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11111:lI 1 

'rlit, 1 ,r< ,\c:!it:~tion \vdl ~ ~ ~ ~ i e w l l ~ e c ~ v c ~ l ~ ~ u ~ ~ n  oftciining c.1 :11c1- 
;itir~n I r  ,111 1l1c geniiine ronccm alx~ut the ;altyci3cy lf 
\ c n ~ i  ,i ~.:.ilc~n;ils ;inel tiainc15. and tlit ;lppn~priare :a.ijiiisi- 
11, XI < #+ I~ i~~~\ \~ l rc lgc  :inel skills I l l 7  die u:~ilces in r;~rly cI:iys, 
t i ,  1:' 1.1; >tlr,.:ilac c~iluition. Witll cli11inisl1ing l>ildgct\ and 
iiii r ~ .  iriri:.: ~csiilts-~~~ienr;~tic~n i ~ f  dc~nor ;md implementing 
:igcn 1, < ~aiplccl  \\-id1 diritnatic ir~ipri ,\cments in trir~sew- 
11ii.111 31 i,riii ~kdt~eics  and ttmls. tlie f i ~ i i s  11f ewlluaric~n lms , . 
sliilic I !(: i iri(~lr o~~ilprclicnsive :issestiienr i ~ f  ewre~nrl 

The plrsent;~rion will p n ~ v ~ < l r  tlir ]~:inicip.~nts \viTi~ ;in <I\ ci 
;in~l i i t  I.:T.I~ :titl~ienccs h i t  hinder or tialitate lie:~ltIi nclrk- 

viriv or I'IU\lE and IFf'IE(:;(:)'-. ~iiiii.~f~~i-~ifl.,!~(~.iziiig (;iii~li,. 
cis ~l,iiiti,..> to :ipply their knr~wir<ige and skills to panicel- 

The ( l v c ~ ~ ~ i e ~  xvill 1-igI11igk.l i~ilport~nt fc.ltiiscs (11' lli? gcii,.li, 
I:rr ;+I >' : i i r , l  111cir envin~nmc-nts. f \ : ~ I i l ~ ~ t i c ~ ~ l ~  once r e x n r d  

including the 1-itionC:le. the 1111po1t;irit 1ink:igc hernee11 txiln- 
t, 1 *,> 'L i.il ' i?%':l~~Il il?tiitivrs can now I*. sranlessly cas- 

ing and perfiinrlrincc impiin ziiir.111 aricl i11c i~sc~frieiiclly Inins- 
l i ~ , l i  11 I I-! ;t~~llost :In? prlljei't rnlrlnlgclnrnt to fmci (xlt fer matrix 'lkiining ;inel le.inriiig spei:laliso fiim 1nlr:ili \\ i l l  
\VIIL.I I L , ~  r:i~riing inte~x,t,nti<~~~s ~ Y J \ ~ C  iiip~r~\,rcI \v<~rkcr lxr- share lessons Ie:imei.l chlring ti,\. <Ii.\ign .ind impleciirnr;ili<,n 
filsllr net. I I, ,\\c?er, =,itti the siuft \<I IIIOIY coinpsellcnsivc 

of a disrancc Ie:lrtiin:< rout-sc I: ) iil~prr~ve tlir l \ i~ i~~\ lcdge :in<l 
:$nil i 1il~ac.rlei1 ei;ilu:~tiion illoclcls, the :i<h.ent 01' n w  paci- 

skills of nursing axsistan~si:~usse aides in ig:inda to (leli\ cr 
iiii:~~! . 1 r ,; , ~1u:ilily :IsurAnce. {xifi)rni;incc ili~pro\rment) falllily plaiuI&g and rrplrxl11c1l\ c l~ealtli s z ~ ~ i i c s .  
:incl <inr<~!lriit:inI intcxentions in dlc field, constr.rinLs in 
:in:il!?i:. : l i r l  interprewtion ( ~ f  cLiw s ~ i i h  as aruil>e~tii~n and 

Room 3 ~,~iil~i:ii~,~:ility i,t\:e challenged die field. A fm:il ~\lrni  \\rill 

1ndividdiz.d Tkahhg Achieves Competency In, v~ r l  : I X  riit  die apphcxl>ility aiid dissrn~initic~ll oSc\:~lu- 

with Limited Caseloads, Reduces Training :!ti 111 i(.\l111. for pciCti(i~l LIV. in tciini~i~sc~hted pn>g:in~s. 

Burden cslx~, i.1 I \  in the Ahicnn contixt. 

Richard Hughes Lounge 1 
K a h s h  Cin' 
JHPIEC;O 

Design Your Audience into Your Training 

Velepi Mtonga -1 
Chic:11 Care & Ili~gnc>stic 5cn ires. Ccntr~l B, l:ir<l of Gail Rue 
I Iealtll. Zaml,in I'i11x1 :iriilri Lesdenhip Program 

Competenc7--l>;~stxl t1:lilining ha, I x a ~ i n e  a stinch~rl lirr cliiii- 
d Wdining: yet ;~cluei h ~ g  coliipr.ir.tiiy is a d r  dlenge uhm t11c.r 
is hlurc~i or err.itic c ~ K . ~ ( Y J ~ .  for Ix>rll cirleq~11ey prweclc~scs 
:tnd low-volun~c pn~vedure,. i;iwIc~acl :ind clicnt f1(1\\ :lrt. is- 
sue- Tlds cxn o h  lx overo >nir. I>! c~\ing :In inilivi<lu:ilk~ri 
Wlining approach, ;I:. ckem1~nsri:itetl in Iilti~dng pti;+za~~\ fos 
{x~s~ilxntic~n a r c  (13!.C:) i11 2111iI~i.i : I ~ I < I  ~n(>sr;iI[xl K L \ ~ ~ T O I I I ~  

(SSI'I UI ?+pal. ~ncli~icl~~:~lizc~l ~ I : I ~ I I ~ I I ~ .  tisil~g :I sr t~~rtc~sc~l 
co~npettencyhaxd trrininy 11,iik:i~c. cn;il>Ics tr:ii~ling :I ten :it' 
p~-rridcis u i  :t tlexil>ltr fcinic-\\ask that nlaximizes the crse i d  

tlie exi*ng ~d~eload~.\l~ileminimizingtl~eburden (ln u:iinr~s 
:inJ ~iini11g Sarilities. 

lksi$:ning)xnir mrdience in toyaur~am n i r n \  tll:it 
y )I 1 1 .  ii<lii:nrc wiU lx actively inliohrcl, enelgetir, :mcl l a m -  
ing \\ I : I  ilay ncal 10 h < m -  Tliis r.\sic~n nil1 t c t d ~  you :I 

tccirn~ij I <  11i:it rxpcncnceci tmineo acquilr. I > ~ I I  dlln't 0 f - 
1 t. 11 -I ~ ; I I :  I h z  Ixst u:iinen 'inniitivrly. tiili~r dieu I>xxnl;i- 
tic )I ]  I , [ I  :~iicIit~~~ce :IIICI e m  ,go ~ i t l i  the llix\ ' \<-l~ile 
st111 :I< ! II~.,~. iilg tlx E i i ~ n g  gczils. H ( I \ ~  [ICI tiley <lo ii, 

I l ~ t r i ~ . ~ ,  l l ~ i >  wssion \vc \\-ill m<>\-e fro111 :I ~(KLIS .-li<>\v I 
\\ i l l  1' . ~ ' ~ . i ' i i l "  lo '\vll;n they \vant to h( I\\-'. Yous auclirnce 
\\ill .II ,l"i: i;ae die gtmeinr inter.i(%l~n ;uld yixi will ini+eris 
yi 11 I I  ., ~~i l ic lc~~ce :is 3 jxcsenter an<l 1:icilirator (d :in cxcit- 
uip .II < I  ii,.:xitful Ie:iming envinmiiient that 11:~s lxen suc- 
ws,~I'i I n tilt: ?\hican context. \W \\ill focus (111 n-h;it SIX- 
c i l i  I - ~ ' i i ~ l i t . i s  01' Ilir audicnce lning tc h e  xssi<111 :mil 
h( I \ \  I 7 1  iil:l i>n tl~vir euperiencc,. their i.:nr>xvlculge, and d~c.ir 
slo:i<- - p.1.11 tlx~uch VOLI ne\rr 11xt tl1~111 in vllur life. 
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Concurrent Sessions 
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Jacqueline Makokha 
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Lounge 1 
Many hfr.icas, One Training: Designing 
and i)~c:lli.lit7ing One Intervention for Many 
Audie nas 
.I.inztnl?vri Kuyoh 
Eel> R ic.r 

.,June 5cbrrek 
I .  , I ,  1 . 1  1 I r~ l c~ i~ ; l t i o~~ :~ I  

Lounge 2 - 
'I lr t .  I x ~ ~ n ~ : ~ ~ k ) n  lion\ l ~ n \  e:,~.li t:~.i\\ < idi 15 ~IIIICI~IW~. st~~liccl 

"C&I rf Profiles": Modeling Client- 

I n c .  1 1  I : I I I . I ~ .  I 1 1  1 orient;iti(~bn while Tailoring Training to 

Rwm 2 
Tailoring Training and Ensuring Impact: 
Using the Performance Impn~venietit 
Methodology 
Rose W a h m  
Jedida Wachira 
Tnt~:lli 

Tlic p~ysrntc~> 1, ill cles~ti lx l l c ' x . \  1, , i,lil>lr~v<. ~I:III~~I~~,ILII~( )111es 
I r 1 : i n  r i g  1 1 1  l - t : ~ i t l l l g  i l l ~ t ' l l l i l l l s  <it'- 

signecl to :1c11it~e clc~irccl perlk>,111;11~.i., .l'lic ~ p ~ ~ c s c ~ i t t ~ r ~  \\ill 
I >riclly clesc~il>e the 1>~:1i'<1r11~.1tlc.c 1111px~~~\~c1~1~11t ; ~ ~ > l > r i ~ ~ e l l  
rne l lx r lo lo~y ;in<\ tlien ~lcsinl*..!i~ r:v llhis :ippr~i:ii.I~ \\:is il%'d 
to i111prove p e t i o n ~ i ; ~ n < ~  ill !\,, t I IIII~;III l>r< >gz11115: 1- t~ I g11icIt. 
tklc clrsign II~ die %~fc ! v l ~ ~ t l ~ ~ e r l ~ ~  ,( X I  ln~t~~ i l i vc ,  I3151 I 11 I'r~l~cct. 

i.g;incl;i :md 2- 11, i lnpr~n-c pliin:i~)- Iic;1lt11 circ XI\ iceA clcliv- 
rty. in die :ISYAS ~ $ k ~ ~ n i l v  pk11111ix..g :inLi ,WXLI:III~ ~I,.II~SIII~~- 
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R~~ 2 t,, a c ,  "1 i t ~ ~ n i  un<ler;t;~iiding o f  cijtic;lI issues tla1i mnsen- 

<lcr l h l l . ,  <),nngc :~nd  intcgmtiiik,~~ <I( nen- skills into 
Eduation of impact of Cascade Training t i :  . i.r\ I(.=.. iircnghened tr:i~nn-osk. and enliat~ceel 
~ppmach on ~ a m w  Planning *ices and ~ l ~ l l , c c ~ ,  , J. ,.,, 15t~lltlre~ rJvAei~- C V L ~  \ \ I I C ~  IIXISC inii~illv 
Infection Prevention PradceS 
Cat@ T-h-Rut0 
I:niiiily flealdl ~~~~~~~~~~~~'mil Main Hall 

'ralni OQ C M c a l  Decision-makers: Nurses -, 
f~'inclinw 11f m-o n;~inings on <~,.:ilii:~ti~~n <~l'F:imily I'klnning and Crnvical Cancer Prevention 
(Fp) :ind Infrelic,n P w ~ n r i o i l  (11'1 lr.~iningcr~ncluc.lccl <ishga 
<:ascj<lr 3ppn,acll in Kr:tipi aml Sin~,inia \\ill \ ) t  pl-escntvd. 

.9yh>in 1:kganus 

. .  . , . 

i;ipiJ capacity I>~iilding in R'   nil Ill a \veil :I\ ~.fficienr arrd 
e['fec?i:eciir-c tiatxltr of kncx~lrclge, ,Aiills .incl aiiintdc-s iinrong 
senice pprrni<bls i~ K c ~ ~ , ; l  an i l ' l i l n~ : i~ l .  'Ihc e~:i~li~lti011 lllt~dl- 
inlolc~gies invoivecl olxzn-atx~~z~, ultci~iit\vs :lnJ stt~icnlird 
qucstionnaircs. Findinss slio\\ed 1Ir.it tht. c;ls~lcle 3[l[,n?dch 

a mpid multiplir:r e&cr it1 I I L I I ~ : I I ~  rcs(iitrcc cip;lcit)- 
tiuikling ;md g < ~ ~ I  tc:~~lifc~r 01 FP :ir i i l  11' I<rn)n ledge. sklls 

, . 3  

FCH (/I(. l ; l . .~  t - , \ o  )-C3tS the ( :~N~cLI~  (:ancer I1re\enrion 
I ' s , , ~ I , ! I I  ,( t:c:.\P~ of IFII'IEGO h3s In~eti rt:~ining nune 
Il~al!i I \  :., ; I I L I  p,ll,lic iiealti~ nurses in visu:ll inspc'tion of 
l]lt. ;c!i :I.iil r n i x h ~ r ~ p y .  As pin (d this iiiti:iti\c. CECL4l' 
11.1~ c I<.\ :. ,lx~,l rilerl>c~lologes to pnnride nu~ses wid1 1~x11 
lln,il.d ,i I \  :ilid c]inii.:il decision-making slull>. Some of 
I ILV 118) i.1 i:.[ici.~s of this training inclncle: indcncndeilt 

bunge 1 

Designing Counseling Training that Works 
Gail Rae 
I'ol,~lhtic~n kadenhil, I ' r o ~ ~ ~ i n l  

t";celknt nxi,zic.)ing  lining ;il*r ~-c-rjri~rt? e\ ic~cncr-b.lsc~i 
lxst p r , l c~&~s  in trdir6ng. cuch :I> using (lu~~lity st:ltlLkln~s iin 

cilmillh design, mic7tsliills u;~inirig. ~i?r~dciit~g. siipen'iwii 
I l~ le~ i . e .  p e r  rcvieu , .?if-asscssiilent. pij>iti\i: rcinhiirx:rnent. 
llsin<, n nlllltiple leaminx ap~ln,;iches. :incl fc~stciing a strong 
krmrr s L I P F ~  ~.stt.lll. Ill.' c,ision i ~ ~ c l u i l e ~  l rsons  I'nl111 
life ancl resexrch plit:. :ictiiirieb. 

I ~ u n g e  2 
Wholesite Training for Sustained Results: 
Egypt and Tanzania Experiences 
Grace Engesia Wambu'o 
FngenderHe'ilrh 

,besing and meeur~g $he ir.itning necdi of& st.itT at tiit. 
w i c c  siir applying l ~ ~ i n i ~ l g  n~ d>cii-\v<~sk st:ning thr~ntgh 
\T'h<~le-site w~inlt1g creates ~nstinlti<,nal apacit? ancl suppr In. 

fosters pmblrt%sohiing, and siun~tlates o-ansfer of le;iminl: 
within the insuinitiot~ for \\-iden otis<~~ing :ippii~rtion of nc:n 

, iri\ .,I I llil:,.-:~l tnining ancl nn innc,v;itii-c midtirneclil C1)- 
KC)\; , :nl:,iniiig c~i~it:il inxigcs of dle cmix .  'li;iinees 
arilll.\ . I ,i )I p~xcclural cotlilxtmce and conficlence in 
n~.ikln : . l i r : ~ i , i l  jwigmmnts eenahling l l~em lo rrc~~gnize 
; incI  XI, I I . ,~~ !+  p ~ ~ e ~ ~ n c r l - < j ~ ~ s  ccn ic i l  l r ~ i c ) n ~ .  

Room 13 
Use G ,f (ixnpetency-M Assessment 
Tools in Clinical Skills Development 
Emn~muel Otolorin 
[Hf'lr 

t.1 :111.1 ~tc: 1 x rk~nnince < ~ l ~ c t i v e l y  :ue (:xtrenlely irnpoiwnt 
cliwa n l .  ill rhr pnxess of hnpr~~nring rhc q u a l i ~  of train- 
ing 'I ilalitior~il p m n ' i c e  c%lurati~n as \hell as insenrice 
ll:ll,iil ip, liigtl :inel km.-resource senings has not al\\:lys 
acltl.x ..:.c I il,i5 iys~~e. The end re~ l l t  of tliis i, rhat sru~lcnts 
, i t ~ ~ , n  8: .;il ir im mining imtiturioils M i t l l ~ ~ i t  the exlxcred 
~ < I I I I ~  ~~~!".~:i<..s tin dirir future ro11. in the conimunity. This 
itnin i.1, t. sesskin will sli:lre lexsr~n~ Irnmt in tire ilsc of 
kiln111:: :j.liil~? k ~ r  clinical skals dc~-elopmnent : i d  check- 
1i.r. I , I  ~~, .Coi-nc~nce e\-aIu;~tic~n and supen-isic~ti. TIl? gaal 
<r t  t~:,.tii~>; i5 ro r n s u ~ r  thlt kn<)nltdgc :ind sl<ills lcamt 
c i i ~ ~ ~ i r  12 t~..!:r~tilg :ire> t~in.sfcnec1 t o  the ]1)1>. 

Room 1 
Trainer Development for Decentdimtion 
of 1 Dostabortion Care Services: 
'rh~ I>uinean Experience 
Ydiicruie N~~&ZZ' 
I I ti 2l~dsine. Conakry 

kills. Eavt and 'Ilinz:ini <:;is<, <ricclic,s ijllu,s!~:irc thc rlnnetits. 'l-sjq2U; p w  
prcxrss and kmrfit.; <1f\Y1-< lli~-~irc mining al1pne1ch. le;tclin$: IF , I . ( : c ,  
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Experience 
Joseph Rurninjo 
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Main Hall 
Importance of Training Sites in the 
Compeiency-bas~d Training Approach 
Paul Sossa 
i t i l ' l i  <iO 

Room 13 
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A Demonstration of 
Strategies/Techniques from 

the Trans fm of Leanzifzg Gzride: 
Using a Distance Learning Approach to 

Transfer Knowledge and Skills 

Anne Otto 





A Demonstration of StntegiesTTechnique+ 
from the Tnnsfer of Learning Guide; 
Using a Distance Learning Approach (o 

Transfer Knowledge and Skills 

Slwnbk Mafahi-M"&"e 
Revcducure Heanh Clnrar SreMmt. intan lnu l rant  

A"ne On0 Intiah -msu:an: 

Transfer of Learning Guide 

Why does good traln~ng fall? 
- tralnlng was not the nght 3 x '  
- trainmg is only part of the helutton 

I 

Transfer of Learning Guide 

What factors affect performance? 
-lob expectations 
- performance feedback 
- physical environment and I d s  

-skills and knowledge 

Orguniaarionul support is k g  ro success! 

PREVIOUS PAGE BLANK 



Transfer of Learning Guide 

= What is the TOL process? 
... an interrelated series of tasks 
performed by supervisors, trainers, 
learners and co-workers before, 
during and after a learning 
intervention in order to maximize 
transfer of knowledge and skills 
and to improve job performance.. . 

Special Features of the 
Transfer of Learning Guide 

Highlights factors that may 
influence performance - Illustrates how several 
interventions, training and non- 
training, must work together 



Transfer Matrix 

Ensure problem can be 'fixed" 

Select the 'right'' tralnees 

Establish agreements about 
intervention goals 

Support and encourage the 



During learning 

. Match training activities to 
intervention goals 

Give learners the time to learn 

. Provide on-going support and 
resources . Monitor learner progress . Make adjustments as needed 

Apply transfer process ... 
. to any learning approach and 

combination (blended) approaches . in various supervisory 
arrangements (on-site or visiting) . in your next intervention design or 



What else? 
Available in English. French 
Spanish - Interactive. corn~uter-based 
veislons also available 

Help us evaluate the guide! 

- 

and 

Learner Support: 
The Key to Transfer 
of Learning 

learning intervention 1 



tuation in Uganda 

m Nurse aideslrlursing assistants 
w ~ t h  little fornial training . MOH upgrad~ng NA cadre's 
skills to provide essential 

, health services 

A - DISH DL. coLirse 
- supplements FP conten1 
- DEP course offerBng 

Transfer Strategies Used 



Highly-s!ructured 
72-week. prt:i!-based 
distarce 'earring 
course r !ail?!ly 

Tutor mentors, 
in-charges and 
CO-v.oikers i f i vo ied  ir 
activities b ~ t t  learners 

Tutorlmentor Support 
- Orientatton to course and ta'seted 

facilitator !raring 
blonthly support meetings 
DL coordinator Saseo in district 



Intervention Results 
Learners improved FPIRH 
knowledge and skills 

Training strategylapproach 
successfully re-purposed to 
train other cadres in different 

LearnedlChallenges 

. Provide adequate learner support 

Provide training and on-going 
support to program organizers, 
supervisors and trainers 

Find better ways to link training 
interventions with non-training 
interventions and performance 
support systems 
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Individualized Training 
Achieves Competency with 

MI R~cL  Hughes Covnlry Dlreclor JHPIEGO Zarnbta 

Dr Kamlerh Con RH Adnloi  JHPIEGO Baltlmwe 

DI velep, ~tonga ~8rectc.r C l~n~ca l  care h ~fagnortlc 
Serv,ces Centrat Board ol  Health Zambia 

. Describe the Individualized Learning &++woe& 
and its different applications. 

. Discuss field experiences in using h. 
individualized Learning Npmuch to onrraar 
different constraints: 
. Limllrd Case Load /NSV ualnlng inN.P*l 
. Emergcwy Seeing (PAC LrainWln2M*) 

. Apply lessons learned with lndl.ridWhd 
Learning to various training d h l l s a  

Competency-Based Training 

. What is the unirnate oblectlM7 
. semce prav1dcrr gir1ng (i"dihlsn*l 

. What doer that requireof the-? 
- T ~ s h n l u l  Comps*ncs..nd 

. To achievethis, the Ir 
herhis knowledge in 
setting and situation 



I '. s Group Based Learning I 
. Train many participants at one time I 
- Fixed course schedule 

. illustrated lectures . Demonstra . Observations 

. Participants and trainers are 
full-time 
. Takes them away from normal 

service provision 

1 " "  Achiev~ng Competency 1 
Requires hands-on practlce 
. Need enough cltent load for each partbclpant 

to ach~eve competency, and conftdence 

T h ~ s  can be a challenge where there is: 
. Low case load 

Irregular cilent flow /e g .emergency 
s~tuatlons or ~nfrequent procedures) 

Solutions to Limited or 
lrreg~ilar Case Loads 

. What are some possible solutions 
situations in which there are limite 
loads or irregular client flow? 

. Here are some thoughts' 
. Increase the duration of 
. Decrease the number of 
. Alter the format to allow 

cases when they presen 
opportunities") 

-- 



. Places the primary raspdbWyhw%mvimg' 
through the o b j e c t i v e a n d R U . d * m h g  
activities on the p a r t i c i m  

. Does away with lest"R*& 
burden on the trainem 

Utilizes a flexible sc 
make maximum use 

* lndividualized Learning Package 

Reference Manual 
Contains Ihp errurmd. nnd-bla- 
related to thP courY - 

Participant's Guide 
. Road mapto g u i h  Urprt*lplW*lrarr 

Trainer's Guide 
. c0nt.ins t l u  panici 

as anrwPr k e y  and 

Suprvisar's Guide ( 
. cootainr impom 
the C W M  CO 

. Anatomic Mod 
Required l a c  

Cornpar~ng Group & Individualized 
Learning Packages 

. I  1 



." 
. n Comparing Group and 

Individualized Learning Courses 

. Group-based learning courses pu t  the burden 
on the trainer 
. trainer directs the participants' learning 
. i ~ ~ ~ ~ t , a t ~ d  lecture. demonstration, structured prtnice . sourre schedule designed to cover the material and 

skills in the time allotted 

Individualized learning courses put  the burden 
of moving through the course on the participant . structured practlce exercises drecf participants' 

iearning (knowledge) 
trainer '~superuiser" their learning 

. trainer can focus more on $he clinical teaching 

. course outline aiiows flexibility to maximize cliolcal 
teaching time 

. putt ing the burden on the participant to  move 
through the course reduces the burden on the 
trainer 

Advantage.. ot l i id~v~t lua l~zed 
Lcarn~rig C o ~ i r 5 e s  

l ra~ners can con! n ~ e  to pro. ur +err cer 
~ n a o  cr a lower om s pal : .I I I er rat c 
0.m n 5nrs im,*er brrll."., 

- 

. Flexible schedule al lows for  maximum use of 
case load 
. mnred rarsions- easier to adjust when clients are 

available ~ ~ . Partic! ants can move at their own pace, and get to 
ciinicar'practice stage earlier 

Advantages of Individualized 
Learning Courses (cont.) 

Flexible schedule al lows for  a variety of 

. On-the-job training . can be accompiished neribiy continuing tn 
perform normal functions 

Training staff from near-by sites 
Can be accomplished Oerlbly. by havln t 
panicipant,~) come oa aperzodlc srhsdul . Training staff from far-away si tes 
Can be done in a Axed tima period. buts 
accommodating a smart numbsr of sniel 
with minimal disturbance torthe tra%ing 



Lessons Learned 

Dr. Kamlesh Gin: Lessons learned fmm th. 
Nepal NSV individualized Lmarnlng Expdmc. 
. Lo* care load. 

Yaxlmvm 2 WamoPr a, a ,>me 
. u a n w e r  mnrtralntr at rernur am-* 

Dr. Velepi Mtonga: Lessons * m d f r m n h .  
Zambia PAC Individualized LIrnkp Ellpr*ncr 

- L r n  u s e  lo* s, ail but a IS* h. 
. lmg"lll Ell*nln(.*. 8 fLrnl"g 

severe m a n p o * ~ c m r n a l m C i ~ . l d t . h h  
111e5 

" 

Lessons Learned from the 
NSV Training Program in Nepal 

Competency Based Training (CBT) fortrnUy 
planning programs in Nepal started h 1B(Y 
All family planning trainings wengrapb...d. 
both in the public senor as Mll hO. 
conducted by NGOs 

. Challenges for group-based tr*nhp: 
Trsimrs felt svesred in mdurUw -- 
bared na,n,ngr to ",eellhl *",.*lbl,",,b 
iimvtea casetoad orps~a)iyfor 
achier* competency t n g i r n b m m m o 2 k k 0 . d r r b  

. "Campre~red FP SeasonF(M "dm- 

.. 

Rat~onale for Introducing 
Individualized Training I 

Relieve trsmen han conduQkOihon(*.l 
presentattons one anwthao#~nrtonr*(~* I 
Reloere tramenhorn- 

at a tmei 

. Tramen can contlm* 
tramng .I golag- ;. 



Evaluation Questions 

. What are the advantages 
of individu3lizsd learnlng 

responsibilities while Con 
individualized training? ; 
Have NSV individualized t i i  



. NSV providers trained Sapt ' 0 0 S . p t ' O l  
with Individualized Tmining A#pmuh 

27 provides interviewed 
Out of 30 Mined 

18 actively providing ..n*.. 
lloutof18prorldd..1I*Ih 
FP senices 

6 active clinical NSV . O", at 7 ,o(a, 

Groupbased Training 

305. -equal dinid 

26'. - harn,np- 
promot- uMNnm 

. n * . r s r a d t L n a  
length of cmnr - 



* ' 
Disadvantages Compared to 

" Croup-based Training 

Paitlcipants TlalnerS 
. 22% - diwicuify on "reif. . some panicipants not 

learning" comfortable with self- 
. 35%-found the learning 

to be "loose"-would . 516 ra id -  able tofuifill 
have preferred a more their cliniCal duties while 
restrictive schedule using individvslired 

. 42% -found no approach for NSV 
disadvantage to the 
training approach 

a> 

*. ,* - 
a . Additional Findings 

. Differently qualified participants (eg. MBBS 
versus MS or OBGYN) t o o k  different lengths of 
time for completion 

Some participants were able to leave training 
earlier when they complete training at a quicker 
pace 

. Individualized Training relieved trainers of (he 
"burn-out" from giving theoretical training 19 a 
m a i l  number of participants one after another 

21 

Lessons Learned in Nepal 

. Approach allows flexibility to suit the l s m h  of 
training to individual needs 

Trainer able to balance time between traini 
and service delivery 

Aliowo multiple training events 
another with small number of pa 
allow for low caseload . Without undue stress to thetrain 
. wi th less disruption of regular se 



Summary: 
Lessons Ledrned in Nepal 

. Approach can reduce training time for 
participants who are motivated and gain 
competency quickly 

. Trainers should emphasize nature of 
individualized training approach to 
participants at the outset 

Prepare participants for lndtvidual \roning 
style and schedule 

71 

PAC Needs Assessment (1998): 
. Some good news. .  . 

MVA introduced in 1990 
Plll medical students trained in YVA 

. . . . and some not so good news 
Very limited availability dWAdUtDMld 

i 

.B - s Background (cont) - 

NO lbnkage lo FP w omer RH - 
Poor tnfectcon preventim p.shr 

Lesal llmttatlons - 
CBoH formed the Na 
1999 
. To inbod- PAC . BUT me- n r  i 

. P h - i - W  

Ph- Il- Pro 



PAC Individual Training 
Approach 

The National PAC Task Force adopted the PAC 
individualized Learning Package and approach 
for i ts  flexibility within a structured framework 
. StrudUred approach to achieve co,npetency 
. Ability to train slnail nlmber, of providers I 0  

maximize use of client load 
Therefore, quality competency-basedtraining ir 
poss~bleat sltes with bower carc toads . lnterest in bvildsng capacity far on-the-lob training 
within inrfitution~; to enlance suCLainabiliW 

Learning Approac.hes 

Phase i - Modified Individualized Approach 
. To eatabiish the ioitlai 3 Natlooal Tratning Centres 
r indiuiduaiized Training Packago ured for PAC clinic 

skiilr, but with a larger group of paificlpants 

. ~ o d c A L  CTS ured far c intcal i ra~ning skills 

Phase I i  - Individualized Learning Approach 
for establishing 7 Provlnclli Tn,nlng Coolres 

PAC Individual Learning 
Package Implementation 

Used for training small groups of 
participants from remote sites 

A few trainees are selected 
Once their site i s  adequately prepared, they 
travel t o  !he training site . Complete the PAC skills training in 2 weeks 



PAC Individual Learning 
Package Implementation (cont.) 

2. Used for on-the-job training of doctors 
and nurses within tratninq sites - 

Should be following the 35 day course 
schcdule 

3. Trainees near the training sites 
(satellite sites) can use an intemndiate 
approach, coming to the trainingsite 
periodically (1 or 2 days 1 week) 

PAC Individual Learning 
Package Implementation (cont.) 

Sites established with t n d i v i d u a l i i  
Approach 

7 quallty PAC service sites eslablkhed 
6 of these sgtes have also c m p l e d  CTS 
a,ld are conducllng at least 8- OSTUC(ng 
the individualtzed Irainlng packag. 
4 more rites have completed iniU.1 PAC 
orientation and strengthening ofLnd.rtylng 
senices, awalting PAC el inical i*#ktRhhq 
and clinical training skills training 

* 

How has it worked? 
Lessons Learned 

Incorporation of nu- 6 rnidwhs 
The recent e w c t n r M 0 1 t h .  ) *Ma  W h h s  
Act 1997 allow m k I w i ~ 1 m d m n n 0 b .  
trained and m pov(d. arid.-@- 
Flexible appmsch iruLnU..r*r(ob%la 
mixed group 

P h y s l r m " s * U h - p n d . p l a * P Y  
N u n e s m i - m l l - C I C  
expuenre 

. ~. 
... . . - 

3 



On-the-Job (OJT) v 
2 week lndiv~dualized Training 

Asked both trainers and trainees to 
compare: 

The "true" OJT approach (35 day course 
schedule, on-site) 

. The "modif ied 2 week Individualized 
learning approach 

Trainer's Pers~ec tve  
. Allow* oloimiiation of 

materials b" oarticinant 

Advantages of OJT 

. . 
based on panicipant.~ . 
pace 
Doe. not intarfere Wlth . 
ward dutiesiservica , 
delivery . Easier to folbw-",2 assess 
and give feedback - Slow ,earners car, Itill 
learn 

Ensure. app,,cation 0' 
knowledge 
~asier to rnatwsfe ttainse 
as rappolt easliy d e v d w d  
Easy .o adsot 
Less Stre*PfYi 

Transfer of knowledge 
hlgher 

Advantages of OJT (cont.) 

Trainee's Pers~ective 
. AIIOWS to do thing. at ' Enabler to share Miob!s 

and ask q m t i o n e  h e w  , 

Allow. ",Ore practice and. *'*!,O"*d 1" an 
tarter skill acquirition e""l.Qm.**-: 



Disddvdntages of OJT 

Tralrer 5 Persoecl;<e Trainee's P- 
. Takes L o O  b o g  

. IU"mar.menl. 
. N P m * U I . n l 6 . .  

. change a, maoa-mpn, 
.i-ld.rn . 1ra,nee robed 0, free ,,me pnuP- . Costly tor train~e.  

erpec~aiiy if stags over 
. D'ltScutlbr(nkk 

V . s a b p n a p r r r  
. can or,, ,,a," +err trainees ' --*- 

Trainees hare noane  to 
compare and shareideas . HHB.uO(m 

.uI.Q-m.MIIIDI . Trainers on the,, own nron s- 
therefore ".,.one to conruil 

Lessons Learned in Zambia 

OJT might be the best r a y  togo, but.. . 
. Notall s i g n  hareadequae rtatl.M.n.ndsU.o1 

no* M d c d  fir do qua,,*, .t.Wa".dM 

main(am,ng the momentvm O t M . . , I O . M d  
complete routtns. ongoing Vti* *- 
Asking r U H  to do WT on t o o d . L C - -  
added incentlrer or eraa tams -- b 

a 
Summary: 

Lessons Learned in Zambia 

i fndlvldualized minln~r*ha ulJ proup*. 
remote sate work. d 



Training - Pros 

. Shifts some burden from Trainer to Trainee 
Lessens "burn-out" oftrainerr 

Allows trainers to continue to provide services 
Less disruption to the training site 

. Allows trainees to progress at their awn pace 
. Accommodate dinerent caare or learning r i y l e s a d  

. Progress to  clinical practice more quickly 
. ~aximize  available client load when easesere lirnUe6 

. Flexible schedule 
. Maximize available client load when timing h 

Unpredictable 

I Summary: Individualized 
- 

Training -- Pros (cont.) 

- Flexible approach 
on-theJob Training 

. Satellite rite training on peibodtc basis 

. Fixed duration training for further rcmaved sites 

. Selfdirected learning may improve ability to 
self-correct 
. Punlng more of the burden on the learner MAY bener 

preparethem to go bask and use the matuishilthey 
run into a problem or are unsure of thernxlves 

' . Summary: Individualized 
Training - Cons 

. Not easily adapted for large gmups . Loores it% advantages ore. gmupbssed trainiw 

. Materials must be weil prepared and 

. practice exercises 

. Aud,o"i.ual aids 
Trainer less able to make on-the*pot changes 

. Requires discipline and motivation of both 
Trainer B Trainee 
. &sumea pnrlciples of adult w ~ n g  

Some benefit's of group Iearnlng may be 

Shared experiences varieyofpdnt. M v*w 

t 



From Acquiring Knowledge and Skills 
to Being Able to Do the Job: 

Evolution and Current Status of 
Training Evaluation 

Rose Wahome 
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From Acquiring Knowledge and 
Skills to Being Able to Do the Job 
Emc,.or ant cu,.en 5:a:us n ' i - a " . r <  i . a i a !  o- 

a :,.s~. ~ ., 3~~ ,;-*. , 

Session Breakdown 

M&E model 
Working definit~ons 
Training monitoring and 
evaluation 
Performance evaluation 
Methodologies and tools 
Challenges and constraints 
The wav forward 



Working Definitions 

Assesses  activtties and outputs 
-Judges timelness and adequacy 
-Looks at processes and outputs 

-Measures results 
-Judges projecVprogram success 
-Looks at effects and impacts 

Training Monitoring 

. Processes 
-Curriculum design 

- Venuelmaterials 

- Use of tralnlng 

L e a r n e r  support 

-Number of courses 

-Number and 
characteristics of 



Training Evaluation 

Effects 
- Coveiaqe - 
- Range of services 

and methods I 
- Cllent characteristics 

and sat~sfacl~on 
-Providers performance 

on the job 
e K 5 . 3  

Training Evaluation 

- MMR 
- HIV transmlsslon rate 
- FP discontmuatlon 

and reasons 
T C D  

Performance Evaluation I 
Performance 
-Behavior I 

+ -  Accomplishments . C ,e-! ;~::3ves 



. From the audience ... 

Focus of Evaluation 

- Institution-based 
- Facility-based . Inventories . Providers 

- Population-based 



PRIME (TR.  #16. 1999) 
- USAlDiCDlE (TIPS A15. 2000) 
- MEASURE'Evaluallon (2001 ) 

Measuring capacity to 
- Deslgn curricula 
- Ma~ntaln resources 
-Conduct and evaluate 

quallty training 

Methods and Tools - Inventories 
Provider interviews 
Provider observations 
Self-assessment among 

. Client and service statistics . Client interviews 

. Used in Situation Analysis. QIQ. 
SPA and other methodsltools 
Looks at infrastructure. 
equipment, suppl~es, protocols 

. Assesses SDP condit~ons . Complements data for QoC . Used for minlmum capacity. 
accreditation 



. Looks at perceptions, attitudes, 
knowledge, practices and needs 
-Consumer orientation 
-Barriers and biases . Assesses factors affecting 

- Recognllion and incentives 
-Supervision and feedback 

Provider Observations 

. Direct and through simulated 

. More objective than self- 
assessments 
-Optimal behavior 
-Intense observer tra~nlng . To observe: 
-Competency and proficiency 
- Interpersonal relattons . Complements QoC 



Self-Assessments 

Used for CQllQA - Empowers prov~ders 
Uses relevant indicators 
because it 1s "internal" - Less objective for program 
evaluation? 
Requires commitment and 
leadership 

Client and Service 
Statistics 

Relatively unused 
Looks at number and 
character~stics of clkents 
and servlces 
-Age sex and marital stafus 
-Number of neN sewicesmethods . Can assess qual~ty of care 

Affected by re l~ab~l~ty  qualkty 
and validity constraints 

Client Interviews 

Exit lntervlew responses proved 
consistent w ~ t h  observations 

- lnformat~on 

= Cl~ent interviews for other 

- Tailorlog servlces to needs 



Population-Based 
Methods and Tools . In-depth interviews 

- Non-users 
- D~scontlnuers 
- Potentlal customers 

- WRA, men and adolescents 

Advances, Challenges 

-Common principles 
-Unique situations 
Importance of baselines 
-Plan and budget 

Educate donors and 

. Dissemination not a natural 



Advances in Design 

- Evolution from classroom 

. "What was learned?" 

"How was learning applied?" 

'What were the results?" 

Advances in Design 

. Staggered control/comparlson 

. Multi-level analysis 

. Sampling alternativeslLQAS 



Limited evaluation mandates . Non-integrated evaluation 

-Training alone may not account 
for results observed 

- Facilitieslproviders as units of 
measurement 

-More work and fewer numbers 

. lncreased simultaneity of 
interventions 
-"Who did what?" 
Control groups are complex 

The Way Forward 

Improved collection of behavior- 
related data 
lncreased use of clienVclinic 
statistics 
lncreased use of data linkages 
- Trainng t, outcomes 
Estimate population catchment 
from trained provider 



Integrated evaluat~on agenda 
- Partnering of lnstltutlonslpro~ecls 
- Collaborat~ve efforts to measure 

training effects and impact 

From Acquiring Knowledge and 
Skills to Being Able to Do the Job 
E;oiulor arO Cirrenl S W L s  a! i r e  qrg Eialualro- 

:-*::. %, %,= ~" 
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Audience Space Design 
By Gail Rae, Population Leadership Program 

Durins this assion.  \re \\-ill move tr l~rn ;I t<rcus tin " l > r i \ x  1 \rill prc~cnr"  : r ,  ' a ! x r  -'.- . .L  ...-,.- . .. .:... .. 
to  kno~r-.  \-our audience \\-ill ;ipprcci.itc rhc ,cc,iluiric inrcr.tciio:i .~nci %. 1,!! \I :i! !:icr;.:.i - t 1-r 

confidence a5 a preirnrer '1nd f:lciiitatr~r of .un e \ - c~ r in ,~  .inii r ~ ~ p c c r f ~ i l  1c.irli::li: C:I\ ::, I:I::IC:?: . 
\\~e \\-ill focus on  \r.h;ir specific mc.ml~er\ of rlic ,~ud~ci icc  11r1ng rg I r l i i  .c..:'%:> 3:li! ,I, 8.:. .. , 
I~iiild on  r l ~ e ~ r  expcricncc. rheir knon.lcilsc, :lnd rhcir 5rr1ricc - v \ ~ c n  ti:, r::ci: :. l:; :?i.:cr .... 

r11eln 111 1.i1~1r life. 

Create Space for Your Audience to Charge .%head! 

J I,, I .  4 , ,  1 . ! : .  w p  



Why Bother? 
The quickest and easiest way to design a seminar is to: 
1 - Think of what you \vant to impart to your nucliencc. 
2 - Determine the relcianr characteristics of your :xudi~:n(,: 
3 - Research appropriate material. 
4 - Develop the c(~urst. content. 

Other considerations fir course development. 

-. .-. - - 

~~~ 

-- 

Create Space for your Audience 
lPlelcon/e a~d~wzci. lontribi~tiiiri~ 

Make space for your audience. \Y~iti: i t  into your seminar structure. 

\Xrhen this docs not occur, the audience rnq- still contribute, but are apologetic ahout 
it and act as if it is an interruption. depend in^ i n t l~e  context - if there are no more 
than 40 particip;~nts, you can allow clucstions inr! r ~n-iments during !-our talk. 

How can I invite my audience in? Recreate your talk into a discussion. 

Lav out vour lecture notes in sequence. Lool.; c.:rr:ihli!; at each topic on your list. For 
each topic, place .I checkmark next to cach i t m  !-oiir audience knows something 
about. Ercn if yon  are surc thcy do not knov \.-hnt \-IIU arc about to tell them, allow 
them first to set the stage. Allow thcm to sei: \vl i , l i  the gap is between what they 
alrcadv know and \vhat additional infortnation .-(11 ..iill give them. 

Honor the knowledge your audiemice possesses. Pose a question 
for thern, ask them to cliscuss the topic and oftet 11-tcir suggestions. 



Let's Take a Look at this Design Model 

Sernlnar Content Plannlng Model 
F11i1ng In the Gaps 

tmn 

List assumptions that this model is based on. 
1. 

m - 
0 > 
a, 
2 

w 
m 
71 
a, - 
C 
Y 

0 
v 
2 
Q 

'I 

WBLK 
HEALTH 
1 N S T I T U T E  Pl,pul;uia h i  P m r m  

A 

ueeden 
Knowledge 

-m< 
I(IMm&ca, 

Cumm 
lnervledils level 

Bhnr 
slate 

< Semnar  Time 

IP~U*( 

r-JlrnWC- -mdwu-","l"" 



Seminar Content Planning Model 
Filling in the Gaps 

Seminar Tirrj? 
M t l m l K n H U C  

. 
U l l s n t e n l  

0 K,XWM+C needs b ~ t  b ~ l l e d 8 1  Ineludesennerience 

How does this model change our design process? 
1. 
2. 
3. 

Biases that Cause Trouble 
1 -There is too much information to take time for the audience, 
2 -The information need is so great; we might as uell >yo ii)r it. 
3 - I have a dynamic personality and no one ever gets 1:ori.d. 
4 - I  always allow for audience questions and c(~mmrntr.  
5 -There is a Q & .I scssion at the end of the semin;ir. 

&'hat are vours? 



Space Principles 

o Talk Less - Listen .\lore 

o The .kt of  Seminar Conx-ersauon 

o It's S o t  About You! 

o Invite 'Realin.' 

o .lpplication, Application, .Application 

o >Lode1 Your Teach inp  

Session Objectives 
L s t  your current session obiecu\-es and then reframe them so that the audience ct~uld h.lve 
xnitten them. 

Speaker-Focused Object ive / Audience-Centered Objecti\-e 

PUBLIC 
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Real Questions 
Real questions are questions to which you do not hnx-e thc answer. K'hen you ask a real 
question, you need to listen to the answer in order to rt:sp;,r~d appropriately. 
An example of a real question is: 

"What prevents you from using this technique in !-<:)ur local context?'or 
"How hare you dealt with the issue in your rcgion!" 

What are yours? 

List 3 Real Questions that  you can  use  to elicit useful information. 

Meta-Objectives 
N o  one speaks of these, I I L I ~  these are the objectives that 
speakers/facilitatol-s kecp t v ~  themselves. They can be very 
lofty like - Buildin~ rapp trt and trust, getting the audience 
energized, moving the audience to action. These are critical 
in directing the facilitator's ~ntcntion and their speaking 
stratep. 

Build and They Will Listen 
What happens when vou opcn loursclf up to cluectlon5 tk .u \ ou may not know the answers 
to? 

Most public speakers, and facilitators like to contn~l  the c:~nrersation. They most often do 
this by creating a simu1:rtion of a conversation that cotitrt is p:~rricipation, sometimes not 
allowing any more than a one-way interaction. But, and h:rc is the secret i f  you ask a 
question about a subject matter that you know, there is ;I high probability that the answers 
fall within a certain predictable range. And you can preparc for your role in providing 
satisfaction to the questioner. 

PUBLIC 
HEALTH 
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The Secret Plan for the Unknown 
Cse the 3 questions !-nu just de\-eloped and brainstorm pr~icrhlc .~nc\vers. 

Question 1 
Potential Answers 

Question 2 
Potential Answers 

quest ion 3 
Potential Answers 

The Great Build 
Once  r o u  h a w  listed possible ans\r-ers to !our quesuon, !I>U can plan your nest tectl<>n oi  
seminar content. In chis a-a!~, you are actuallv ensaged in a 'dance' \vlth y o u r  audience. And i t  

goes like this.. . 

1 Content 

I Invitation 1 
Build on Audience Perspective 1 

I 
CODA 

1 Content 

Invite 
1 - 

PUBLK 
HEALTH 43 
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From Linear to Space 



Session Strategy 

Title ............................................................................... 

Objectives: At the end of the session the audience will be able to: 
1 .  
2. 
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ENGENDERHEALTH 
inlorov ng Worve!l s keoi:i. Uf!3riiiiuioe 

INTRODUCTIOS 
I t  is a pleasure to share tvith you the lessons learned during the scalirlg up of Slinilap and 
Norplant services in Ghana through decentralized training and supenision. This 
presentation will only focus on the linkages bet\\ren training and s en  ice del i ten 
Training is not an end in itself. In-senice training is done in the hope that participants 
will acquire new skills and knowledge or improve existing skills and knou ledge. But the 
ultimate aim is to provide quality services to clients. Training efforts must thi.refore keep 
the rights and needs of the client (the ultimate customer) in mind. Ttie clielit is ttic direct 
recipient o f  the outcome of  training intenentions and programs. Prot iders are thc 
intermediate and vital link to the client. Providers participate in training pro, oranis to 
develop or update their hiowledge. skills. and change attitude>. In linking training to 
quality sen ice  delivery supervisors are a critical element. Supervisors facilit3te the nark 
of the trainees and ensure program progress. Therefore when training occurs with the 
invol\ement of the supenisor there is increased likelihood that the knov Iedgr. and skills 
acquired \\.ill be translated into sen ice  deliver\. 

The  Objectives of the session 

By the end of this session participants \ \ i l l  be able to: 

I .  Describe steps in developing decentralized training capacity 
2. Describe strategies used to link training & supervision 
3. Articulate the roles of local counterparts and the importance of their ownership of 

the training program 

Overview of scale up 
1 wish to start by giving you an over \ i t . \ \  of the scale up process and the context in 
which training tvas linked to supervision. This can be dividcd into t t ~  o phases. 

Phase 1: 1986 to 1993: 

EngenderHealth introduced Itinilaparoromj under local ancithesia for female 
sterilization in one teaching hospital in Ghana in 19x6. EH conducted training for i 
service providers ( \ \  ith potential to do training) 8: directl? supervised the in~tiation of 
senices.  EH atvarded a subagreement to the teaching hospital to trained doctor S u n e  
teams in 15 selected hospitals in the .Ashanti region. These started to pro\ ~ d e  s en  ices 
with direct supemision from EH. These demonstrated the pracricability of pmt iding 
Minilap under local anesthesia for female sterilization. Clients \\ere able to some into the 

" 7- 'I, " "  
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clinic and get a minilap and walk back home without thi. need for hospitalization. This 
reduced the cost to the client. 

Based on these modest successes, the MOW requested E t~ I  to scale up Minilap to all 
regions in Ghana. About the same period Norplant acccpt;lhility studies had just been 
completed FHI. MOH got interested and requested that l'*lo~plant be scaled up along side 
Minilap. 
Phase 2: 1994 to 2002 

The expansion phase was a result of countrywide asscrsilient conducted by MOH to 
determine gaps in equipment and infrastructure needs. 

Our strategy was to scale up training and service capability. We did this by establishing a 
national network of training and service sites capablc of pl.ii\-iding long term 
contraceptive services. We later developed sub-agrecme,lts with Regional Health 
Administrations that were supported through our USAlCl (-'oopcrative Agreement. Two 
teaching hospitals were initially involved to manage and supervise training and trainees. 

Five sites were subsequently developed as training sites ind 210 sites as service delivery 
sites (105 sites providing Minilaparotomy and Norplant :ind 105 providing up to Norplant 
service). 

An important part of the success of this program was the decision we took to scale it up 
nation-wide from the very beginning. This forced us to dcal with program issues 
comprehensively. We set anibitious goals but not all uier's achieved. Notwithstanding, we 
believe the program did well. 

QI systems were introduced. Counseling, COPE, Infection Prevention, Medical Site 
Visits and Facilitative Supervision are now in the scale np phase. 

Steps for Decentralizing Training Capacity 

1. Assessment and planning 

As a first step, an assessment was conducted nation-wide to: 
Determine the level of infrastructure needs, 
Identify potential service dclivery sites and trainees, 
Identify regional training sites, 
Develop and integrated training plans with the regio~~al  and district supervisors. 

This assessment afforded us the opportunity to determine supervisory needs with local 
health managers. The assessment makes the managers t h i n k  through where services 
should be initiated immcdiatcly and who goes for trainini; first. Needs were therefore 
prioritized from the on set. 

-- 
EngenderHealth 2003 



The regional and district sen icc  delivery systcrns provided us the \chicle to deli\ e n  
training Br senices.  Trainees \\;ere selected by the 11014 Regional Director in cor~~unctic~n 
x i th  the District Director of Health Senices  and local ho.;pital and c l~nic  adtninistrators 
and EH staff. Trainees return to their hospitals and clinics and pro\ide long-tern1 
contraception. \\'e expect to establish training sires in each Rsgion. Currenrl! . ti\ e sires 
were established as training sites. 

2. De\eloping semice capacity of training sites 

We undertake to strengthen sen ice  dclivery at sclectcd training sites. Training site.; are 
\\-ell equipped to ensure quality training and sen icc  de l i \ cn .  In  some c a m  \\ '  reno\ atcd 
and upzraded facilities to acceptable standards. A core of Family Planning Counzelors 
was trained. 

Clinical training sites s e n e  as a model for future clinical practice. Pro\ iden pcrpctuatc 
what is observed and learned there. Therefore the selection of a clinical training sit? must 
meet certain criteria: 

Meet accepted medical standards. be fully equipped and staffed to handle a11 
immediate anesthesia related and surgical and proccdurc related complications. 
Must have adequate caseload to allon trainees to pcrfom~ thc number of ca:c> nceded 
to gain competency within a short period. 
Must be a good model for good s sn i ce  delivery. such as : 

J Infection Prevention practices 
J Counseling and informed choice 
J Choice of Methods 
J Client - provider relationships 
J Records management 

111 order to increase and sustain caseload outreaches \\ere conducted to church groups and 
communities. In the hospitals themselves orientations \\ere conducred ro create 
awareness about the services. Linkages ivere de\eloped with other clinics to refer clients 
for semices at the training sites. 

EnsenderHealth intensified its medical monitoring and Quality Assurance act]\ ities to 
ensure the sites \\ere meeting the desired standards. The skills of the sen ice  providers 
were monitored during - Medical site visits and potential trainers identified. 

3. Developing training capacit! 

4 s  senices  became established at the potential training sites potential trainers \\ ere 
selected and sent for training in clinical skills. The trainers included doc~orz and nurses. 
The content of the training included training management and organization. cl~nical 
skills. Infection Prevention. and client provider relationships. 

.4 TOT was also organized for counselors in training in Farnily Planning Counseling 



4. Conducting training of service providers. 
Initially the trainers conducted all the training at the training sites for service providers in 
the region they are located in. As the program expandej. more trainers in counseling and 
Norplant were identified and trained for each region. Training in counseling got 
decentralized to the regions with trainers from training sites providing back up. At the 
regional level EH assisted trainers with training plan di:\:clopment jointly with regional 
supervisors using the results of the assessment in step ' . 
EH provided coaching and technical assistance in clini :a1 and counseling training. 
After the training trainers conducted post training fol lo~:  up in conjunction with regional 
supervisor. 

Strategies to ensure ownership and sustainability 

During the course of scaling up we learned a number c1'lessons. The key among them is 
"understanding the existing health structures and utilizinz them effectively". Our 
program was successful because we studied the system and used it effectively. It has 
helped to eliminate several mistakes. 

Design phase: 
Pre- project assessment established gaps and infrastruc.ture needs for 100 sites- 
Knowledge of the partner organization (i.e. MOH) ant1 how things work there is 
important. It influenced the project administration. 

We negotiated sub-agreements with the Regions and tlic 'Teaching Hospitals. We made 
sure the subgrantee i.e. Regional Health administratio~is ;ind Teaching Hospitals are 
involved in the program planning process so that they can take ownership of the 
programs. This way, we received full cooperation f ~ o r i ~  program managers. Managers 
identified service sites and providers for training. Pi'hcn fi~nding was not available they 
pre-finance the planned activities. Managers showed interest in the implementation of the 
program. For examplc, statistics on the programs arc rlr-,u: captur6d as part of routine 
service data. 

Implementation: 
Constant monitoring and supervision is another requirement to ensure program success. 
Monitoring and supervision m~lst be facilitative anti ri:gular. This is the work of the 
managers and supervisors since they are involved i n  sc:ici:tion of sites and trainees. It was 
important to establish a reporting routine. 

Constant communication with managers and service providers kee,ps you informed about 
changes that might affect the implementation of the p-ogram. It is also motivational to 
service providers especially monitoring visits. 

Consistent funding and a stable political environment arc:: critical success factors. 
Program scaling cannot be viable with "on and off' fin;~ncial assistance. 

Future challenges and strategies 



As the program matures and the Ministries take ownership. the TA Agency should 
embrace the change in role and loss of control that comes with ownership 

There is going to be the challenge for the Ministries to maintain program q u a l ~ n  as 
decentralized training and on-the-job training take place. 

The TA Agency should develop strategy for updates and innovations in t~aining and 
service delivery. 

TA is still required, but in ne\v areas as program evolves (long term sfratep) 

Key Conclusions: 

Training is about service delivery. We must always have service system and needs in 
mind and link training strategy to those needs 

Scaling up training capacity & Senices requires a comprehensive long-term vieu. It 
cannot be done overnight and by outsiders -must be helped by those who understand the 
boundaries of ownership 

Technical Assistance in support of this strategy is unglamorous. tedious and relentless- 
but entirely necessary. 
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Learning Objectives: 

Describe steps in developing decentralized 
training capacity 

Describe strategies used to link training & 
supervision 

Articulate the roles of local counterpans 
and the importance of their ownership of the 
training program 

. ,... 

Overview of Scale-up: 

Phase 1: 1986- Phase 2: 1994 - 2002 
1993 ~ ~ o ~ f a 5 a ~  
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Steps for Decentralizing Training 
Capacity: 

Step I :  PladAssessment - stel, 2: ~ ) ~ \ ~ ~ l ~ ~  L .. 
service capacit) 

rl 
7 

Step 4: Roll-out training Step 3: Dzbelop lraining 
& follow-up on service L - ~ ~  

capacity 

providers b 

, , ?,,". 

Step 1: Assessment and Planning 

. Identified potential training sites 

Identified potential trainees & service sites 

Developed integrated training plan with 
MOH supervision structure 

,,.'.rn" 

Step 2: Developing Service Capacity 
of Training Sites 

Strengthening service delivery at training 
sites, including equipment and upgrades 

Conducted outreach to increase & sustain 
caseload 

. Intensive EH medical monitoring and QA 

<<,,-. 



Step 3: Developing Training Capacity 

- Training of Trainers - clinical skills trainen 

TOT for counseling trainers <decentrahred 
more quickly) 

Joint (Trainers and Supervisors) trainins 
plan de\elopment and trainee follow-up 

Step 3: Developing Training 
Capacity (2) 

Using assessment from step I .  service sites 
were selected and trainees selected for 
training roll-our 

Supen-isors a-ere oncnted to the neb, 
services 

EH served as cara1)~r to Saiiliratc Imks 
between Health manaeers and tcltnsrj 

Step 4: Roll-out of Training and 
Follow-up of Service Providers 

Training sites conducted training with 
acsistance From EH 

Trainers conducted post-training follow-up 
of providers in conjunction with regional 
supervisors 

Re-oriented supervisors to problem solving 
e.g. ensuring that winm have needed w r c a  

, .. 
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Strategies to Ensure Ownership 
and Sustainability 

- Constant communication and dialogue 
between EH, training sites. and regional 
Health Managers 

. Regional flealth Managers takc the lead in 
planning and organizing training - 
integrated into existirig structure 

,,~.,". 

Strategies to Ensure Ownership 
and Sustainability (2) 

- Link training follow-up and supervision to 
ensure trainee can practice skills and initiatc 
services 

- Work with the existing health stmctures and 
utilizing them effectively 

,",.,., 

Challenges 

Embrace the change in role and loss of 
control by TA agency that comes with 
ownership! 

Challenge in maintaining quality as 
decentralized training and OJT training take 
place. 

- TA is still required, but in new areas as 
program evolves (long-term strategy) 

c"'"m~ 



Achievements: 1994-Present 

. Trniniog . Senicpr 
- \tcntlsp-2RI - 0,r.r iS.1920ri~r.ntr 
DR S u m  !earns .in cd 

- Counrcling 1 9 - 8  
Y u n e  

- Uorplanr insenion 6 
rcm"\al .3'"tirr,-. 

sorplm~ lnscniun d 
rernobai - '; Drs 
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Lessons Learned 

- Understanding the existing health structures 
and utilizing them effectively 

Build linkages between tlatning and 
supenision 

Select minces who show interest 

. Learning & Training as a DrXursc team 
helps to overcome attitude problems 

.. .. 

Lessons Learned (2) 

Scaling up training capacity & sewices 
requires the long view ($5). Cannot be 
done overnight and by outsiders - must be 
helped by those who understand the 
boundaries of ownership. 

TA in support of this straegy is 
unglamorous, tedious and relentless - but 
entirely necessary! 
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BEYOND TRAINING OF 1 TRAINERS 

Lessons learned in developing high 
quality c l~n~ca l  training sites in 
Indonesia 

I The Session 

Introductions/warm u p  

Brainstorming 

0 Presentation 
Case studies 

discussion 

Learning objectives ~-~ ~ 

Describe a comprehensive approach to 
strengthening clinical services and 
training 

0 Describe the importance of high quality 
training in maternal and neonatal health 
Understand the challenges of developing 
high quality clinical sites that meet the 
training needs of a large, low-resource 
country. 



Demographic Health Data 
-- 

OPopulation-201.4 million 
ONeonatal Mortality Rate-25 per 

1000 
OInfant Mortality rate 52.2 per 

1000 
OTotal fertility rate 2.8 children per 

woman 

Demographic Health Data 
. - 

04.5-5 million women give birth annually 
OMMR-390/100,000 live births 

18,000-20.000 women die annually 
OEvery hour 2 women die 
OUp to 46% of deaths are due to PPH and 

10% are due to complications of abortion. 
OEstimated 60% of births attended by a 

skilled provider 
072,000 midwives; 1240 oblgyns 



The Problem 
~ 

0 Lack of skilled providers 
Too few women seeking skilled 
providers a t  the t ime of bir th 

Background -- ~ 

- 

OIndonesia -highest Maternal Mortality 
in South East Asia Region 

01991-Safe motherhood programme 
started -community based midwives 
(54,000) 

01995-improve performance of these 
midwives, strengthen quality of care, 
increase MNH services 

01997-integrated RH framework 

MNH-Global Program .~ 

OUSAID funded-operates in 14 countries 

0 Indonesia IS the largest Program 
0 Began in 1999 in Indonesia and 15 funded up 

to September 2004 
Olmplemented primarily in West lava-whlch 

has a population of 42 million and Maternal 
and Neonatal mortality rates nearly double 
that of the national average 



MNH /MOH of GO Indonesia Goals 

ODedicated to  ensuring the survival of 
pregnant women and their newborns 

OFocus on interventions that  have the 
greatest impact on reduction of 
maternal and neonatal mortality 

OKey: promoting presence of a skilled 
attendant a t  birth 

Site strengthening 

13 BUD1 KEMULIAAN MATERNITY 
HOSPITAL FOUNDED I N  1917 

q 120 BED HOSPITAL (undergoing 
renovation -present capacity 92 but 
new hosp~tal  will be 140) 

STAFF OF 430 
q MIDWIFERY SCHOOL SINCE 1917 



Site Strengthening 

A s s e s s m e n t  done i n  J a n u a v  2000 
AREAS OF FOCUS 
0 Technical and decision-rnaklng skills 
0 Organlratlonallmanagement issues 
0 Mother-fnendly and baby-fnendly 

praazces 
Infection prevention pracfices 

Doc~rnentation 
D Equipment and suppiles 

S ~ t e  strengthening 
Staff cornmltrnent -adm#n~st ra tors  down t o  
cleaners 
m Mldw8fery ichool 
m 5 e n c e  dellvery unit 

Knowledge based updates on evidenced 
based standards 
Intense on-the- job rnentonng 
m Dec~ston maklng 
m Mother friendly care 

Infection preventlo" 
Documentatloo 

Slte strengthening 

Equipment / s u p p l ~ e s  

Dellvery instruments 

I P  supplles 
Protecflve wear 

m Resusctatlon equtpment for mother  and 
neonate 



Site strengthening ~-~~ 

Ante natal clinic 
Introduction of  focused ANC 
Infection Prevention practices 

Labour and delivery 
Partograph 
Clinical decision making 
Emergency equipment and drill 

Site strengthening 
~ 

Post natal unit 
Rooming in (bedding in) 
Counselling 
Cord care 

Theatre 
IP practices 
Monitoring of patients 

Site strengthening 
~. 

Process continued for 1 'h years with 
periodic visits from Consultants - 
OBIGYN and midwives 
Skilled clinicians required 
Financial resources required 
Great deal of commitment from 
facility and visiting staff 



END RESULT- SITE READY FOR MNH 
REGIONAL EXPERT DEVELOPMENT 
WORKSHOP -JULY 2001 

- -- 

Activities since then 
- -- 

200 mrdw~ves (91 from BK and 109 from other 
instltutlons) have undergone competency 
based tralnlng in "APN" baslc dellvery 54111s 
Echo MNH course held October 2002-lr 
generatbon tralners conducted for 2"a 
generatlo" partlclpants 
MNH updatelAPN courses for 190 mcdw~fery 
students from other provtnces 

0 1 P Courses for 91 M~dwtveS, 40 Nurses and 67 
Nurse Asststants 
Changes in practtce mcarporated Into 
Preservlce mldwlfery curriculum and cllnlcal 
practlce 

Lesson l ea rn t# l  
---. .- 

MNH Skills cannot simply be 
incorporated into existing FP 
system 
Clinical decision making is more 
complex for MNH services 



- 

Lesson learn t  # 2  
~ 

OTo ensure quality training 
Maternal and Health clinical 
services must be strengthened 

q Best practice in MNH training is 
site preparation and not merely 
training of trainers 

Lesson learn t  #3 
-~ ~ ~ ~ ~ ~ ~ - p p  

Clinical decision making is the 
hardest skill to  teach 

OTrainers with good training skills 
cannot be assumed to transfer 
clinical decision making skills 

Lesson learnt #4 
~-~ 

Strong leadership needed for 
periodic internal monitoring 

q External supervision and 
monitoring- supportive 
Neither should be overwhelming 



Lesson Learnt U S  

0 Established standards are essential 
for sustainable training 

Lesson learnt # 5  

01s  this really feasible? 
OWhat  are the alternatives' 

Lesson learnt #6 
-. 

Ideal situation is that skills 
should be taught in pre-service 
environment 
Inservice training system is not 
the place for teaching basic MNH 
skills- too complex! 
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Business Planning Program: A Social Return on Investment 

The Art of Crafting a Business Plan for Social Return on Inlestment: 
The ,\pplication of a Blended Learning Program 

"Ever have a breakthrough idea; an idea that could create all sorts of possibilities for increased 
coverage, better service, reduced suffering, or innovative management, only to find yourself 

unable to sell your idea to others?" 

Purpose of the Business Planning Program: 

Management Sciences for Healtli's (5.1S.H) Jlanagement and Leadership Program has des~gned 
and delixered an intesrated learning experience. entitled "The .Art of Crafting a Businen Plan for 
Social Return on Investment." This landmark program utili7es both face-to-face and electronic 
methodologies to pro\ ide participating organization> with a technolog!. that a110\\ 5 then1 to 
build expertise in such areas as: capturing and packaging breakthrough ideas. idcntii>lng tarset 
markets and I-narketing strategies. detemiining the best complement of staff to de\ clop i~icas. ;mi  
navigating the financial aspects of a business plan. inc lud in~  social and some tinanclal rcturn 
projections. The tools. techniques. and \\orksheets supplicd during this Ieiini~ns experience 
serve to simplify the complexities of the business plan. \\liiie helping thc parrlcipnnt> to halance 
their enthusiasm \\-ith facts. 

The blended learning paradigrn offers new opportunities for capacity building. coht eficctt\e 
scalability and real time coaching. 

The pilot program has been successfirlly implemented in Bolivia. and is currenrl! undergoing a 
ntlmber of enhancements prior to release in :Ifrica in mid 2003. 

Purpose of the Session 

The purpose of this session is to intmduce the Business Plartning Program I RPP) and to share the 
experience of delivering the Proyarn using a hlcnded learning model. 

1. The Xeed for Business Planning 

NGOs are atyare of the need to hecome more si~stairlable and Ichb dependent on tra~iiti~>r;al 
sources of funding. Conscq~lently. there i5 :I ~lem:tnci for c:ipahilit! to i~icnt~f! ~ ~ n d  sccu.e 
alremati\e funding opportunities. 

.At the same time. ho\\ever. the best \\a! to attract tie\\ f i~nd i~ ig  strearils i \  to offer nc\\ idea, in 
the fomi of breakthroi~gh products and s e n  ices. 

The BPP is a rigorous process \\ hieh encourages the de\clopment of "ne\\ thinking" through the 
de\ eloprnent of capabilities that: 



Diversify funding streams & reduce risk 
Establish public/NGO-private partnerships 
Speak to the private sector using their terms 
Introduce new products and services that can make i (difference 
Link investment money with results 

The Business Planning Program assumes that money will fi)liow good ideas, that intend to make 
a difference in the lives of the underserved. 

11. Blended Learning as an Approach to Design 

Blended Learning is defined as an educational method, wh~ch integrates traditional face-to-face 
(F2F) training with technological delivery systems. These :yrtems include video and 
teleconferencing, Internet and email, CD-ROM and other ti:chmologies. 

Blended Learning offers thk opportunity to deliver high qu il i tv and effective training to a large 
audience. 

Specific advantages include: 

Effectiveness - adult learners prefer to learn new techniques by being shown the process 
first then trying the process, with access to suppon if questions arise 
Scalability - can be ramped up more easily than ira~ditional classroom based programs 
Cost - less overhead costs than traditional classroom lbnsed programs 

111. The Program -Overview 

The Goal of the BPP is to offer a business planning technolc~gy that will equip participating 
organizations to package and sell breakthrough ideas that gcni.:rate primarily a social return on 
investment. However, this does not preclude the o p p o r t ~ n i : ~  to develop new products or 
services. which deliver a financial return. 

A number of key assumptions underlie the BPP: 

that money follows good ideas 
that the funder or investor wants hislher money to rnake a difference in the lives of the 
underserved 
that ideas generated by the organization are more cri,r[:~[:tive than those adapted by the 
organization 

The primary objectives for the BPP are that at the end of the program each team be able to: 

State their organi~ation's mission 
Articulate revolutionary ideas in the form of new p-oducts and services 
Assess the potentla1 market and design a marketing pl;ui for new products and services 
Identify a design and implementation team 



Estimate financial needs for design and launch 
Project the social return on the inbestment, and, if appropriate. the financial return on the 
investment. 

The BPP is delivered as a series of Modules. Each of which addresses a concept listed abo\e 

Each Module is structured similarly and comprises a series of inquiries. assignments. and 
reference materials and culminates with the submission of a complete section of the business 
plan. To co-ordinate the process each team names a "Team Captain" to oversee the completion of 
the assignments. and to communicate xi th  the team's assigned Re\.ie\ver. 

Summaries of Each Module 

Module I: The Organizational Mission 

This modulepro~~ides the opportu~iiy to sho~i, firnderr or in~.e.ctors what i.r i~iteresrir~g uiid trriiqlre 
abo~rl },our orgaitization and to drmc then1 irito the re.yt o/).our htrsi~ic.ss plini. Dlrrii~y t1ii.r 
niodirle, !.otr 1t.il1 e-~plore the strategic positionirig arid core contpeteiiciec o,fj.otrr orgarii:atiori. 
You n.111 begin by researching the histon. of!.our orgnni:atioii; !,air  till then dere~-rnirtr loirr 
organizatioit '.Y c~rn-ent scope in ternis ofprod~rct, sen,ice, niarkrt, and geographic. crn.erugr. 
After being i~ttrodtrced to the Delta .ifode/. ~.otr n.ill re~.irn.~.oirr organizatinIr:c crrrwrit .s~rute~ic~ 
positioning. Final(\,, j,otr 1t.il1 identiJii. the uniqlre teclinirc~l. ma~iage~rteiit. arid Ieaderthip 
competencies +t,ithin ),our organization. 

Module 11: The Breakthrough Idea 

This mod~rle  ill strengthen Four abiliv to generate breakthrough ideac that 1t.111 captirrr the 
attention offinders andgain their srcppo,?. During this modzrle. 1.011 1t.il1 co~icei~,e, test. .r/iaj~e. 
and articulate breakthroirgh ideas that trill lead to the de~,elopnient of new products or sen.icex. 
You w,ill be introduced to the Strategic 'Wapping techiiolog~ to help j.011 generate hreakthroir.qlt 
ideas to improt:e the health and bvelfare ofyour target poprrlation. .!tier nunsfot-r~ii~ig rliesz i0ec1.s 
into products and senires. j.011 will perform a selection process to determine the ,irtgle nril. 
product or service that should be the focus ofthe business plan.  final!^,. !.ou will learn ho~t. to 
enroll others and gain support for your ideas. 

Module 111: The Market and the Marketing Plan 

In this module, you will show yourfinder or in~sestor that the product or senice !.otr hm.e rhoseit 
meets the need of?,our target population, and that !.o1r will be able to eflectivell. madiet the 
product or service to the population. The n u t  step in the B~rsiness Pla~ining Progrrim is to 
undertake market research to make sure that xour proposedprodrrct or s e n k e  nieetc the 
demands of the targetpopulatio~i. This module ~cill show you how to conduct niarker research on 
!our product or senice and develop strategies to market it. Your research 11i1l help jorr to 
determine your potential market, the benefits the target population ~c.ould tzrpectfioiti the not- 
prodtrct or senice, a reasor~able price, and the quantin needed to meet poteiitial dr~~rand Oncr 
i.011 have clearlv defined the market for your nmt. product or ser~ice, .1.011 ~cill de1.elop a 



marketingplan that includes goals, marketing mix, promot;rn:~l .strategies, and activities and 
associated  cost.^. 

Module 1%': The Design and Implementation Team 

This module gives yon the ~pportzinity to show y o u t ~ f i n ~ i ~ ~ ~ .  I.II. ini,~e.stor that you have a top-notch 
grozrp ofpeople working on your bt~siness plan, a ietrm i'i:itC~ tlrir ,skill.s and experience required to 
develop and 1a11nch the new product or service effictive!i. rrviir' ~.fficiently, and ensure that it will 
have the greatestpossible gfict on the targetpopulatioi7. In rhi.s mod~tle, you will focus on 
putting together a team ccrpuhle cfdeveloping and launchi?:.: ,he new product or service, 
accovding to a detailed .rch(:dnle. Thi.~ will inchide rtwicui7:. the roles and steps involved in 
designing and introd~rcing the new product or servic,e; proj:w~.cit7g u team; drafiing Scopes of 
Work for each memher; and creating a Gantt Chart to ploi th,: timelinejbr designing and 
introducing the new prodr~ t  or .service. 

Module V: The Financial Requirements 

In this module, you xi11 denu~nstrate to potentialfirnder,~ ur~d ii7vestors that your organization is 
in goodfinancial standin,q, trnd that you are capahlc ofih-t!/tj,~,y a dettriled budget that illustrates 
and explains the  cost.^ as.sociuted with the implementaiiot~ c?f :\;our hu.~ine.r.s plan. U.sing the 
instructions and spreadsheetr. supplied in this module, xou uli,'l review and summarize the 
financial health ofyour orgrmizution, u i~d  drufl a hzi~ig!grt ~k,/iiilii7g the costs 'of designing, 
launching, and marketing the, new product or service. 

Module VI: The Social Return Projections 

This module will allow you to show yourfunder or inve.vtov flitrt your idea will make a 
measurable improvement in the 1ive.s ofyour target popz~lc!tio,v. Durifz,g this module, you will 
learn how to project the sociul rettirn on the investn~ent y(rir finder has made in the launch of' 
the new product or service: to predict the meusurahle i~npri,~~ernents in the health status, access 
to services, and quality qfcare that will reszrltji-om the tcny(,t population using your new product 
or service. You will learn to use vurio~rs perjbrmance incii;oto,cs and clevelop a plan to collect 
data that will show changes in haselinefigures, denzonsmitirig the success of the new product or 
.ren~ice in contribtiring /(I yoldr o~.b~~ni~( l t ion  j. mission. 

Module Structure 

The Modules are delivered on a CD-ROM. This technolo5:y was preferred over online delivery, 
as access to either Broadband or Narrowband Internet is prchlcmatic at present in most client 
countries. 

Each Module comprises a number of components: 

Introduction 
Learning Objectives 
Deliverableis 



Components 

lntroduction 

The Introduction pro\ides an o\  cn ie \ \  of the purpose and scope of the \lodulc 

'4s an example. the Introduction to hlodule I describes the Organi7ati~inal \ l i ~ s ~ ~ ~ i i :  

Learning Objectives 

The Learn~ng Object~\es  clar~f!, the purpobe of the Xlodule 

Cpot? c~otti~~lerittg 1111s tt~ocltrle. j.orr nil1 hr uhle to. 

Describe ~.otrr urgottizotiot~ '.r hisror?. irtlet t~ti.ssiotl 
Itlntr~fi. tlte crrrrntr scope q/'?.olrr orgo~~iz~lri~itt 
Cl~aracterize j.otrr orgot7iz~1riot1 '.Y .strurcyi~, ~ O , T ; ~ ; O I I ,  11.yit13 r 1 1 ~  I IL>I~LI  . l ! ~ l / ~ ~ l  
.4ssess the distit~cti\,e corrtpc~tc~~lc.irs ~t?rliitt !.oirr r ~ r ~ ~ r ~ t i - < ~ r i o t ~  

Deliverable 

The output from each Llodule fonns an lnrrlnslc part of the completed hu\~ner \  plan 

Participants are given the technology and uidelincs for studying. dwumr.nting and ,haring each 
of the components of the hlodule. Folio\\-ing the face-to-face portion of the \lodule. panicipantz 
return to their workplaces and generate the data and information that \ \ - i l l  allo\v t1ir.m to complete 
each component of the Xlodule. 

An example of a deli\.erable is: 



Within two weeks qfthe session, you willprepare 6 : ~ t i o n  I ($your business plan, entitled 
"The Organizational Mission, " suhmit a,final i..er;ion to your reviewer, andpost it 
electronically. 

Components 

Each Module is further segmented into a series of C:omponei~ts. Each Component comprises an 
Introduction as well as a series of Guided Inquiries and As+:ignrnents. 

Component I: The Story behind the Organization 

Often the most compellir~g .section ( f a  busine.ssplun is thc .YI(JI :~  behind the organization: how it 
started, its purpose and .socior/ intent, the charact~,risticr i~j'~.i~e,fnzinderfs), and, ofcozirse, the 
earlv difficulties overcome h.v the organization. Good hlij iiress plans focus on the people within 
the organization-their di.stinctive .skills, experiences, trt2,i co~nmitmertt to the success ofthe 
organization; the idea or h~isiness opportunity the organrz:crtion seeks to pursue, along with a 
realistic understauoiing ofthe ma~,ket and a good marketirt,q ,don; and a solid understanding of 
the financial structure of'the organization and what addii io1;1ul,fundir7g is required to bring the 
new idea to the market. 

You should begin theproccss of' drafting the businc,ss plon irith the history ofyour organization, 
presented in a liveh wJa>~ that will enguge the potential /i(nd<!i- or investor. This is your 
organization's best opportztniw to "hook" the reatiers omd in.vpire them to read more, with the 
hope that they will eventunll~~provide funding for your id!cl or business opportunity. 

Within the context of ihi.s learning program, you ori~dyvu~. oi-ganizution will be indistinguishable, 
that is, you and the members of.vour- business plan develr,p~nent team will serve as  ambassador.^ 
for your organization, a1m'ay.s representing the organizortiorr '.r interests and values rather thun 
your own. In that spirit, the program ~ l i l l  begin w:ith eirc.11 ,vt.rrtzcipant presenting the story of his 
or her organization by c.ompIeting the inqtti?yprovidet/ tclou:. 

Inquiry 

1. When was your orpnizationfi~unded? What were thl, \,;;<ion and mission ofyour 
organization when it was founded:' Have they cho17g.c.i."' Ifso, what is the current vision? 
What is the current tnis.sion? 

2. What are the charm:teristic.s of'thefounder(s)? Of the cirrrent leadership? How do the 
leaders motivate and inspire others:) 

3. What were some o f fhe  initial oh.stacles in setting zrp ..cir~r organization? Ho~.rl were they 
overcome? 

4. Describe some of'the important events, outcomes, trn~r'ai.eus of irnpact that have shapedyozir 
orgcmization. 

Assignment 



I .  .jrr.i\.e at tlte progrcrnr operiingpreport~~l to precrrl! rht7 stor?. b~~hiricl~orrr r~r~y~rtrr:~r~rott. I ~ I I I  
crrr e~tcotrrr~gecl to lrse ~1hotogrerp11.s. ~.ic/eo.s, po.stc~rs. slidc~.~, urrd othc>r rrt,~~li~r ijr J ijtrr 
[~~.e.~erltatio~i. 

2. Eer11 pr~es~~t~~at iotr  sl~o~tlc/ be I 0  rrtittt~tc,.~ trr~r.~-irr~~rrrt ~ I I I ~ ~ . T / I ~ I I ~ ~ /  I I I I . / I I ~ L ,  ~ L J ~ I I I I L > I I ~  L / L Z ~ C I  ~ r r r c i  
/itcr.s rlirrt help to cie.sc,riht~ rht. stor?. hc~ltirl~f~.orr~- orgii~ri:[rriorr. .\'OIL,: rht, . \ h i ~ r t ~ ~ ~ -  trrtd r r r o r z 2  
~~or~~pel l i t ig .  tlte herrer.. 

Learning Aids 

,4 series of Learning Aids are provided on the CD-ROX1. Included in this arc sound file>. Excel 
spreadsheets and Word doc~~rnents.  

Figure 1 - Example of a Learning ;lid 

Resources I Terms and  Definitions 

Additional resources are provided on the CD-ROhl to provide partisipants \virh to~) l> 10 dcal with 
the challenges. which arise in the course of the BPP. .4n example is thc On-line (;lossan 



IV. Launch Week 

What is it? 

Launch Week is an intensive six-day face-to-face introduction to the BPP. During Launch Week, 
each Module is introduced, including the Guided Inquiric: a n d  the Assignments. Some 
preliminary work towards completion of the Assignments is also undertaken. To maximize 
productivity of Launch Week, the participants are reqi~iretl to undertake pre-Launch Week 
preparation. Launch week concludes with the selection of the Team Captain, a review of their 
responsibilities. and the assignment of a Revicwer to each i ~ f  the participating teams. 

Requirements of Participants prior to and during Laui~ch \Ireek 

I .  Knowledge: an in-depth knowledge of tlie organization is required by those who attend 
Launch Week. including: the history, vision and ~nisqicm, client needs, activities and 
fiwdncial performalice of the organization (indi\id~~aI \nay have expertise in one area. but 
within the team all areas need to bc covered). In acdition. cach team should havc data 
about their target markets/clients/consumers. 

2. Review: undertake n revlenr of your organization that addresses the following: 

Product Scope - what products are currently of i:i.i:ci hy your organization? 
Service Scope - what services arc currently avail;rl)le through your organization'? 
Market Scope - which segnient(s) of the marker I S  your organization currently 
targeting'? 
Geographic Scope - what geographic area(s) is !iul.lr organization currently covering'? 
Financial Overvicw - reporting the orgarnizatio~'~ source of financial support - by 
funder - for thc prior two years. 

V. Facilitation at a Distance 

After completion of Launch Wcck, the participants return to tlicir respective organizations to 
complete the Modulcs, all of which are delivered on C'D--f<(~:Ik~l. 

The beginning of each Modulc is prompted by a Module kI;~n Igclnent Memo that is sent by the 
facilitator via email, to the Team Captain. 

During the development of each Module, the facilitators arc a,vxilable to each Team Captain via 
e-mail. To promote productivity, the facilitator reviews ;ill the materials produced by the 
participants, and provides feedback directly to tlie team ! . r , i l i i ~ ~  a 24-hour period. 

Members of the BPP teams are expected to devotc 20% 1.1f their time on a weekly basis to 
complete the Modules. If time is not devoted to completinp thi:~c processes, experience has 
determined that the busincss plan will he less than optimal. 



Based on this time expectation, co~npletion of the six riiodules is expected to take 12 eek. 

\ . I .  Program \\rap U p  

Tlie final face-to-face component is the \\'rap L p  phase. T l~ i>  is a ti\e-d:~! engage men^. during 
\\liich a number c>fobjcctives are carried out. including: 

Finalization of the husiness plans 
Refinement of the elevator pitch 
Presentation of the elevator pitch during a c lo~ ing  ceremon? attended h! potent~nl tiln~icrs 
Revie\\ of the role of the  Agent organiz:~tion 
Establishment of a marketing plan 
PI-eparation of an g e n t  action plan 
Scheduling of facilitator training 
Transfer of training and marketing ~naterials to .Agelit ~ rs ;~n~za t ic in  

\ .II.  The \lode1 for Sustainabilit) 

Tlie BPP is delivered through a multile\el Distribution Paradigm. \\'liile >IS11 1.; rc.pcn.ihle ior 
the o\erall content of the BPP, .Agents are accredited to o f i r  the program to thir~l panics l i t .  

clients). 

Tile Distribution Paradigrn is as follo\\s: 

YlSH enablcs the business planning tecf inol~~g):  
O\vns and de\elops the trchnolog!. 
Liaises with .Agents to s t r en~ t l~cn  the business planning technology 
Coordinates the de\elopment of the tcclinnlog!~ - LC. ~ e r s i o ~ i  con~rol 

.Agent facilitates the business plan: 
Recci\cs program as a team folio\\ ing face-to-face orientation 
\\:arks with Client to refine the business plan 
Liaises with 51SH to strengthen tlie husincss planning tcchnc3logy 
Uses LISH as a repositor, for rnppon 

Client devslops the Business Plan: 
Initial idea 
ReceiIes BPP training from :\gent 
\I-orks \\-ith .Agent to dcvelop the busine>s plan 

Consequently, the BPP can be seen as a t \ \o lei el opponunit! ior the .Agcnr: - pro\ d i n g  a 
service the Acgent can offer to other org;inizations and 3110 the use of the BPP to inipro\ e the 
business planning capabilit! within the Agent's organization. 



For the client, the goal of the L3PP is to improve business panning capability, so that the client 
organization is more likely to attract the desired social invt slnlent. 

VI1I. The Demand and Potential Investors 

To date. demand for access to the BPP has arisen in Latin i'ime:ica, the Caribbean and Africa. To 
facilitate this demand MSH is considering increasing the ni~rnher of languages supported by the 
BPP to four. Currently, tlie BPP is available in English and Spanish and consideration is being 
given to Portuguesc and French versions of the program 

Experience arising from Bolivia indicates that there is a "~ral-ket" for well-developed business 
plans. While locally based donors have made the funding oft'en.s in Bolivia, there is also an 
increasing number of Internet based social investment facilit;ltors, for example 
Developmentspace.com. These organizations operate wcb porlals that connect social 
entrepreneurs with non-traditional donors. "Graduates" of thc RPP consequently have the 
flexibility to pursue a variety of funding sources. 

IX. Impact on Potential Investors 

Key findings regarding the program's impact on participatini; organizations include: 

A transformation of attitudes and concepts: 
participants are more client focused 
Participants have adopted a more active at t i t~~de within their organization - generating ideas 
based on the target populations' needs 
Participants think in terms of products and services inst,::;:id of projects 

Improved internalpvoce.~se.c and systemtzti;ation o j ' i n f i ~ r m ~ ~ t , ; ~ ~ !  
Participants have a greatcr understanding of their ow11 or:yni.~ation 
Participants are able to articulate their organization's 1ni5,sion more clearly to others 

Strengthened orgunizatiorial teams 
Participants are able to propose solutions to problems a id  make decisions in coordination 
with their directors 

Applicatiorz ofnew skills trnd concepts 
Participants are applying the program rnethodology to cIl1c.r areas of their work 
Participants are using new terminology and have adoptcd tlusiness language 

Conclusions 

The use of Blended Learning as the facilitative Drocess wit111n the BPP arovides a number of - 
advantages over classroon~ training or complete virtual dclivcr:!;. The combination of facc to face 
training with virtual facilitation provides flexibility, scalabilily and effectiveness. 
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Improving Understanding About 
Training in Africa Through 

Operations Research 

Ian Askew 
Harriet Birungi 

Placide T a p ~ b a  
Saiaa Mullick 

Structure of Presentation 

Bnef overview of OR approach to 
undentand~ng tralnlng in Afnca 
Fam~ly plann~ng example (Uganda) 
-Hamet Blwngl 

Safe mothemod example (Ghana) 
- Placide Tapsoba 

Antenatal care example (South Africa) 
- Saqa Muilick 
Summary of common themes 
Group discussion 

Why Use an OR Approach? 

Small-scale, pilot-testlng of innovative 
training approaches 
'RBD' investment to prevent possible costly 
mlstakes 
Compare alternatives 
Systematic measurement and 
documentation 
Can go beyond provider level outcomes 
Determines effectiveness as well as 
feasibility 
'Objectivity' of researcher 



What Is an 'OR Approach'? 

Prospective 
Controlled intervention and environment . Quasi-experimental design 
Scientific rigour 
-Sampling 
-Indicators and data collection instruments 
-Analysis 
-Ethical procedures 
Programmatic recommendations 

Evaluating the Effect of Improving 
Quality of Client-Provider Interactions 

Improving Provider Competence 

3-day refresher training for staff already 
trained through 6-week integrated RH 
course 
-Introduction to FP services 
-FP methods available 
-Counseling 
-Screening for FP methods 
-Providing FP methods 
-Managing side effects and complications 
-STIIHIVIAIDS 
-HMIS 



Supportive Interventions 

Cornpanson stfes ('readiness only) 
-Update pollcy guidelines and serrlce standards 
-Ensure availao~l!r/ of m,nrrum eqwpment and 

supp1,es 
-Improve cl~nlc environment 
-Increase ava!Iabilib of IEC materals 
-1mpro~e the HhtlS 
- B ~ i l d  ca9acily far faahlat ie su;enrsron 

' Experimental s~les (Yellow Star Programme) 
- A s  above &Q 

-Bu~ ld  capacity far stialegc o lannlg 
-Improve provider mOllvat,oFl 

- R a s e  clenls aivareness a! rights to qualty care 

What Is the Quality o f  Care Scale? I 
Measures interpersonal relations and 
information exchange I 
Derived from literature and experience 

Provided baseline measure and change 
over time 

Compared quality produced through 
d~fferent lnterventlons 1 

I 
Informs dec~s~ons on prov~der tralnlng 

Content Areas of the Scale 

' Interpersonal relations 
Need diagnosis 

Method choice 
Contraindicat~ons 

Use instructions 

Possible side effects 

Alarm signs 

Follow-up instructions 

General satisfaction 



How Was the Scale Generated? 

lndicators developed for each content 
area 
lndicators measured through client exit 
interview and observation of client- 
provider interactions 
Scale consists of 22 indicators 
Equal weight assumed for content areas 
and indicators 

Examples of Indicators 

Interpersonal relations 
1 HOW were you treated by the Uravider? (very well = 

I, not we,, = 0) 
2. D I ~  you fee! thatthe provder tared about your 

health? (Yes = I :  No = 0) 
3 Did the provider seem annoyed to you? (No =I ,  Yes 

= 0) 

Need diaanosis 
1 Provider asked or client state0 desire to have 

chldren (Yes=?. No = 01 
2. Provider asked or cllent stateu pannets anttude 

toward contraception (yes =l: NO = I )  

3 Provder asked or client state0 previous use of any 
method (Yes = 7 :  No = C l  

Generating the Scores 

Scores for new FP clients only included 
Values for each indicator (0,l) summed 
and averaged to give a mean content 
area score 
Total score is the mean sum of all 22 
indicators (0-22) 
Mean scores compared over time and 
between groups using pr.05 



Before and After Scores 

- 
.- - -. 
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Findings and Utilization 

Experimental interventions sign~ficantly 
improved 518 content areas (but declfne in 
use Instmctlons ) 
Comparlson Interventtons s~gntficantly 
Increased 218 content areas 
Two content areas scored hlgh before 
lnterventlons 
Total scores ~mproved in both groups but 
expenmental more than companson 

+ lmprovlng readmess and the YSP Improves 
quallty of CPI more than readiness alone 

i Methodological Issues I 
Was random~zawn process adequate? 
-Randomly selected 4 lim 12 DISH dlstnns 
-Randomly p a r  2 each to erperlmentai and 

companson 
- Purp~slvely select 10 clin~cs per distnCt unh 

hlghest load 
CPI wtth new cltenls only - revlslt clients? 
' Ex11 lntervlem and observat~ons do not 

prov~de equivalent measures of same 
~ndicator - whkch to use? 
' Subject~ve chojce of content areas and 

~nd~cators - vanallon in Internal mnslstenctes 
found 



Methodological Issues 

Equal weightings assumed for content areas 
and indicators - need for sensitivity analysis 
6 CPI per provider - is sample size sufficient? 
Quality of CPI measured at provider level 
-Representative of general clinic experience? 

Attribute results to provider training. YSP 
programme - but role of supportive 
intelventions? 
Was intervention implemented equally 
intensively? 

Improving the Ghanaian 
Safe Motherhood Programme: 

Comparing the Cost-effectiveness of 
Two Provider Training Approaches 

Which Training Approach Works Best? 

3-week residential safe motherhood clinical 
skills update training course 
- integrated LSS and PAC sewlces tiainng 
- RRT members wlth Master Tra~ners 

Self-paced Learning in safe motherhood 
- Competency-based traning 
- self-directed learning with support sysiem 

- 



Evaluat~on Framework 

Outcomes for ANC, Labour, Del ivew and 
PAC Services 

Basel~ne and endltne faollfy surveys 
- Provlder knowledge 

'Pro"&, , " t e r n  

- Pmvlder skills 
' CPI -warns 
, Sirn"ble.3 wenam quesms 

-Cl!n#c readiness 
1"renlW 

-Quality of safe molherhmd swvlces 
,ROW&. inteMer obsenatan. dent inte- 

Health Outcomes of Antenatal Clients 
and Medical Outcomes of Deliveries 

Outcome of each service observed 
-Health centers: working hours for one week 
-Hospitals: 24 hour observabons 

Service statistics 
-Are relevant health outcomes recorded 
-Qualily of record keeping 



Sampling 

. (non-) Randomization process 
-By district 
-Clinics within same district? 
-Provider selection within ciinic 

Measure provider or facility performance? 
-Attribution of effects of training and other PI 

interventions to provider or clinic 
performance? 

Client health outcomes 
-Duration of service statistics tncluded 

Measurement 

What is an appropriate way to evaluate the 
effect of safe motherhood training on provider 
knowledge and skills? 
-1ndivldual interviews 
- Observations of ~ons~ltatons 1 procedures 
-Case scenarios 
- Provlder self-reporting? 

By type of service? 
-Routine consultations 
-Standard procedures 
-Emergency procedures 

Indicators 

Mean summary score index created to 
measure and compare provider 
knowledge and skills in each group 
-Assumption of equal importance through 

non-weighting each indicator 
-But some issues are more critical that 

others 
JCritical life saving more than an ordinary 

procedure 

Should a 'critical steps' index be set? 



Standard of C o m ~ t e n c e  

Should standards for knowledge or 
skllls competency be set? 
-What should be the level of such scores? 
-How set and by who? 
-What to do wlth providers hav~ng a low 

score or fall the test? 
/Do more training? 

. 'Re-asgn 10 Other duties? 
'Elhiw of contlnulng I low score 

Role of Other P.I. Interventions 

Can provider training be effective 
without other interventions? 

If no, what to do if not possible to 
implement total package? 

' Evaluate total package or training 
separately? 

What Should Be the Basis for 
Programmatic Recommendations? 

Provider performance 
-Knowledge? 
-Skills? 

Acceptability of models to providers 1 
supervisors? 
Cost per provider trained? 
Effect on service quality? 
Impact on health outcomes? 
Cost-effectiveness 
-But whtch c e  ratio? 



Other Methodological Considerations 

Ethical practice when obse~ing a 
dangerous practice (especially 
emergencies) 
Judging performance when few cases 
available (what is minimum?) 
What if some outcomes decline? 
Resources required to collect data - is it 
worthwhile? 

Training Providers to Involve Men in 
Maternity Care 

Goals of the MiM Study 

To determine the feasibility, cost and 
impact of involving men in ANC and 
PNC 
To evaluate the impact of involving 
men in group couple counseling 
sessions with their pregnant partners 



The Interventions 

1. Training clinic staff 

2. Development and use of IEC 
materials 

3. Group couple counseling sessions 

4. Development and use of a 
management information system 

5. Monitoring and supervision 

I Implementing Training of Clinic Staff 

Data collected through diagnostic research 
Working group of key stakeholders formed 
Training curriculum sub-group created 
Comprehensive curriculum developed 
One week trainers workshop held 
Three week training for all nurse cadres 
Each nurse exposed to 40 hours of 
trarning 
65 nurses trained in six clinics 

Training Modules 

Quality of care 
Basic counseling skills 
Sexual health 
Sexually transmitted infections 
' Involvement of men in matemlty care 

Pregnancy 
' Preparation for delivery 

Post natal care 
Infection control 



Challenges to Designing and 
Implementing Training (Content) 

lntroducing new concept (male 
involvement) 
lntroducing new service (couple 
counseling) 
Ensuring all aspects are included 
Handling controversial issues 
Balancing content with time available 

Challenges to Designing and 
Implementing Training (Process) 

Removing nurses from service for 
training 
Ensuring the appropriate staff are 
trained 
Mix of nurse cadres of nurses in training 
Cascade training may dilute quality 
'Brain drain' of nurses 

What Outcomes Were Measured? 

Client knowledge 
- FP. STIIHIV. dual protectton. 

pregnancyichlldbirth 

Client i partner behaviour 
-Male paltlclpation in service 
-Interpersonal relations and sunpollive roles 
-ST1 preventlon and male symptoms 
-Infant care 
- PoStpaltUm FP 

' Not measured but should have been: 
-Provider knowledge 
-Provider practice 



I Data Collection Methods I 
For providers 
-Focus group d~scussrons 
-Supervisory tool 
-Client records 

For cl~ents and partners 
-Basel~ne ~ntervlews on first ANC v1s11 
-Endl~ne 6ntervlews at home SIX months 

postpaflum 

Evidence that the interventions took place 

Supervisory tool 

Clinic registers 
Client questionnaires: 
-Exposure to IEC materials 
-Exposure to couple counseling sessions 
-1ntercauple dlscusslon on key issues 

Challenges to Evaluating MiM Training 

Attribution to provider training not direct 
for client level outcomes 
Client-level data collection can be costly 
and time consuming 

Difficult to follow-up clients in mobile 
populations 

Recall bias over time 
Staff turnover I 



Lessons Learnt 

Variety of research methods needed for 
design, development, implementation and 
evaluation of training 
Provider training could have limited impact if 
supporting infrastructure is not adequate 
- Eg. training should have included delivery 

hosp~tal nurres 
Process and output measures of training 
important to be able to understand impact 
Package of interventions means difficult to 
attribute outcomes to staff training 

Some Common Themes 

Evaluation design issues 
Desirabilitylfeasibility of randomization 
Attribution of training as component of a 
package 
Providers vs. clinic level output measures 
Service vs, client behaviour I status outcomes 
Sample sizes 
Different ways of measuring same indicator 
Summary indexes - creation and weighting 

More Common Themes 

Intermetins I usinq findinqs 
Ethical handling of dangerous practices 
Judging provider performance 
-standards or significant improvements 
-Which outcome measures to make decision 

' Dealing with non-improvement 
' Dealing with decline 
' Getting evaluation results used 

-0vercomlng cnenia 
-Institutionalizing better practices 



Developing Effective Group and 
Individualized Learning Materials 

Director 
Learning and Performance Support 
JHPIEGO Corporarion 
161 5 Tharnes Street, Suite 300 
Baltimore. MD 21231-392 
Phone: 41@531-1931 
F a :  410-537-1476 
E-mail: rsulli\%n@jhpiego.net 

M'imunya Ma&oki 
Lecturer O K y n  
Kenyam Sational Hospital 
Dep~rtment of Obstetrics anti G~-nezolo.~-  
PO. Box 2820- 
Xairobi. Kenya 
Phone: 325% or'26k-2 
Fax: 7161- 
E-mail: n m ~ c h o k i ~ ~ r i c ~ o d i n e . c n . k t .  





R'CK Su:ivan 
JHPIEGO Corporalon I 

T 

5 Oblect~~es  

. Identify the Cornpoleok of an enective 
learn~ng package 

. Apply lessons learned from JHPIEGO a 
erperence ill jestgniog and developirg graul: 
and lndividualzed learning mate, ais 

2 

A Pause ior Bra~nstorni~ng 

Then talk about the besl materials uou Oaie 
used as a o u n e  panlcipanl and as a trailer 

Lets share 



Instructional Design Process 

. Development 

. lmplementat~on 
Evaluation 

. ~ ~ t ' s  at the instruct~ona~ dessgn pmcees . whafa~pmach do you use far nrfrucf#onal derlgn? 

Group Learning Package 

. Contains the essential, need to know 
information related to the course objectives. 

. Serves as the Yetext' for the parilcipants. . Serves as a 'reference source' for the trainer. 
Supplemented with country specific 

Used by the pariicipant after training as a 
reference source on the job. 



Road map la gutde !he partlclpant through me 
mum and conta8ns 

C a u ~  r9labur [See ram*) 
COUM M u l e  iree rampa, 
Exeruser 
Pre-terf . ciinmcal ieammni guder and warnam r-latr . COUM sraiuaroo 

Trainer's Course Notebook 

Conla#"$ the partlupan?s handbmk materials 
as well as me following 

C * n e a m " - I - m ,  
. PO$,-ier, 
. h r l e r s  lome me a M  pa l tes ts  
. Ansrerr $0 me exwcirer . P&mrcechec*iists 

suwrnenmi inlamaw :orme t i a r m  re g 
" a m p s i  



i. . . 
lndrv~dual~zerl Lrarn~ng Package 

". . , * Cornpciring Group and 
.. . . lndividiralized Learning Packages 

Reference manual, anutomlc models auri>o"lsual 
leamng aids " r e  and posl-lerfE e a m n q  gudes and 
performance ci.ecXlirii aro t i e  same. 

Pnrnary dtfference 8s n !he course outline as :he 
part,c,pant 1% now pr,mariy reSponslblt ,or 'mavng" 
through tile ob,rct"es and reated virn,ng a c t r f , . E  
(See sample oufllne) 

n name packages. there 8s a need for a superu~sa<i 
yulde 

?I 

. .. * ?* 
. >, S 

Lesson Learned # I  
* .,. * ,  

. Design and development of learning 
materials must be based on an instructional 
design process. . Review exlstlny processes and adapt a process 

that ills your organzaton. 
. onen# ,,aNn key stanto use the proLess 

12 



I *  Lesson Learnecl #2 

. Develop clear learning objectives to define 
the knowledge and skills participants are 
expected to learn. 
. . i-e 2qec: .er i r  -j a i:a-.<al, ' a r a :  . 0e;em ?^ec:ies a: aac,ayiae e i e s  3'1-e 

. -mPf;e rr ;--: ,? c o r a -  
. De.?c: sa e;! .er  :e le'ec: .-.e a:oirc.a:e e.e i .:.. , . e i< :r ;sr;Lc.-.l!:. :=-a " 

)d - 
Lesson Learned #3 * 

Authors writing the reference manual must 
be subject matter experts (SMEr) and fully 
dedicated to writing. 
. "0:"C-r *Oh 61 367 i r a  r-m:rg 'earn 

. i e d  a eac SUE . 4;-.0.5 -ee< :: AD* i a e  , n t P  !'< "I.. "., -0-a 
3eeg-e.a  r: or r e  :eai 

. 4i.bc.S a-".:c.5 T"S: :e ."i:l.ee ,.an :,e 
q r r  nc o"r.e .*r,gr 

s- I -. Lesson Learned #4 I 
Wme materials at an appropriate reading 
level. 

Keel brge! a&*-- " --c . Kee? re?,emcer rra- 
. ~ ~ c c  r u l t r i i a e e  *;i:r r e - . r ~ r . < a r e  

$ 5  



Lesson Learned #5 

. Keep the design of the reference manual 

Use lots of whlle space . use simple lme dawlogs for graphics . Use bullet lists . send ievlewem a version that is as complete as 

. Build knowledge and skill assessments into 
the courseware. . Pra and port-tests . Learning gu~des 
. Peflofoimance checklisfa 

Gutdel#nar far adm!ntstei#ng knowledge and 3111  
asSeSEmsnkS 

Lesson Learned #7 

Participanh must be able to keep a copy of 
the course materials following the course. . Use as a pmblem-rolv~ng foal on thelob 

Relei la for updales as needed . Share llformaflon W8th ca,,eaguer 



Lesson Learned #8 

. Content in ti% refemme manual mmt b. 
separats horn b.lninp msthodologbs n d  

mnlnl leg  PAC m M v a  IUD m a d )  . Pamamma .% (3 m nd d d mGrillnng 
>Ofolmam\ 

k q n  t n ~  c- a d  r u m -  cm-fs an- 
me manuai s n ~ w a r  

Lesson Learned #9 



Lesson Learned # I  1 

. Trainers need to "personalize" content to 
make it fit their individual training style. 
. A v o d  too much deta for the  :tamer (e a ,  Say 

"XXX") . ~ e r s o n a ~ , z e  ( 8  e , notes. AV rem~nders, questions 
acf8vtty steps) the ra,r#e reference Oocurnent beng 
use,, by the particpan,s 

. Separate reference manual to create a h d e r  
rp tem wit? one folder per chapter ar session 

22 
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Lesson Learned #12 
, . *. . - Ir 

. Those re.ponriblefor the coume design and 
m.teria,s development should have some level of 
involvement in the pilot test of the sourre. 

When 0ori:bIe rhauld he prcre+toobSe<ve 
. T ~ I ~ .  me tra,nerrard. ,fpari,h~e, the panNcipantr . Rev,ew rer,r,,r 0, any innw,e,,999 996 S k i  rrierirne,,tr 
. nev,ew courseevaIuat8on. . Re",re the :ourre desg,. a?* ma,er,ais acco,d,"gly 

23 

- . i& .;*-- 
I:"-; q Summary 
i.. 1= 

Questions regarding the lessons learned from 
developing group and indvldual learning 
materials? 

Please complete your session evaluation. 

Thanks far corning!!! 
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How to Build Partnerships: Models of Training Networks 

Presenters 
Jacqueline Makokha 
Network Coordinator. Regional AIDS Training Network (RATN) 
Nairobi. Kenya 

Ann Downer, EdD 
Director, International Training and Education Center on HIV (I-TECH) 
University of Washington 
Seattle. USA 

Overview of Session 
Purpose: to provide ideas about how partnership can be developed and sustained. Several 
examples of training networks have been collected from throughout the world and described in th~s 
document. The networks include: 

Regional AlDS Training Network. East and Southern Africa 
AlDS Education and Training Centers. United States 
Public Health Training Network. United States and international 
Latin American and Caribbean Health Care Reform Initiative 
Getnet, South Africa 

The workshop allows time to study how each network is structured. staffed and funded. The 
examples are illustrative, but not prescriptive. They show that one can design a network based on 
a relationship among partners from one model and a funding mechanism from another model. 

Learning Objectives: This session will help professionals to create training partnersh~ps by 
making decisions about: 

which partners could be included in a network: 
what partners can contribute to a network: and 
how training can be financed. 

Methodology: The session is divided into three 30-minute segments. 
Presentation of the 5 training networks. 
Questions &Answers. Participants may discuss the examples or ask questions of the 
presenters. 
Exercise. Participants will work in small groups to discuss the strengths and weaknesses 
of the different partnership models and how they could be applied in their particular 
geographical or technical area. 



1. Secretariat Model -- RATN 

The Regional AlDS Training Network (RATN) is a network sf ',r::ili,lg institutions in the Eastern 
and Southern Africa (ESA'i region. The Network is  manage^. 'hvough the University of Nairobi 
and the University of Manitoba. with its Secretariai base0 in b~!,~irr;t,i. Kenya. 

The objectives of RATN are: 

. To assist member institutions to identify, develop and in jii-ive courses; 
To enhance program delivery and related services in 9 -  ie- !a rneet the specific neecs of the 
region; . To link training instittrtions and facilitate regiorla! ::ollano.atiij:i n the management of 
STDsIHIVIAIDS; 
To provide a \wider lesource base, disseminatioii of nfoi watiori to members so that they can 
improve quality and effectiveness of their services in i nc i~ .~~c~ la i  countries and the region: . To facilitate exchange of skills. expertise and tectinol~ijit::ii :iinong training institutions; . To liaise with the donor community & mobilize fonds. tei h,-ical assistance and other 
resources to increase the impact of training program:;,'a::!rilies. 

Website: http:llwww.ratn.org 

Structure 

RATN carries out the following activities through its Secreraii:it in Nairobi: 

e Sparks and coordinates forums for experts rneetilgs on training needs and development of 
courses; 
Initiates and conducts regional surveys to assess nevi dei~elopments and needs in training: 
Produces a qirarterly newsletter on training and related si;iies, 
Stimulates extension programs for follow-up of ex- - 
course participants; RATN is a network of 
Keeps a database of training institutions, resource 
persons and ex-course participants: 

I training institutions 

Produces a course zalendar on reg~orial courses; I coordinated through a 
Mobilizes resources from donors to support pani(:ipartti ' secretariat and guided 
to regional courses; by a steering 
Undertakes regional and interrlatonal advocacy committee. 
activities on behalf of its membership. 

The Network Steering Committee, composed of reprt:sen.at !it::: 3f partner institutions, donor 
agencies and implementing agencies s ~ c h  as UNAIDS, ic c !i;~l:risible for the overall policy and 
direction of the Network ' ~ h i l e  the Secretariat is resoonsihle f : r  1s daily operations. 

Network Membership 

The Network has the folloi<!ing categories of membership: 

Partner Institutions: l ~ h i s  group of regional training i s  i t .~ions form the core of the Network. 
They comprise of instii~itoris that prepare and deliver ic i.il-.;es and participate in other 
Network activities. 
Associate Institutions: These comprise of institi~tiors I hat are involved in other areas of 
prevention and conllcl of STDsIHlVIAlDS activities siiCk s s  Ministries of Health, National 
AlDS Control Programs, other networks working in the r?!;l o i l  development agencies, the 



donor community and others that are interested in the Network s information Cornn'uP ca: oq 
and extension activities 
Other Members Other categories of mernbersbip include ex-course parl~apanfs 
researchers e~per ts  and others who are interested in the Netviork activities 

There are currently no membership fees however RATN is planning to charge fees fo- r r e c  ': 
sen'ices 

Training 

Most of the trainings associated with RATN are courses but the courses are offerec a! ca.1-er 
nstitut ons RATN s role is to develop the courses by conducting a needs assessment at-c cr 
convening an expert committee to develop the curriculum Partners are then invitec to sb3--' a 
proposal ~vith their institutional capabilities and one or more of ti-e partiers are selecte: 'c cLe* 
the course 

The course calendar includes courses on 16 topics ranging from Advocacy Skills lo Lat.cra::; 
Management to Training of Nurse Trainers in ST ls  The trainings last from 2 to 5 rceerr !,'a") 
courses rnclude clin~cal training: for example a 3-+%eek course mrght include 1-week c' : " :a. 
training 

Staff 

Staff positions at the secretariat are listed below 

Position 
Co-Directors 
Course Coordinator 
Network Coordinator 
Project Manager 
Resource Center Ass~stant 
Computer Network Administrator 
Information Officer 
Date Entry Clerk 
Secretaries 
Otiice Assistant 

FTE 
2 
1 
1 
1 

in addition to the secretariat there is a vol~inteer contact person for RATN at each of tne oa<ler 
institutions Whenever possible RATN fuias travel for the staff a l  partner instttutiols who 
participate in a needs assessrrer" or serve on an expert committee 

Funding 

.. 
RATN secretariat's annual b'iaget is estimated to be S600.000. RATN s ac:i'J:!ies a?? r:a- a-e 
funded by several donors and universities including 

. Canadian International Dei.elopment Agent:! :CiDA: . Swedish International Development Agency{SlDAj . The World Bank 
Flem~sh Interuniversity Council {VLIR) . UNAlDS . WHO 



UNICEF 
University of Nairobi 
University of Manitoba 
Family Health International - Impact Project 
United States Health Resources and Services Administr3tion (HRSA) 

As shown on the RATN Financial Model below, RATN does lot finance the courses offered at the 
partner institutions and has only limited funds for scholarships. The courses are funded by 
tuition, which is collected by the partner who offers the course Donors may also channel the 
funds through RATN to the institution offering the course. Co~~r!;e revenue averages $50,000 per 
course. Tuition ranges from $1,500 to $2,500 and enrollmert ranges from 12 to 30 participants. 
In addition to tuition, participants must find funding from their srs~ployers or other donors for travel 
to the course, and the participant or their employers bear the c:o!sl of time away from work. 



I -TECH 

fi 
B 

RATN Financial Model 

International 
Donors 

Regional AIDS Training Network 
Co-Directors 
Coordinators 

Manager . 
Information Officer 
Computer Network 

Resource Center Assistant 
Administrative Stuff 

Id- 

&- - 
a" 

Course 
Tuition 



2. Independent Centers Model -- AE'T'C 

Based in leading academic centers across the United State:; t - t i  The AETC network 
AIDS Education arid Trainlng Centers (AETCs) offer clinical is made LID of 
education and consultation covering up-to-date informatiorl crl regional cLnters 
the transmission, treatment, and prevention of HIVIAIDS. Tl i? 
education is orovided in a varietv of formats includina that conduct ! - ,~ 
wnrkshoos. hands-on suoerviseb ciinical trainino. an: s~eci::lti/ clinical training On 1 . - ~, . " .  
conferences.   he A E T C ~  use nationally recognized facult!, ansii HIVIAIDS issues 
HIV researchers to develop. implement, and evaluate the and national i 
education and training offered. The AETCs' medical faculty : Iso resource centers 1 
provide timely clinical consultation in person, or via the  teleplone 
or internet. i that support the 

regional centers. 1 
The AETC program was designed to improve dissemination of  ( 

new information to U.S. HIVIAIDS care providers to ensurs I-,;-it they are well-trained and 
educated about state-of the-art care and treatment. T"l AE1'::s offer front-line healthcare 
providers including physicians, nurses, physician assistants :I~!iiists and pharmacists the latest 
in AlDS education and train~ng so that they can give their p ~ f ' ! ~ t : ;  !he best care possible. The 
AETCs serve all 50 States. the District of Columbia. the Vrg 11 ii;lands. Piierto Rico, and the six 
U S .  Pacific jurisdictions. 

Website: http://www.hab.hrsa.gov/educating.htrn 

Structure 

The AETC program currently supports a national network of rt:$lional centers that conduct the 
education and training programs. The AETCs consist of :2 iiri\!ersity-based programs, and one 
hospital-based center. Considerable flexibility and creat"~ity hav,. been maintained in AETCs 
regional programming so that changes in the socio-econonl c cultural, and clinical aspect of the 
epidemic are rapidly reflected in the training program 

Several national, cross-cutting components of the AETC jprc gram support and complement the 
regional training centers. These include the National Minorilg .CIIETO, the National Resource 
AETC, the National Evaluation AETC, and the National HI\J.I~~II:IS Slinicians' Consultaticn Center. 
The Minority AETC benefits minorities who are disproporlio:iateI~j effected by HlVIAlDS. The 
Center offers clinical consultation and support to minority prr~,~~clei-!;, builds networks among these 
clinicians, and expands educational resources to increase tiic? riamber ot minority clinicians 
providing quality care to HIV-positive individuals. The Resourci? Center is a web-based HlVIAlDS 
training resource that supports the regional AETCs through !>:)ordination of HIVIAIDS training 
materials and rapid dissemination of advances in treatment Ttie Evaluation Center is 
responsible for program evaluation activities, including asse:;:;irig effectiveness of the AETCs' 
education, training, and consultation activities. The bationa I-ll'dlP,IDS Clinicians' Consultation 
Center provides health care providers with a national resoii ce lo obtain timely and appropriate 
responses to clinical questions related to treatment of perst n:; wit11 HIV infection and/or possible 
health care worker exposure to HIV and other blood-borne ,sthogens. 

Northwest AlDS Education and Training Centcr (WW AETC) 

Each of the 12 regional centers in the United States is u i - iq~~e,  :s3 there is no single model of an 
AETC regional center. All AETC's must however, have z N~iriocity AlDS Initiative program that 
builds organizational and clinical capacity. We offer inforrn;ltion below on training at the 
Northwest AETC (NW AETC), as well as information about it':; staff and funding. The model 



foctises on the sa te  programs N1f4 AETC is also home to a hlincr~tv AIDS Initia:ive :-3;-a- a-: 
3 Palliative Care program i lhich are briefly described oelo:v 

Training 

N W  AETC devotes most of its resources to \<arkshops and prece-:zrsh?s i s t e a z  3' le::.:?s 
because more ~ntensive trainings a-e more effective Trainngs ay N!;' AETC are a r r - a<  , 
categorized as levels I1 and Ill from the following categor'es 

I Ddac!ic These ltctbres 2ce qeareo to 2 :ypes of ab;'ie~i,-es ?x'--'?,-ce2 ? -  - z- 
volurne providers r,hn riper ail uoda!e on !he ales! .n:orr~~a!.on an:! 2 
~nexgefienced pro i iber i  ;v"o ne?,? nlct>.:atlon ;?J !.:ear HiV AIDS ?a;%-:s 3 - 3  se.2 25 

HIVAIDS expenise 
I / .  Workshops These ccirrsi :~ are cjeneraily -I hours o i g  al:' :?a:.-. s ~ e z  ' : sh s s..:- 

as 1 )  how to oerforn a rsk assessment or 2 1  t,o.. i c  co-ma-a;e a-  3 .  A 3 5  
paten: ,::ith more exper,eiictc c l?c ia r t  

Ill Precep:or;hi~ This s a 1-2 day ac:'v,:\: n wb.cn a $ioilc:er: ! ni;se-.e : n ~  :*a -2. - 
pract~ce a! a clinic 

IV Consultation A traner vists I r e  protder  s c i r i c  !or a day 6?c a::eT<s ca: e-: , s :s 
.i.!t'7 '7n he: or re>,iess vedical charts i:i:k Sin, 'her 

V. Sechn~cal Assis!ance. Tt7.s activity is directed at :he o r g a z a ; o -  

In FY 2002 the NVc AETC progided tra,nir,g to 2221 Deople r 5 sla:es S:a* 2 r o . 2 ~ 2  51.: -?.:, 

o . ?.dZE of training during 156 sesssors A tra,, l,rg sess,or. Iastec: 3 nsurs i l d  15 m n ~ t e s  2.' - 

The NIY AETC is structured with a regional staff located at the Univers~tv of :',.'asht- a on sU',', 
and staff in each of the 5 states included in the region Alaska. Idaho. hlontaia Oreso- an- 
'Washington Sonie regional staff work on one program while others work on mult$e 3'sjra-s 
The state program is strdctured with a regional staff at UW and at least one coordna:or - ea:' 3' 
the five states. The regional staff leads training pragrans in specific fields as well as o:ersee 
and administering the program The blinorily AlDS Initiative orogram is s1ruc:ured :.l:b a re.; o-a 
staff at UL?I, and training coordinators at four sites. The Pali;atve Care program has s taVn? . a: 
UW. Staff positions for all three prograrns on at the regtonal office are lisled belo\: 

Posit on 
Principal Investigator C ~ i n c a l  Director Educator 
Program Director 
ivledical Program Director Educator 
Pharmacy tducator 
Dental Director:Educator 
Corrections Program Educator 
Program Manager 
Program Coordinator 
Evaluator 
Data Analyst 

FTE 
3 5 

NW AETC has several additional regional medical ediicalors lor boib the sta!e ore$-am a-3 
M~nori iy AlDS lnii iat~ve program v!ho are consuliants or UW employees 

For the state program, staff at the state office is responsible for conducting tralning needs 
assessments, and the planning and implementation of training for health professanals n : la: 
state. Most state coordinators are hired through a con:ract i":itb a Ryar  'LY71te T,!le II age-c) 



(state health department) or a Ryan White Title Ill clinic. F o r  the Minority AlDS lnitiative program, 
the training coordinator is hired through a contract with a miicrity, community-based organization, 
a tribal college or a Ryan White Title Ill clinic. 

Funding 

The NW AETC has an annual budget of about $2.2 million f ~ j t  F:)' 2003, which is funded by the 
United States Health Resource Services Administration (HF!<A). As shown below, the State 
Program Financial Model is decentralized. Each state coor:iiriator has hislher own budget and 
HRSA requires that each state receive at least $150.000 pec year. The Minority AlDS Initiative 
program and Palliative Care programs are more centralized 

The NW AETC does not charge for training, but other reglol~z~l !::enters recover some expenses by 
charging for courses. In FY 2002, the average cost per perjcln trained was about $944. For the 
state program. participants are responsible for travel expen!;es For the Minority AlDS Initiative, 
travel funds are available for participants. For both progranl!; 1:)anicipants or their employers 
bear the cost of time away from work. Foregone earning:i ill th~? United States are a substantial 
expense for a medical practice, so every effort is made to rr irii,-.iize the amount of time away from 
work. 
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3. Partners Model -- PHTN 
The mission of the Public Health Trairing Network (PtlTN) is ::: 
develop a public health v9orkforce in the IJnited States !ha: s I i PHTN d e v e l o p s l  
able to quickly apply cur~er t  and relevant knowledge t >  p i t ,  i :  ' partnerships with / 
health issues. existing I 

institutions and ; 
PHTN is a distance learning system that "takes training to tl!sii uses distance I 

learner" by using a varie:y of instructional media rangiiig fror!: I 
arint-based to videotape and ~u l t lmedia  Formats includi:. learning systems j . Print-based self~instruction; to "take training 1 . Interactive multimedia (e .g  CD-Ram, Web-basedi to the learner". 1 

-J 
Videotapes; 
Two-way audio conferences: and 
lnteractive satellite vdeoconference!;. 

Website: http:ll\n~ww.phppo.cdc.govlPHTN 

Structure 

The PHTN is a network of public, privaie, academic. and t>u;~l-iilss organizations. These parlne~s 
include the Association of Schools of Pl~blic Health, Pssc:. ;i. ijr !:? State and Terri:orlal Health 
Officials, Association of Teschers of Preventive Medii:ne 'I 3 1  i:8;-i,;l iissocation of City and 
County Health Officers. Pciblic Health Foundat~or~. Veterai~s ,::'-iristiation, state anci local health 
departments, and others. The partners support PH'h a c v .  ,- : t::~:h as. . Assessing the training needs of the public health v~ori:~'~c.:~f:. . Training development and delivery; 

Evaluating individu;,l tr;lir?ing products and PHTN as ;i vbi-~'c,le: ;and 
Accreditation of programs. 

Since September 11. 2001, several rew partners have joinefi FHTN. including the American 
Hospital Association, Ai.?er.:an Medi2al Associatior. the ,313 t?r!;:;ir Osteopathic Association. 
Association of Americar: Rledical C:ol~eges and the N;jtiorral ",':i~;!cai Association. 

Products 

PHTN's offerings are produced coilaljoratively by iris:ruci!ci ;:'I i,(;eciaIist:; housed at the Centers 
for Disease Control anci Preventio? (CDC) and conrent sl,?.. : i r r s  who work at one of CDC's 
centers, institutes and offices cr at one of the pi,bIii; I~ealt', qrtilers. A CCC scientist proposes a 
course topic to PI-ITN and then PHTN helps to desgii a r l i  ( '>,,i:ljji the offering. The 
centerlinstituteloffice is res~onsible for ideveloping the cc:-kc: cnlent. Other public health 
partners may also propose course topics. but :hey ore elicc L~r;;s::i?ti to develop it with a CDC 
centerlinstituteioffice. 

PHTN courses cover a racge of topics, because of the broatt sl:?ctrum of public health priorities. 
It serves all of CDC's c5n:et.j. institutes and offices i ~ t  Ci:i(; I.:! cublic health partners may also 
produce satellite broadsssts that are listed on the PtlTbl t ~ t  1,s I t ! .  For example, a 
NovemberIDecember 5902 schedule of satellite broadca,:;l: i-~r:.u~?es: 

. A six-part satellite iconference series on "Crisis and t l !  I 1:iiiiiicy Risk Communication" 
Live broadcast of a session from the America Public Hr.31iil Association meeting 
"Schizophrer;ia: Hcv* 30 we improve long-term outc~:)moc;:' 
'Asthma triggers a i d  lmedicatior~s.. 
"2002 STD Treatment guidelioe update" 



S i w e  1 9 9 3  PHTN progranis have reached over 4 million public health p ro fesso ias  r tne 
United States. PHTN trained more than 2.2 m~ll ion people in 2001 through '95 I':e sa:elte 
broadcasts and 99 video. print cornpu!ei-based and ~veb-based programs In iC2' 59 3e7ce-: 
of the participation was associated with the CDC Responds series abw!  S,o:srraris"' >HTX 
programs also ser jc  public health professionals in 25 North American k f r c a r  Car > tea-  
Eastern European. and b;edlterranean countries 

Staff 

The PHTN is centrally led and supported by CDC s Divisfon of Professorial Deveioore-:  a - J  
Evaluation ;v!thin the Public Health Practice Program Of fce The CDC staff i n c l~des  s ~ e ?  ? s:s 
in ;nsiructio;:al design field operations. learner support graphic design, anc :elev!s13~' 3'c3-3: 2 -  

The PHTN also includes state d stance learning coord8"ators in the departme?: of -e2 '" i ' z az -  
s!ate The coordinators are evoloyees of their respectfbe states 

Funding 

The PHTN has separate funding mechanisms for staff and course deb,e13prnent Sta" :. !-,? :-.e 
Divis~on of Professional Development and Evaluation is fiinbed directly by CDC ;..he<eas C C - ~ S E .  

development is f u ~ d e d  by CDC centers. inst~tutes, and offices as Dart of  the~r budGe: z ' z c a :  c -  
from the U S. Congress The center'inst~tute office mav also give funds to PHTN :c 'i'c 5 e . e ' x  
a course and to build infrastructiire. 

In some cases CDC charges for courses whereas in others the courses are 'ret Cs-t - b  p; 

educat~on credits are available for many courses Tra~nees or thelr employers 3ea- - i e  ccs' c' 
t m e  aviav from work 
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4. Regional Model -- LAC HCR lnitiative 

The Latin American and Caribbean Regional Health Sector 
Reform (LAC HSR) lnit~ative provides support to national 
reform processes to promote more effective basic health 
services It uses a participatory approach. working in 
partnership with key decision-makers in the region to build 
capacity to access health sector problems and to design 
implement, and monitor reforms. The lnitiative supports 
activities in 14 countries, including Bolivia. Brazil, the 
Dominican Republic. Ecuador. El Salvador. Guatemala. 
Honduras, Jamaica. Mexico. Nicaragua. Paraguay, and 
Peru. 

The LAC HSR 
lnitiative supports 
health service reform 
in the region through 
partnerships and an 
information 
clearinghouse. 

Beneficiaries of the LAC HSR lnitiative include ministries of health, ministries of finance. cen:ra 
banks, social security institutes, private voluntary organizations (PVOI. non-g0vernmen:al 
organizations (NGO). local government, private-sector health care providers and insu-ers 
professional societies, universities and research institutes, and donor organizations r LAC anc 
elsewhere. 

In 1994, governments in the region expressed a need for a network to support health reform 
through analysis, training. and other capacity-building measures. Those needs were 3resentec n 
the Section 17 of the Action Plan approved by heads of state at the Summit of the Arericas r 
Miami in 1994. The LAC HCR lnitiative was launched in July 1997 and continues to be 
supported by the Bureau for Latin America and the Caribbean. U S .  Agency 'or 1nternat:oqa 
Development (USAID/LAC) with some co-financing from the Pan American Health Orsa? za:c- 
(PAHO). 

The Initiative seeks to promote more effective implementation and assessment of heal? -e'or--5 
sioq- and health system performance The regional efforts of the lnitiative support informed deb. 

making on health financing. organization and management of health sevices and humar 
resource/workforce issues. The LAC HSR lnitiative emphasizes teamwork and partici3aton 
design and implementation. USAlD and the Initiative's implementing partners seek ideas !rc-. a 
broad range of people and institutions engaged in health reform to develop partnershx !ha! 3u G 
and share knowledge across the region. 

Since 1997, the LAC HSR lnitiative has made significant contributions to strengthenn; .e'orv 
processes at the regional level. Most notably, the lnitiative supported the introductor of a 
standardized approach to estimating national health expend~tures. called National Health 
Accounts (NHA), in eight countries in LAC. A regional network for country teams ~nvolved m 
developing NHA was established and maintained until 2000 Regional efforts at obta.niig 
standardized, quantitative information on sources and uses of health financing have lec 13 

increased awareness of inequities in health financing and complexit~es of managing tne i n< 
between provision and payment for services. 

The revised LAC HSR is currently being implemented from 2001 to 2006 The first p a s e  22:'- 
2003 will consolidate and extend the impact of previous lnitiative activities. products and 1oo!s 
and identify and begin testing new areas and topics in health reform and systems ae+or-a":e 
Priority will be placed on prov~ding follow-up and greater in-depth consultation and exnaqge n 
order to contribute to health reform objectives of greater access, equity. efficiency quait.) a-c 
sustainability of health services. The subsequent phase. 2003-2006. will focus on mcre e"ec:.ie 
implementation and assessment of health reforms and health system performance in larger 
countries in LAC. 

Website: http:llwww.americas.health-sector-reform.orq 



Structure 

The LAC HSR lnitiative ciirrently has five implementing paltrier:; i:icludi~lg PAHO and four 
Cooperating Agencies (CAs). CAs are organizations whicli . i r ib t :  ciirren: contracts or cooperating 
agreements with USAID. The Initiative's four CAs inclucle: ' 1 ' .  F'iirtners for Health Reform Plus 
(PHRpIus) Program; 2 )  Management and Leadershi9 (h'lRI r Prr~gram: :!j Quality Assurance and 
Workforce Development (QAIWD) Program; and 4) Ratior1;ll Pharmacei~tical Management Plus 
(RPM+) Program. The Initiative is coordinated through .ii s e?i in j  committee with representatives 
of USAlD and the implementing partners, and guided by a :'i:r!'rlir:al advisory group. 

Activities 

The regional activities of the LACHSR lnitiative are orgailii.c!rl around three cross-cutting 
intermediate resul!s areas: 

1. lncreased use of Initiative tools, approaches, and ter:h:it:.il ivaterials. 
2. lncreased availability and improved quality of nlorrn.it~:~- 
3. lncreased commul:ication, dialogue, networking. expf:r?n,:;c? sharing, and insti!uiior~ building 

around common concerns and themes. 

In addition, since October 2002, the Initiative focuses or1 three thematic areas of activities: health 
financing; organization and management of health care cle;,,~:r). j i id, human resources. Within 
these areas, emphasis will be on: 

Development, adaptation, and modification of tools ;:II-II ln~:?lh#~ds fo i  improving 
implementation of health reforms. 
Upgrading of the lnitiative website into a proactive platlair?! for shar~ng experiences and 
disseminating information. 
Conduct of operations research, cross-country compar:;o~i:; a r~d  assessments; . Synthesis of country experiences. 
Conduct of workshops, seminars, and study tours arro~lri'1 i;l~~icific, focused themes. 
Activities related to institution building through suppr:irt :I: regi~nal  training activities in health 
reform and in utilizing LAC expertise on health rrforrn I - Soi~th-South exchanges and 
technical assistance. 
Strengthening networks within the region involved in tn'p:ementing health reforms. 

The lnitiative has produced nearly 60 major publications. o irhicb one-third are tools, 
approaches, and meth3ds for strengthening the desrgn, i i i (nt!~ring, and evaluation of health 
reform in the region. These include: 

A methodology for monitoring and evaluating health sectiir reform in LAC 
Guidelines for promoting decentralization of health s,ys ems. 
A policy analysis toolkit. 
Guidelines for enhancing the political feasibility of heallti riiiform. . Provider payment orimer and prospective payment too s 
Approaches for partnerships between the public ancl pgivale sector. . Social health insurance assessment tools. 

The lnitiative has sponsored 20 regional exchanges addre::;ing topic such as NHA, NGO 
contracting, decentralization, health reform and HIVIAIDS eedership and health reform, hospital 
reform, social insurance, policy and research linkages, and ~ro\,ider payment mechanisms. A 
total of 851 participants have participated in these events. c:i~vering all of the Initiative's target 
countries. 



Staff 

The LAC HSR lnitiative has no permanent paid staff. Staff at USAIDILAC Reg~onal Sustanable 
Development Gfftce. Population Health and Nutrition Team (USAIDILACIRSD-PHN) prov~des 
oversight, guidance, and management of the Initlative. Staff from the implementing partners 
based in Washington, D.C.. and Boston are assigned to work on coordination and techn~cal 
functions of the lnitiative. 

Population Health and Nutrition Staff In USAlD m~ssions and PAHO regional and country-level 
offices help to coordinate and facilitate activities of the lnitiative as part of their regular job 
responsibilities. Representatives of ministries of health. soccal security institutes. NGOs, pnvate- 
sector organizations, and other agencies in the LAC reglon, partictpate as part of the~r job 
responsibilities. 

Funding 

The LAC HCR lnitiative is financed by the USAIDILACIRDO-PHN. Since 1997. USAlD has 
obligated approximately $US 1 million per year for the lnitiative, which is dtvtded among the 
implementing partners through various mechanisms. USAlD has a grant agreement w~ th  PAHO. 
which requires counterpart funding of the lnitiative. PAHO's own contribution to the total budget 
of the lnitiative represents approximately one-fifth of the total. USAIDILACIRSD-PHN provides 
"field support" buy-ins to the other four CAs whose primary contracts or cooperative agreements 
are with USAID's Bureau for Global Health. These four CAs may also contribute to the lnrl~ative 
by using core funds to support specific activities, such as studies and development of tools. 

The Initiative's workshops and other activities are generally free to partic~pants from the LAC 
region. Because the lnitiative seeks to create collaboration among donors and other 
organizations in the area of health reform in LAC, travel, accommodations, and per diem costs of 
participants have been funded through the Initiative's implementing partners. as well as USAlD 
missions, PAHO country ofiices, the World Bank, and the Inter-American Development Bank. 
Participants or their employers bear the cost of time away from work 



LACASR Financial Model 

PAHO 
PAHO and 

USAID Grant Funds 

I 4 Cooperating Agencles , 

, 8 ! 
, , ACTlVlTlEI 

i I 
8 '  Beneficariei. 

- -  ~ MOti 's ~ ~~ 

social Security lr sttu:ei 
PVO'slNGO's 

Local Governnentr. 
Privab Ser oi 

Professional Scclet!i:s 
Donor Orgarlzitlon!; 

~ 

7 A. 

~p ~ 
~ 

~ -- ~ 

- 

! PAHO Countly ilffiws Other Donors USAID Mlssions 

- I -~ ! . 



5. Consultant Model -- GETNET 

The Gender Education Trainlng Network (GETNET) is a / GETNET has a 
South African NGO that offers gender training through a I 
pool of skilled gender tralners Services contribute to 1 small staff and . - 
addressing the need for sk~lls, expertise and capacity to 1 Uses a pool Of 

effect gender sensitive policies, practices and cultures skilled trainers to 
within institutions and organizations. GETNET believes that 
relevant skills and expertise are crucial to the quality, pace 
and scale of change towards gender equality 

Building partnerships and sharing knowledge are core pnnciples that support GETNET s 
objective of developing critlcal dialogue. Thls dialogue leads to the development of indigenous 
theoretical frameworks and methodologies. These indigenous frameworks and methodoiog~es. 
in turn, ensure that strategies to achieve gender equallty are effective and that the impact of 
gender training is lasting. 

Website: http:llwww.getnet.org.za 

Structure 

GETNET was established in 1995 as an independent, non-profit, membership-based organization 
in South Africa's NGO sector. GETNET's work is gu~ded by a board of d~rectors. A small. full-time 
staff malntalns the administration, implements operations and coordinates a panel of trainers who 
act as consultants. The trainers work throughout the Southern African Development Communiry 
(SADC) region. 

Training 

Most tralning IS in the form of workshops that last three to five days GETNET has developed !qe 
following four key modules for workshops 

. Gender education and awareness ralslng 
Organizational development and transformation 
Mainstreamlng gender equallty in organizations 
Gender analys~s of pol~cy 

GETNET encourages cl~ents to support a needs assessment in advance of workshops to be sure 
that the training provides the skllls necessary for a clients' particular env~ronment or problems In 
2001. GETNET appeared to offer about 1 workshop per month 

Staff 

The full-time staff of GETNET includes at least four positions director train~ng manager !ratnef 
and coordinator 

Funding 

As shown on the GETNET Financial Model, funding for GETNET appears to come from 3 
sources. 1) membership fees 2) foundation grants. and 3) consultancy fees 
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Actual Performance 
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Training Interventions 
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Many Africas, One Training: 
designing and delivering one intervention 

for many audiences 

Lesson learned designing and delivering 

The Research Ethics Training Curriculum 
(RETC) 

\laureen hu>oh 

Jane Srhueller 

Famil? Health Intrrnatianal ( t ' t I11  

Objectives I 
Pariiclpant wlil be able to I 
ldentfy deslgn and deiivery elements that 
facllltate pariicipanl engagement in the learn~ng 
process 

Desgn curricula that can easily be adapted by 
the fralner to the tralnlng dellvery srluation 

Tallor trainng curricula to the needs of speclfic 
audiences 

Session Design 

A progressive case study wlli be used to 
consider des~gn and dellvery aspects for a 
tralnlng lntervent~on or curriculum 
The facil~tatois will base expertence on a well 
recetved tralntng curncuium The Research 
Ethics Trarnmg Curriculum (RETC 

Parttclpants will be expected to be c n a t l v r  be 
open-minded and be inwvattve. 



Expectations 

- You will participate! 
. Facilitators will be resources for you 

. Cell (mobile) phones will not ring. . We will begin and end on tlme. 

No smoking. - We will learn from each other. 

. We will have fun! 

Many Africa~? 

Who says? 

Selon qui? 
-- 

LQuien dice? 

Nan1 anasema? -- 

Characteristics of 
"Many Africasn 



Characteristics of 
Wany Africas" 

People are not homogeneous many tr~bes 
Many languages many tradtions many beliefs 
many cultures 
Many learn~ng cultures 
Many skill levels and a var~ety of health care 
CUltUres'pracflceS . Resource levels vary . Volces through story telling 

One Ethics? 

. Growh of research worldw~de 

Increasing partlclpatlon 
of resource constra~ned country 
sites and sclentlsfs 

cornrnlnee process 

Currculum to train local investigators on 
research ethics and strengthen the ethlc 

I Case Study, Part 1 I 
I Deslgn a framing curnculurn that is I 

Appropnate for rnajonty of pafllclpants resldlng in 
sub-Sahara Afnca ~nclude v~sual graphlcs as it I 
needs to look g w d '  . Deslgned to engage the learner-how will you 
-force' paflicipatlon between the learner and the 
subject matter? 

I Define the "look" I 



I Looks Good I - . How will the finished training curriculum feel? 
When vou hold it in vour hand, what does it feel I - 
like? ~ e f i n e  your p;oduci(s). -- 

. HOW does the learner 
interact with the content? 

Visuals? Colors? 

I Lessons Learned 

I Access - Hard cow I -- 

I Colorful (and plenty of I - white space too!) 

. . 
-CD-ROM - Web site 

Design 
V ~ S U ~ I  messages i.e lotus 

theme 

- Kinesthetic, visual - 

- 

- 

- 

I Case Study, Part 2 I -- 

I Define the "feel" (you want the participants to feel 
good and you want the trainers to feel goad) I - 

.Outline what is included so that the participants 
will feel good about the train~ny or learning 
material; how and why will t feel good to 
participants? - 



I Feels Good I 
. How 1s the fraintng (or curriculum) designed so 

that it feels good to pafl~clpants? What spec~hcaliy 
will appeal to pafliclpants9 

. Why IS it lmpoflant lo think about -making i t  easy 
for the tralner 7 ldentdy what you ivlli do to make 
~t feel good for the trainer 

Lessons Learned I 
. Learner Notes I--q-,--,..-,. .--- h...." --.-. . Case Studies 

a Setf-graded Test 
. . 

C a s e  studies used for 
small group discussion . . . - .I 

I Case Study, Part 3 

Your  lnlerventlon needs to be pafliclpalorf 
Itralns good) . I! must be deslgned so that the trainer does not 
need to spend a lot of time preparing 

. Easy to use for the trainer easy lo adapt to 
dfferent audiences (trainer-frlendlyl 

Define the "trainer-friendly" aspects 

I of your intervention 



Trains Good 
How are the instrvct~ons or technzcal content designed 
or presented so that it s 'gianceable' for the trainer? 

. How are "tralner notes" presented to asstst the trainer in 
dellverng the inforrnatlon? 

. What materials are made available for participants7 

Where are references and additional resources localed 
for the traner to study for background nformation? 

Lessons Learned I 
- Designed for specific audience 

Tight project management (communtcation 
between SME and lnstrudional designers) . Powerpoint as platform . User-friendly. low tech, easy irarch rrlnld I 
Self-study or group formats '"9 Cur,#-"I,!  

. Partlctpatlve tratntng - Tra~ntnq-of-Tra~ners Gu~de 

Lessons Learned 

- No plug-ins needed - No server side applications 

No frames - Netscape 4.0 and IE 4.0 

640 x 480 resolution 

508 accessibility standards 

Make the technology easy-to-use 



Lessons Learned I 
Specify techn~cai requirements in advance 

Detem~ne productton somvare L. 
Plan for language franslatlon 

Plan for final Web locat~on 

Watch for non-standard fonts 

Make ~t easy (and fun') to use 

I An International Perspective 

I - ClOMS the ethical impitcatlonr of research ~nvalilng 
human sub!ects are idePtsca' i~ ~nnc tp  e urPe,ever the 
work I S  Underlaken 

I - S.K. Shatif. Kenya o n e  of the n a p r  2ioblems in !he 
Thrd Woild 1s the weak ethlcs anb sclentfic cammlttees 
that revlevl scientific studtes - S.R. Benatar. South Africa -ihs neec la bul'd capaclty 
~n research ethlcs as part of the research endeavor 

Case Study, Part 4 

Congratulations! Your tralnlng intervention idea 
has gotten more f und invso  now you can go 
global' 

How w~ll  you mcorporate -thlnklng global' Into 
your deslgn considerations? What NIII you 
change or modify? 

I Describe additional tasks or activities. 
that you will consider or perform. 



. Dissemination expenses - Visual look (think globaliy) . Language considerations (and translation 
costs) - Field-testing sites (and contacts) 

. Timeline considerations 

Global Considerations 

. Two products: one for Africa, the other for 
global? 

-- 

Some Suggested Reference 
and Resource Materials 

Tralniog Magazine w . t r a i n i n g m a g . c o m  

The Training Journal: w.trainingjournal.co.uki 

Games Trainers Piay Newstrom & Scannell, 
McGraw H1i1 lnc. 1980. 
The Winnlng Trainer. Thlrd Edtion. Julus Etington. 

Gulf Publishng Company. 1996. 

Facrl!fation Skills: The ASTD Traner's Souicebook. 

Dennis C. Knlaw. McGraw Hill. 1996. 

I For More Information I _ .  

, 1 - r.-:,;::.,::. :,: , , 
W e b  
site ~ ~~ Maureen Kuyoh. Mkuyoh@FHl.or ke 

Jane Schueller. Jachueller@fhi.org 

~ ~ b e r t  R , c ~ ,  R . i ~ ~ m r n i . ~ . ~  



"Client Profiles": 
Modeling Client-orientation while 
Tailoring Training to Local Needs 

Feddis Mumba 
; I ra  .\hnases 
I 1'sojcc.t 
S11eet:il I ' I : I ~ ~ I ~  \ h i  .-I\-L,IILIC 
I),(]. 1 3 0 ~  yx>9- 
1 1omI~:isa. Ken\-:t 
I'lione: 254-1 l-2lO-L.?(, 2.4-1 1-22--1kS 
I:as: 25i-11-222-S-+ 
E-mail: tinumlX~8:~mkeni.osg 





Presentation Outline 

i Introduction 
i Brainstorming of sexual and reproductive health ( S R H )  problems 
i Small-group work to develop client profiles 
i Plenary sharing of profiles 
i Demonstration of using client profiles for counseling skills-building 
i Discussion 

Problem statement 
In designing a curriculum for integrated sexual and reproducti\ e health ( SRH r 
counseling. EngenderHealth faced the follo\\ing challenges: 

Considering all the areas of SRH opens the curriculilm to a \tide range ofpossible 
health issues and concerns. 
The counseling needs of individual clients can vary \\idely \\ ithill each area of SRH. 
These concerns. and the senices  available. and the apprnacht.5 of scn  ice pro\ iders 
v a y  widely from culture to culture throu~hout  the \\orld. 
Developing case studies and role plays to c o w r  the broad and \ arying scopi. o i  
clients' needs \vould be a monumental task. and. at best. ~ o u l d  likely g i t e  risc to 
criticism that the case studies Jverc inadequate. or \\auld becc)me outdated \\ ith t~ine .  
or \\-ere insensitive to the cultural nuances of these issues in different sountriec in 
different parts o f the  \vorld. 

A different approach was pro\en successfill in field-tests - that of ha\ ing the panicipnnrs 
develop clientpr.nfiles to reflect the realities of the communities and clients that the) 
sen-e. These profiles became the basis of case studies and role-plays throughout the 
training. This approach supports client-centered services by focusing on the client as an 
individual. ~vhile tailoring the training to local needs. both ofclientl; and pro\ iders. 

Learning Objectives: By the end of this sessic)n participants a-ill be atrlt. tt>: 
Describe the advantages of using c . l i r~~ t /~~ . (~ t i l e r  in trainings that co\er broad content 
areas a n d o r  address needs in differins cultural settings. 
Identify the benefits of involving participants in the de\-elopment of client profiles. 
Understand and apply the process for di.\r.loping client prt3tilcs for tr3ining. u3ing 
brainstormed problems and basic guidelines frorti the f ngenderHt.alrh curr~culuni. 



Lesson Learned # 1 :  
Having the participants develop the clientprcvil~,ilc!<, hosed on problems that they 
identxr,  give.^ them rzJi.elirtg r~f'"ownership" jiv r'h? letrrningproce.s.7. 
The client profiles. \\hich function like casc studii..,. arc referred to repeatedly throughout 
the training and at-c used to practice counsclilrg skilli ,,I? [role plays. These profiles. which 
are based on ~ieeds identified by program planners ;i11<1 participants. give the training a 
local focus and oi'l'ei- the pat-ticipants a scnse of "~:~v~.ncsshil~"- that these are the challenges 
faced by their. clienrs, in l h ~ i r  service sites. ilnd i l l  i/!<'i:i.co~nmunities. The profiles also 
give each problein a facc. a name, and oftcn LL fi1111 I:, xcnario within which the problem 
must be addressed. 

Lesson Learned #2: 
U,sing client profilrs support,s client-nrientett ser~,ice.s by giving a htrntun face, 
relationship,s, n,futt~ily, and tr cotitmunity contevt to .SRlf problems. 
Clients havc a wide r;uigc of nccds and issucs tli;~t tlie;, iiic~st deal wilh to get help for 
their SRH probleins. l k h  persoli has a unique c~:)r,ihination of background, 
socioeconomic status. nccds, concerns, and infor11-!;11 ion. Also. there are fcw cases in 
which a client's situation affccts only hi~nsclfor  1i~:rself someone else is almost always 
involved in the problc~ii or is affccted by \vl-iatc\ -1 c.lccisio~i, if any, the client makes. 
These unique individual and family situatiolis arc 11:monstratcd \vitli great clarity through 
the development of the  client profiles. and tlie ori-.!~iin: exploration of each client's 
situation throughout thc training. By coming back itgain and arain to the same profiles, to 
practice different ph;ises of the counseling p~-occ..>,. 'SIR1 1 pl-obletns acquirc a namc and a 
face that becomes vcry faniiliar and vcry liuman t t t  thi: pa~ticipants. 

Lesson Learned #3: 
The trainer needs to a.sses.7 S R H  rteed,s and cnnoiprn,c prior to the training. 
Although the participants are thc ones who develop the profiles, at the beginning of the 
training thcy may not he aware of the range of S I I  I ~-lccds and concerns of people in the 
communities they serve. Thus. during the plannin:,! ,,liasc. the trainers should involve 
local program planners and adlninistr;ltor!;. to idc~tt!i  tlie needs and concerns to be 
addressed within the course. Although tlie proces:. I-icgir~s with brainstorming to generate 
a list of real SRH problc~iis that people facc, the tr ; lncrs sho~lld be prepared to guide the 
brainstorming to ellsure that the participant:; cc:\c I lic nceds that were discussed during 
planning. After the hr-ainstorming, the trainers sclt,x.t ~\.liich problems will be developed 
into client profiles. ~.eflecting thc needs ide~irifictl d!ii.~ng thc planning phase. 

Lesson Learned #4: 
The trainer may need to "guide" the hruirt.stortrlirrg oflocal SRHprohletrzlts. 
Although specific SKH needs i~ientiticd in 'ihc hr;iir~itorming will vary depending on the 
community atid on the participants, in general thc :!i';.nt profiles should cover the 
following categories: 

Men 
Women 
Unmarried ~ 0 ~ 1 t h  



Family planning needs 
HI\' and ST1 needs 
Slatenlit!- care needs 
Postabortion elire ncc~is 

During tlie brainstomiins of lncc~l SRf I prc~blcnir. the trainer ~houlci prohe rliliLc \lire 
that all the kc! SRH areas :ire i~ ic ludc~l .  :\ltllc>~lgh tlicrc arc zallccl . .cI~c~it" pr~>tiIc\.  
participants rnn) need to cicidrcs~ population grcwp\ th;it. fur \ \hatc\cr  rear~jl>,. n ~ > t  
routinel! access ser\ ices ancl thus arc nc\cr  seen as "clients". For c\:~riiplc, it',i pr~7gr.lrii 
focuses on family planning nlid tllc participalit\ hrains~c~i-111 ~)1i1! :iht~ut tlic i.iiiiil! 

planning problcriis of tlic t p i c a l  mcirricd fcriialc c l i e ~ i t ~ .  trainer\ ~liocil~l .I,!.: "\\ 11.11 .~h,>~i i  
fCimii! p l a n n i n ~  prohlcms f,lcecl h! mcn'' R! u~iniarr~cil \\omen'> 13) adt>Ic~cciit.l f3! 
postabortioli clients'? H! people \\ 110 arc I Il\-pc\siri\ c'? ti! l>obtpani~ni \\ o r n e ~ i '  \\ li.lt 
aholit otlicl- prohle~iis faced I?! inarricd \\omen \ \ l i t )  ct~riic to !our clinic\'.'" 

Lesson Learned #5: 
Trrrirter.~ cut? lrelp to hrouderr clirrtt projilc~s h.r uc/di,t,g "trer~. J e ~ ~ e l i ~ p m r t ~ r \  " to ruclt 
sitrr~tiort, later ott iir tlrr training. 
The client profiles deteniiinc the t'ocus ot'111c di\cil\>iol~ i l i r ~ i l g l i ~ ~ ~ t  the rc\t of tlic 
trainins. so i t  is important to lin\e 311 appr~)priatc S L I I I ~ C '  ~ > f i \ > ~ t c \  ;itid clicrit groiip, 
represented. Ho\\e\er .  I-ather tllan tr! to co \e r  all pc>\\ihlc SRII ncctlh ;lnd c<)tiicm, i r i  tile 
original client profiles. later in tlie tr~rini~ig tr;~inerz car1 introduce Imponant i\>iic> il1.11 

\ \ere not addressed in the original profiles. by ;~dding "ncu d e \ ~ ' l u p i ~ l e ~ i t . ~ "  tt1 each clii'rit 
profile. Traincrs can itre this tccliniquc tu intro~luce i\\uc\ \ucli a> pu\\cr iriih;~lancc. 
\\ ithin relationships. \ \omen'> luck of control o\ cr \\ lie11 It> lia\ c. >c\.  clcnial ice. ~ j r  
informatioti to un t~ ia t~ ied  and ndolcscent \\omen. men'. I:ick ot3ccc\, to \ en ice \ .  thi' 
risk clllring u~iprorrcted sex of tII\' and ST12. a\ \\ell a iinintc~i~lcci prcgriaric!. 
in \o luntan IIl\--testing. stisrnc~ti/~~tic>ri oipeclplc \\lie : ~ r c  Ill\'-pohiti\ c, ;11i<1 prc5,urc f ~ l r  
itcriliraiion in postahclrrion \cr\ ice\. among otiicr.. 

For example. one profile misht he a m:lle ST1 client \\lie i \  reluctant to tell hi5 \ \ i t ; .  ~ h t > u t  
liis infection and is more \\on-icli ; I ~ C ) L I I  Iicr tirldilig c)itt. tliari abolit the lic'alth i r i ip l ic i t i~~~i \  
tbr her or liis other partners. Tlic "net\ lie\ elopment" nlisht he 11131 lie Ieiini\ I i i ~  \\ lli' \>  

pregnant. Xo\\.  the profile reiluircz him to ncidres.; the need to cornmunicatc \\ irh Iii. \\ ifc 
ahour antenatal care and ST1 trcatn,crit iz\ucs ti)r her ~ i ~ r i / r / ~ i , i ~ .  r~~rhorr~ c.i~il~1. iri addition 
to tlic standard ST1 i\zite,. 

Lesson Learned #6: 
P r i ~ t t e ~ l , g ~ ~ i l e I i t e . s  ltelp prrrticipcr~tt.$ m t tu~~j i )crrscd ittt tlrp tutk r~fdevr lop i r~g  cliertt 
proJ7Ie.s. To ~iiaintain con.isteiic! bet\\ c c ~ i  protile\ and to ~ ~ u t l ~ t i c  the rangi' ~ r i  1.-i!e. I\' he 
ilddre>sed. ~~1ide1inr.s  Lire pro\ idell filr ~ ic \c lopins  t1ic.e pr<,lileh. ill1 1 ~ > 1 t i t \  n1~1.t bc 
co\ cri'd for all the clisnt profiles ~n the iliitial .\e~zi<ui (>cc  I . ~ . \ W I I I  I., ' I I - I ; , , /  =? i ~ l r  \\a! \ to 
addrsss issues that se t  o\ 'rlc~i)ked~. hut panicip;~ri t~ h t i u l ~ l  he enct~~r:tgctI 1,) a~itirch, c.wh 
p o i n ~  in sotnc \\a!. 



- - - - - 
Client Profile Guidelines 

Part  I. Demographic and social characteristics: 
Name 
Age 
Marital status 
Parity 
Income 
Educational level 
Soc~al background 

r . - 

Client Profile <;oidclines 

Part 11. Questions to Answer about Your Client 

What is the client's current S R f  ~ ~ r c d s ?  Why did this 
happen? Who else is affected by I h ~ s  situation? 
What decisions will he or she have to make concerning this 
SRH problem? Who else will bc ,nvol\ed in the decision I making? 
Is your client comfortable with seeking services for this 
situation? Vv'here would he or she g,o'? 
What information will the (client I-~eed to make those 
decisions, and where can he or she set that information? 

1 How does the client feel ahout th.s situation? What 
concerns or worries does he or st-ie have? 



The Best Practices Compendium: 
A Tool for Public Health Trainers 





Frequently Asked Questions about the Compendium 

Why create a Best Practices Compendium? 
The compendium was created to meet the needs expressed in four objectives 

* To facilitate the dissemination of best practices in the field of Family 
PlanninglReproduct~ve Health (FPIRH) 

* To assist program managers in identifying and select~ng successful 
programs1 practices they mlght be able to adapt for their own program 
needs 
To promote rigorous standards and evtdence-based publtc health 
programs and practtces 
To recognize and publ~cize successful public health programs and 
pract~ces 

Are there specific definitions for commonly used Compendium words and 
terms? 

Yes. The following are key definitions as determined by the Advance Afrlca 
Best Practices Unit for categorization in the Compendium: 

Practice: a specific action or set of actions consistently used by 
an individual or organization in response to a problem or 
unresolved issue. The term "public health intervention" may be 
used interchangeably. 

Program: a series of actions taken by an organization or 
individual that employ several strategies or practices. A program 
can include one or many public health interventions. 

Best practice: a specific action or set of actions exhibiting 
quantitative and qualitative evidence of success together with 
the ability to be replicated and the potential to be adapted and 
transferred. Best practices represent the ''Gold Standard" of 
activities and tools that can be implemented to support program 
objectives. 

Promising practice: a specific action or set of actions exhibit~ng 
inconclusive evidence of success or evidence of partial success. 
It may or may not be possible to replicate a promising practice in 
more than one setting. 

What is included in the Best Practices Compendium? 
The Compendium includes FPIRH best practices and promising practices, as 
well as program models from around the world. 



What is not included in the Best Practices Cormpendium? 
The Compendium does not include summary documents of lessons learned, 
situational analyses, or medical practices. 

Partici~ating in the Best Practices Compendium 

How are the practices that are included in the Compendium chosen? 
In order to promote the unbiased assessment of all FPIRH programs and 
practices included in the Best Practices Com~:fendium, Advance Africa worked 
with a Best Practices Advisory Group (BPAG) to create standardized criteria to 
objectively assess each practice. A clear distinction has been made between 
untested interventions and those backed by evidence and experience. Advance 
Africa's criteria for best practices also include evidence of successful replication 
and potential for transferability. A Best Practices Review Board has been 
established to critically assess programs and the practices submitted to the 
Best Practices Compendium. 

How was the Review Board formed? 
Best Practices Review Board members were nominated by the BPAG based on 
their expertise in specific technical areas within FPIRH. 

What is the Review Board's process of evaluation? 
Each Compendium entry is evaluated by a minimum of two Review Board 
members with expertise in the appropriate technical area. All Compendium 
entries are classified with an appropriate primary technical area. 

Can I submit a practice I think qualifies as a best practice? 
Yes, we encourage all individuals and organi.zations to submit their own best 
practices to enrich the diversity of information available in the compendium. 

What programs1 practices can be entered into the compendium? 
Your submission of a practice must be part of a public health, program. 
Submissions must be able to provide evidence of success and/or impact. 
Evidence of or potential for replicabilityl tran:::,ferability to other settings will also 
be used as criteria for a best practice. Remember that summary documents of 
lessons learned; situational analyses, or rne(:licsl practices will not be included 
in the Compend~um. 

How can I submit a practice? 
Submit online. The online submissioll proc?ss is quick and easy. From the 
Compendium homepage go to ''Submit YOI.II IPractice". First you will be a s k ~ J  to 
fill out a short preliminary submission form, l i  your program /practice meets the 
Compendium's criteria. you will have the op[)~:)rtunity to complete the 
submission process. 
-0R- 



Download form. You can also download the online submission form as a 
Microsoft Word document and submit the form in one of the following ways: 

E-mail the document, as an attachment, to: 
bestpractices@advanceafrica.orq: 

Fax the document to: 
Attn: Best Practices, Advance Africa. 
1-703 -524-7898; or 

Mail this document to: 
Best Practices. Advance Africa 
4301 N. Fairfax Drive, Suite 400 
Arlington, VA 22203, USA 

How will I know if my submission has been accepted for inclusion in the 
Compendium? 

Upon submission, each practice will be promptly reviewed by the Best Practices 
Unit. You will be contacted by e-mail or by phone when your submission has 
been received. You may be asked to provide additional information before your 
program1 practice can be included in the Compendium. All accepted programs- 
practices will be reviewed by the Best Practices Review Board to determine 
whether the programl practice is a best practice or a promising practice. You 
will be notified by e-mail of this posting, and of the Review Board's decision 
regarding your entry. Following notification, programs1 practices will be posted 
in the Best Practices Compendium. 

Can I edit my programl practice on line? 
Yes. Prior to submitting your program1 practice to the Best Practices Unit. you 
may logon to the Compendium at any time to edit or complete your submission 
form. You are given the option to either submit or save your submission at each 
step of the submission process. Once the "Submit" button has been pressed. 
however, you will be unable to re-edit your submitted program1 practice. 

If you have additional relevant information that occurs following your 
submission, you may contact the Best Practices Unit at: 
bestoractices@advanceafrica.org. 

How can I become a registered member of the Best Practices Compendium 
community? 

Register to be a member of the Best Practices Compendium community by 
entering your email and selecting a password. From the Best Practices 
Compendium homepage select the button to "REGISTER". 

Why should I become a registered member? 
As a registered member you will be a part of the Best Practices Compendium 
community. All members are able to: 

= Submit a practice - As a registered user, your login (see Login 
explanation above) allows you to save your submission form and return 
at a later date to edit your saved work. 



Post a comment - You can voice your opinions about any program1 
practice included in the Compendium. Pfter review by the Best Practices 
Unit your comments may be posted online for other members to read 
and offer their response. 

Through your submission or comment you will be able to share resources on a 
global scale, and encourage replication of yoiu tnost successful programs1 
practices. New programs! practices will also ht:! considered for a profile in the 
"Best Practice of the Month" newsletter. 

Who can I contact with questions? 
Any questions concerning best practices should hi? directed to the Best Practices 
Unit at bestpractices@advanceafrica.orq. If you h?!8.ie! technical questions related to 
the website, please contact the webmaster at ad:~;~~~e@advanceafr ica.org . 



BP Compendium: 
Start of a process for program impro\.ement 

Disseminate 
Revised BP 



Pyramid of Best Practices in 
Public Health interventions 

\-__-/' 
Context 



Best Practices Submission Form 
Part I 
Contact Information: Please include the key contact person and organi7atir7naI 
infonuation. 

I .  Ke) Contact Same: 

a. Last family narns: -. 

b. First given nanie: -. - 

a. \\cbsite d d r s s s  i ~f nvailahlcl: 

-1 Organization Address: 
a. Street Address I : 
h. Street Iddress 2 :  .~ .. ~~ 

C .  City: ~ 

~~ p~ 

d. State Pro\ inue: -- 

e. C o u n t ~ :  -. - p~~ ~p 

6. E-mail 'Address: - 

Part I1  

Please complete all open-ended questions and check the appropriate responses to the 
I'esISo questions. 

1.  Program or Practice Title:' 

2. Abstract: (pro\  ids a brief \.nupsis summary o t t h c  prusl-am or praiticc) 



4. Key Activities:" 
(1) . -  . -  - ~ --p - 

(2) ~ ~-~ ~~ - ~~ . p~~ 

( 3 )  ~ ~~ ~~ . -p - ~~- ~- - - ~ --p~ .- 

5. Evidence: 
a. Has the programlpractice heen cvaluated? 

L1 YL,\ 
3 N<> 

b. Is the  programlpractice evaluation availab1e:l 
0 Ycs 
u No 

c. Brietly describe the evidence of success dcmonstralting that  this is a bestlpromising 
practice.* 
FOI- cxample: Qual~t i tat i \ .c  c i i dencc  thrtl ('PR increas8:d ~~III I I  ' " u  to 1O06 o r  Qualitative c \  idencc 
that cl ient  satisfaction u . i t l ~  llrenatal s c r i  icc incrcast:d. 

6. Replication and  Transferability: 
a. Has this programlpl-acticc been replicated:' 

2 YLY 
2 No 

h. If so, where? -. 

7. Documentation of Evidencc of ProgramIPracticc. I.;~~cccrs: 

Ti t le:  

U R L :  

Reference: 

Submit this document to: [lest Practices 
4 d ~ a n c c  A f r i ca  
4301 N.  F a i r f i x  D r i \ c .  Suite 400 
:\rlington. V A  22203. L S A .  
Tclephonc: (703)  3 10-3500 
F;rcsimilc: (703)  524-7898 
E-mai l :  hcstpl-acticcs(<iaadi.;lnccai-~caorg 

Kc! h c l ~ \ ~ t ~ e s  - Main x ~ t \ i t i c ~  ihnplc111~111~d III i a c c o ~ l l p l ~ i l ~  ~r , ig~at>> I>#~~; I ICC ~IIIIL I , . I : \  I I ~ ~ I C ~ I C  ~CISOII< in i io l icd and i h c ~  mlci in I I K  
Iprclgr'itm placticc 

Bcsl p1;ztlcc- n spccll ic ilcrlon 1~ c t l  o f  act~i,o. ~ x l l l l ~ l i i ~ l ~ q l i i ~ l i t i l . i l i ~  L illltl q ~ a l l i i l l i  i L Y  I ~ V I I C C  U~SLICCCIS l~get l~ / l~r  \%ilb !IIC ahl l i ly o bc 
rcp l~c i~tcd and [hi. polcnti 11 lo  hc ;id:il,~:il ;ind ir;initll-reel P ~ o m i s ~ n g  pl; c t t c 2  .r y,c. 11,; .~i! l~mn or scl  olacl iuns e\iiihiilns ~nconclusl..~ 



Meeting Participants 

Active participation 

No cell phones 

Having fun! Z 



What is a "Best Practice"? 

What is a "Best Practice"? 

What is a Best Practice? 
Best Practice Compendium 

Criteria 

A program intervention that demonstrates: 

Measurable Impact 

Transferability to multiple settings 



.To asslst program managers In dentllylng and 
selecllng successful practices programs to adapt 
for the11 own program needs 

.To promote rfgorous standards and evidence- 
based public health practices and programs 

Compendium 

A searchable database of FPIRH 
interventions and tools 

A collaborative effort by multiple 

agencies (BPAG) 

- Peer reviewed practices 

Uses public health, not medical criteria 

Program Managers 

. Public Health program trainers 

Cooperating Agencies (CAs) 

. Local NGOs 

USAlD Mission staff 



I Pyramid of Best Practices in 
Public Health Interventions I -- 

A',. 
J-- 

r Z  4 ,  , 
f /  , 6, f + l  " . 4 " 

C O W ~ , O ~ M ~ E  
LEVEL L*..".,, 

$$. 

E",d*"~*o, 
IYliSll."d 

ir#nrCraTi,#l~" 

- The "Gold Standard" that can be implemented 
ta support program oblectives 

. Quantitative~qual~tatve evidence of success 

Promising practice: 
Inconclusive ev~dence of success 

Replication unknown - Endorsement by experts 



- Onllne Database Compendaum 
Address for the searchable database 
www advanceafr~ca org besfpractices 

Avarlable from Advance Afnca 
bestpractrces@advanceafnca org 



I! Your pract~ce subm~ss~on must be 

- Part of a pilbllc health program mi -- 

- Able to provide evidence of success 

. Able to provide evidence of or potential 
for replicabilityl transferability to other 

Remember fhaf summay documents of fessorls learned, 
situational analyses or medical pracflces w!fi n 
included in the Compendium 

Go to: www.advanceafrica.org/bestpractices 

1. Complete the initial submission form 

-10 minutes- online or download form. 
(You will need documenfiifroii with evidence of 
success or fre,isfeiabiiify 

2. BP Unit will contact you with any 
additional questions. 



implementing Best Practices 
,I- *no ,"l repr3d"ctl"e-health *'D ~ ~ p n ~ " : r  en ":n 

Maximizing Access and Quality *:rw r a c w .  3.3 .  

UNFPA glossah definions of BP an3 LL 
nns .-+pa ;:g m e  im r !  r!- 

UNDP citeria on se lecf~ lg  Gerdei  GXC Practices 
'13 *il, -Fez or; ;e-=e, ;ra:!#:er g,,dei"es L!- 

World Bank Gender Cnter'a in de r i i t <~ng  BP 
H:D ,wu..% m r c o a n i  or: gerc!errFon 313enar r l rm 

UNAIDS- BP Cornpenniu- 
,"!:a rrw.b .raos :q %5:o,aes:e . UNESCO- hlOST C eai!ng House of aP 
,.,., rD.^ "t* 

For more information 

www advanceafrlca orglbestpract~ces 

Susan Pairnore spalrnore@advanceafr~ca org 

Deryck Ornuodo domuodo@2advanceafr1ca or ke 

Lauren Pndrola ipindzola@advanceafr~ca org 

Susan Veras sveras~advanceafr~ca org 





Training to Create Adolescent-friendly 
Reproductive Health Services 

in Uganda 

Stembile Matatu-Mugore 
I<eps(xluc.ti\-e Flcairli (:linic:~l 5lx.c.ialist 
Intr:~h Cowultant 
9-i OI,scn-:itor\. I l r .  
\Yixxlhill 
1l.O. 13~ 11 ({>(XIS 
I'sctosia 00% 
South ;UI-ica 
1'11011e: 2--12-5F)8-385 1 
E-m~il: ~~i~lgoseGm\\-e~~.co.za  





Training to Create 
Adolescent Friendly 
Reproductive Health 
Services in Uganda 

Situation in Uganda 

- - 50% of HIV+ are youth 
Early ch~ldbear~ng and unsafe 

Only 7 5% of 15-19 year olds use 

67% gtrls first sexual encounter by 

Adolescents are not using RH 

. High costs of RH servtces 1 
Health staff unfriendly to adolescents - ? . a , m  



Project Partners 

DISH I a11d It 

PRIME I and II 

Ministry of Health 

Project f ~~nded  by USAID - Jinja District for the pilot - 10 additional districts for the 
expansion 

Pilot Project Objectives 
Improve provider: 
s k i l l s  in ARH 
a t t i t udes  toward adolescents 

Attract adolescents to health centers - Chang82 adolescents' health-seeking 
behavior - Provide RH services to adolescents 

Establish M&E system 

Assess findings for replication 



interventions Used in Pilot 
For provders 
- Twnng  a x  s.:er, $:or 
- S-33 es cc"t.a:ef! . e z  8 S i D  .IS 

For youth 
- Reireatora  ac!v bes ga-es 
- ARH lf3r7a110n e6b;a: :- 

43d ..:e2sa-.: ?:..: :s,:.,< ~ . <  

= ^ e Z a . \ a - l  :Lei;-  i-%,,z~ 
- - 1  . ..-<**< ~ . <  - . . c . . a , ~  ~ ~ . . . ~  

- ARH S B N ~ C B S  
i,.i..~.~"." -,<...zr<..- . .. .z" .. . ,~ .. .-- . .- ; . -A: .;.. - -  - For the cornrnunltv 

Essential Elements of 
Training and Supervision 

Input from adolescents comrnuntty 
leaders health workers and parents 
Social scientist special~zing in 
adolescents 
nlerac! .e rnc!:wos cinpnas r ng 

aft t.ac ana nerid.,nr r n a i q t  

Adolescent reproducttve and sexual 
health counseling cornmunicallon 
and referral 

. Intensive on-lob follow-upisupport 

- H g n y  pantciparori 5 ram i r i - P S  
:a!ues clar!catol w e  p a l s  ; s:~.is c-s 

- Empllas1ze3 D I O V I C ~ ~ S  a!:!;:ej rs.rar3 
adolescents 

- Gubeb c i i rca l  exoele-ce .% !q adc8es:e-1s - Follow-UP suppon 
- Feeaback on ARH rrtiis 
- Facita!cn 9 ; - e c  S rc-sr r-s 
- Data usec !: alsaer :i e-!i ;-i-sl;rs a-2 

ce.e'a; ,+r!" a,::.. ' es 



- significantly higher kluwledge of ARH 
sewtce and management - Adolescents 

- sign~ficantly hlgher knowledge of FP and 
adolescent heath prohlems 

- ~ncreased use of RH and other health 
SeNICe!i 

- increasl?d use of FP methods 



Reasons Adolescents 
Visited ARH Sites 
. Counseling 

Postabortion care 

Screening for 
pregnancy 

Medical check-ups 

STD treatment 

Indoor games 

Percentage of Adolescents 
Among Clients Seeking Services 



Participant Perspectives 

"NOW I have the seif-respec! to 
, just say 'no' to boys, and I know I 

Sarah leerayer a, Jinjnja Clisfiicl 

"The project heiped girls like 
Sarah to develop more self- 
esteem. In additton, unpiarned 
pregnancies have decllned n the 
loci3l schools. 

Flomnce, Sarah's motlier 

Training Alone is Not Sufficient 
Possible Solutions 

! Affordabilit~ilco~t - Subsidies 

on ARH 
ARH and income- 
generation linkages ! 

~p 

- prov~der behavlour 
after the prqect life 
and outslcle ARH sltes 

- adolescert attendance 
of RH se~lices after the 

-awareness of ARH 



Application of Lessons Learned - Strengthened cunlcuiuln 
In couoseiinq 
- Boy 2,' .eia!.oPi- 3 s  

- Pa,er!aco:esrc-t 
.e;atonir i s  

- peer uressdre *L 
- S.cS9-ce aS.se 

Trained peer educators - Added BCC component 
- St,a 9-1 Ta . b h  

More recreation 
to include gender 
sensitive games 
and outdoor actvltles - More responsive to 
provlder problems 
wth transfer of 

More intense distr!ci 
nvoivernent in site 



Expansion Project 
Challenges - Maintain~ng volunteer peer 

educators - is training enougb? 

Attracting girl adolescents - 
gender sensitive approaches? - Keeping costs and effort 
manageable - alternatives to 
labour-intensive follow-uplsupport 
and on-site training? 

Lessons Learned 
Develop joint BCCltrainingiservice 
delivery strategy . Include all stakeholders. inchding 
adolescents, in baseline, training 
prioritie!;, project design and 
service delivery . Pilot new approach before 
scaling up 

Use adolescent specialist for 
training and on-site TA 

Lessons Learned 
continued . Training must emphasize provider 

attitudes and adolescent client 
needs 

On-the-job support essential for 
transfer of trainiig and supporting 
adolescent services 

Pro\ ners nec:l ( ', 11 I, i .i 
caro r g  .,o ~VIIIC P d . 1 2  <.:eor< 
: d ~ ~ ~ ~ ~ " ~  an.. *-re:; , I S  I ra ,  
become more sophisticated 



Training Site Development - 
What are the Ingredients for Success? 

Anita Gibson 
(~:ounrn Kc~pi-~~.~t.iiciri\c. Sc.[>al 
lF1I'IEC;O Corpcjcition 
I ' O .  Box 80-5 ElJ(: -+-<I 
karlii~iancl~i. Sepal 
I1l3ont.: 9--l-ilt-313 

9--- 1-520-~l(~i') 
F.Ix: ')---I - i+ i+l5  

Kamlesh Giri 





Anita Gibson 
Kamle~h G8r1 

JHPIEGO-"lea1 

By the end of this session partjclpanis ivill be able to 

9 Dewrlbe factors cantribut8ng to an enabl~ng 
enviranmert for tralning 

S ldenflfy the s~gniflcant management issues in 
establishing and mantalning a training site 

3 D e ~ r ~ b e  the planning requred to design tranlng for 
paltlclpants with Concurrent WrrlCe Oellvep 
respons\bllit\es paitaulaily for emeigenci procedures 

O\.c.r.\.ir~c. of'P~.r.ser~trrtiori 

::Expectations of a training site 
a Review of the context in which train~ng 

site development takes place 
e Particular focus on the provider 

perspective 
I 

! 
o Question/Answer (20 mins) 
asumrnary (10 mins) 1 



I Expectaiions o f u  Training Site I 
::Participant Perspective? 
aclinic Supervisor sending a staff 

member to the site? 
c:~rainer Perspective? 
::Supervisor at the training site? 

- -- 
Nnfional progvanl considerations 



Tr.uirliri,q site corl.~itferziriom 

I 
- 

c Focal pemns' Trainers; 

0 Model Services Exist? 
8 Cost for tralnlng7 

1 Who manages the 
logistics (scheduling, 
rnaterlats, etc ) Budget, 
How, 

c Benefits to me? (prov~der 
perspective) 

c Benefit to the s~te? I 



Pevformnrrce Zrnp,~~ovei?~et?t 

::Seeks to understand the mvr~ad elements 

I that influence provider and'organizational 
~erformance and considers the ranae of - 
possible intewentioris to enhance service 
delivery 

8 Understanding providers better is key to  
this approach 

I Thinking About the Proviu'e~. 

::Systemic Issues 1 :: Links to ClientlCommunitV 

( h i n k i n g  A hozri' the Pro~ftler 
:: Personal Characterlst~cs 
:: Competence/Abilities 
:: Needs 
:: Control!Conven~ence/Comfort 
:: Rewards 
:: Medlcal Culture 
:: Proactlvlty/Empowerment 
::Systemic Issues 
:: L~nks to Cl~ent!Con~munlty 



::Performance improvement des~red 
performance must be established at the 
sewre  slte to be used for tralning 

::Transfer of Learning - role of trainlng 
slte including ongoing technical support 

.\lilr10g~r71errt q f ' f i . i r i r~ i~y  - PHBC 
:: Prioritv: to minimize I 

disruption to service 
provisaon 

:: Clinlcal Staff trained 
in the afternoons in 
small batches - 
COnseCutlve courses 

:: Needed to plan in 
con~unction ivith 
preparat~on of the 
duty roster 





9 Revle&v/DEBATE of - 
ev~dence-based 
practices 

involvement of 
doctors not directly 

I paitlclpatng in 
1 training/sen,tce 

~ r o v i s ~ o n  I 

::Stressed cadre-neutral approach, 
functional roles and responsibilities 
which meant sometimes nurses 
supervised physician trainers 

I 

1 a Links to Cl ienWCommun~~ 



':Risk Averseness 

- - 

Patan and Malevnih: Ho.vpita1.r. 
, ,  , 

i: On-the l o b  Tralnlng, A 
' .-' 

recognition by National e *d 
Health Training Celter, 
Family Health Divison 

s Costing Exercise tc 
nvoive management1 
Sr admin staff and to 
dispel rumors that 
servlces were resultng 
in financial deficits 

- 
Thinking Ahozrt the Pro13iu'ev 
::What do we know about providers 

themselves? 
::Providers are different, but have patterns 
::It's a rare provider who's look~ng for more 

work. 



:: Th~nk about your unlverse 
:: NO model services, no cllnlcal training 
:: Eyes on the Pr~ze Performance 

Improvement, Transfer of Learnlng 
:: What do we know about providers I themselves? 

:: Providers are different, but have patterns 
:: Its a rare provider who\ i w i n g  fct more irark 

:: Management, management, management 





Distance Learning: Lessons from the Field 

Nancy Kiplitger 
In.;tnlc~ic )n:ll I )c.;ig~i spcci;~li.il 
1nrr;lh PRl\II< 
I I C  S c l i o o l  ( ) t  \Ieciic.int. 
l-O(I) . l i r [ x ~ ~ t  R o : ~ d .  .Stlitc. 300 (115 =Sli)O 

C I ~ p c l  Ffill, SC 2-WC)-S 11 11 1 

I~IIOIIC: o i o - ~ w - i ~ - s o  
F-LIX: 919-9(12--1 -S 

1:-111:1il: k i~>l i~~gerEi~~r~- :~ l l .o rg  





Africa 
Best Practices in Training 8 leorn~ng 

Ol.t,,hcl'r)r; 

PRIME Training Insights 

Getting started with distance learning 

Planning and Communication 

. . \[.A< ,I CO~I: I~~;I~:L:! :  !,i ,t:pl,t~r~ ! < I  , I ~ ~ I I ~ I ~ I I \ I , ~ . I I ~ ~ I ~ ~ ,  r ~ . ~ c i : ~ r . .  :,:c;;::.:,, ,:. .:::\! 
. .  . . I 

~. .... \ .  l l l ! ~ .  I . l l l p . 1 . 1  . 1 r  c l l l 1 l r l l c . l ! l , l  I l l  I : ! l  < : - .  : 
? ,111 l o  ~1,. \ I I I I C I ~ . I ~ L  I <  I C I \ ~ I L . . I \  I,.LIC, ! I I , I I  111.l) . I ~ I , L , ,  . s z j L l  % I <  ~, '1, n:, . .! : - ~ t : :  . :, 8: 

< I ~ . l l l l l ~  \ \! tI l  l ! l ~ , l : l .  

1 Learner Support 
I 

i Instructors and Facilitators 
i I . 1 ,  , , I ,  1  , 1 :  r 1 1 1 1  8 1 . l  ~. ; ; - - r . ; i . ,  . , i . .  

I Monitoring and E\ aluation 

Africa 
k*T'%".~%rn, -* 



Find more on distance learning in PRIME'S publication call id Making It Happen: Using 
Distance Learning to Improve Reproductive Health Prc;.vider Performance. For more 
information, contact Nancy Kiplinger: nkiplinqert2@!&L?!i, or \visit PRIME'S website at 
www.prirne2.org. 

July 1999 

PRIME Training Insights 

1,earncr support for distance 1c;rming 

1.c.1mcr supporr i s  cl',licrl 1,) r h ~  s~ :cc i . ss  r j f  riisi:incc lcll-ninl 11~11:1~~~nl i ( lns.  L L  is a C.ITC~LIII! 
dcsiyncd :lnd m:~inr:~incil .;y\riln crc;~tcd spccific:illi i ,  n . l n ) ~ i  / I  111,. sep;iratir,n 1~ctn.c.i.n 
Instruerot 2nd 1carnm.r :i:,rl rri ciinncct 1c:rrnerh t c  lhc 1car011~ : , \jicrii.ncc. I.carncr support i s  lhc 
rcslxjnsil,iLit) ,>fal l  .lis:..r~ci c:irniny pn,gram sr:iff. I .c:irnc:- i 1'1x'r I~elpqfii'.? s tu~lcnts  an 

ncti,~c r i ~ l u  in Ic:lrnlny. I r  IiriL..: rhem 
xi111 instri~cti,rs, f>~cili~.,~r,rs, .,nil n?c~?ti,rc an<], n.l,c:n p , ~ i ~ i l ~ l ~ ~ .  i':irl! r~ lhcr  !carnil-s in tllc 
l>S< >g'"nl 



Find rnore inf~nnntion on di,tancc lc;ar~~ing in PK1\11;'2 I ? ~ i h l ~ c . ~ i j ~ ~ ~ l  i:~ll;~!. \laking 
It Happen: Csing Distance Learning to Imprc~\e Kcproducti\e t!calth Pruxider 
Performance. For mow ink~rni:ltion. coni;lci \;ini! K ~ p I i i l ~ c r .  
nktplinae~@intrah.orq 11r \ iri i  PRI I IE ' \  ni.h\irc ;I[ \ \ \ \ \ \  ~ ~ r i n 1 ~ 2 , ~ r ~ .  

Distance learning needs and resources 

. . . . . . . . . . . . . . . , , .. . . , . . L ,  . .. \\ t.,.!: i::, 8,:. i k , L  .,mi .k~!i\ .%r< r.kk,!t~,,- 
. . 

\ i :  ! ~ !  7 I .  Ct 8 .  : - . . ..:c -1 :: 
. . 
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. . , , .  
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A Responsive Training and Learning Approach to Improving 
Client-Provider ln tc rac t ion  and FP/RH Service Q1:11ity and Access  in Ghana 

PRIhl l l  snppor-rcd :I r,nc-!i.:,r in~riati\c in C;han:l tr, cli.rn,,n.l : - I I  , hclirlil-cctcd lcarning (5121.) 
appn,:ch ri ,  i rnplr , i - i r~~ cju:llitr- r i f  anil :icccsb t o  iiin~il,. l i l : inn~i l  .II . ICI icproducti\-i. l~i.alth sen-1cc5 
f<jr ad,,lrsccniu I,! impr, wini. tnidnix c;' client-pro\ ~c!cr inri 1 l i i l  In ( :PI)  sliills. 'l'hi cxpccted 
results i ~ f  this pnqcci ;ire 

i rnpmvcn~ents  in rnicl\viicu' (:Ill 1~nini.ledgi. :II:<I sl<illi . ex~dcncc  0 1  i~mpr<>\ c '1 %cr\ I<-c q~~:,Iity >1<1~1 :tccc!:s k i r  : t c l c >  :.,.CL:II!, - dijcimicnr:~t~on of  rllc pi>~ci,tial 01 rlic SDl.  apprrxicl, r c i  n cervicc training of rniilnivi.~ in 
(:PI 

B a c k g r o u n d  and A s s e s s m e n t  

Thc  S111. projccr, Ini~rirhcd in 1')')'i. n-:iq :i i,linr efii,t-t :xmz 717: i i - .  (,h:ina Registcrcd 1liduiri .s 
s i ~  \ 1 1 l  I 1 I S  I : I  ' i , l l ~ ' i -  I'r,>jccr. It grc\v frcjm ncccis 
idcntificd in ;c 10'): 1'1'; RI i asscsvncr>t r,f C;R.\I\ nicrnlxr i ~ i : \ v i i  cu c<,nducrcd I>! thc thrcc 
parrner agent-ies. Thc :iiiccsrncnt liighlightcd the nciici 

an  1:l'fRl I ur<I:itc - ~ n r t r .  , ~ i  1:: ~ ~ l r , l c ~ c e n r i ' a c c c s s  t i ,  icr \ i rcs  

irnp~-o\cd ci~unsclin,c and (.\'I sl\ills . t l~c  i ~ - ~ r o , l ~ ~ ! i < > n  :lnd :i1pplicari<m ( ~ f  i h c  
n;Il l ~ i ~  , : I  I \ct-1 icc politics, sranilar(ls and 
PI'"' "'1.. 

Process and L e a r n i n g  C o m p o n e n t s  

Thu project .,\.;~s l ac~ lch~ ,< i  inj,iiiu;it? 1')')hxi-itll a inc.cring ,,i . t . i l ~ ~ h ~ , l d c r s ,  xfter which GRA1. 
and PRI\II: dc~-eicipi\i nnti priiesrrci rhc six m~icll~li:\  i l , r  I I :  ~ t , u r s c .  'l'hc orientation for 
lcarncrs and f;~c~liralr,ss rr,ijli  placi in \i:irch. ' i h c  f i ~ : u . n ~ ~ ~ n l b  S1)1 ccxlrsc was conducrcrl \vith 
60 (;Khl;\ rncmbct- m i ~ l n i ~ i s  in thsc~. ti.gicmc of (;nan:, ili h l ) I ,  course cijnsisrs o f  sc\cr:ll 

Icarnin,~ ~ ~ ~ ~ i r i s t i < ~ n :  f<ir  :xplplicati<~n i j f  i ir\ \  il 11 , .  <:!I the job, aliing\virh self- 
mi,dulci . t r ~ c i ~ n , c n t s  to hclp pnrricii,.~nlb n ~ o l  rhcir own l a m i n g .  Lliclu-i\cs 

i - ~ n ~ p l c r c ~ l  the mi,dulci a1 rll-ir l . 8 , ,~ r . 8 , i  <:I- uorLplaccs o r c r  lhc course of 
:, \lX,:ltll. 

. - -- - - ~  - ~~~ ~. ~- ~~~ 
- ~~ -~ ~~ - - - -- - 

2. Pxircd lcarnin? i : , ~ch  l c i m i i  hacl :I parincl- n ill, ii l h i  nl .l,c rncr t~x>nrhly to practiri: new 
- 1 \ 1 l I ~  and diccuss the c,,nti.ni an<\ It.: r~liqiir I,roccsc. 

~ - -~ 

3. 17~~cilirx:~~rs Ir,  each rci,iijn, thcre ucri. t\%,.o f ~ r t l :  .uz,ri \vlio niaclc monthly \isits t o  
Icarnrr pxirs I < ,  rericu. :ln<I c,;irifl, it 111/(1:.mati,j11, offer assislance in 
p r o l ~ l c n ~  solving, ; ~ n d  r,x><icI ~ lcs i sc~ l  c, > t  tnsc.ling skills ;xnd hcIiax-ir,r. ;I 
<;1t\I. \ /PRI\II:  ream :i\siilt:d I I I C  i~ i I11 .tors w i ~ h  thcir tirst prcr  rc~ic\x- 
YISit. 

~ -- ~- ~~ ~~. ~-~ ~~ -~ ~ 
~ ~~ ~~ - ~- - -~ -~ - 

4. Prcr revie\i- I >irk> rnont l~,  p;11-ticipants q~tl~ciccl ,{~f,i~ng the rcgulzr (;R,\lA zn~~nth l? .  
I,uxinrss n~cciingu I < ,  p r r r e i s  ne\\ III' irri:liii,n and pracricc ncu sl<ills. 
' I I W S C  githcrings i , i f c t -~d  I ~ p p o r ~ ~ ~ i l t  I;ir peer? to s1~~tl-c ideas, sh:ipe 
c , ~ h  othcr's hcli:i\ i r ~ r  and p - ~ n  ILIL  : .I i~-iotlal s,>ci:il support for 1ca1-ning. 

~- - -~ ~- ~- ~.~ ~ ~ - ~~ 
~ - -- -~ - ~ - -  - 

Africa BniPrmmmTm,a~~6 tan@ 



Findings 

- Africa 
k - . , w ' ~  





Session Objectives 

List the challenges DL can 
overcome 

Descr~be an effective process for 
developing DL that works 

Descr uc ma3. F! e r e n r s  3' 
s..::esi'.. D- ?-CS~I'TS 

improve future programs 

Discussion Questions 

When is DL appraprlate? 
How I S  DL different from trad~tional 
group-based instruction? - is DL approprtaie f 3 r  all learners? 
LVhat rnahes DL succeed7 
Ca? skills be acqu'red '~ ia DL7 
What types oi  skills? 
Wnat challenges rnigbt I encounter 

develop8ng and lrnplementing 



r Performance Improvement Framework 

I GET AND MUNTAIN STIKEHOLDLR AGREEMENT 1 
CONSIDER 
I I S T W C l O N  
rnWEXT 

"dm 

Oar& 

Stntegii 

CUINN 

Oicnf.Dd 
e m v n m  
R W m s  MONITOR AND EVILUATL PERFORMANCE 

Instructional Design Framework 

"Derign Develop lmlllement Evaluate 



Distance Learning is a 
learning approach ... 

where learners and trainers 
are not together in a classroom for 
most of the training time and 

that presents content in a pre- 
produced instructional package 

Features of Distance 
Learning 
Learners 

take iespons\b: : for 11? r o*- 
earnng earn -g 1 5  act1.e 3 ° C  
lnraivei self assessmer: 

- learn a;o?e 01 - S-ai: groups win 
less frequent he12 trow .Istruc!ci 
lout wltn strcqg suaport sisteml 

- learn from a r a i e l j  of ap2roaches 
- leain at their o * ~  pace 
In their a:in trne 

Instructors 
- 2 a l  focus -0:e on lo \dua i  learners 

x .  ..:!c~. - can  ace : ler ~a6cpat  on - 
Distance Learning is 
appropriate when: 
there is a need to reduce 
time away from the job 

more flexibility for learnei 
and or instructoi is des\red 

some participants live in 
distant or rural aieas with 
poor transportation systems 

it is important to reduce the 
costs of delivering tra~ning 
to large numbers of people 



Distance Learning 
Works! 
Sound application of learning 
theory and instructional 
design principles and 

- blended learning approaches . a variety of media - special attention to learner 
support 

GRMA DL Project 

Tne s.r4ar o r  
Crlr  c n ( j . , i  n 
rnp eoic-iial( I 

Tnc so ..I on 

€ \ a # .  '.]tin 
O D ~ L I  .es 

Arn e .  erienrs 

Lessw 3 
learnel: cdnf r i i . r r :  

Ghana Project: Situation 

. Needs assessment results: 

- FPIRH update 
Improved counseling and CPI 
- lncteasing adolescents' access 
- Introduction of national servlce 

. Private midwives need to stay at 

Only 18 months for implementation 



Implementation 
Challenges 
Transportation 

Communication 

Pilot program for 60 midwives in 

5-month course combining multiple 
learning approaches for knowledge 
and skills acquisition- 
- prlnt modules (practical exerases 

and self-assessmenlsl 
- paired Iearnbng 
- facilitator v~s~ts 16. or 2 per reg~on) 
monthly group -peer rev~ew' rneet~ngs 

Learner Support System I 
learning materials specially 
deslgned to guide learners through 
the iearn~ng Intervention 

opportunities for feedback and 
problem solving from fac~lltators 
and learning peers I - administrative support such as 
work time for study and practice. 
and tools and equipment 



Paired Peer Learning 

Learner Support 

Activities 

.,, er; L,,,,~ ,,,i,,>, i "~7 ,  oouk7;! : 
r,c,,,it,a- .,,,","", i,v,;!r Lil#mrr'lir>r 
d;,%l,o~,r notilie 

e,ine;;,ivmrd prev6js Giule a x  - 
e.c mtrodu, ed fa Annleareiri RHan6 IEC 

"r*dnc.-9,P ppcrrolicv,~,e~.lny 
-~ ~ -- -~ - ~-., ,,,, *,, ,,:" p w c  ""\ 0" inodLi8r and 

;,. A,i.,";cnn,r at p w r  n*rw I 

,.:iirea rrrvolr ncoller arri>eri 
. ,I  I; O n i , d , r g  S T 0  ermd IIIVAIDS 

.?>e*,:d P,s.Clrig S r n . " d  

, Post- 
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Evaluation Objective I 
Assess implementation and 
achievements: 

Can distance learning improve 
CPI? I 

Achievements in Brief 

- 97?0 completed 5-monlh program 

Improved knowledge and CPI 
counseling skills 

Improved interact~ons ivilh 

Many altered physical environ- 
mentservices to Improve privacy 

More v~sibllity in cornmun~ttes 

Increased professional 
collaboration lnlerest n learning 

lgn~ficantly more learners 

ensured private and camfcnabe 
counsel~ng envtronmeil:. confiden!~al!!y 

Used npcharis models or samples in 
expla~ning medical information to cienls 

- discussed sexualit! w!h acolescerl 

- explalned contraceptive useiuiness lo 

. discussea STDs HIV AIDS 



Distance learning can be effective for 
improving the performance of RHIFP 
service providers 

An effective learner support system is 

Facilitators must be adequately 
prepared and compensated 

Session Objectives 

List the challenges DL can 

Describe an effective process for - 
developing DL that works - Describe major elements of - 
successful DL programs 

List areas needing special 
attention during evaluat~on and 
describe how evaluation can 



Ensuring the Effectiveness of Training 
by Using a 

Performance Improvement Approach 

Wallace Hannum Pauline Muhuhu 





Perfcnnanae Systems; 







Performance 



( m m d  Support) 

*))b make sure the 
factors are in place? 

PI is Really about ... 







nagement system from traini 



In South Africa 

Wm EQUITYpolecl suppat rupe~sas 
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Evaluation of Impact of Cascade Training 
Approach on Family Planning Services and 

Infection Prevention Practices 

Cathy Toroitich-Rut0 
5enio1- I'l-c)gr,irnrne Ctx)rclinat( )i' 
In.\titute for F.lniil\- HKilrii 
kirnil\- H e ~ l r h  1nrtlsn:ition;il 
.ltiica Kegioi~:il Office. 
7 1 1 ~  Chancen-, lncl F1cx)r. \lillt.! Koarl 
P.O. Ik)s .3W3i t X X i 3  
\.luohi. Kene  
l'hl~ne: lit-2-2-1391? 
EIS: 25+-2-2-2(113( 1 
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Evaluation of Impact of 
Cascade Training Approach on 
Family Planning Services and 
Infection Prevention Practices 

Pese-!e: 2) 

Calh; Toio#lic*~Xill? P-D 
Famiy Heailn lnleina! opal 

N a r 3 b  Kerla 

lb. .. "- .., -- 

Training Innovations 

I Competency-based training des~gned to ensure 
that k e y  s k i s  or -com2e!e~cie< are lrarsferred 

I On-the-job training: prortded or, slle lo present or 
renforce sk~l ls rrithrn specific conlexls 

Group-based training: focuses on raeilfic cadres of 
ivohers to ensure :midination anc c m ~ ! e ~ e n l a n ' j  

Training Innovations 

I Whole-site training: :l;o;es sorke.5 a: s;ecic i f e  
so their iqleide3endent 5 < . 5  are '4. i ireir!sac a": 
used 

I Problem-based learning: dses case slides sr alrer 
approaches ernphas~rina IPe use c i  s% s '0 accreis 
s p e c k  piobens 

I Cascade training: Lets 6v.C out Tire ah%: !' 

- 
It" ~~.~~ 



Cascade Training Approach 

Multilevelimulti-tier method for bullding the 
competence of health program personnel in I 

I selected skills 

lnexperlenced trainers 

A step-down group-based training 

I - Slans n in lcn c i?cn  'ra ncrs arn 2.. c5 cnya:.', 
f c r  more Ira ners ana arg. . r .  :cr$ 9 scr, c =  

I providers 

Cascade Approach: Characteristics 

Appropriate for large programs and multi-level 
service providers programs 

Used where rapid capacity bullding and transfer of 
knowledge, skiils and antudes is requred 

Requires systematic, extensive planning and 
monitoring 

Requires management commtment 
~ ~ ~ ~ ~ ~~ 
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An Evaluation of 
Cascade FP 

Training In Kenya 

Pijiijb] 
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- 
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Collaborative Effort 

FHI 

JHPIEGO 

* Population Council 

Funded by USAID 

@ 
P 
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Kenya's FPlRH Overview 

78% of service providers (SP) had basic 
trainlng 

26% of SP had recent in-service course 

RH intentions of clients were obta~ned in 
only 47% of cases observed or repofled 

<,..a . $ ~ >  ,- 
.- 
&I= --.-- 
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Research Objective 

To assess knowledge attitudes and 
practices of service provtders after 
Training-of-Trainers courses (TOTS) 

r 
Ib, 2.: -- -- 



T 0 T 

Orientation Package (OP) . Training Manuai (TM) 

Support Supervision (SS) . I-day visit by supervisor 
Decentralised training system 

Decentralised training centers (DTC) - Developed several years 
Regional model emulated by other countries 

a-., ,",,*~*,,.-,*,,-,,~ 

Decentralised Training System 

Trainers are skilled in: 
Training methodology - Counseling training 

Infection prevention training 
Contraceptive technoiogy updates 

On the job training . Clinical skills 

~~~- ~ 
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Kenya's Cascade Training Rollout 
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Research Design 
Before training (Basel~ne) 

I-\ a,=.? -- -- 

Research Questions 

Do knowledge and behav~or of tralned 
prov~ders change after d~sserninatlon 
training? 

Do knowledge and behavior of co-workers of 
trained providers change after dissem~nat~on 
training? 

I ~- ,&; -. .~. --,-- 

Research Questions (cont.) 

Do knowledge and behav~or change more 
in 'Onenlation Package clinlcs7 

Among -Orientation Package- clhnics do 
knowledge and behavlor change more In 
'Support Supervlslon clinics? 

- 
fk .- -- -- 



Data Collection 

Clientslproviders were interviewed in 72 sites: 

Baseline data collection - September 1999 
Follow-up data collection 

July 2000 

~ ~ ~~ ~ -~ ~~ -~ ~~ ~ 
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Scores 

Knowledge I Attitude Score 

Good Practices Score 

-~ - 
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What Are the Key Findings? 



SP Exposure to Updated Guidelines 

I Providers Who Knew the 
3 Conditions of LAM 

Providers Who Knew IUDs 
Are Effective for 10 Years 
- --  

l W  



Providers Who Had Heard of 
Emergency Contraception 

Providers Who Think Vaseline 
Is a Good Condom Lubricant 

40 , 16 

-- 

-- 

How Many New Clients Were Denied 
Services Due to Menstruation? 

20 , 111 

I5 11 -- ,7 - ,:"*. E 10 k.:'": 
& . ,. ; 

::;a; 
p.:: 2 
1.' 

O ~~ 

Baseline Control TM TM*SE 
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\ 
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Clients Advised to Use Condoms 
in Addition to Regular Method 

Policy Implications 

More intensive training provides greater 
impact in terms of provider's KAP 

Information passed through from one 
service provider to another, can be 
effective in some circumstances 

Conclusions r-----I . KAP ~mproved 

Improvement susta~ned . 'Cascade- worked 

More reinforcement -b better outcomes 

One of the first conclusive evidence that 
guidelines work 



An Assessment of 
the Impact of 

Infection Prevention (IP) 
Training in Tanzania 

- - - - 

a= -...*-* 

Evaluation Background 

1994195: Needs assessment reveals 
lack of proper IP procedures 

1995: IP reglonal training 
in 6 countries 

1996: Second, slmiiar. tralning in 
quality of care (OOCI 

1997: National level OOCIIP tranlng 

1999: This fallowup evaluation of the 
QOCIIP tra~ning in Tanrana projects 
-- - ~ -- --- - 
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Cascade Training Approach 

Regonel course 3 ~ 4  per country 



Infection Prevention in Tanzania 
A nalneC xou.deri at regtonat eve, rainec 
3a 3rorrOeri a, r.,io"ai ,ere! M a  t.a,neb 
65 at rensce celvew mints - - 
Eraluala, a! 14 c insa  run by 5 PI r@r - . Oqanustrr  of Tamana T d e  Unlorr - - - - 

-C.. .- 
a Tamanla Occuna!onai near  Sew:cer . 

unlverrvy of Dar+s.Sabarn - - - - 
seuent'.-Day ~ d v e n c s t  Church neant. Sencer . - . ShNnka a Uchum ia WanawXe 1arian.a 

( Content of lP Training I 
Decontam~natton 
Cleanlng of instruments 
Aseps~s and hand washlng 
Hlgh-level d,slnfection 
Stertltzat~on by chemlcal 

autoclav~nglsteam and dry heat methods 
Use of barnen 
Waste dlsposal 
Handirng of speclrnens 

r- 
tb, =z -- -- 

Service Delivery Points Profile 

T y p  11  cltnics 2 nea th  centers i nospptal 

L w t i o n :  6440 are Urban ofhem are pen-uman 

Services: 1 W %  offer FP sewlws 
93<5 offer under 1 yi. under 5 and anlenafa a r e  
50% OAer postnalat care 
93% pramde Iamialq on,eer.ces 
14% hare denlal clma 

FP client Ranged horn 1C to 35 FP UientsJai 
load: Mean ol 15 dlen!sda, 

71% of ci ln#a had >!O ciienlsday - 
'tb,:xz --.-- 



Study Methodology 
3 evaluators 
TA from Principal lnvestlgator Afrtca Reglonal Offlce 
3 part study instrument 

Obsewatlon 
intew~ews 1 
Questlonnares 

Sample sze . Level I tralnees - 28 
* Level ll tralnees -10 

- - - h# 
' a -  " me 

Summary of Findings 

~~~ ~. ~ -~~ 
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Training Accomplishments 

86% level I trainees received assistance from thelr 
management 

29% level I trainees conducted a formal IP course 

86% level I trainees provided on-the-job tranlng 
(OJT) to colleagues at work 

Few level II trainees oriented the~r communty- 
based distributors in IP procedures 

~ ~ 
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IP Procedures Done up to Standard 

/ Facilities with Supplies for IP I 

I Spillover Effects of IP Training ( 
1 Some trainees I 

Initlaled use of personal towels 

Improved IP procedures ir treatment and nlection rmms 

Made sure outstanding water and electnoty bills Here pad 

Saw the repair of rinks. taps. ard bucrets 

InVoduDed proper waste disposal syslemr lmpravised 
lnclneratorr. insbtuted use a! heavy duty gjoies 

Establlshed quality inlprovement comrn,nees at 
organizat#onal and service eelvery levels 



IP plans 

Trainees plan to: 

Monitor clinic to ensure IP procedures are 
followed properly 

Lobby for management support for IP measures 

Improve the existing waste disposal system 

Develop and disseminate clear written 
guidelines for proper steps in IP 

~ -- ~~~~ -- ~~.~ ~ ~ 
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Problems Faced by the Clinics 

The supply of bleach was irregular and inadequate 
General renovation required n some clinics 
A few ciinlcs were in urgent need of surQlCal instruments 

Some clinics need to improve their waste disposal 
systems 
There are sill many selvce providers who have not 
received IP training (formally or OJT) 

The management of a few of the clinlcs does not 
recognize the mpollance of supportng IP 

- -~ -- ~~ ~ 
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Conclusions: Is it Working? 

All participants were motivated to use IP measures 

Most clinics had started collmittees to assst In IP 
implementation 

Use of bleach for decontam~nat~on s now common In 
93% of clinics 
Appropriate waste disposal systems have been 
instituted 
86% clinics are practicing proper hand washing and 
use of indvidual towels 

~ ~ 
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What are the 
Advantages and 

Limitations of 
Cascade Training? 

- 
I bL- -- -- 

- 

Advantages: Cascade Approach 

Has a rapld mulllplier effect 

Transfers knowledge sk8Ils and anltudes iap'dly 

Yields many tra ners vlithln a ieasonabie tme penod 

1s PanfcuIarly usehi1 in human rewuice scarce slluallons 

Reaches qu~ckk ,?to geograpnlcal areas Ira ners cannot 
access early 

Helps standardize regional and natlonal (eve' courses by 
usng same trainers and lralnlng matenals 

Bulds n implementat~on plans far can ti nu in^ lralning at lwer  
levels 

fk ..r ---- 

Limitations: Cascade Approach 

Requires d8stnbutlon of large quantllles of watenals 

Involves lntenslve planning and rnonllonog 

Calls for a lot of equlpmenl suppiies at sewice dellvery 
pOln15 in a shori trme 

The ~mrnedtale build up of capacq creales an urgent 
need for resources la implement bahning 

A1 lower levels may present a quality contra piobierr 
w~th the danger of &%alered d a ~ n  trarsfer of knowledge 
skis and anltudes 

r 
b..z . 



1 What have we learnt? 1 

Lessons Learned 

= The service delivery situation on the ground has a direct 
bearing an the utility of the cascade course content and 
must be considered in developing materials 

I . Lack of resources to implement local and national 
training may slow the cascade to a trickle and prevent 
the multiplier effect from taking piace 1 
W~thout management support the cascade wlii be 
stopped ~n its tracks 

How Can You Make the Cascade 
Approach Work for You? 

. Need for specific skillsiknowledge . Careful planning . Management commitment . Curriculumlmater~als development . Training in training skills 
Supelviston and monitoring . Evaluation and feedback 

m Capacity to meet the demands for resources to 
impiement the new skllls 

~ ~~ -~ ~~~ - - ~~ 
- ~ ~ 
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In memory of a dear friend and 
colleague, Dr. Ezra Teri 

,- 
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Designing Counseling Training 
that Works 

Gail Rae 
5 Ianager 
I'rofessional Del-elopment 
I'opulation Le:~cle~ship Progl:im 
529 I t t"  St.. h7.Y Suite 10.40 
\\.:ishington. DC 2 o t i  
Phone: 102-661-8021 
Fax: 202-661-8029 
E-mail: grae@popldr.org 





Session Plan 
'4 
)r . Innoduction: Hhat are the challenges to 

improx Ing how providers treat clients? 3 Counseling cmvnt  c m , a l  IO excellent family 
planning counseling tralnlng '4 . Training methods and exercises 

)r 
Sharins your questions and experience 

* ' 

4 
& Great counseling trainers pay 

attention to providers': 
m a b o u t  themwl\es (wlf-cNtzar). =If- 
auareneril. !heir cllcnls (ernpath! I and rk wnicc tk) ' probrde 

)* . -about rhetr clirntr. ihc hclplng process, and 
and the wntccs the? pro$ide '4 - Beha\ion ihai are efectns uvh cl~entr 

)r - w t m t  mflucmer iounwimq 

' 



Key Counseling Skills 

. Establishing rapporr 

b& . Exchanging infamation 

& Decision making or probIe111 solving 3 . Next st'" 

3 
v 

@ a & Helping Providers Become More 
b@ Effective a b . Uncover personal valuer that help or hun 

interaction 3 Increase knowledge (sexuality, FPIRH methods, 
common client concerns. referral resources) 3 :.. Increase positivc behaviors and target voblem 
behaviors 3 

v 

@ a 
I* Training Methods that Help 

Quality standards in curricula dcslgn . Mlcro-skills training . Modeling good c,,unseling . Supcw~scd practice 3 . Peerreview . Self-assessment b6 . Positive reinforcement . Use multiple learning approaches 

I* . Foster strong learner support sy.tu~n 

v 



Whole-site Training for Sustained Results: 
Egypt and Tanzania Experiences 

Grace Engesia Wambwa 
I'roCpm 3Ianager 
ISngencierHtlaltl~. Ken? 
ABC Place. \S:,ti!-aki \Sh!- 
Sairobi. Kenya 
Phone: 2 5 4 - 2 4 - 9 2 2  
Fax: 254-2441--4 
E-mail: gn-ami~n-a@engentlerI~r~ld~.org 





Whole-site Training 
for Sustained Results: 

E g p t  and Tanzania Experiences 

Grort Engrr i~  Hkmbrw, 
Program .Sf.,clgrr 

Training in 4hiio B..rr r.y 

LNCINDfR1 LA;T + L~lsor : .~  L e ~ n ~ ~ J o n J  Fz~mrr Dlri.fiom 
%mh,o \lo, ': .,,mi 

Session Objectives 

By the endof the sersronpIhIhciprmrs will tw able to: 

. Describe the elements & the process of the 
Whole-site Training approach (WST) 

- Explain the benefits of the WST approach 
compared to centralized training 

Develop a plan to apply the WST approach in a 
specific context 

..,.- 
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Quality Improvement Principles 

Customer focus - Staff involvement and ownership 
Focus on processes and systems 

. Cost-consciousness and cfticiency . Ongoing quality improve~ncnt - Continuous learning, development and 

capacity building 

,<.,:,, 

When Training is the Answer: The 
Whole-site Training Approach 

An approach to training that . Meets the learning needs of all staff at a 
service delivery site 

Views a service delivery site as a system 
and treats staff as members of the team that 
makes the system work 

Makes training more cost efticient 

."'""" 

Whole-site Training Approach 

Types of Training Locations of Training 

. service o"entatio,,s . On-the-job training 

. ~ ~ ~ ~ l ~ d ~ ~  updates ' On-site training 

Skills training Regional or central 
training 

, 



Whole-site Training:The Six Elements 

Linking the supemisory and mining systems 

Assessing site training needs and planning to 
meet them 

Focusins on teams, not only individuals 

Tailorinz the level of Waking to the ncedr of 
ditferent employees 

. Expanding the locales where training occur 

. Buildmg sustainable capacity 

. ,. 1 

Changing the Role of the Supervisor 

Help identrh mining needs 

Act as catalysts for change 

Serve as trainer or identif) appropnatc. resources 

Help sites access training resources 

Help sites plan mining 

Routine follow-up ofminees 

Monitor mining and results 

. . ..~ 

Assessing Site Training Needs 
and Meeting Needs I 

Site smff and supenisom identify gaps in 
Qualiry of Care (use of COPE" or other 
needs assessment) 

On- and off-site supervisors help identify 
skills and other learning needs during 
supervisory visits 

Site staff participate in planning and 
organizing training, orientations, and 
updates 

,..-. 

I . ( 



Building Sustainable Capacity 
Supervisors routinely facilitate all aspects of 
training 

- Training follow-up bmomes routine 

. Many staff involved in training 

Sharing of knowledge and expertase encouraged 

Problem solving becomes part of performance 
improvement mindset 

. Lessens the impact of stafftunover 

, >,.?, 

Assuring Quality of Training: 
Applying the WST Approach 

. Well-trained supervisors - effective monitoring of 
training and post-training performance - Access to specialized training resources, when 
needed 

. Adequate training handbooks and evaluation tools 

. Type oftraining and training localion are 
appropriate to training need 

. Establishment o f  site libraries 

,",-." 

lnreach bg- 

A strategy for informing clients and 2%- 
staffwithin a facility about other 
services available, and referring clients 
to services in other facilities according 
to the clients' needs 

The purpose is lo reduce misred opporlunities for 
providing services to clients and establish linkages ' 

and referuls behveen the facilip's deparnenrr 

,~u-v,, 
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Tanzania Experience 
1992 - 2002 

". 
4 

National Study in 1993 on the Quality of 
Reproductive Health Services: Results 

Poor quality o/sen:ices calrsed b: 
Shortlge of trained proriden 

Centralized training oot meertng s~tes' taming 
needs 

Lack of teamwork 

. L a ~ k  of rfaRoumenhip of quail? of smwtcer 
and of the quality improvement process 

Sr& UI ~ o d w n r l b y  MOH, L;KI Ti,  end End,dmHd~k 

., 
National Study in 1993 on the Quality of 
Reproductive Health Services: 
Recommendations 

Train managers and supervisors in 
facilitative approach to supervision 

Build services based on quality 
improvement principles 

L i i  the supervisory and training systems 

.. ..-. 



Implementing the Whole-site 
Training Approach in Tanzania 

1994 -The training plan 

- 1995 -Training forsupervisr,rs and managen in 
facilitative supervision and QI - 1995 - Whole-site training approach introduced to 
service providers and supervisors 

1995 - On-The-Job Trainins (iu~des developed 
(MVA Technique, Infection prcr ention, 
Counseling, PA FP 

,-,-,, 

- 
National Outcomes: Staff Trained 

Period Centralized WST: WST:  w": 
of Time Skills Knowledge Onentahons 

1992- 271 
1994 

1997 

1998- 621 448 407 1.409 
2000 -I--- . t 
2001- 47 i 3 9 8  ,548 
2002 

.,," ,.,, 

Expanding Training Opportunities 
at Maswa District Hospital 

180 
Clmie., SXil,, (CS, 

,a 
8 CS Lpdale 

120 

100 
(S&" Ski,* 

a 
U) 

10 1 .Orirl.bon. 
i 

-- d 

I2 ma0,L. 

,-*. 



Improved Quality of Services at 
Maswa District Hospital 

QustiIy o f c a r e  a1 a Site (1996 - 1998) 

,. . ", . . ,~,. 

.. .... ... , 

., ,, 

Applying the Whole-site Training 
Approach to Pilot PAC Services 

1997 - PAC Pilot project: Dodoma Regjonal 
Hospital. Morogoro Regional Hospttal. and 
Kibaha Hospital 

Improve qualify and access to reproductive health 
services. including FP, by establishing 
comprehensive PAC sen-ices 

Strengthen linkages among other reproductive 
health senices in t h e  hospitals 

> .,.- 

I Applying the Whole-site Training 
Approaeh to Pilot PAC Semces (2) 

- Site staff aad supervisors identified gaps in 
quality of care (COPEe and other 
assessolent tools) 

Internal and external supenrisors together 
with staff identilied site mining needs 
(monitoring, supervisory visits,~use of 
assessment took) 

I . Staff juuticipbl in platinkg and 
organizing training events 



Staff Trained in: 

. Infection prevention 
Counseling in FP . Narplant insertion and removal - PA IUD insertion 
MVA . Facilitative Supervision 
COPE (Morogaro & Kibaha liospitais) . Cost Analysis Tool . The Quality Measurinr Tool 

",, , 

- 
Cascade Training 

- Selected staff from Morogoro and Kibaha 
hospitals attended centralized trainings in 
Kenya 
Those staff trained the Dodoma staff 

. TOT to improve quality of on-site trainings 

- On-site training activities: service 
orientations, knowledge updates, & skills 
training 

,,<.,", 

Pilot PAC Project Outcomes 

. Improved management of PAC 
services as a result of FS and WST 
courses and orientations for supervisors 

Larger number of staff introduced to 
the concept of PAC 

Staff rotation was reorganized - the 
services are available 24 hours a day 

. Provision of supplies improved 

...u".,b 



Applying the WST Approach: 
Lessons Learned 

Orienlation of superviron to ihc WST 
approach and trainmg in facilriative 
approach to supenision are crucial 

Staff invol\,cment in training ne& 
asrersmmt and plannlng and implementing 
solut~onr creates a teamwork and o\%nenh~p 

Linking the supenirorv and training systems 
builds in sustainability 

. . 

$ 

Applying the WST Approach: 
Lessons Learned (2) 

Pilot PAC Project Outcomes (2) 

UMATl staff conduct supervisory 
visits more frequently providing better 
suppon to the staff 

- Record keeping had improved 

inreach activities resulted in common 
understanding and establishment of a 
referral system and linkages to other 
RH s e n  ices 

. .. 

S u ~ l s m r  suppoR monitor, and evaluate 
mtnees' performance when those apply 
knowledge and rkrlls acqlurcd 

I Supervisas suppon lmowledge and skills wasfn 
and m e n t o ~ g  and monitor quality oCcamde I trainings 

lnlplcmeal8ng the WST Appmach h o g s  cbsngcr 
In wganuar~onal muchrrc and culture maknng ihe 
01 pmccss m n a b l e  



Egypt: The Safe Reproductive Health 
Program Experience 

Safe Reproductive Health Program 

A hospital-based service model designed 
to increase family planning and other 
reproductive health service options, 
access, and use. Focused on the particular 
needs of women with medical reasons to 

prevent pregnancy and on the missed 
opportunities to serve women in the 
perinatal period 

r'."~, 

Program Characteristics I 
I Whole-site Training approach to 

programming, systems, and training 

Holistic programming approach 
Inreach 

Offering more options at Inore service 
points 

. Designed to be sustainable 



Program Elements 

- Service standards and training curricula 
Client screening and referral system 
Counseling 

Improved infection prevention - Ponpamun and interval FP and Nbal llgalion 
services including PPIUD and PhBlUD 
Clrent record and information SyPlRn 

Quality improvement fmls 
Business plans m achieve sustainable sewses 

... 

Using the Whole-site Training Approach 

hogram orientation for all levels of staff hom all 
depamnents 
lnfwtim prevention mining 
C o w l o r  naining for Etaff fmm multiple senke 
points 
Clinical skills updates for PPlljD insertion and 
ML service teams 
COPE 

Training in mord keeping and information system 

...* 

Follow up Activities 

Routine on-site monitoring by internal 
supervisors and project monitors 

Periodic site vtsits by managing CA 

Transfer of knowledge and skills to new 
staff 

,-..=. 



Outcomes 

Common understanding of critical issues 

Program identity "owned" by staff 

Broader range of services offered mutinel) 

Counseling established 

. Infection prevention strengthened and expanded 

- Extensive team of pro\,iders with service and 
training capacity established for sustainable 
program 

,..<., 

Whole-site Training Approach: 
Results 

Common understanding of critical issues 
and roles at different levels . Strengthened team work and systems 

Improved organizational effectiveness - Sustained change in organirational culture 
and practice 

Ou-going knowledge and skills transfer for 
sustained capacity and results 

%,-, 

Lessons Learned 
The Whole-site T~aining Approach - Fosters a supportive environment for 

applying new skills and creates institutional 
ownership 

. Strengthens service teams 

Permits practical applicatio:~ and adaptation 
of learning to real work setting 

Stimulates transfer of leaming for wider, 
on-going application of new skills 

,..*. 



Lessons Learned (2) 

Orientation for administrative and 
management staff is as important as lraining 
the sen ice team to ensure suppon for ne\r 
services or practices 

. Training alone rarely changes anilude and 
practices: it must be backed by leadership. 
clear performance expectations and 
sustained suppon through facilitative 
supenision 

, . .. 

Challenges 

- Distractions ofjob responsibiiitier 

Emwing skilled supenisus arc available to 
monitor and folio\\-up 

+ Motivating staff to mentor collsagues to transfer 
knowledge and rkllls 

. Ensuring quallN of lraining as o is decenmlized 

. Coordinating differins donor-rupponed tratning 
approaches 

I * 
) "",. 

- -- 

Additional Benefits of 
Whole-site Training 

Demystifies mining . Everyone is involved 

. Encourages mentoring 

Foundation for sustainability 

Long-term benefits - change in 
organizational culture 





Training Clinical Decision-makers: 
Nurses and Cervical Cancer Prevention 

Sylvia Deganus 
I'roject Lfanager 
Cen-ical Cancer Pre\.ention Progrim 
(CECAP) 
JHPIEGO Corporation 
Ghana. Accra 
Phone: 233-0-21-iW--13 
Fax: 233-0-21-510-098 
E-nlail: sdeganus@j-ahtm.com 

sdeganus@jhpiego.org.sl~ 





I C- C a m  P ~ r r n b m  RoOnm ICECAP) 
JHP1E-M. I 

. ~ e w n t e  mummedia am ma-nent a- 
& to ,,am n"- in c(mzai decirorrmak ng and 

. R-niie m e  o, mc miieoger 1- d e n  mining 
nu- in d,"lUi -no" ma,,ng 

What is Cervical Cancer 

. Malignant, uncontrolied gmwth of cewlcal 

. Caused by? Human Papolloma Vlms (HPVI 

. arapnz3vammpscramnam . c.xop"r rmmr m, II s5-h d rn 

Long bat- yn may- 



Magnitude of the Problem 

. 400.000 new cases worldwide each year . At leas1 200.000 women dfe of cewical 
cancer each year, in the prime of their iives 

80% of new cases and deaths occur in 
developing countries 

The third most common cancer woddwide 
Disproportionate burden on poor women 

. ~ernber ofi i~~,ance for cew,ca~ cancer Preventtan (ACCP) 

. Funding fmm Bl i  8 Melnda Gates Foundation 

. Assess new testmg and ,reatment appmac,>e3 & 
lechnaog,es for cewiw cancer preventla" in 10%" 

r e r o u e  relfmgr . Improve dei,"erj of preven,,ve sew,cer 
. Encourage cammun,ty nvo,vemeni . Advocate for "Creased globs, awareness at ceW,caI 

Assess Safety. Acceptability. Feasibility and 

program Effort of Single Vlsit Approach to 
CeWiCal Cancer prevention 

VIA screening linked to cryotheiapy treatment . Nurse-midwife Service Providers 

ObGyn Clinical Supelvisors 
Urban and rural sites 

Cancer Management at tertiary center 



- 

What Is V lh? 

. I\CPtL - e*rd"CeS aM -- 3 w-nce-I Esm ir 
BFCpl b i  ilirq ' a  **em rue ,acetanre :haw 

Ongoing evaluatan of statr sewce 
delivery model in urban and rural areas 

Total screened 8044 
VIA + rate 7 12% (hgher in urban1 

Tomi cryomerapy 424 
lmmedlate ir 32.74% (hlgner in urban1 
No m a p  mrnpltcat~onr post-crmthetapy 
High sat\sfaclrm among dlevts 

3 cancers diagnosed and treated 



. Tnined nurses will achieve: 
Procedural competence in VIA and Ciyotheapy . canfldence n makin0 dln8caI ludgmentn 

Novel Tra~ning Methodolog~es 

. Independent clinrcal Co-assessment . Vldea revlew olclinlcal practrce . Digital image review with CD-ROM 

. Compare VIA decision of Provider and Clinical 

. Performed independentiy 

. Measure agreement . Expect 80% agreement . If c8O% agreement, then retrain 



Co-Assessment Results 

Number of women tested N = 123 
. Percent agreement = 97-0 

Kappa=093  

(1 

ri" 
,*. . Video Rev~ew 

CD-ROM 

DEMONSTRATION OF CD ROM HERE 



Conclusion 

Nurses can be tralned to 
. Procedural competence in cervical cancer 

. Conf~dence in making clin~cal judgments 



Use of Competency-based Assessment 
Tools in Clinical Skills Development 

Emmanuel "Dipon Otolorin 
Senior- HI\- -4IDS Acl~.isor 
IFIPIEGO Corporation 
1615 llarnes Street. Suite 300 
Baltiinore. 3ID 21231-3-t392 
Phone: 410- 537-4494 
Fax: 410-537-1177 
E-mail:eotolorin@jhpiego.net 





Use of Competency-based 
Assessment Tools in Clinical 
Skills Development 

Session Objective 

By the end of th~s session. 

Enabling Objectives (1) I 
quality RH W S  

. Define term 
based Skd1 dmdi@ . ,den,@,h&- 



List steps in designing learning g 

. Demonstrate use of learning 

A. Not assessed 



Family plannlng . HN 
. P e i r ~ e x a n m  . 

. Mnhpaioinny 

. N;r*"tlmertM . 
FPmufireliw 

I it9 Illustrative Clinical Skills (2) 



. Competency-based 
skill developrnenf 

- Competency-based 

1 d ~ ~ - p :  ~eve l r  of skill ~elrorrnance I 
. Sntll A c q ~  sllon 
. Sk Competence 
. Snlll Profictency 



Skill Acquisition I 
Skill acqulsilkn repesenrs ha Ho ph.rh 
learn~ng a new c~rcd M or ad~ty. I 
Assislance and 
achiere mned 

step5 in the prow 
but may not prog 

Skill Proficiency 

Ska p m m e m f n p . . . l l . h . U h .  -- 1 





Ensures paniclpamr havemgi8ndho- 
sklils and actiurtles.fmwilh-andm 

aCCoid8ng 10 the aema 
Forms the basis & 

J 
Types of Ratlng Systems 



Dlvide into 4 groups: 
Each group to practice 
using a learning guide for a 
selected evecyday skill e.g. . rnoning a necktie. or . tying a fernale Afncsn head 

The Windsor Tie Knot 



Clinical Skill Development Process 



Tracking Learner P 





Lesson #2 - 

. karning guides and practice checklists are 



Challenges (1) 
- 1 





LEARSING GUIDE F O R  TYING T H E  "FOL'R-IS-H.4ND" S E C K T I E  KXOT 

Participant's S a m e :  

Course Dates: 

Instructions 

Rate the perfonnance of each task activity obsm-cd ubing the folio!\ ins ratlng scals: 

I 
I .  Needs improvement: Step not perfornied correct1 and or out of 5cquencc  if 1 required or is omitted. PL.T I 
2. Competently performed: Step performed correctlx in proper scqusncc ~iirsquiredj ' 

but participant doss not prozress from step to step efficiently. P C T 2  
3. Proficiently performed: Step efficiently and precissly perfomled in proper 

I sequence (if rsquired~. PL.T3 
I 1 S/O Not obsened Step not performed b) pan~c~pant PL'T \.I0 

I .  Assemble needed materials 
Necktie 
Tie-clip (optional) 
Mirror (optional) 

Tying the knot 
2. Insert tie under the shirt collar 
3. Situate the tie so that the fuller end ( A )  is longer than - 

the thinner end (B) and cross A oxer B (see F ~ g ~ i r e  
I 1 )  ..., 

4. Turn A behind and underneath B (Figure 1.7) 
5. Bring a back over in front of B (Figure 1.3) 
6. Pull A up and through the loop made between ),our 

shirt collar and the necktie (Figure I .4) 
7. Hold the front of the knot loosely with your index 

finger and bring 1 down through the front loop - 
( ~ G u r e  1.5) 

- 

8. Remove forefinger and tighten knot snu$ly to collar - 
by holding B and slidins the knot upwards (Figure 
1.6) 

9. Ensure that the knot is vlaced centrallv over thc first 
bunon o f  your shirt collar (use a mirror as needcd) 

10. Apply a tie clip to hold the necktie to the shin -- 
(optional) 

Training Best Practices llertiny. Lusaka. Zambia. \la? 2003 
Presentation on Lse of CB ,Xssessment instn~msnti b! Ernmsnu~.l -1Iipc Otolorln 



Figure 2: The Wind$or Necktie Knot 

Figure 3: The Half-Windsor Necktie Knot 
- 

A 

Training Best Practices Meeting, Lusaka, Zambia, May 20C3 
Presentation on Use of CB Assessment Instruments by Emr~anuel 'Dipo Otolorln 



Trainer Development for Decentralization 
of Postabortion Care Services: 

the Guinean Experience 

Yolande Hyjazi 
\ l ~ e - ~ 1 1 n  
Kese:urli at the F:iculn- o f  \leclicirie 
Conah- 
U.P. lit; 
C0l~'lh- 
l'lione: 2 2 i - I I ~ 2 G 0 8 9  

2Li-13-tO-Kt0i 
E-mail: h!-o1andefrE1ahrn.fr 





Trainer Development for OecenValiiation 
of Po~tabortion Care Services: 

the Guinean Experience I 
I Trlgvc Plalh  

Scnlor Rcproducbre Mrkh M ~ s o r .  JHPIEGO 

Session objectives 

. Dew-= i r a  ?em & r e v e n !  Fam *a) 

~ e ~ r 3 e  :he tu..ea ~ x n e n e m i e  - k r t r a  zaim a1 
PISgdbniOn Cdre Sec.'cer 

. Dercn= ,esronr teamed 

WHY PAC ? 

. Pauer!r preeenirw * I5  a W l W  car rD~ca l tc rs  lerd :a :e 

. Amnion COnoi,Ca,lms mmniloute !o l i-v 3'-ate-d 
w",,a,,r, E:s .% 

P?ria%ii  :a.e F4C -screie7n a %el 3:-a:-, - 
f.gr?% ma.5: -a:*,-a r a r a  I. 



THE PAC STRATEGY 

components cover cuatmve and prevenive aspects of 
abortton compl>catm 

Hepn to reduce the rliks of mortal8ti Ihnked to abofllon 

increase the rates ofcontraceptve .se. 

History of the introduction of PAC in 

1994 ICPD - Calro 

1994 Reg~onai Afncan Conference on Unsafe Abomon 

1996 RH Nafional S y m p l u m  Gulnea [Abafllor 
managemen1 = RH componenl) 

1997 National RH Servlce Debvery Gudelnes 

1998 - 1999: Natona PAC Senme ~ e i i v e r y  Gu~de18nes 
developed: PAC nfraduced at 2 naflanal feachng 

2001: Expanson lo 7 rtes in upper Guinea launched 

Why decentralize PAC Services? 

Maternal mortalty rater in rural Gunea range from 528ta 
800 maternal deaths per 100 000 ive brthr. 

Abortlon s a key confrbufor lo high maternal mortally 

. High unmet need for famtly panninq sewce i  m rural 
settings (CPR< 2%). 

. Only 27,5% of service provdzrs are deployed n rural 



Why Decentralize PAC training? 

. conatance ,,n ,he *ia,ms R" -ie..c+!rarry r:.a1eg9 

. snonage 0' naaonai a* .qmn.ai "aloe- 

. Sur:a#nab!.~of :** 2a:ni.g s?*:- 

T.ain;ng costs redxed [ieSr '.Ta.ei :rr liainen a N  
pd"lC~Dd'(li 

Overview of the Decentralization 
Process 

. iralrrg of r e r e  ~ r g l c e n  !3 -.:lare PAC orwramr " * a  
:eadi,pg PlosOnair 

. DereloY 1% *a !eZr ̂ g -0I:a'r a5 a r a  rirg r4e 

5- warsea  c o r r ~ ~ e m  a-d ~4-e :? dr +'kc 
s e w s  

Slrsfegyto exwM seoiier in ru-l renlng kreiaoeO 

. Need &aenBof ,a lalma, trainerr :a ruppon 
deCenfiaivaYor 

Overview of the Decentralization 
Process (continued) 



PAC Core Competencies for Trainer 
Development Process, 

Mandatory PAC courses 

-infedion preventlo" IIP) 

-Cantracept~vs technology update(c~u) 

-Manual vacuum aspraBon(MVA) 

Placficum n all PAC compeiencles 

Competent and qvallfled sewice provider 

FACULTIANDTIUINER DEVELOPMENTPATHWAY .--."". *-.-,., 

-.-.-- 

National Trainer Development 

. ldenfifcatlon of rswce provders ,n ,eaci,mg horpilair 

Mandatory PAC courses 

~ractcum and faiiow-upto b e o m e  competent and quaiifled 



National Trainer Development 
Process (continued) 

Pmi  Of qua,*& PAC -re Wde.3 pa*cw,e0 
8" West m c a  Reganat dl"M i a l - l q  *,I r m e  8" -4 

2W1 Bvhina Fa- 

,Tmrmg ul Rqlrmmw -- P W  

PAC 5k.J rlardardzarm 

- K.- urnate 

National Trainer Development 
Process (mntlnued) 

. Camdaie La- mrrpr.ea m m 2-4- a""? Err:  

PAC -3sn i:P C i Y  ad WiA -. l*ii n -a 
3 m w  

. aa% sl.- r X m e C  xcur; PAC e m a m E l  n " C a r  

Why PAC OJT 

CD-s- 



Regional Trainer Development 

. ldentlflcaflan of sewice providers n reganal and prefectural 

. ~andatary PAC courses practice m d  tolaw-up to become 

cornpeten? and quaI8ed rewce prav$dem (conducted by 

"atonal trainen). 

Regional Trainer Development 
Process (continued) 

Cnlcai fra#n#ng sl8iis course for competent and quai6ed 

reg~onal sewce piovldeis in the,, own regon at Faranah 

regional hosptal. 

Co-tranngiqua~ficafon ~ 8 t h  nalonal traneis ( P ,  CTU. MVA 

Progress on the trainers Pathway 

s ~ x  National and ~egionai  qualified PAC traners parflcipated 

#n Went litrlca Regonal Advanced saning skls  course 

(Buhna Fana. February 2003). 



Training to Build Capacity 
for Long-term and 
Permanent Methods (LTPM) 
of Family Planning 

Dr. Henry Kakande 
LTPM Specialist, lntrah Consultant 

Situation in Uganda 

- 20 LTPM facllltles nationwide 
- no dally access 

Available servcces - low qual~ty 
- lrnproper cirent counseling 
- long walls mulllple returns 
- stock outs (rnciuding lacal anaesthesia) 

Lack of LTPM awareness among clients 
- hlgh unmet FP need (high TFR low CPRj 
- memods not mentioned by providers 
- fears and mlsconceptlonr 

I I Strategic Goal . Increase use of LTPM and 
improve service quality: 

1 -vasectomy 
- tubal ligat~on 
- Norplant - Target audience 
-men and women 
-aged 30-45 years 
-within lOkm of LTPM faciltty 

CYP chan es measurea at 9 80 sent.ne sites 



1. Improve access and quality 

- provider commitment 

- facilitieslequipmentisupplies 

2. Inform and educate clients 
- raise awareness 

- Improve services at existing facilities 
and prepare new facilities 
- train superv8sorslprovders 

(especlaly other cadres for Norplant) 
- regularize static sewces 

Expand services to other clients 
via outreach 
- prepare ''theatres' and equipment 
- circulate regional teams at outreach 

centers to perform procedures 
- train iocal provrders to counsel dlents and 

assist with procedures 

Educating Clients . Deliver behavior change messages 
- recrult, train supewse CHWs 
- conduct communly health talks and 

- offer counseling and referrals . BCC materials included: 
-signs at clinics announcing sewices 
- newsletters, radio programmes and 

posters for clients 
- information about methods (video. 

method samples) 
. - counseling cue cards for providers 



Training Interventions to 
Improve LTPM Services 

-recruited from sk~lled doctors and 

-prepared to conduct outreaches 
OJT and suppon supervision 

-selected from each outreach faclllty 
- tra~ned to coordinate outreach 

acttvit~es counsel clients assst with 
procedures and follow-up 

- tra~ned to offer Norpiant services 

Training Interventions to 
Improve LTPM Services 

Medlcal officer 
-learned LTPM procedures 

on-the-job dunng outreaches 

Commumty health worker (CHWs) 
- tra~ned to educate and motlvate 

Regional Team 
Responsibilities . Leave reg.onal h o s p ~ l a ~  slles lor 

schedules oulreacn sesslons - Part lc~pate In outreaches 
-conduct surgical procedures 
-train local medlcal officers nurses 
- train'supewbse focal persons 
- ensure IP and Informed consent 
- glve feedback to CHWs 

Dellver equipment supp l~es  
and methods 



Identify and train CHWs along 
with DISH and district reps - Coordinate LTPM activities in 
community and at facility 
Counsel clients to ensure 

. Arrange logistics for outreach 
Maintain records . Provide on-going supervision 

- Participate in scheduled 

. Learn surgical procedures . Establish static LTPM selvices 
-adequate demand 
-suitable facilities 

Community Health Worker 
Responsibilities . Attend training to learn skills . Counsel potential LTPM clients . Conduct home visits . Organize health talks . Refer potentjalclients to 

outreach faclllt~es 
Mobilize community members 
Promote outreaches 



Process for Conducting a 
Typical Outreach 

CHWs conduct home visits and 
health talks 

CHWs refer interested clients 

Critical mass of clients 
identified 

Outreach scheduled and 
organized 

CHWs inform potential clients 

Process for Conducting a 
Typical Outreach c~.nti~~w 

. Facility prepared for outreach 

Clients arrive, are counseled. 
informed consent granted . LTPM procedures completed 
(MOs and nurses receive OJT) . Clients return for follow-up 



andlor Reinforced . Training alone is not adequate 
to improve access and quality 

. It takes a dedicated team of 
skilled people to provide 
successful outreach services . Outreach events provide 
excellent opportunities for OJT 
which in turn builds capacity for 
the district 

Lessons Learned andlor 
Reinforced (continuedl . Lower level health facilities can 

be used to offer LTPM services 
- increase accessibility . CHWs are a valuable asset for 
educating and mobilizing 

. Regular interaction with and 
giving feedback to CHWs 
increases their motivation 



Move Forward with Teachback: 
A Unique Methodology for 

Training Trainers 

Michele Evering-Watley 
! Icnl111 Eililwrit >I> 5peci:ilici 
(:r~ller, for  I>i.w:i>v (:i 111[r(>l ,111~1 l'r~,\ L.II[II 111 I 1:l )(: I 
Y:IIIC~II.II Center i c ~ r  f 11\~, 57-11 :111cl TI< I'rvvv1111~~n 
(;II)II:II . i l l )> I>rogr:1111 
1 ~ ~ 0 ~ 1  ~ : l l t ~ o l l  lk l .  s E. 11s I:-l!i 
1'hi)nc.. i1 :Li  i%S-?- (~ j  
F.11: i o i  i ~ ~ S - ~ - i l l  
I I I :  inee c Ei.cli..go\ 

Catherine k McKinney 
' i ~ i l n i n g  T c u i ~  1.~1iti.r 
C V I I I ~ R  Di,~,:l.x (:o~i!roI ;IIILI P ~ ~ \ ~ L , I I [ I <  111 1:lX: 1 

\:I[II)II:I~ Center  for Hn-. >ll) LIIXI -1.13 1'r'~ L,II[I, 111 

GII I I~ : I~  .\IDS I ' ~ I ) ~ K I I I I  
li>O(! (:lih(~li Rci. S . E .  115 E-30 
12110n~: iib t98-2-53 
Fxs: i(!i iCjS-2-Si 
1 i 1 :  cl;~~?ilEcclc.gol- 

Cheryl Tryon 

Cheryl D. Mayo 
I ' ~ I I > I I L  I ~L..,!:I; - ~ ~ . I I I : I I ~ ~  \:x-, :.,;:.: 

. . (,~.11Irr\ I, ,r l ) i x , ~ w  [ ' I  , :~:j ,  ,. .I::-: I'yc\ -..., . .:., C ! h ~  

\.llllll1.ll ( ~ < ~ l l l c r  1, I f  I l l \ .  \.!-I) .,:;<: .[-I3 ;I?.-\ c::i:, ,:,. 

( ; I ,  ?I,.II :\[I I'r<yr.1111 
I I !  I i . .  \ I . .  \ I \  I . - <  : 

.\[I.III[.I, c k ~ ~ r y i . ~  5 1533 
1 ' I l O l l ~ ~ .  . I $  I f -  ltK-.?-K\ 
t-.,x: . $ I  I $-,~lK-.!-s< 

Elli.lll~ (:\l.l\.I N?~.CIC.,~< I \  





Combining Postabortion Care (PAC) 
Clinical and Structured 
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Combining PAC Clinical and 
Structured On-theJob Training 

(OJT) SkiUs for Sustained ResW 
Malawi Experience 

J-+R.rilp 

TmarngerAfrrn &s1Roc- 
E C< w Lcumu W m d F w r a  D m t m  

Zarnbm k 5-7 2003 

Session Objectives 
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Impkmentatioa process of the Malawi 
Postabortion Care (PAC) Program 

2001- 2003 
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Results of PAC needs assessment in 8 
district hospitals, Nov. 2001 

. Inadequate knowledge, attitude and skills (KAS) 
despite central training 
- Low Marmal V a m m  Aspiration (MVA1 skills 
- Limited structured 011 skills at sites 
- Comprehensive PAC absent or fragmented 
- Weakcomuni?ripmviderp~itneiships 
- PWE IioLage, referral, integration to other RH - Weak Health Management Information Systems 

@MIS) . Low material resources, sustainability 

~' , , .~ 

Recommendations from PAC needs 
assessment of Nov. 2001 

Train providers in Comprehensive PAC 
- Service provision 
- Training others on the job 
Build services based on Quality 
Improvement (QI) principles 

Develop and integrate PAC into other 
HMIS . Li the supervisory and training systems 

..,",, 

Best practice in training I 



Central h-aining workshops: details 

2 worlrshops conducted Jan. - Feh. ZOO2 
23 participants 
- 10 Clinical Officaite&ed midwife tam 

- From 9 dimia-lcvcl and one central hospital 
- Aiw 3 service sen coordinators 
- Representing Malawi MOH, Chrinian Health 

Association (CHAM) and Reprodunire Hahh 
Unil RHUl 

I Central Training workshops: logistics 

Organized by MOH 
TA provided by EngenderHealth 
Under lhe auspices of USAID 
EngeaderHealthiIHPIEGO collaborated on 
-TlainingmWnals 
- PersoonCl m M S  

. . 
- Traiaing metbedolog? and mdmbmxm 



Applying the principles of competency- 
based training (CBT) 

. Leawing was by Doing . Focused on specitic KAS for PAC and OJT 
- . Pziicipato~y learning, Coaching, Feedback . Clinical skill broken to essential stepsitasks - Each step standardized . CBT &ill development (learning) guides 

, - MdP l d n g s n s i e r  . A s s e d  i~huments (chedilists) 
- Made a s i m t  more objective 

. ,.,,, 

Central TraiqIngWorkshops: content 

Compreheus~ve PAC 
Hands-on MVA 
Infection prevention 
FP and human~sttc Counseling 
COPE (at selected s~tes) . Cost Analysis Tool 

"*.." 

Each parbcipant expected to master 
- D~ffemt pace, vanety of methods 
Learning was self-duected 
Assessment was continual, partleipatory 

- L e s p ~ ~  

- Competency-based 



This ilnidq appmch reeognted the 
principles of adult learning 

*pwnppwrtady*- 
---hntterctr-mmvrmm 

B 1 u l t o o w I M I t n m c * i h r w ~  - TmlossaanreofwhUlhey~toIcam - V a n e l y ~ f ~ m c m o d s u s d  
Uhlunipamclpllloryk.mmg 
- lnmrmrrc-prrm - Included motom# obsnnwnal learmng 

Better training by use of hant.nistfc 
techniqes 

uXdedlearmngatQ 
- vdmt.pr 
-AnDmrmodol, 
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FseIlr~lenmrog.sbortcnsddtnatlon 
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- Bdmfimmhamclmrrrmog - Ewsod pahml mmfmt and safe 



Some training methods used 

Role plays, case studies . Micm-Ieaching practice 
Individual and group exercises . One-on-one realistic simulated practice 
- Using anatomic pelvic (Zoe) models 
- DE~oDS~~B"W and rpfwndemonavdlion 

Simulated practice with IP,emergency equip . Guided 'live' clinical activities 
- Performing MVA, improved IF', wunseiiog 

. ,~~, ,  

Structured OJT: benefits 

- Ensured sustainsbility, personnel resource 
Used CBT for high, measurable standards 
Tailoredto n&kn EIU@OW of clients 

. ~ & i &  k e e  avaiLlbility . ~ ~ & p  onpr&$s; sybpm and dvma~bp .' 6 c p l f G  leai@n&buitic~pacity. , : . R s M  ip s i q k  skmdidized tnaf&b 
.- cd@,bp&?i+&mces .. , . . . . , .  , , 

, . . ,  . , * .  

...~-*, 

Other workshop activities 

Workshop amvihes ~ncluded 
- Knowledge-basedclassroom d~dscncs 
-am&& and sk~lls-based chn~cal area pmttcum 
- lntegmting team members as equal partnen 

-Help io b a a  members m conductuenng 



Training follow-up with internal and 
external supervisioo 

Act as catalyst for cheoge, identify m e s  
- Training banlboab. Nahtation tmk 

-Sire libraries 

Routinely followup, monitor training results 
Identify skills, OJT and o t k  learning needs 
help staff organize uaining, orientation, update 
Encourage sharing of knowledge and skills 
less impact of stafftumover, poor deployment 

Training evaluatiou methods 

Pre-course, mid, post-course questionnaire 
learning guides and checklists for each skill 
- Client screening. hWA. anesthesia, couoseling 

Open course- questionnaire 
Formative evaluation 
-Questions during didactics and in clinical prra 

- Early selfevaluation follou-ed b) 
- Conmucti\,e feedback by collea& miner 



Central training workshop: 
average scores 

Next steps: post-training 

Trainee follow-up in 3 months 
- to ensure thcy devclop piofic~cllc) 

- nut urlly as PAC plaiideis hoi lraincrs oil Soh 

developed a monitoring;evall~atiun tool 
fur comprehensive PAC icrvicf dcllvc!? 

- in cullabaiation wi lh  JHPli<iO 

Applying the training approach to 
pilot P.4C services 

Introduced to 10 pilot sites 

i n  south, nanh. central region 

Esrahlishrd Con~prchensivc PAC sc~viccs 
- Staff ruratic~m re-urpanlicd !o offcfcr 2 1  hr covcr 

- Improved, strenelhcned link,tgcs with other KH 

- Included FP.  contmunily. parliczpslioii 

Improved counseling, iloiistic and for FP - Developed and integraii:d PAC HMlS 



Cascade benefits to site from initial 
training 

Site selected staff for training 
Centralized training in Blant)~e and Zomba 
Site colleagues tnined in clinical. OJT 
In turn. these sollea~ues conducted 
- Clinical and OJT rkllt riatning Car othen - Additional site training activities 
- Sen ice onenwtioni. Lnou ledge uflatss 

Training follow-up activities 

Routine on-site follow-up and monitoring 
- Internal supen,irws andpojm monitors 

Periodic site visits by mana&g CA 

OJT for other suitable staff at site 

Evaluation 

Program acbiwemenh: immediate 
outputs 

W e  trained 22 participants to competency 
- in clinical and Qtf Swk 

Trainees trained colleagues on the job 

All participants received MVA kits 

Development, buy-in achieved at sites 

Site-specific action pfans created 

CAS m M o n  achieved 



Program achievements: intermediate 
outputs 

. Improved personnel resource sustainability 
- team of providers have servicc,training capacity 
Better quality of PAC services at 10 sites 
- PAC clients attended by time of evaluation 
- Improved counseling est~blished 
- IP strengthened and expanded 
Prngram identity 'owned' by staff 

..,., 

Program achievements: longer term 
impact 

- All PAC clients counseled 
- holistically and for FP 
-Most lefi with a method . For clients who required it 
- Referral, or 
-Linkages to other RH services at sitc . Improved providericommunity partnership 

Initiated MAP, Youns adult RH initiatibes 

Training approach: effects on the training 
system 

Strengthened team work and systems - Improved organizational effectiveness . Changed organizational structure, practice 
Knowledge, skills transferred ongoing basis 
- For sustained capacity and results 

. ,a, 



Lessons learned 

Administration support is crucial 
- ensure buy-in and orientation to appmach 

Staffteamwork, ownership important 
- lnvolvemeot in assessmeot. planning and 

implementing solutions 

Linking the supervisory and haining 
systems builds in sustainability 
There is need to monitor and support 
quality of cascade training 

Lessons Learned from training 
approach: Recommended bestprcrctiee 

Fosters supportive environment for 
applying new skills 
- creates institurional oanership 

Strengthens service teams 

Allows practical application and adaptation 
to real site 

. Stimulates transfer of learning 
- for wider, on-going application of o w  skills 

Challenges 

Some inappropriate trainee selection 
Weak and varied basic knowledge or skills 
- ~n IP. m. c - h  tr~ining memo dot^ 
- Diffrmlttoparson1&rcMFistsqcck 
- ( a i t b i n m e 2 ~ o f t r P i n i n g )  

Some poor eady institutional buy-hsupporl 

. .,.,, 



Challenges (continued) 

- OJT diffkolt to standardize 
- didactic.. practieum, references. 
- process aaessn~ent, iefeizncer. learning aides - Difficult to maintain quality oilraining 
- especially bcyond second generation . Poor motivalion by trainers 
- to mentor, imnsfri howledpc and skills 

Poor motivation of trainees . Weak supervision, monitoring, follow-up 

, .  . 

Recommendations 

- Establish CBT, humanistic methods 
-during training tbi PAC scale up 

continue combining clii~ical with OJT skills - ensure support systems at site, Q1, HMIS 

Recommendations (continued) 

. Ensure serviceitraining supplies, equipment - Motivate, support training on site or nearby - Establish site libraries 

Develop ways to monitor, maintain skills 
- Despite challenges: fen clients. staffturnovcr 

, . 
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IMPORTANCE OF TR.AIN1XC; SITES IN 
THE CBT .4PPRO.ACH 

Prepared by : 
Paul SOSS.4 
Eliane DOGORE 

INTRODUCTION 

.A CHISESE OLD PRO\ERB S.11-S: 

/ . I FORGET \\..H.AT I HEAR 

i I REXIESIBER n'H.AT I SEE 

SOME KEY ELEMENTS OF 
THE CBT APPROACH 

ALL TRAl\tES \ l i S T  \IASTER TIIE \ t tD t l>  
K\O\\ LtLXE.  ATTlTlDES \\I) SKI1 1.i I 



WHY USE TRAINING SITES? 

- TO PROVIDE: 

J OPPORTUNITIES AND CON1)ITIONS r 0  
TRATNEES TO LEARN AND PRACTICE 

NEEDED SKILLS IN REAL SITUI\TIONS 

J SKILLED PRECEPTORS AND lRAlNERS 

4 APPROPRIATE EQUIPMENT r\ND 1.FACHlNG 
MATERIALS 

"5- 1 
*-. 

SELECTION CRITERIA 

ADEQUATE NUMBER OF CLIENTS 

ADEQUATE INFRASTRUCTURES - APPROPRIATE EQUIPMENT, 
TRAINING MATERIALS AND 
SUPPLIES . COMPETENT TRAIKERS, 
PRECEPTORS AND PROVIDERS. 
1 

4. - 3 "-.. ""w 

SELECTION CRITERA 
(CONTINUED) 

- HIGH QUALITY SERVlCli DELIVERY 
PRACTICES 

COMMITMENT ON THE PART OF THE 
CLINIC TO RE A TRAINING SITE. 

2 - 4. - 
i ""w 



I S T U T E O I  FOR DE\.ELOPISG I CLINICAL TR4ISING SITES 

AD\'OC.ACY 
S l T E  Sf.AS.4GERS 

S l T E  SLPERl-ISDRS 1 S I T E  SERVICE PROVIDERS 

SITL.4TIOX .AS..\LYSIS 

FYISTIXG ISFR.4STRLCTLRES . LTILIZ:\TIO\; OF SERVICES BY CLIFKTS 

SL'\IBER OF SERVICE PROVIDFRS . COXCHISG EXPFRIISE \ \ ' \ IL: iBLI OU 
TllE SITF . TECHSIC.41 SKILLS .\TD P R \ <  TICES OF 
THE SFR\'ICE PRO\IDERS 

SITUATION ASALYSIS 
(CONTINLED) 

\I-\\-.4GE\IEUT OF TtlIl SlTE 

.A\.AIL.ABILITI OF .A DE\ELOPSIEST 
PL.A\- OF THE SITE . ESISTESCE OF TIUISIXG .ASD 
TE.ACHISG SIATERI.ALS - Q U L I T Y  SER\'ICE DELI\'ERY 

CLlS1C.AL S D  OTHER EQL'lPSIEST 
7, - * - -- m 



REQUIRED AREAS OF 
COMPETENCIES AND EQUIPMENT 

PRECEPTORSITKAINEKS 
C T S  (COMPFTCNCY-BASED 

TRAlNINC SKILLS) 

-CLINICAL SKILLS 
- PIC'+ILID 

NORPIANT 
- DUAL PROTECTION 

-# .I 
" -.- z m 

PRECEPTORS/'IR4INERS 
(CONTINUED) 

- MINILAP 

- INTERPERSONNAL 
COMMUNIC.ZTIOS 

- FACILITATIVE SUPERVISION 

-% 0 
- 
0 

*-- mn 

SERVICE PROVIDERS 

CLINICAL SKILLS Ih' 
- PIC+IUI) 
- NORPLANT 
- MINILAP 
-DUAL PROTECTION 
- INTERNAL SIJPERVISIOU 
- INTERPERSOUAL COMMLNICAl ION 

3 - 
31- "-.- nn 



E Q U I P h t E S T  A S D  hl.-\TERI.-\LS 

TR-\I?;ISG \l.ATERI.ALS 
. 4 S 4 T O ' r l l C  \IOI)ELSIZOE O K  PEL\'[( 

\IODEL. RRF\ST.  PFUIS. L T F R I S  

TE.ACHING \I.-\TERI.-\LS 
-FLIPCtl \RT 

T R . ~ I \ E R S  c ; L ~ l n t  

-RLFLRL\CL \ I - \ \ L - \ L  

3 C 
- 
0 --.- - 

E Q U I P M E S T  A S D  MATERI.-\LS 
( C O S T I S L E D )  

- OTHER EQUIPMEST 

-CLISIC.AL EQL-IPXIENT 
-TXBLES 

-CH.\IKS 

-REUCHES 

-1P EQL~IP\IEST .4UD SLPPLIIS  

I C 
- - --- - 

ILLUSTRATIOK 

. E U L U T I O S  OF TR-\ISIXG SITES 
R S E D  ON PRE-SELECTED CRITERI\ 

X~ , . !  ~ k ~ , b M  .~,; 
. ~ ~- ~- 

.,,: ..:, ~ : ,  .:. \:< .., . .  . . 

T C '  --- 3 



TRAINING SITES 
DEVELOPED BY SFPS 

. B URKINA FASO: 9 - CAMEROON: 8 
COTE D'IVOIRE: 6 - TOGO: 9 

1 0 = "-.- "V 

LESSONS LEARNED 

. THE TRAINING SITES PRESENT REAL 
OPPORTUNITIES TO TRAINEES - THEY ARE SITES OF EXCELLENCE 

AND REFERENCE FOR RH SERVICES - THEY CONTRIBUTE TO THE 
REINFORCEMENT OF TRAINING 
CAPACITY IN THE COIJNTRY. 

1 e z --.. "V 

LESSONS LEARNED 
(CONTMUED) 

T H E  DEVELOPMENI 01: TRAINIUG 
SITE IS A PROCESS \VHICH REQUIRES 
T11E DEVELOPMENT OFAPPROPRIATF 
ACTIONS AUD STRATEGIES TO MEET 
THE CRITERIA. 

RELATIONS AND COMMLNICA'I'ION 
BETWEEN SITE SER\'ICF PROVIDERS. 
THE PRECEPIORS AND l ' l l t  SITE 

1 MANAGERS .4RE IMPROLt. 
$I "-.- "V 



LESSOKS LEARNED 
(CONTINUED) 

STASD.ARDIZ.ATIOS O F  SKILLS T O  BE 

TRASSFERRED T O  T R A b E E S  

THE T R A I S I S G  SITE STRATEGY IS 
ADOPTED S D  L-SED IS WEST .ASD 
CESTR-IL .AFRIC.4 

I CONSTRAINTS 

I - CLINIC STAFF TL'RS O\ 'ER 

1 . L \( K UI \ l> \C  I T O  11 AhF Rl 0, IRFI) 
( IIA\(,I  5 1 0  T H F  C L I \ I C  

CONCLUSION 

THE TR.\ISISG SITE STR~4TEGY iS .4 \I t  ST 
FOR THE CBT -\PPRO:\CtI 

SEED FOR LOC.4L HE.aLT11 ~ALTI1ORITIES 
TO 1SCLL.DE THIS STR.\TEGY ISTO THEIR 
HEALTH POLIC)~ 

THF DE\ELOP\IEST OF TR \ISI\Ci SITES 
ES.4BLES THE SLST.\IS\HILITY O F  
TR;\l\lS(~; ,\CTI\ITIES 
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Facilitate Change in Public Health Clinics 
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Towards adolescent-fr~endly clinics 
the uw of values clarification to facllltate 

change in public health clin~cr 

Objectives for the Session 

4 t h e d d h c - i t h k o s d h * ~  
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Overview of presentation 
. Valuer Clm+fira"on Pariiclpiiflic expcninct . The context Why bcui  an adolerrenls 

- Soulh A ~ s a  . The Contnt Programme 

. Valuer Clmi6ratlon 
- Dcrmlog V a l u ~ r  Claniicall",, 

- Summary of M c l h d o l o y  
- In@al""fi"" to Ule training inailual. stsn* Your (.yI"od - 

F.eili~linl: Chsog. Towards A~lol.rirnl-frYDdl, CllnlEI 

Evaluation . Lerrons Learnt 

The Global Context: 
Why focus on adolescents? 

~doleyence  is a time of a~portunicl and dsk 

~",ae3."a,"ei 2nd behav0.i mat d*emne a yww m n ' s  
future b q m  m<rjitill~ze and l o b  *ape 

lrniedYd BWYn and expr.menl 

The Global Context. 
Why focus on adolescents? 
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Why focus on adokscents? 
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Why focus on adolescents? 

. m ofl6- 21 ~ ~ d . d b h a d e . ~ - e d e d m ,  mt miy imwht 
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What is L& ? 



What is NAFCI? ------l 

ims &Objectives of NAFCI 

. ne a ~ m  a NKI $5 m impiave me quality of adolewent heaim 
* M e  atme pmmary care level 

To ma*e healm are rerv~cer more a d b l e  a d  acrepmble m 

. T. mbi* r[andadr and meria rWadalecenc k a n h  
-in di"lemmu*Ut me memet, . TO bm mewam a hbalm 64 mider r  m ~ m p m  v m c e  
p e r f ~ m a ~  fm or d d w  of edoleuent.mendly mi- 



NAFCI standards 
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NAFCI Acditat ion Process 
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Objectives of Value Clarification 
Workshops (mnt) 

To Pm+dB b l t h  cam p*uar*ing wnh molewsms 
wnh h e  

m n w m :  I 
dent and fino nrar cs ID oea w In 
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Took Used in 
Values Clarification Trsining 
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Evaluation: Key findings 
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Lessons learnt # 1 

.   he need to include ail categories of staff in some of the 
training. 

The need to involve management, 

~ater ia i  and memodoiogy must be appmpnate, arcersibie 
and nexibie. 
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Training not an event but a process whlch needs to be 
supported and reinforced 

Lessons learnt # 2 
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Future Directions # 1 
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Future Directions # 2 
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The End 



Training for Home-based Care - 
Nurses, Community, Traditional 

Healers 
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REPUBLIC O F  MOZAMBIQUE 
MINISTRY OF HEALTH 

N A T I O N A L  INS-E O F  HEALTH 

TRAININ6 TRADITIONAL 1 HEALERS IN STDr/WIV/AIDS 

SPECIAL C H A W S  

MOZAMBIQUE 
Adults (1549 ye-) 

Prevalence 13.0% 

G-7"L 



HIV Prevalence 
by age and sex 

Maternal Orphans 
1999-2010 



Health Care 

Hozambique 
HDs 1: 50.000 
Uurses 1: 4.MX) 
Traditional Healers 1: 200 

r 75% of Mozarnbicam use Traditional 
Healers 

40% haw access to fwmal health care 

IMPACT OF H I V  ON THE 
HEALTH CARE SECTOR 

I ~ u f f  icient hospital beds 
Quality of health services decreased 
Health pcrsonml overloaded 
Health p r s ~ l n c l  reduced hu to HN 
Fewer resources for 0 t h  ill- 
Mare opprtunistic infections such m TB 

W e  must be more proactive in the 
inclusion of Traditional Healers in 
strategies to combat HIV! 



WHAT I S  TRADITIONAL 
MEDICINE? 

Traditional Medicine: is the total 
combination of knowledge and pr~~ctices. 
whether understandable or not, used in 
the diagnosis, prevention or elimination 
of disease whether of physical, mental 
or social origin, that can originate 
exclusively from experiencr and 
observation and be tronsmitterf in an 
oral or written form. (WHO, 19 78) 

THE IMPORTANCE (DF 
TRADITIONAL MEDICINE 

Declaration of Alma Ata in 1978, 
recognized the role o f  
Traditional Medicine. 

Traditional Healers offer: 
- A personal approach, 
- Culturally appropriaye, holistic 

and accepted by clients 

This is especially important in 
the case of STDs/HI\'/AIDS. 



CHALLENGES 

Change behaviors and beliefs 
that impede prevention of DTSs, 
H I V  and AIDS 

- Improve techniques and practices 
used in the treatment of STDs, 
and Opportunistic Infections r/t 
HIV/AIDS 

Colaborate with THs to create a 
referral system. Mutual respect: 
modern < -, traditional 

T R A I N I N G  CONTENT 

.' STDs/HIV/AIDS 

.' Transmission 

.' Prevention 

.' Symptom ncognition/diognosis 

.' Blood and body fluid precautions 

.'Case finding and referral 

.'Counseling (culturally appropriate) 

.' How Based Care (new strategy in 
the pilot phase) 



I 1 Methodology I 

/ Participatory 

Open questions in an acceptin$l 
atmosphere 

Training through dialogue and 
exchange of ideas 

- Never assume THs are "empty 
vessels" waiting fo r  your ideas; 

L I M I T I N G  FACTOR 

Language and Illiteracy 

Solution - translation into 
local language 



Motivation 

Traditional songs 
Traditional stories 
Traditional bances 

- Performances 
6ames 
Praise 

Training 

Drama - Role ploy 
- Films and others visuals 

Open debotes 
Community visits (with Home 
Based Core teams, VCT sites. 
Labs. Health Units) 
Demonstrations of techniques 

Allow free movement for those 
who are not accustomed to  the 
dlsclpllne of the classroom 



Evaluation 

Symbols 
Illustrations 

Aspects t o  consider 

Evaluate THs understanding of 
causation before trying t o  
teach other concepts 

Take into account belief..;,, 
myths and taboos about 
STbs/HIV/AIbS 

Verify common treatment 
Techniques and advice fop 
various symptoms 



THs are influential - key 
decision makers in the 
community 

' JFind solutions @ 
coordination with THs: 

I 
8 

Community discuss~ons 
Distribut~on of condoms 
Referral of those suspected to 
have a DTS. TB or bc HIV* for 
testing and treatment 

I Blood and body fluid pcaut ions 

TRAININ6 FOR PREVENTION . 
Special considerations 

I Blood and bod/ fluid precautions , 

Circumcision 
1 Scarification 

- "Voccinotion" 



COUNSELING 

Counseling is very importrlnt as: 
- Many family problems are 

resolved using THs 

- Delicate subjects can be 
approached by THs such as 
such as family planning b'y 
those H I V *  

TRAINING I N  COUNSELING 

*:* Through role play and 
dramatization one can 
verify and discuss advice 
being given 



Key Points 

Capacitate THs to be able to 
educate the community in 
prevention of HIV/AIDS - 

- Colaborate with THs so that 
they will refer  to health unit 

Motivate THs to participate 
voluntarily to support those ill 
with AIDS in the community 

Lesson Learned 

Participatory 
training is more 
effective with 

THs 
1 



THANK YOU 


