. Bob Hillyard
March 19 Wednesday 0930 Neonatal Infection Dr. Don Reid
Dr. A Puatel
March 260 Wednesday 1000 Diabetes Hillman/Davis/Orinda
March 27 Thursday 1000 Acate Respiratory Dr. Walula
Infection Dr. Onyengo
Dr. Morns
April 3 Thursday 0930 Menmgits Douy Biggar
Annce Neshitt
April 7 Monday 1000 PRIMARY HEALTH Dr. R Orinda
CARE Moderator
Teaching in Small Dr. J. Ross

Hospitals
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Table 4 (continued)

Topie

MENTAL RETARDA-
TION IN CHILDREN
Management in Kenya

Euology i Ugandan
Children
Screenmg Procedures

Peptic Uleer in Children

PRIMARY HEATTH
CARE (cont)

Short Course
Chemaotherapy
Labrador Situaiion
Somali Situation

Immunology and
Nutriton (Kampala)

RICKE IS
How o Diagnose
Kenvan Sttuation

ANTHNAIN

CHII DHOOD
Management
Pathophysiology
Respiratony Function

Neurology
Case Presentations
and Discussion

172
Date Day Hour
April 17 Thursday 1000
April 23 Wednesday 1000
April 28 Monday 1100
May § Monday Hoo TR
May 9 Friday 1030
May 12 Monday 1100
May 21 Wednesday 1100
Tests
May 22 Thursday 0900
1100

* Hlustrative.

Resusciiation of the
Newborn

Speaker

Dr. Muthiga
Moderutor
Dr. J. Byarugaba

Do M. Coy

Dr. H. Kopelman
DroJo Meme

Dr.J

Ross

Dr. P Turner
Dr. M. Bochout
Pro Onyengo
Moderator
Dr. R, Chandra

D1 Michele
Moderator

Dro B Kaplan
Dr. Doris Kinuthia

Dr. S Peter

D1, Co Hebeika
Dr. 12 Onvengo
Do D Vase

D EoWatula

Dr. Katabira

Do M. Sadler and
ANM House

Do R Odhiambo
Dr. R. Bolton

o “Add-on™ cquipment such as telewriters, slow-scan tefevision, and com-
puters can increase the effectiveness of teaching on the narrow band
system. Electronic mail can be used for the “delivery” of library resources

and for tutor-to-student teaching.

e Coordination at cach international site is vital to a successful project.
Budgets should include support for at least one local physician organizer
to devote a significant amount of time to teleconferencing.
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The Foundation for the International
Exchange of Scientific and Cultural
Information by Telecommunication

Heinrich Ursprung, Ph.D.

Background of FISCIT

The Foundation for the International Exchange of Scientific and Cultural
Information by Telecommunication (FISCIT) was founded in Zurich in 1982
on the initiative primarily of several presidents of U.S. research universities.
It had been recognized that academic travel had become increasingly difficuit
because of severe budgetary restrictions. Tlis occurred at a time of increasing
need for academic travel caused by the ever increasing speed of renewal of
scientific knowledge. The presidents of the universities felt that modern tech-
niques of telecommunication should be made available to scientists who could
not or did not want to travel frequently but preferred (for whatever reason)
to employ telecommunication. There are, in fact, many reasons why one may
prefer telecommunication over traveling. Three of these reasons are the saving
of time, the saving of money, and the elimination of jet lag.

Six research universities founded FISCIT. They are the University of Cul-
ifornia at Los Angeles (representing the University of California System),
Indiana University, the Johns Hopkins University, Hamburg University in
the Federal Republic of Germany, the University of London, and the Swiss
Federal Institute of Technology in Zurich.

Interactive Learning through FISCIT

We set several goals that we believed could be reached by means of modern
telecommunication. I mentioned the goals of saving money and time already,
but we had nobler ones. We felt telecommunication in academia could promote

175
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the idea of remote learning, i.e., interactive learning that would enable the
students to interact with a teacher or with whoever was interacting in the
system. We demonstrated how this could be done in a program called **Visiting
using an sudio link between the United States and the United

"

Statesmien,’
Kingdom. Briefly, there were three classes of political science students in
California who wanted to get to know the prime minister of England. Through
FISCIT, a videotape was produced in the home of former Prime Minister
Callaghan. This tape was then played to the three classes of students in
California and discussed during lecture pertods. As a result of these discus-
sions, a number of questions were drafted by these three classes and then, as
a chimay, there was an audio link established between these three classrooms
and Mr. Callaghan’s home, The students had become familiar with how Mr.,
Callaghan looked and how he acted by viewing the tape; and now they talked
without seeing him, and asked him the hard questions, Jive. The students
were thrilled by having the opportunity to have their questions answered
direetly by the prime minister.
Possibilitics for Scientific Interaction

We wanted also to explore, and experiment with, the possibility of holding
scientific meetings by telecommunication. The day before a recent economic
summit in Tokvo, the members of o group of prominent economists gathered
in Tokyo, Los Angeles, New York, and Zurich, respectively, for a real-time
academic discussion under the auspices of FISCIT, (In fuct, FISCIT had
organized a similar teleconference on economic forecasting carlier, linking
Geneva, London, New York, and | os Angeles.) The techniques used in these
conferences included video links via one or more satellites, audio of course,
and computer graphics. In short, these were scholarly conferences to which
participanis did not have to travel. The savings of money, when translated
into time, proved that this was an imeapensive way to provide a forum for
scientific interaction.

Other Telecomniunication Efforts

FISCIT stands by no means alone in this effort to promote telecommun-
ication. Many other organizations—-local, regional, national, or global, per-
manent or ad hoc-—-have developed an interest in this novel means of scientific
communication. In the medical field is Eyesat, a satellite-relayed professional
education cffort m ophthalmology in Bethesda, Maryland, which broadeasts
weekly onc-hour programs on a wide range of problems of interest to the
practitioner; similar programs exist in pediatrics, surgery, and medicine. These
programs, in contrast to the two FISCIT examples I mentioned, are not of
an interactive nature with the possibility of having a dialogue, but are, never-
theless, very useful.
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have, from the very beginning, considered the option of using such links not
only in an East-West dimension, but in the North-South dimension as well.
Science and education ought not to know borders, and through programs

like FISCIT we hope they will not know borders.



Distance Teaching for Reproductive
Health Education

Ronald H., Magarick, Ph.D.

Distance teaching by satellite technology holds great potential for upgrading
the skills #n* kiowledge in reproductive health of professionals working in
isolated and rural arcas of developing countries. This paper discusses two
distance education programs in reproductive health supported by JHPIEGO,
one in the Vest Indies and a second broadeast from Miami to Latin America.

UWIDI.®

n 1980, the US Agency for International Development established a rural
satellite program (RSP) to investigate the potential uses of satellite-based
telecommunications in supporting rural development. One of the three pilot
projects established that used teleconferencing neiworks to link universities
and exrtension learning centers was at the University of the West Indics (UWI).
This project, known as UWIDITE (University of the West Indies Distance
Teaching Ezperiment), demonstrates the use of satellites to link UWI's island
campuses and extension stations. UWIDITE links three main UW1U campuses
in Jamaica, Barbados, and Trinidad and three extension campuses in St.
Lucia, Dominica, and Antigua (Figure 1). Transmissions originate from Ja-
maica, which is linked with Trinidad by an INTELSAT satellite. The signal
is sent to St. Lucia, the hub of the system, by microwave. From there, the
signal goes to Antigua and Dominica by microwave and to Barbados by
troposcatter (Figure 2).

UWIDITE is a totally interactive teleconferencing system. The network is
a dedicated four-wire telecommunication link with a band width of 300 Hz
to 3,000 Hz. Each teleconferencing room is equipped with at least six mi-
crophones, two speakers, slow-scan (freeze-frame) television, slow-scan TV
equipment, and a telewriter for on-line use. The exception is Montego Bay,
which has received only video. In January 1985, personal computers were
installed at the campus sites to allow for transmission of files and messages

179



.King:!on
HAITI DOMINICAN ED
REPUBLIC PUERTO RICO = @
JAMAICA = @ DOMINICA

. =]

CARIBBEAN SEA

Roseau

sT. LucA ® BARBADOS

c‘ s!ng ﬁBridga town

‘o

RURAL SATELLITE PROGRAM 0® Y

W I . P . S. Port of Spain 0
est Indies Project Sites mmgmocﬁ
@ & TOBAGO

L)

Fig. 1. Broadcast sites of the
University of the West Indies
Distance Teaching Experiment.

Source: The AID Rural Satellite
Program: An Overview by Karen
Tietjen. A Publication of the
AID Rural Satellite Program
Produced by The Academy
for Educational Development,
Washington, D.C., January
1987.

081

dBojouyaa] pun uonundnpy yipajy sauanpoiday



U.W.LLD.LT.E. TELECOMMUNICATIOCNS NETWORK

(O ANTIGUA CANPUS

TELEPHONE EXC'1ANGE |orgn
ANTIGUA d
TELEPHONE EXCHANGE
DOMINICA
NETWORFK SITES
DOMINICA
1. JAMAICA ¢ D SATELLITE CAMPUS
2. TRINIDAD )>7\;‘. OCCASIONAL
3. BARBADOS e FORT
4.ST. LUCIA ™
5. DOMINICA S
S =
6. ANTIGUA \\\\ = TELEPHONE EXCHANGE
XN = C&W OFFICE ST _Lucia
S = i
S = BRIDGE L
S = ACCESS LINES
D = —_—
N =
§ % C&W OFFICE
\\\\ % TROPO WILDEL BARBADOS BARBADOS
S = SeATTeR (=]  CAMPUS
S = O
N = (& —-0
N =
N =
T =
SN

TELEPHONE EXCHANGE
BRIDGETOWN. BARBADOS
UHF

E
E
=
S =
@ % TRINIDAD
CAMPUS
JAMAICA P JAMINTEL TRINIDAD l r;;l T )
CAMPUS C‘ | () ] ! EAATH STATION ““ "

EARTH STATION & i LOCAL MW O
TELEPHONE FACHANGE TELEPHOIE EXCHANGE T e SagranaE
PCRT OF SPAIN

KINGSTON. JAMAICA ST AUGUSTINE
TRINIDAD TRINIDAD

d

Fig. 2. Telecommunications Network of the University of the West Indies Distance Teaching Experiment

Source: The AID Rural Satellite Program: An Cyerview by Karen Tietjen, A Publication of the
AID Rural Sa::llite Program Produced by The Acadenmy for Educational Develnpment. Washington, D.C., January 1987.

uonDaInps yipapy aananposday 4of Suyovay asuvisiq

181



182 Reproductive Health Education and Technology

that are too long to be read over the system. The system also allows confi-
dential conversations between two or more locations.

JHPIEGO has supported the Advanced Training and Research in Fertility
Management (ATRFM) Unit of the University of the West Indies in imple-
menting a reproductive health training project that uses the satellite tech-
nology. The project is in collaboration with UWIDITE. JHPIEGO courses
in reproductive health began in May 1984, As of May 1986, UWIDITE
completed ten courses in reproductive health and through this medium has
reached 487 physicians, nurses, and students in the six Caribbean islands that
participated in the program. Courses are developed by the fertility manage-
ment unit through periodic meetings with faculty. Four courses for senior
nurses, three for physicians, one for postgraduate physicians, and two for
undergraduate physicians have been dehvered to date. Each course is delivered
by a two-hour network session once a week. Each course runs for a period
of 10-12 weeks. Course topies include contraception, management of sexually
transmitted discases, and treatment of gynecological problems such as pelvic
inflammatory discase. Background reading materials are prepared and sent
to cach site six weeks before the course begins, The UWIDITE coordinator
at cach site receives the materials and is responsible for distribution and
logistical arrangements. Pretests and post-tests are administered. Participants
receive o UWlapproved certificate it they attend 80 percent of the sessions
and complete the pretest and post-test. Evaluation of the program revealed
the following:

o Purticipants reported that the satellite courses were as good as or better
than face-to-tiace teaching,

o Participants wdicated that their counseling, patient management, and
chinieal skills were <trengthened.

o A signiticant difference between pretest and post-test scores of partici-
pants indicated that the courses were eftective in transmitting knowledge.

Three years of experience with the project appears to demonstrate that
distance teaching of reproductive health information by satellite can

« Utilize indigenous, experienced faculty reseurces to reach health profes-
sionals over u wide geographic area

o Reach professionals for whom training would not otherwise be available

» Achieve cost savings in cravel and other course arrangements

o Accelerate the dissemination of new knowledge i reproductive health

care

JHPIEGO/Miami Children's [ospital Teleconference

Based on the positive experience with the UWIDITE program, JHPIEGO
began exploring other opportunities to demonstrar Ye use and efficacy of
distance teaching in reproductive health in developug countries. In mid-1986,
JHPIEGO learned of a project being sponsoced by the Miami Children's
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Hospital (MCH) in collaboration with Project SHARE (Satellites for Health
and Rural Education) of the International Telecommunications Satellite Or-
ganization (INTELSAT). Miami Children’s Hospital was broadcasting con-
tinuing education programs by satellite to health professionals in Latin
America and the Caribbean region. After a series of mieetings, JHPIEGO and
MCH agreed to collaborate on a conference for nurses on maternal and child
health care. The three-day teleconference was directed toward nurses in a
variety of primary, secondary, and tertiary care settings. Jaculty from Johns
Hopkins and from Miami Children’s Hospital, as well as other experts in the
fields of pediatrics, obstetrics, and gynecology presented advances in maternal
and child health and technologies applicable te health care settings in Latin
America and the Caribbean. The eonference took place from November 6-
8, 1986.

JHPIEGO presented the reproductive health component of the three-day
teleconfe sence. Topics offered by JHPIEGO speakers included the concept
of reproiuctive risk/reprodactive health, maternal position in labor to im-
prove mternal and fetal well-being, contraceptive methods, and techniques
of contraceptive counscling. Appropriate technologies for developing coun-
tries were emphasized by the JHPHEGO speakers throughout the conference.
In order to enhance programming and facilitate communication, the tele-
conference was broadeast in Inglish and Spanish on separate channels.

The teleconference contrasted with the UWIDITE project in several ways.
Programmatically, it was a conference rather than o course that takes place
over several weeks. Technologically, it was w television broadeast, not slow
scan, and 1t wvas not audio interactive, as is the UWIDITE system. Never-
theless, telephone lines were used with the Miami system so that participant
questions could be conveyed to the presenters in Miami, who then responded
on the arr.

Results

1t is estimated that the teleconferenee reached some 10,000 participants in
approximately 15 countries throughout Latin America and the Caribbean.
The JIPIEGO portion of the teleconference was extremely weli received.
There were numerous questions from the field on issues relating to the health
benefits and risks of contraception. Questions related in particular to the
benefits and risks associiated with the use of oral contraceptives and the use
of the intrauterine de vice. Although still considered preliminary, data gathered
by the Miami Children's Hospital from participants in Colombia, Honduras,
and Jamaica seemed to indicate that a large percentage of the participants
were satisfied with the educational content and other aspects of the telecon-
ference (Figure 3). Such teleconferencing does seem to be an effective medium
for reaching large numbers of individuals in remote locations quickly and
effectively. Cost is certainly a consideration. The programy with Miami Chil-
dren’s Hospital cost JHPIEGO less than $10,000. The majority of the expenses
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cast from Miami, Florida, November 68, 1986
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were absorbed by MCH. After completion of the teicconference, a short video
was produced that highlighted JHPIEGO's participation.

A number of lessons were learned from the teleconference. These include
the following:

e There should be a framework for discussion at the receiving end of the
teleconference such as roundtables or panels which would allow the
participants to discuss the application of the information to local praob-
lems.

¢ At least six months prior to the teleconference, faculty must be oriented
to the process, and they must develop appropriate visuals for their pre-
sentations,

o Well-developed visuals must be utilized in faculty presentations. Slides
that might project wiilin a lecture roont often do not project well over
television. In addition, wherever possible, new footage should be shot,
or existing footage should be obtained to illustrate lecture content,



Distance Teaching for Reproductive Heaith Education 185

Conclusion

The need is great for distance education programs in developing countries
where the majority of the population is in remote or rural areas and where
human and physical resources are limited. Equally needed are reproductive
health education programs that will train health professionals in strategies
to prevent or reduce high rates of maternal and infant mortality. The distance
learning programs supported by JHPIEGO demonstrate that satellites can
bring reproductive health information to widely scattered health personnel
i an effective and efficient manner. Additional types of distance learning
programs are required. As Shaw has pointed out: “The technology already
exists. The cost is affordable. The possibilities are endless.™
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“Discussion Summary

Issues in Distance Learning

Discussion focused on the different types of distance learning approaches
and their cost-effectiveness and appropriateness for use in developing coun-
tries. It was urged that the least expensive technology that would permit
programe *o accomplish their objectives be utilized. This ranges from cor-
respondence courses to live teleconferences.

Participants discussed the differences between live television, slow-scan,
and audio-only teleconferences. It was noted that slow-scan and audio-only
could be very effective depending upon the content of the program. The
technical quality of distance learning programs, regardless of the type, is of
enormous importance: the higher the technical quality, the better the com-
munication. Since students in most countries are watching and listening to
high-quality tefevision and radio programs, they will not be very satisfied to
find poor-quality audio or video programs in a classroom or lecture theater.

It was noted that distance learning programs require a reorientation of
faculty, and that faculty must often spend more time preparing for a distance
learning presentation than for a regular classroom lecture. For example,
faculty need to prepare handouts that are made available to participants in
advance of the presentation. In addition, learning objectives and learning
goals need to be thoroughly identified prior to the learning activity. Faculty
might initially be resistant to participating in distance learning programs by
television due to apprehension about making a presentation in a studio before
cameras, but this apprehension can be overcome if faculty receive proper
orientation.

Continuity in developing distance learning programs was another issue
discussed. Partic.pants agreed that continuity is important and that faculty
at the disiance teaching sites as well as those broadcasting should meet on a
periodic basis to review program goals and objectives.

The WAMI (Washington, Alaska, Montana, [daho) program, which was
conducted at the University of Washington in Seattle, was discussed as an
example to illustrate the effectiveness of two-way interactive video programs
via satellite. This program measured students' performance and found that
no real diftference could be detected between the amount of learning that
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occurred in the classroom at the home center in Seattle and that which
occurred in the video teaching centers in Alaska, Idaho, and Montana.

There was much debate regarding the cost of distance learning initiatives.
A participant from Kenya indicated that while distance learning might be
very useful, most institutions in developing countries would require donor
support. The participant expressed feiar that if donor support were to be
withdrawn, there is little hkelihood in her country that the government would
continue to support the program. It was generatly agreed that JHPIEGO
should consider use of lower cost approaches such as audio or radio links
and correspondence courses. However, utihzation of television hnkage on a
selective basis to spur special program initiatives could be considered. Ex-
tensive use of live television, though, would probably not be cost-effective.

The cost of equipment tor distance learning programs was also addressed.
A participant from Newfoundland noted that their experience has been that
relatively ineapensive audio units (51,000 per unit) have been used for over
15 years in the north of Canada with very good results, and he suggested
that because of the durability of this equipment and its Tow cost, it might be
suitable for some of the magor cities - developing countries. Prior to the
provision of any cquipment in developing countries, the issae or repair and
maintenance must be addressed.

In summary, there was general teeling that caretully phased adoption of
selected distance learning approaches might help some less developed coun-
tries to bridge the gap between themselves and their more developed country
counterparts. Effective use of these new approaches m education will require
careful delincation of goals and objectives; care and planning in developing
cach cducational module; and follow-up, evaluation, and modification,
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CONFERENCE SUMMARY

Multiple issues in reproductive health, including evolving technology in
fertility management, AIDS, and new types of educational approaches were
addressed during the meeting “*Reproductive Health Education and Tech-
nology: Issues and Future Direc ions.” The following is a summary of the
major points expressed during the meeting:

Contraeeption

Both new and existing contraceptives must be evaluated and utilized from
the standpoint of the benefit/risk ratio of the particular populition served.
Risks encountered in developed countries may not be significant in developing
countries. The risk of pregnancy may far outweigh the potential health risks
of contraception in many settings.

Strategies for Reaching High-Risk Groups

Risk factors that affect maternal and child health can be readily identified
for each country. However, effective strategies to modify risks have not fully
evolved in many countries. The role of the community in referrals to health
care workers, in health education, and in sensitizing leaders to the problems
should not be underestimated. Innovative programs, which involve the com-
munity, for example, to prevent pregnancey in young women have shown some
positive outcomes. Education of nealth care workers to overcome their biases
may be of importance in effectively developing programs to manage or reduce
risk factors.

AIDS and Other Sexually Transmitted Diseases

Acquired Immune Deficiency Syndrome (AIDS) is a major health problem
of potentially pandemic proportions. Although it is not totally clear what the
overall strategy should be to combat this disorder, family planning and re-
productive health organizations may be the health care groups best equipped
to mount educational programs and preventive health efforts. Sexually trans-
mitted discases also represent a major contributor to morbidity and mortality;
the diagnosis and management of the more common diseases by maternal
and child health or family planning health care workers may have a significant
impact on disorders such as pelvic inflammatory disease, infertility, ectopic
pregnancy, and prcmulurily.
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New Educational Media

Educational technology, such as cemputer-assisted learning and interactive
videadise approaches, is developing rapidly. Careful, phased adaptation of
selected approaches may allow some developing countries to bridge the gap
between themselves and the more developed countries. Effective use of these
new approaches in education requires careful delineation or goals and objec-
tives, care and planning in developing cack educational module, and follow-
up. evaluation, and modification: these steps shoild be included in all edu-
cational efforts.

Primary Heatth Care

Some basic principles of primary health care include concentrating efforts
on preventive rather than curative medicine and placing the emphasis of the
progiam on the community rather than on traditional health care facilities,
Toapr ly these principles on o widespread basis will require radical alterations
in th - curricula of most health care traintng institutions as well as significant
chunges to systems of health care delivery.

Mobilizing Support for Curriculum Change

A major prerequisite ol upgrading the curriculum in educational institutions
I8 to convinee decision-makers of the need for change. Decision-maekers are
a large constitueney that includes community and national leaders, acade-
micians, politicians, as well as health care professionals. Indigenous research
that demonstrates the need for change is crucial. Unfortunately, many coun-
tries lack a core of professionals who know how to assemble data, convinee
decision-makers, and implement change. Often there is too much attention
patd to changing the strucoire or framework of curricula while stgnificant
changes should volye mostly the content. Even if curricular change ocecurs
and new concepts and skills are taught it is imperative that the health care
delivery svstem be altered criotgh so that the newly acquired skills can be
applicd in the c¢hinical setting,

Reproductive Health in Nursing Edueation

The need tor well-trained nurses is eapanding worldwide. Nurse training
ts usually substantially more community-based than that of physicians. Many
countries are expanding the clinieal roles of nurses, particularly to render
reproductive health care. Curriculum revision for nurses and paraprofessionals
may require Froad-based interdisaiphnary ey (o develop the goals and
objectvec of thar role i health care systems. Many educational institutions
face  nificant obstacles, such s funding shorttalls and lack of adequately
trained tutors, Manyv nurses, despite being well tramned and motivated for
community-based services, can find emplovment only m hospital-based set-
tings. Therefore, any changes - education direeted towirds expinsion of
nursing roles will need o address these and other 1ssues.
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International Guidelines for Reproductive Health

International guidelines and certification in the field of reproductive health
pose many complex issues. The definition of reproductive health varies, there
are substantial differences in clinical practice between countries, there is often
political sensitivity to many repraductive health issues, there are differences
in availability of resources, and the reproductive health technology is con-
stantly changing. Although broad, flexible guidelines for reproduciive health
practice could be developed on an international basis, the process of inter-
national certification would be difficult and lengthy. Given the magnitude of
other reproductive health issues and problems, development of international
guidelines and certification is not currently of high priority.
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JHPIEG®

The Johns Hopkins Program for International Education in Gynecology
and Sbstetrics is a norprofit corporation affiliated with the Johns Hopkins
University located in Baltimore, Maryland. Established in 1974, major funding
for JHPIEGO programs comes from the Agency for International Devel-
opment. JHPIEGO is concerned with reproductive health. Reproductive
health means that families have healthy children, they have the number of
children they want at safe intervals, and mothers complete their childbearing
years in good health, able to care for their families. JHPIEGO programs aim
o lower reproductive mortality and morbidity in developing countries through
expanding the number of health professionals cquipped with medical and
management skills in reproductive health, particularly family planning. The
major goals of JHPIESO are to update the knowledge. skills, and technology
clobstetricians, gynecologists, nurses, :nd other qualified health professionals
in the developing world in reproductive health and to encour:.ge the inte-
gration of these methods into the daily practice of these various medical
professionals. Another importaat objective is to make well-demonstrated re-
productive health technology available to medical schools and other insti-
tutions in the developing world. JHPIEGO programs aim o institutionalize
the teaching of reproductive health in medical and nursing school curricula,
increase the ability of faculty to deliver sound reproductive health courses,
provide pre-service training in reproductive health in medical and nursing
schools, and train physicians and nursing personnel in reproductive health
with an emphasis on building clinical skills to increase seevice delivery.,

Since 1974, more than 50,000 physicians, nurses, administrators, and med-
ical and nursing students from 122 countries representing miore than 5,500
institutions and over 350 medical schools have been reached by JHPIEGO
supported programs.

JHPIEGO is ready and willing to respond to any request for training and
assistance with curricuium development which may assist in the improvement
of reproductive health care.

The HIPIFSGO Corporation, 550 North Broadway., Baltimore, Maryland,
21205 USA, Telex 6849118 or 6849019 PIEGO UR. cable: JHPIEGO.
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