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Room 2
From Acquiring Knowledge and Skills to
being Able to Do the Job: Evolution and
Current Status of Training Evaluation
Rose Wabome

Room 4 Jedida Wachira

A Demonstration of Strategies/Techniques
from the Transfer of Learning Guide:
Using a Distance Learning Approach to
Transfer Knowledge and Skills

Stembile Matatu

Intrah/UNC School of Medicine

Amne Otto

Intrah/UINC School of Medicine

The presentation will provide the participants with an over-
view of PRIME and JHRIEGOY s Yiunsfer of Learning Gide.
The overview will Fighlight important features of the guide
including the rationale. the important linkage between train-
ing and performance improvement and the user-friendly trns-
fer matrix, Training and leaming specialises from Inmab will
share lessons learned during the design and implementation
of a distance learning course to improve the knowledge and
skills of nursing assistants/nurse aides in Uganda o deliver
family planning and reprochuctive headth senvices.

Room 3
Individualized Training Achieves Competency
with Limited Caseloads, Reduces Training
Burden
Richard Hughes
Kamlesh Giri
JHPIEGO
Velepi Mtonga
Clirical Care & Diagnostic Services, Central Board of
Health, Zambiu

Competency-hased training has become a standard for clini-
cal training; vet achieving competeriey is a chullenge when there
is imited or ermitic cascload. For both emergency procedures
and low-velume procedures. caseload and client flow are i
sues. This can often be overcome by using an individualized
training approach, as demonstrated in taining prograns tor
postabortion care (PAC) in Zambia and no-scalpel vasectomy
(NSV) in Nepal.  Individualized gaining. using 2 structured
competency-hased training package, enables training a few of
providers in a flexible frmework thar maximizes the use of
the existing caseload » hile minimizing 1he burden on wainers
and tmining facilities,

[l

The presentation will reviews the: evolution of training evalu-
ation. from the genuine concern about the adequacy of
vert. s raierials and trainers, and the appropriate acquisi-
tion of knowledge and skills by the wainees in eatly days,
10 pedornzanee evaluation. With diminishing budgets and
incresing results-orientation: of donor and implementing
agenows coupled with dramatic improvernents in measure-
ment methodologies and tools, the focus of evaluation has
shifted] w4 more comprehensive assessment of extern:l
and i weral influences that hinder or facilitate health work-
crs’ abilitios 1o apply their knowledge and skills to paricu-
lar 9 and their environments. Evaluations once reservedd
tor specit] research initiatves can now be seamlessly car-
riced oul By almost uny project management o find our
whet wer rining interventions have improved worker per-
fornwnee. Honvever, with the: shift wo more comprehensive
and impacttul evaluation models, the advent of new para-
diggrr ez, quality assurance, performance improvement)
and concomitanl interventions in the field, constraints in
analysis and interpretation of data such as atribution and
mukinsaling have challenged the field. A final word will
B s about the applicability and dissemination of evilu-
adon results for practical use in training-related programs,
espociiy in the African context.

Lounge 1
Design Your Audience into Your Training

Program
Guil Rae

Popuiition Leadership Program

Desigming your audience into your program means that
vour s uchence will be actively involved, energetic, and leam-
ing wintihey need o know. This session will teach vou a
technigyue that experienced trainers acquire, but don't of -
ten shae The best mainers inmitively” tilor their presenta-
tion o their audience and can “go with the flow” while
stll acineving the training goals. How do they do it

Dhurir g this sesston, we will move from a focus on “how |
will present” to “what they want to know”. Your audience
wilk upprociie the genuine interaction and you will increase
yvour conlidence as a presenter and facilitator of an excir-
ing ard respuectful leaming environmment that bas been suc-
cessiu ] in the Afiican context. We will focus on what spoe-
citic vembers of the audience brng to the session and
hionwe 1 build on thedr experience, their knowledge, and their
stories - even though vou never met them in vour life.
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Lounge 2
Decentralized Training and Supervision -
Lessons from Ghana
Nicholas Songogye Kanlisi
Patience Darko

Engendertealts

The session will cover the process and lessons Jeamed in the

programming aind implementation of a sustimable, scaled-up

training svsien in Ghars

s steps for developing maining capacity ina deventralized
sytern, inchiding maining center development, miiner de-
velopment and ruining management

s Buillding-in inkages between training and supenision 1o
ensure that supervisoms suppon trinees o either initate
service and or improve alreidh: existing services

e Recognizing the impomince of onnership - steps o en-
sure ownership af the program by counterpant onganizi-
tion and the etfect of that ownership on ~suceess of the
PrOgTam.

Main Hall
Beyond Training of Trainers: Lessons
Learned in Developing High Quality Clinical
Training Sites in Indonesia
Zabida Qureshi

University of Nairobi

In Indonesiv, one of the stategies o achieve the Minsrny of
Health goul of incrcising the numbsers of births anended by
skilled providers is o strengthen the <kills of physicuns and
midwives through inservice maining.  In these effors, it has
become clear that a strong mitermal and newborn headtheire
IRHnIng svstem reqguires not onfy well-mined  tmainess and
well-supplied cinical sites but also queding Jdinical setings in
svhich trainees can observe. fearn and priactee 3 broad range
of essennal skills. Interventions include involving adminisira-
o into the planning process, mentoning hespial sttt onan
intensive, routine basis, and Enking the dinical tmining szes
0y e presenvice Ining instsLes.
activities at Budi Kemuliaan Matemnitv Hospial indicie tha
prepuratien of high quakine chintcal tnming sites requires come-
plex inputs o strengthen <kills in clinical deasion nuking,
moither fiendly care. proper infecion prevention practives,
and prevention and cunmagement of complications.
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Room 13
Business Planning Program: A Social
Return on Invesument
Greg Rodway
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Room 1
Improving Understanding about Training
in Africa through Operations Research
Iry Osei
Harvriet Birungi
Saiga Mullick
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Concurrent Sessions

Room +
Developing Effective Group and
Individualized Learning Materials
Rick Sullivan
THPIEGO

Minninya Machoki

Renvatta National | lospial
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Effective materials for the participant and trainer are essential
10 the siccess of group and individualized leaming intervens
tions. [nstructonal desioners and maerials developers are
continually challenged 10 design and develop materials tha
are casy to use, econornicul, Fused on measurable leaming
objectives and effective. In this highly interactive session, vou
will hear the lessons learned o Adrica by one crganization
about the design and development of effective materials for
aroup courses as well s tor struowred on-the-ob aining.
Session content will focus on Jesian of reference manuals,
iearning ohjectives, course schedules, cuthines for group and
ndividualized learning, and iy components of effective
carning packages.

Room 3
How to Build Partonerships: Models of
Training Networks
Jacqueline Makokba

Regional AIDS Training Network (RATN

T provide ideas abour how pantnership car be developexd

and sustainedl, several examples of taining netaorks were

collected from throughout the sworld.  Fhe netweorks include:

o Regional AIDS Training Metwork, Fust and Southern
Africu

s AIDS Fducation ard Training Centers. United States

e Public Health Training Network, United States and
internation:l

e Latin American and Caribibean Health Care Retorm
Initiative

s Getnet, South Africa

The presentation shows how ench nenvork s structured, stafted
and funded. The examples are llustrative, but not prescrip-
tive. They alse show that one can design i network based on
a relationship among prarers from one model ind o funding
mechanism from another modiel

Room 2
Tailoring Training and Ensuring Impact:
Using the Performance Improvement
Methodology
Rose Wabonie
Jedida Wachira

Tntrah

The presenters will describe hess toimprove mining outcomes
By coordinating raining and noenstmining interventions de-
signed to achieve desired perfornance. The presenters will
briefly describe the performunce improveraent approach
methadology and then describe B tis approsch was used
to improve performance in tveo Mitrah programs: 1- 10 guide
the design of the Safe Motherhood Inittative, DISTTIT Progect.
Uganda and 2- to improve primay health care service deliv-
ery. in the areas of familv planning (FP) and sexually transmit-

ted inlecrions (STTs), EQUITY Project. South Alrica, Both
progran s tilized the results of o pedformance needs as-
sessmicrt o desian, implement and evaluate a compre-
tensive seey that used innovative taining approaches
in il with other targeted interventions o achieve the
desired Dopat,

Lounge 1
Many Africas, One Training: Designing
and Delivering One Intervention for Many
Audiences
Maurven Kuyob
Bob Rice
Jane Schueller
Famsity el international

Flone b vou desien and deliver training curdcula tha
accontoedates 1 world” of differences — yet is ailored o
yOUY rartivirals specific expectations and needse A pro-
gressive case study formar will focus participans at the
“desivn ind deliveny™ stages ol curriculum development.
Lessons learned from FHEs paticipatory Research fibics
Trerfuaines e, packaged ina compuier-based and
Wby Dy scdd format or as a clive” tradning package, will
Lelp pertic pants see how design and delivery decisions
can i) wenee participants ancd the leaming thar takes place.
Visual and content chioices, field-testing, interactive at-
trilnues, as weell as pre-training communication and post-

trainirg foliew-up will be discussed.

Lounge 2
“Client Profiles”: Modeling Client-
orientation while Tailoring Training to
Local Needs
Feddis Mumiba
ANMKEST Project

i chesining o curviculum for integrated sexual and repro-
ductive Tealtlt (SR counscling, Fngendertealth Taced
the ol lenge of addressing the wide scope of counscling
necds o individual clienes, in the different SRH arews, and
i v oz ctlres around the wordd, An approach thae
pros e sceessiul in feld-ests was having the participants
deselnn cent progiles to retlect the realities of the com-
mwriies e clients that they serve, These profiles be-
camie 1se bosis of case studies and role-plays throughout
the reaing This approach suppons cient-centered ser-
vices b tcusing on the client as an individual, while

il the wuining o local needs.
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Muain Hall
The Best Practices Compendium: A Tool
for Public Health Trainers
Susan Palbmore i R
Lauren Pindzola RRAREEE LA

T A Y ES TR

P07 e st e e

Proct oo (oo

. P
CEUIRIR R R A IS (S

Pros oo umpeortants T nese e o~ onne

voll e s ored T brneg WIlHI & C()I]CUITCI][ SCSSiOﬂS
SIS ksl Partionmas wol!

Room +
DRI e S Distance Learning: Lessons from the Fiekd
RO LTV wod vt o hio ity SN 7\‘(,"(:‘.I\-','I)h'”gp,-

Prvedy PROASEE

e

st s necessan o e

Room 13
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Room 1
Training Site Development — What are the

Ingredients for Success? o
Anita Gibson S -
Kamlesh Giri R
Maternad and Neonatad Headth Prosram T
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Room 2
Evaluation of Impact of Cascade Training
Approach on Family Planning Services and
Infection Prevention Practices
Cathy Toroitich-Riito

Family Flealth International

Findings of two mrainings on evaluation of Family Planning
(FP) and Infection Prevention (IP) training conducted using a
Cascade approach in Kenya and Tunzania will be presented.

The training progranunes were ainzed at acldressing issues of

rapid capacity building in FPand 1P us well as cfficient and
clfective transfer of knowledge, sKills and atiudes among
service providers in Kerya and Tanzania. 'l e evaluation meth-
odologies involved observations, merviews and stuctared
questionnaires, Findings dhigwed that the cascade approdeh
viclds a rapid multplier effect in human resource capacity
building and good tansfer of FP and 1P knowledge, skills

andl atttudes.

Lounge 1
Designing Counseling Training that Works
Guil Rae
Poputation Leadership Progrm

Counseling is a fundamenta) element of health service deliv-
ery so what counseling content 4 fraining methods have
the most impact? Participants will explore key components of
good counseling and the impostance of four specitic counsel-
ing content areas: knowledge, attitudes, hehavior and con-
text. Special attention s paicl w0 what research says about:
self-efficacy, self awareness and cipaiiy.

Excellent counscling training also requires evidence-based
best practices in training, such as using quality standards in
curricula design, micro-skills iraining, modeling. supervised
practice, peer review, seif-assessment, po witive reiforcernient.
using multiple leaming approiches, and fostering a strong
learner support system. This session includes lessons from
life and research plus activities.

Lounge 2
Whole-site Training for Sustained Results:
Egypt and Tanzania Experiences
Grace Engesia Wambua
EngenderHealth

Assessing and meeting the feaming needs of all stafl ac the
service site and applying fearning 1o their work setting through
Wheole-site training creates instirution!] Capacity andl support.
fosters problemsolving, and stimulates wansfer of leaming,
within the instination for wider. ongoing application of new
skills, Egypt and Tanzania case studies Hlostraie the elements.
process and benefits of Whole-site training appre wach, leading

St R

TEL RS R e Pe e F

16y a common understanding of critical issues that engen-
der el ior change and integration of new skills into
routine ~onvices. strengthened teamwork, and enhanced
Chrnces of sustained capacity even when those nitiaily
tained dre absent or reassigned.

Main Hall
Training Clinical Decision-makers: Nurses
and Cervical Cancer Prevention
Sylvia Deganus
PG

For the past swo years the Cervical Cancer Prevention
Progran (CHCAPY of THPIEGO has been maining nurse
midswives and public health nurses in visual inspection of
the con ix and crvortherapy. As part of this initiative, CECAP
Jas dlon = ped methodologies o provide nurses with both
proced mt and dinical decision-making skills. Some of
the vl aspects of this training indude: independent
linical corassessment by nurses and doctors, video re-
view ol dipicn! training and an innovative multimedia CD-
ROM conmalning digitad images of the cervix. Trainees
achicy » horn procedural competence and confidence in
muaking dlinical judgments, enabling them © recognize
arx] 1 1naue precancerous cervicat lesions.

Room 13
Use of Competency-based Assessment
Tools in Chinical Skills Development
Enmanuel Otolorin
JHPIES)

Being :ble 1o measure learning progress satisfactorily and
evalinite performance objectively are extremely important
elenents in the process of improving the quality of train-
insr. “iadition) preservice education as well as inservice
traini in high and low-resource setiings has not alwavs
ol this fssue. The end result of (s is that students
often wsil from training institutions without the expected
competencies for their futore role in the community. This
e e session will share lessons leamnt in the use of
learninz suides for dinical skills development and check-
fists £ prformance evaluation and supervision. The groal
of wrining i 1o ensure that knowledge and skills learnt
Jurin trining are transferred 1o the job,

acldi

Room 1
Trainer Development for Decentralization
of Postabortion Care Services:
The Guinean Experience
Yolande Hyjazi
Faculte of Medicine, Conakry
Tsipué Pleab
THEEGE



After the introducton of PAC at the nuternities of e two
Guincan reaching hospitals in 1990 expunsion o the kevel of
b regtonal and prefectural health Lcilities ook plece i 2001
arud 202,

The Guinean Ministry of Public Health, i collabeoraion sith
THHEGO. developed dand implemented 3 triining netw ork
o suppont the decentratizagon and satamabilin of PAC ~r-
viees, This process incloded e development of national
truiners, use of these minens for PAC expansion adtivities,
identification and developrment of regionad amens, and prepa-
rtien of o regional WHRng ite.

This presentstion will deseribe the process, results, und les-
sons leamed from the process of decentrulizing PAC training,

4:00 PM - 5:30 PM

Concurrent Sessions

Room 4
Licensed to Practice: Assessing Graduates of
Strengthened Preservice Education
Susan Griffey Brechin
Kama Garrison
THPIFGO

mditionally. licensure or centificazion for 1 healtheare pro-
vider 1 practice has been based on wrien exsams which
emptusize knowledee mather than skills, some cinica? decrs
ston-making skills can b assessed in wertien fom but others
cunnot A chaflenge of refomming preservice education oo
ensire compraenoy-hased training s defining Tormal e
et oF stdent skails etfore gmduation, AL isue is the nume
Bor of students oo he assessed and the avaikibiling of taculy o
portormy the weessmens, How many skills should be s

sesse” And howe to do tis efticientiy?

JHPIEGO has adupred Observed structured Clnicad Exane-

Al OSCE S o ssess stadent <skiils, 1

U inan evaluation, ailows for smimclirdizod obmen ations

of all wudents. Addinonaliv. dients are protected wien -
dent competenay in askill B Known Phis soorksbop will
Ao proside the opporuniy © discise the necessine and

approach 1o increusing inter-rager relabthee. This convuarmen:
ession will our expentise with these aseessment methedds
ndd their implications: It will adso reviews results for ke gries-
nons thow competenay-hased trining methods atfect Skl
Feleniion i u presenvice seting, the relaionslip betdoeon a
providers experience pracdcing a specitic <kill and confi-
dence and competence. derenmining acceptable perfommance
vt seniinel skalls for providing FP oand o bor deliven ser-
vicesd Experiences and resalts fronm prowrames iy Momocvo,

Chare Mali, Renva and others will it o e
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Room 3
Developing Effective Trainers for Sustain-
able Training Systems: Lessons Learned
Lunab Ncube
JHPIEGO)
Mary Jonazi
CQueen Thizabeth Contrd Heospaad

Mathias Yameogo
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Room 2
Training to Build Capacity for Long-term
and Permanent Methods (LTPM) of Family

Planning
Henry Kakande
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Tounge 1
Move Forward with Teachback: A Unique
Methodology for Training Trainers
Michele Fvering-Watiey
Catherine A McKinney
Cheryl Tryon
Cheryl D. Mayo

Coenters Tor Disease Conrol andd Prosention (07X

An importnt aspect of triining teives s e ot only wich ibem
the cotrse content, but st eratye them o gain the uaining,
shills necessany 1o wach the conree o otheps. This session fo
cuses on the Taachbuek triining crcthodolg which vses o
SSCTC Process for trining 1ine= o teieh athers s TN
lave leamed. Ationd this sessica s feern about tfus exciting
anch unigue methiodology and Fov e beadapted o vaious
courses for training tainess

Lounge 2
Combining Postabortion Care (PAC)
Clinical and Structured On-the-Job Training
(OJT) Skills for Sustained Results: Malawi
Experience
Joseph Ruminjo

Fngendert fealth

The session will focus on Best  amcices in mining of trainers for
provision of posmbontion e D mg on resuls fom Mk
the session will document the v
competency-lased appronchiared =
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A Demonstration of Strategies/Techniques

from the Transfer of Learning Guide:
Using a Distance Leaming Approach to

Transfer Knowledge and Skills

Stempile Matatu-Mugore
Raproductve Heaith Cimcal Speciaimst, Intrah consultant

Anne Ofto. intrah consultant
Clinical Services Advisor. Intran consatlant

Transfer of Learning Guide

* Why does good training faii?
- training was not the right “fix”

— training is only pan of the solution

Transfer of Learning Guide

» What factors affect performance?

- job expectations
~ performance feedback

- physical environment and tools
— motivation

— skills and knowtedge

Organizational support is key to success’

PREVIOUS PAGE BLANK



W Transfer of Learning Guide

* What is the TOL process?
...an interrelated series of tasks

performed by supervisors, trainers,
fearners and co-workers before,

during and after a learning
intervention in order toc maximize

transfer of knowledge and skills
and to improve job performance. ..

Special Features of the

Transfer of Learning Guide

= Case Study
» Transfer Matrix

= Action Plan

el Case Study

» Highhights factors that may
influence performance

v |Nustrates how several
interventions, training and non-

training, must work together




Before  During  After
Leaming Leaming Leaming

Action Plan

Action Plan
Specific Areas to Improve |

Problems to Overcome

Detafled Responsibie Resagrces Date
' Steps Persons Time

e

Changes
Expected |

|

Commitment of Sugport Team:

Key strategies:
Before learning

Ensure problem can be “fixed”

with training
Select the right” tfranees

Establish agreements about

intervention goals

Support and encourage the

learner




T It

Ml Key strategies:
During learning
= Match training activities to
intervention goals
= Give learners the time to learn

Key strategies:

After learning

= Pravide on-going support and
resources

= Monitor learner progress

* Make adjustments as needed

| Apply transfer process...

= to any learning approach and
combination (blended) appraaches

* in various supervisory
arrangements (or-site or visiting)

B - in your next intervention design or
re-design




What eise?

» Avaiable in English, French and
Spanish

* interactive, computer-based
versions also available

» Help us evaluate the guide!

Learner Support:
The Key to Transfer
of Learning

infrastructure designed to
facilitate learner achievements
before, during and after the
learning intervention

- learning materials and activities
E — facilitalors, peers

B — administrative support




Featured Learning
Intervention

« Nurse aides/nursing assistants
with littie formal training

= MOH upgrading NA cadre’s
skills to provide sssential
health services

= = DISH DL course
~ supplements FP contenl
— DEP course offering

Transfer Strategies Used




Course Design

= Highiy-structured.
12-week. print-based
distance fearming

course it family
planning

© = Tutor. mentors,
in-charges and

co-workers involved in
activities with learners

Tutor/mentor Support

* Onentation to course and targeled

facilitator training
* Monthiv suppert meetings

* DL coordinator based in district




M Intervention Results

* Learners improved FP/RH
knowledge and skilis

= Training strategy/approach
successfully re-purposed to
train other cadres in different
topic areas

Lessons
Learned/Challenges

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

= Find better ways to link training
interventions with non-training
interventions and performance
support systems

= Provide adequate learner support
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Achieves Competency with
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Individualized Training

Achieves Competency with
Limited Caseloads,

Reduces Training Burden

JHPIEGO

Mr_Rick Hughes Country Director. JHPIEGQ. Zambia
Dr. Kamlesh Girt  RM Advisor. JHPIEGO. Baltimore

Dr. Velepi Mtonga Director. Clinical Care & Diagnostic
Services. Central Board of Health. Zambia

Obijectives

- Describe the Individualized Learming Approach
and its different applications.

- Discuss field experiences in using the
individualized Learning Approach ta overcome

different constraints:
+ Limited Case Load (NSV training in Nepal)
+ Emergency Setting {PAC training in Zambis)

« Apply lessons learned with individualized

Learning to various training situations.

zl

Competency-Based Training

- What is the uitimate objective?
+ Service providers giving quality services

+ What does that require of the traines?
- Technical Competence. sand

« Confidence 10 provide the servios

- To achieve this, the Iraineg.needs §
herihis knowledge in practhbg N
setting and situation

DREVIOLIC DrMC D1 AR
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Group Based Learning
« Train many participants at one time

- Fixed course schedule
» Hllustrated lectures Demonsirationy
+ Observations - Clinical Pra_ﬂjw 5

+ Participants and trainers are el
fulltime

- Takes them away from normal dut
service prowsmn

v Achieving Competency

+ Requires hands-on practice
+ Need enough client load for each participant
to achieve competency, and confidence

- This can be a challenge where there is:.
» Low case load

« Irregular client flow {e.g., emergency
situations or infrequent proceduras)

Solutions to Limited or
frregular Case Loads

- What are some possible solutions to
situations in which there are limited case
loads or irregular client flow? '

« Here are some thoughts:
- Increase the duration of training.
- Decrease the number of trainees . |
- Alter the format to aliow maximum‘

cases when they present ¢ 'fewef‘
opportunities”) :




individualized Learning
Approach
+ Places the primary responsibility for “moving™

through the objectives and related learning
activities on the participamnt

- Does away with lectures ﬂldm lh.
burden on the trainers

available

3

e
* Individualized Learning Package

» Reference Manual

- Contains the essential, nwed to kninr information
related to the course ohjecthves.

- Participant's Guide
+ Road map to guide the thm
» Trainer's Guide

g
+ Supervisor's Guide {whaﬂ
- Contains important info
the tourse content, Mgy

+ Anatomic Models and
+ Required for cornpleding

Comparing Group & Individualized
Learning Packages
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Comparing Group and
Individualized Learning Courses

- Group-based learning courses put the burden
on the trainer
= trainer directs the participants’ learning
+ illustrated lecture, demonstration, structured practice
+ course schedule designed 1o cover the material and
skills in the time atlotted

« Individualized learning courses put the burden
of moving through the course on the participant

«+ structured practice exercises direct paruclpants
learning (knowiedga} :

+ trainer “supervises” their tearning
« trainer can focus more on the clinical teachmg

+ course outline allows flexibility to maximize ctmical
teaching time :

A I

o Advantages of Individualized
Learning Courses

« Putting the burden on the participant to move
through the course reduces the burden on the
trainer

» Trainers can cortinue to provide services
= Enahles alower participant : trainer ratio
- DMminishes trainer “burn-out”

« Flexible schedule allows for maximun use of

case load )
- No fixed sessions — easier to adjust whan clients are
available
. F'articiran!s can move at their own pace, and get to
clinical practice stage earlier

Advantages of Individualized
Learning Courses {cont.)

+ Flexible schedule allows for a variety of
applications
» On-the-job training
- Can be accompiished fiexibly white conlmumg to
perform normal furctions .
+ Training staff from near-by sites
« Can be accomplished flexibly, by having the'
participant(s} come an a periodit schedulg |
+ Training staff from far-away sites - ‘

- Can be done in a fixed time period, hut still ;
accommodating a smail number of aﬁlt:lyants
with minimal disturbance for the tra nmg sho

AN Ed e w e e




L essons Learned

- Dr. Kamlesh Giri: Lessons kearned from the
Nepal NSV individualized Learning Experience
+ Low case loads
+ Maximum 2 trainees at a ime
+ Manpower constraints at servite A training sies

- Dr. Velepi Mtonga: Lessons laearned from the
Zambiz PAC individualized Learning Experience
- Low case togds at all but a fawi sies
« brregular chient flow & timing 7!

+ Severs mangower constraints it service sad tireining
sites

nj

Lessons Learned from the
NSV Training Program in Nepal

- Compelency Based Training (CBT) for family
planning programs in Nepal started in 1994

+ Alt family planning trainings wers group-based,
both in the public sector as well thoge
conducted by NGOs

+ Challenges for group-based training:

~ Trainers felt stressed in conduciing MEMErOUS Qroup-
based trainings to meet thy nabonal rsining needs

+ {imited caseload especially for Wh
achieve competency in given dyration of bme
- “Comgressed FP Season” for volumary sterfiization

Rationale for introducing
Individualized Training
- Relieve trainars from conducting lh.ordled

presentations one after the other to meet the
national training demand

- Relieve trainers from contutting th
training for very smoll numberof

at a time} -

- Trainers can contiwie
training is golag




approach

Rationale for Introducing
Individualized Tralnlng

« Limited clinical staff in district health faclﬁtie:
+ Providers may spend less time away fromwem* L

+ Create opportunities for Iarger ffg:ﬂm
in-house providers using individualized

» Provide opportunity for staff fre;p;
to be trained in clinical procedire’

¥

v KA

Individuatized training for No-ScaIpeLVaéébﬁbﬁjﬁ' .
designed in 1999 and pilot tested the same yeat -

Time
distribution
for training
activity

Individualized Training

Knowledge

Pracuce
exercises
“Cbservatians
<Ruading
“Videos

=" Modet
practice

Approach

on:

+ What are the advantages aﬁtg;i
of individualized tearning pa

+ Can trainers adequately malriain ¢l
responsibilities while conm
individualized trammg" f

- Have NSV individualized tra
been providing NSV 5 erume§




NSV Study Sites

Evaluation Study

+ NSV providers trained Sept '00-Sept '01
with Individualized Training Approach
« 27 providers interviawed
« aut of 30 trained _
- 18 actively providing services ,
+ 1% out of 18 pravided mnmm

FP services

- 6 active clinical NSV mm

« out of 7 total e

R Advantages Compared to
' Group-based Training

Participants Trainers

+ 306% - equal clinical
participation

+ 26% - learning style
promotes seif-marning

- 22% - saved thma on
length of course = }
reduction mostty during
knowiedge acoyrigihn:
part - potentinhly (s
more time for ok nlesk
eXposure :
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Disadvantages Compared to

s Group-based Training

Participants Trainers

- 22% - difficulty on “seif- + Some participants not
learning” comfortable with self-

- 15% - fourd the schedule learning
to be “locse™ ~ would + 516 said abie to fulfill
have preferred a more their clinicat duties while
restrictive schedute using individualized -

+ 42% - found no approach for NGV

disadvantage to the
training approach

22

ey
R

’ Additional Findings

+ Differently qualified participants (e.g. MBBS
versus MS or OBGYN) took different lengths of
time for completion

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

- Individualized Training relieved trainers of the’
“burn-out” from giving theoretical training to a
small number of participants one after another

Summary:
Lessons Learned in Nepal

- Approach allows flexibility to suit the Iength of
training to individual needs

» Trainer able to balance time between trammg )
and service delivery

PN

- Allows multiple training events ong; aﬂ@l‘i. e

another with small number of pariicipan
allow for low caseload

- Without undue stress to the trainers "

- With less disruption of reguiar service

ER 54 xga 5
¥ a 2

i ks




Summary:
Lessons Learned 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 individual working
styie and schedule

Iz

Lessons learned from the PAC
training program in Zambia

PAC Needs Assessment {1998):

- Some good news . ..
+ MVA introduced in 1990
+ Al medical students trained in MVA

+ ... and some not s0 good news
+ Very limited availability of MVA dus to Iack of
equipment . :
- Notintroduced in a consteliation of PAC
services s .

Background (coni)

- No linkage to FP or other RH services
« Poar infection prevention practices

- Legal limitations '

+ CBoH formed the National PAC Task

1999 p ”

+ Te introduce PAS serviops

» BUT thers was ljnited

« Development of Nati

- Phase | - Nationjg?

- Phase H - Provingk




PAC Individual Training
Approach

+ The National PAC Task Force adopted the PAC

Individualized Learning Package and approach

for its flexibility within a structured framework
« Structured appreach to achieve competency '

- Ability ta train small aumbers of providers o
maximize use of client load

« Therefore, quality competency-based training is
possible at sites with lower case loads

+ Interest in building capacity for on-the-job training
within institutions to enmance sustainability

Learning Approaches

- Phase | - Medified individualized Approach

+ Yo establish the initial 3 National Training Centres

« Individualized Training Package used for PAC clinicat
skiils, but with a targer group of participants

+ ModCAL CTS used for ciinical training skills

- Phase Il - Individualized Learning &pproach
- for establishing 7 Provinciai Traning Contres

PAC Individual Learning
Package Implementation

1. Used for training small groups of
participants from remote sites
» A faw trainees are selected

+  Once their site is adequately prepared, they
travel to the training site

«  Complete the PAC skills training in 2 weeks




PAC Individual Learning
Package impiementation (cont.)

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

Should be following the 15 day course
schedule

. Trainees near the training sites
(satellite sites) can use an intermediate
approach, coming to the training site
periodically (1 or 2 days / week)

PAC Individual Leaming
Package Implementation (cont.}

- Sites established with individualized
Approach

« 7 quality PAC service sites astablished

» 6 of these sites have alsa completed CTS
aind are conducting at least seme OJT using
the individualized training package

- 4 more sites have completed inftial PAC
orientation and strengthaning of

services, awaiting PAC clinical skills training
and clinical training skills training

=

How has it worked?
Lessons Learned

Incorporation of nurses & midwives

+ The recent enactment of the Nurses & Midwives
Act 1997 ailows midwives and nurses to be
trained and to provide o wide range of services

- Flexible approach makes it sasier to train a
mixed group

- Physicians with more personst experience in PALC

« Nurses and midwives with less cllnicl PAC e
eAperience
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compare:
schedule, on-site)

learning approach

On-the-Job (OJT) vs
2 week Individualized Training

- Asked both frainers and trainees to

= The “true” OJT approach {35 day course

» The “modified” 2 week individualized

Trainer's Perspeclive

- Allows assimilation of
materials by participant
based on participant's
pace

Does not interfere with
ward dutiesiservice
delivery

Easier to fellow-up, assess
and give feedback
Slow learners can still
learn

.

Advantages of OJT

- Ensures application of
knowledge

Easier to mofivate trainee

as rappott easily developed -
« Easy o adapt

Less stressful

= Transfer of knowledge
higher

Trainee’s Perspective
Allows to do things at
own pace

Allows more practice and ©
faster skill acquisition
More attention given to
trainee

Emphasis on doing the
correct things

Makes you accomplish
assignments and to read
training materials
Immediate feedbick

Advantages of OJT (cont.}

- Enables to share feelings

- More tumww@qmand
. aeuemww;; i

and ask quastions freely - . |
Stationed in own . N
environment ﬁ"lm“
easy to adapt -

issues e

:

5o ’&

knnwiqﬁgé k




Disadvantages of O}T

Traner s Perspective Trainee’s Perspective

- Takes too long - No-one to share ideas
+ staff movements with
+ change of management « individunl kisas v
- Trainee robed of free time growp ideas
- Castly for trainee. - Ditficult for trainer &
especially if stays over trak o together
iunch :‘
St o
avi
compare and share ideas * Huada a lot of time
with . mmmh
« Yrainers on their own more shudents
therafore no-onhe ta consull
with
i
Summary:

Lessons Learned in Zambia

« OJT might pe the best way toge, but ., ,

- Not all sites have adequate stafl, trainers and cliend
flow needed to da quality, structured OJT

+ Maintaining the momentum of OJF, 4o conduct and
complete routine. ongoing trainireg, i dilficult

+ Asking staff to do OJT on top of Sl dime work without
added incentives or extra time MMI’.
difficuit

Summary:
Lessons Learned in Zambia

+ individualized training with a small group st »
resmote site works well
+ Small groups can QMM“
available client kaad :
+ Retains gome benalits of groal Ieaiing d !
+ Flexible approach hh*m
practice to get it .
+ Burden o trainars
based training
- Ailows training
low for group
decentralization
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Summary: Individualized
fraining — Pros

« Shifts some burden from Trainer to Trainee
- Lessens "burn-out” of trainers
- Allows trainers 1o continue to provide services
- Less disruption to the training site
- Allows trainees to progress at their own pace
+ Accommoadate different cadre or learning styles and .
capagity
« Progress to clinical practice more quickly ]
+ Maximize available clien! load when cases are limijed’
- Flexible schedule

- Maximize available client load when timing m
unpredictable

Summary: Individualized
Training - Pros {cont.)

- Flexible approach

+ On-the-Job Training

- Satellite site training on pericdic basis

- Fixed duration training for further removed sites

+ Self-directed learning may improve ability to
self-correct

+ Putting more of the burden on the learner MAY better

prepare them to go back and use the materials if they
run into a probiem or are unsure of themseives -

&

" Summary: Individualized
Tramning ~ Cons

- Not easily adapted for large groups

+ Looses its advaniages over group-based training
- Materials must be weill prepared and
appropriate

- Practice exercises

+ Audiovisual aids

+ Trainer less able te make on-the-spot chaages
« Requires discipline and motivation of both
Trainer & Trainee .

- Assumes principles of aguit Jeamfng .

= Some benefits of group learning may be E
diminished y
- Shared experiences, vari‘e*'yofpﬁim of véew e
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From Acquiring Knowledge and
Skills to Being Able to Do the Job

Evoisbon ane Currert $1atus of Traming E/aluaton

(3 T

7 3m TEME

Session Breakdown

= M&E maodel

= Working definitions

= Training monitoring and
evaluation
« Performance evaluation

* Methodologies and tools
= Challenges and constraints

* The way forward

M&E Model

Jutoores

OPCVINT IS DARE R ARY



Working Definitions

» Monitoring
— Assesses activities and cutputs
— Judges timeliness and adeguacy
—~ Locks at processes and outputs
» Evaluation
- Measures resulls
- Judges project/program success
— Looks at effects and impacts

Training Monitoring

» Processes

— Curriculum design

-- Participant
selection

- Venue/materials
preparation

— Use of training
methods

— Learner support

Training Monitoring

= Outputs
- Number of courses
conducted
~ Number and
characteristics of
people trained
- Training quality
=K's L1
— Training effectiveness
= K's L2




Training Evaluation

— Coverage

- Range of services
and methods

- Client characteristics
and satisfaction

— Providers’ performance
on the job

*Ksi3

P2 = |mpact
T _CPR
—~ MMR
— HIV transmission rate

- FP discontinuation
and reasons
-TFR

Performance Evaluation

= Performance
— Behawvior
= Skilis
= Competanc,
* Prof 3

- Accomplishments
* Chent sulcomes




Examples of Indicators

* From the audience...

Focus of Evaluation

Institutions/SDPs Praviders

Methodologies
and Tools

= Methods
— Institution-based
— Facility-based
s inventcries
= Providers
« Clients
— Population-pased




Institution-Based
Methods and Tools

* Institution capacity-building
- MSH's MOST (1996)
- PRIME (T.R. #16, 1999}
— USAID/CDIE (TIPS #15, 2000}
- MEASURE/Evaluation (2001}
= Measuring capacity to
— Design curmncuia
- Maintain resources

— Conduct and evaluate
quality training

Facility-Based
Methods and Tools

* |nventories
= Provider interviews
= Provider observations

» Self-assessment among
providers

« Client and service statistics
= Client interviews

Inventories

s Used in Situation Analysis, QIQ,
SPA and other methods/tools

s Looks at infrastructure,
equipment, supplies, protocols
and systems

= Assesses SDP conditions

= Complements data for QoC

* Used for minimum capacity.
accreditation
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Provider Interviews

= {_ooks at perceptions, attitudes,
knowledge, practices and needs
— Consumer orientation
~ Barriers and biases

» Assesses factors affecting
performance
~ Recognition and incentives
— Supervision and feedback

Provider Observations

= Direct and through simulated
clients

= More objective than self-
assessments
— Optimal behavior
- Intense observer training

» To observe:
- Competency and proficiency
— Interpersanal ralations

= Complements QoC

Facility-Based Tool




Seif-Assessments

* Used for CQI/QA

* Empowers providers

* Uses relevant indicators
because it is “internal’

= Less objective for program
evaluation?

* Requires commitment and
leadership

Client and Service
Statistics

= Relatively unused
» | ooks at number and
characteristics of clients
and services
- Age, sex and marital status
- Number of new services. methods
= Can assess quality of care
« Affected by reliability. guality
and validity constraints

Client Interviews

* Exit interview responses proved
consisten! with observations
- Counseling
- Informatian

= Client interviews for other
purposes
- Tailoring services 1o needs

-



Population-Based
Methods and Tools

= In-depth interviews
= FGDs
~Users
— Non-users
— Discontinuers
— Potential customers
= HIH surveys
- WRA, men and adolescents

Lessons Learned,
Advances, Challenges

Advances

Ché”éﬂées_‘

Lessons Learned

= No templates

— Commeon principles

- Unigue situations
= Importance of baselines
—Plan and budget
Educate donors and
counterparts
Dissemination not a natural
outcome




Advances in Design

= Evolution from classroom
to workplace

 “What was learned?”

v

"How was learning applied?”

v

“What were the results?”

Advances in Design

v
L

v
v
I

Advances in
Methodology

= Staggered control/comparison
groups

* Multi-level analysis

= GIS

» Sampling alternatives/LQAS




Challenges

= Limited evaluation mandates
= Non-integrated evaluation
= Attribution
- Training alone may not account
for results observed
» Sampling
— Facilities/providers as units of
measurement
— More work and fewer numbers

Challenges

= |ncreased simultaneity of
interventions
~ “Who did what?"

= Control groups are complex
and rare

P o - Fap et |

The Way Forward

* improved collection of behavior-
related data

= increased use of client/clinic
statistics

* Increased use of data linkages
~ Training +— outcomes

= Estimate population catchment
from trained provider




The Way Forward

= Integrated evaluation agenda
- Parinering of institutions/prajects

- Collaborative efforts o measure
training effects and impact

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

Evoht om ane Currem Status of Tra-ing Evaluation







Design Your Audience
into
Your Training Program

Gail Rae
Manager
Professional Development
Population Leadership Program
529 14™ St.. NW', Suite 1030
Washington, DC 20045
Phone: 202-661-8021
Fax: 202-001-8029

E-mail: grac@popldr.org
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Audience Space Design
By Gail Rae, Population Leadership Program

ra opldr.or
(202) 661-8023

Audience Space Deiign means never again wornving about audience energy and mvolvement.
This session will teach vou a technique thar experienced traners acquire, bur don’t ofen

share. The best trainers intuitivels” railor their presentadon to thar audience and canan

with the How” while stll achieving the traiming goals. How do they do e

During thi< session, we will move trom a tocus on Chow 1wl present™ o whar hev w
g P

to know.” Your audience will appreciate the genuine interaction and vou will inerease vour
contidence as a prc\enu,r and facilitator of an exciung wnd respecttul learnimyg environmen
We will focus on what specific members ot the audience bring o the session and mow o
build on their experience. their knowledge, and their stonies -~ even thouah vou never mes
them in vour lite.

Create Space for Your Audience to Charge Ahead!

“Vpre thansht. . needs 1o be 2iren as to whether iF i enongle tu pud e viens i 2 dorpe o' 5o 0

i darger rode for the cient i fermis ot chngsing u;,,, Acr to Bury e car in FE Gt Pl i N

Sy n desioning i encineerin Car W, Gl By ateds i tor B IS g B

--David Fllerman

1
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Why Bother?

The quickest and casiest way to design a seminar is to:

1 - Think of what you want to impart to your audience.

2 - Determine the relevant charactetistics of your audicnce,
3 - Rescarch approptiate material.

4 - Develop the coutse content.

Other considerations for course development,

Create Space for your Audience

Woelcame awdiepce contributions

« Make space for your audience. Wit it into your seminar structure.
When this does not occur, the audience mav still conwibute, but are apologetic about

it and acr as if it is an interruption. Depending ¢ n the context — if there are no more
than 40 participants, vou can allow questions and coomments during vour talk.

+« How can I invite my audience in? Recreate your talk into a discussion.
Lay out vour lecture notes in sequence. Look corctully at each topic on your list. For
each topic, place a checkmark next to cach tterr your audience knows something
about. Fiven if vou are surc they do not know what vou are about to tell them, allow
them first to set the stage. Allow them to sec whai the gap is between what they
already know and what additional information vou will give them.

¢« Honor the knowledge your audience possesses. Pose a question
for them, ask them to discuss the topic and offer their suggestions.

o S BLIC s
B’i»gs‘%ﬁsw s
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Eapent

A
]
ey
2 Needed
Ej Knowicdge
2} _
3
i; Assumed .
o Knswietige Gap
g _
© Current
5” Knowtedge level
§
< Blank

v Slate

il oo tewi

Seminar Content Planning Model
Filling in the Gaps

Seminar Time

I
v

[ ] usewiedpumerts  Note: kmowiedon inciuses sxperiencs

Let’s Take a Look at this Design Model

List assumptions that this model is based on.

L
2.
3.

I

[

e @ =

-
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Seminar Content Planning Model
Filling in the Gaps

Expert
1
151
)
2 Neered
-; Knowiedge
m i
v
.“g’ Assumed
o Knowiedge Gap
< |
w Current
;cj Knowledpe Level
L
3
< L Blank
Slate

Seminar Time

1
!

Actuai Knowledge
- Export Level

]:] Knowiedge Needs Note: knowledge Inclurles experience

How does this model change our design process?
i,
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 well go tor it
3 — I have a dynamic personality and no one ever gets bored.

4 — T always allow for audience questions and comments.

5 —There is 2 QQ & A scssion at the end of the seminar.

What are yours?

ORI
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Space Principles

o Talk Less - Listen More

o The Art of Seminar Conversation

o It’'s Not About You!

o Invite ‘Realiny’

© Applicanon, Application, Application

o Model Your Teachings

Session Objectives

List vour current session objectives and then reframe them so that the audience could have
written them.

Speaker-Focused Obijective ?Audience-(:emered Objective

1. |
|

[

-
4
. -
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HELITH TP
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What are yours? Meta-Objectives

No one speaks of these, but these are the objectives that
speakers/facilitators keep to themselves, They can be very
lofty like — Building rapp-rt and trust, getting the audience
energized, moving the audience to action. These are critical
in directing the facilitator’s intention and their speaking
strategy.

Real Questions
Real questions are questons to which you do not have the answer, When you ask a real
question, you need to listen to the answer in order to respond appropriately.
An example of a real question is:
e  “What prevents vou from using this technique in your local context?” or
* “How have vou dealt with the issue in your region?”

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

i

SRS

Build and They Will Listen

What happens when you open yourself up to questions that you may not know the answers
to?

Most public speakers, and facilitators like to control the conversation. They most often do
this by creating a simulation of a conversation that contrcls participation, sometimes not
allowing any more than a one-way interaction. But, and here is the secret — if you ask a
question about a subject matter that you know, there is a high probability that the answers
fall within a certain predictable range. And you can prepacc for your role in providing
satisfaction to the questioner.

S =
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The Secret Plan for the Unknown

Use the 3 questions vou just developed and bramnstorm possible answers.

Question 1
Potential Answers

ueston 2
Potential Answers

uestion 3

Potential Answers

The Great Build

Once vou have listed possible answers to vour question, vou can plan vour next section of
seminar content. In this way, vou are actuallv engaged in a ‘dance’ with vour audience. And it
goes like this. ..

Content
v

Invitation

v

Build on Audience Perspective

CODA
Content
Invite
¥ PUBLIC R
gy
?P!Eﬂ'll;j'li'.g Populsion leadership Program w



From Linear to Space

Linear Content

Audienc-e-Focused Content

R
EURLI ey
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Session Strategy

Objectives: At the end of the session the audience will be able to:
1.

L 1

Logisucs:

PUBLIC
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Decentralized Training and Supervision -
Lessons from Ghana

Nicholas Songogye Kanlisi
Program Manager

EngenderHealth. Ghana

25 Senchi Street. Airport Res. Area
PMB KIA

Accra. Ghana

Phone: 233-21-778-558

Fax: 233-21-775-396

E-mail: nkanlisi@engenderhealth.org

Patience Darko
EngenderHealth Ghana

25 Senchi Street. Airport Res. Area
PMB KIA

Accra. Ghana

Phone: 233-21-78-558

Fax; 233-21-775-390

E-muil: pdarko@engenderhealth.org






ENGENDERHEALTH

improving Women's Health Worldwide

INTRODUCTION

It is a pleasure to share with you the lessons learned during the scaling up of Minilap and
Norplant services tn Ghana through decentralized training and supervision. This
presentation will only focus on the linkages between training and service delivery.
Training is not an end in itself. In-service training is done in the hope that participants
will acquire new skills and knowledge or improve existing skills and knowledge. But the
ultimate aim is to provide quality services to clients. Training efforts must theretore keep
the rights and needs of the client (the ultimate customer) in mind. The client is the direct
recipient of the outcome of tratning interventions and programs. Providers are the
intermediate and vital link to the client. Providers participate in training programs to
develop or update their knowledge. skills. and change attitudes. In linking training to
quality service dehivery supervisors are a critical element. Supervisors facilitate the work
of the trainees and ensure program progress. Therefore when training occurs with the
involvement of the supervisor there is increased [ikelthood that the knowledge and skills
acquired will be translated into service delivery.

The Objectives of the session

By the end of this session participants will be able to:

Describe steps in developing decentralized training capacity
Describe strategies used to link training & supervision

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

1o =

Overview of scale up
[ wish to start by giving you an over view of the scale up process and the context in
which training was linked to supervision. This can be divided into two phases.

Phase 1: 1986 to 1993:

EngenderHealth introduced Minilaparotomy under local anesthesia for female
sterilization in one teaching hospital in Ghana in 1986. EH conducted traming tor §
service providers {with potential to do training) & directly supervised the imaton of
services. EH awarded a subagreement to the teaching hospital to trained doctor  Nurse
teams in 13 selected hospitals in the Ashanti region. These started to provide senvices
with direct supervision from EH. These demonstrated the practicability of providing
Minilap under local anesthesia tor female sterilization. Chients were able to come into the

=oTomp oAt
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clinic and get a minilap and walk back home w;thout the need for hospitalization. This
reduced the cost to the client.

Based on these modest successes, the MOH requested EH to scale up Minilap to all
regions in Ghana. About the same period Norplant acceptability studies had just been
completed FHI. MOH got interested and requested that Worplant be scaled up along side
Minilap.

Phase 2: 1994 to 2002

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

Our strategy was to scale up training and service capabtlity. We did this by establishing a
national network of training and service sites capable of previding long term
contraceptive services. We later developed sub-agreements with Regional Health
Administrations that were supported through our USAID Cooperative Agreement. Two
teaching hospitals were initiaily involved to manage and supervise training and trainees.

Five sites were subsequently developed as training sites and 210 sites as service delivery
sites (105 sites providing Minilaparotomy and Norplant and 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 deal with program issues
comprehensively. We set ambitious goals but not all wers 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 up phase.

Steps for Decentralizing Training Capacity .
1. Assessment and planning

As a first step, an assessment was conducted nation-wide to:

e Determine the level of infrastructure needs,

e Identify potential service delivery sites and trainees,

o Identify regional training sites,

¢ Develop and integrated training plans with the regional and district supervisors.

This assessment afforded us the opportunity to determine supervisory needs with local
health managers. The assessment makes the managers think through where services
should be initiated immediately and who goes for training, first. Needs were therefore
prioritized from the on set.

EngenderHealth - 2003



The regional and district service delivery systems provided us the vehicle to defivery
traming & services. Trainees were selected by the MOH Regional Director in comunction
with the District Director of Health Services and local hospital and chintc admunistrators
and EH staff. Trainees retum to their hospitals and clinics and provide long-term
contraception. We expect to establish training sites in each Region. Currently, five sites
were established as training sites.

2. Developing service capacity of training sites

We undertake to strengthen service delivery at selected training sttes. Training sites are
well equipped to ensure quality training and service delivery. In some cases we renovated
and upgraded facilities to acceptable standards. A core of Family Planning Counselors
was trained.

Clinical traming sites serve as a model for future chnical practice. Providers perpetuate

what 1s observed and learned there. Therefore the selection of a clinical training site must

meet certain criteria:

e Meet accepted medical standards. be fully equipped and staffed to handle ali
immediate anesthesia related and surgical and procedure related complications,

¢ Must have adequate caseload to allow tramnees to perform the number of cases needed
to gain competency within a short period.

e  Must be a good model for good service delivery. such as :

Infection Prevention practices

Counseling and informed choice

Choice of Methods

Client — provider relationships

Records management

ASENENENEN

In order to increase and sustain caseload outreaches were conducted to church groups and
communities. In the hospitals themselves orientations were conducted 1o create
awareness about the services. Linkages were developed with other clinics to refer clients
for services at the training sites.

EngenderHealth intensified its medical monitoring and Quality Assurance activities 10
ensure the sites were meeting the desired standards. The skills of the service providers
were monitored during Medical site visits and potential trainers identified.

3. Developing training capacity

As services became established at the potential training sites potential traipers were
selected and sent for training in clinical skills. The trainers included doctors and nurses.
The content of the training included training management and organization. clinical

skills, infection Prevention, and chient provider relationships.

A TOT was also organized for counselors in training in Family Planning Counseling.

EngenderHealth 2003
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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 expanded 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 development jointly with regional
supervisors using the results of the assessment in step .

EH provided coaching and technical assistance in clinizal and counseling training,

After the training trainers conducted post training follow up in conjunction with regional
SUPETVisor.

Strategies to ensure ownership and sustainability

During the course of scaling up we learned a number of lessons. The key among them is
“understanding the existing health structures and utilizing 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 infrastructure needs for 100 sites-
Knowledge of the partner organization (1.e. MOH) and how things work there is
important. It influenced the project administration.

We negotiated sub-agreements with the Regions and the Teaching Hospitals. We made
sure the subgrantee i.e. Regional Health administrations and Teaching Hospitals are
involved in the program planning process so that they can take ownership of the
programs. This way, we received full cooperation frorn program managers. Managers
identified service sites and providers for training. When funding was not available they
pre-finance the planned activities, Managers showed ipterest in the implementation of the
program. For example, statistics on the programs are now capturéd as part of routine
service data.

Implementation:

Constant monitoring and supervision 1s another requireément to ensure program sSuccess.
Monitoring and supervision must be facilitative and regular. This is the work of the
managers and supervisors since they are involved in selection of sites and trainees. It was
important to establish a reporting routine.

Constant communication with managers and service providers keeps you informed about
changes that might affect the implementation of the program. It is also motivational to

service providers especially monitoring visits.

Consistent funding and a stable political environment ar¢ critical success factors.
Program scaling cannot be viable with “on and off ™ financial assistance.

Future challenges and strategies

EngenderHealth 2003



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

There 1s going to be the challenge for the Ministries to maintain program quality as
decentralized training and on-the-job training take place.

The TA Agency should develop strategy for updates and innovations 1n training and
service delivery.

TA is still required, but in new areas as program evolves (long term strategy)
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 & Services requires a comprehensive fong-term view. 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.

EngenderHealth 2003






Decentralized Training and
Supervision- Lessons from Ghana

Dr. Nicholas Songogye Kanlisi
Program Manager

- Truaining in Africa Best Practices,
ENGEND‘ES"-‘— AT Lessons Learned and Future Directions
Zambja, Moy 5-7, 2003

Learning Objectives:

* Describe steps in developing decentralized
training capacity

» Describe strategies used to link training &
supervision

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

Derk

Overview of Scale-up:

Phase 1: 1986 - Phase 2: 1994 - 2002

1993 “Outside TOT for 5 new training

*Qutside training for siles

initial providers (4} *Regional Health Adminisuration
- . anages training & supervision

| tramng sie through 5 training sites

» 15 sepace sites Suk s with 10 rogk

*EH conducted training & 2 teaching hospitals
& supervision direcly +Service at 210 sies

*Subagresment with *210 provided Norplant
training site +105 also provided Mimilap




Steps for Decentralizing Training
Capacity:

Step L: Plan/Assessment -7 Step2: Develop

service capacity
"

Vo

Step 3: Develop training

Step 4: Roll-out training .
capacity

& follow-up on service 1
providers N

Step 1: Assessment and Planning

» Identified potential raining sites
+ Identified potential trainees & service sites

» Developed integrated training plan with
MOH supervision structure

Step 2: Developing Service Capacity
of Training Sites

+ Strengthening service delivery at training
sites, including equipment and upgrades

+ Conducted outreach to increase & sustain
caseload

o Intensive EH medical monitoring and QA




Step 3: Developing Training Capacity

* Training of Trainers - ¢linical skills trainers

* TOT for counseling trainers «(decentralized
more quickly}

* Joint (Trainers and Supervisors) training
plan development and trainee follow-up

Step 3: Developing Training
Capacity (2)
» Using assessment fTom step 1, service sites

were selected and trainees selecied for
training roll-out

* Supervisors were oriented to the new
services

+ EH served as catalyst to facilitate links
between Health managers and trainers

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

* Training sites conducted training with
assistance from EH

* Trainers conducted post-training follow-up
of providers tn conjunction with regicnal
SUpErvIsors

Re-oriented supervisors to problem solving
e.g. ensuring that trainees have needed resources




Strategies to Ensure Ownership
and Sustainability

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

» Regional Health Managers take the Jead in
planning and organizing training —
integrated into existing 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 structures and
utifizing 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)




.

Achievements: 1994-Present

Training * Services
—~ Minilap-284 — Over 331920 clients
DR Nurse teams served

- Counseling -1978
Nurses

- Norplant insertion &
removal -374 Nurics
Norplant insertion &
removal - 77 Drs

.

Lessons Learned

Understanding the existing health structures
and utilizing them effectively

Build linkages between tratning and
suUpervision

Select trainees who show interest

Leamning & Training as a Dr/Nurse team
helps to overcome attitude problems

Lessons Learned (2)

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

TA in support of this strategy is
unglamorous, tedious and relentless - but

entirely necessary!







Beyond Training of Trainers:
Lessons Learned in Developing
High Quality Clinical Training Sites

in Indonesia
Zahida Qureshi
Lecturer, Department of Obstetrics and
Gynaecology

University of Nairobi
JTHPIEGO Consultant
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BEYOND TRAINING OF
TRAINERS

Lessans learned in deveioping high
qguality clinical training sites in
Indenesia

The Session

O Introductions/warm up
@ Brainstorming

O Presentation

O Case studies

O discussion

Learning objectives

0O Describe a comprehensive approach to
strengthening clinicai services and
training

O Describe the importance of high quality
training in maternal and neonatal health

0O Understand the chalienges of developing
high quality clinical sites that meet the
training needs of a large, low-resource
country.
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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

0 4.5-5 milion women give birth annually
OMMR-390/100,000 live births
118,000-20,000 wemen die annually
OEvery hour 2 women die

OuUp to 46% of deaths are due to PPH and
10% are due to complications of abortion.

O Estimated 60% of births attended by a
skilled pravider

072,000 midwives; 1240 ob/gyns




The Problem

0O Lack of skilled providers

[0 Too few women seeking skilled
providers at the time of birth

Background

OIndonesia -highest Maternal Mortality
in South East Asia Region

01991-5afe 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

OUsSAID funded-operates in 14 countries

B Indonesia is the largest Program

{Began in 1999 in Indonesia and is funded up
to September 2004

O implemented primarily in West Java-which
has a population of 42 million and Maternal
and Necnatal mortality rates nearly double
-that of the national average




MNH /MOH of GC 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 at birth

Site strengthening

0O BUDI KEMULIAAN MATERNITY
HOSPITAL FOUNDED IN 1917

0O 120 BED HOSPITAL (undergoing
renovation —present capacity 92 but
new hospital will be 140}

O STAFF OF 430

0O MIDWIFERY SCHGOL SINCE 1917




Site Strengthening

O Assessment done in January 2000
B AREAS OF FOCUS
0O Technical and decision-making skills
0 Organizatiornal/management issues

8 Mother-friendly and baby-friendly
practices

O Infection prevention practices
O Documentation
O Equipment and supplies

Site strengthening

O Staff commitment ~administrators down to
cieaners
1 Midwifery school!
B Seryice delivery unit
O Knowledge based updates on evidenced
based standards
O Intense on-the-job mentoring
8 Decision making
8 Mother friendly care
B Infection prevention
8 Documentation

Site strengthening

0O Equipment / supplies
8 Dativery instruments
B [P supplies
B Protective wear

B Resuscitation equipment for mother and
neonate




Site strengthening

0O Ante natal clinic
u Introduction of focused ANC

m Infection Prevention practices
O Labour and delivery

B Partograph
B Clinical decision making

B Emergency equipment and drill

Site strengthening

O Post natal unit
B Reooming in (bedding in}

® Counselling
® Cord care

O Theatre
m IP practices

B Monitoring of patients

Site strengthening

01 Process continued for 1 2 years with
pericdic visits from Consultants -

OB/GYN and midwives
O Skilled clinicians required

O Financial resources required
0O Great deal of commitment from

facility and visiting staff




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

Activities since then

0O 200 midwives (91 from BK and 10% from other
institutions} have undergone competency
based training in “APN” basic delivery skills.

O Echo MNH course held October 2002-157
generation trainers conducted for 27
generation participants

0O MNKH update/APN courses for 190 midwifery
students from other provinces.

O I.P. Ceurses for 91 Midwives, 40 Nurses and 67
Nurse Assistants

8 Changes in practice incorporated into
Preservice midwifery curniculum and clinicai
practice

Lesson learnt#1

O MNH Skills cannot simply be
incorporated into existing FP
system

O Clinical decision making is more
complex for MNH services




Lesson learnt #2

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

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

Lesson learnt #3

O Clinica!l decision making is the
hardest skill to teach

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

Lesson learnt #4

O Strong leadership needed for
periodic internal monitoring

O External supervision and
monitoring- supportive

O Neither should be overwhelming




Lesson Learnt #5

O established standards are essential
for sustainable training

Lesson learnt #5

Ols this really feasible?
OWhat are the alternatives?

Lesson learnt #6

0O Ideal situation is that skills
should be taught in pre-service
environment

O Inservice training system is not
the place for teaching basic MNH
skilis- 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 Investment:
The Application 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 Health's (MSH) Management and Leadership Program has designed
and delivered an integrated learning experience. entitled "The Art of Crafting a Business Plan for
Social Return on Investment.” This landmark program utilizes both face-to-face and clectronic
methodologies to provide participating organizations with a technology. that aliows them to
build expertise in such areas as: capturing and packaging breakthrough ideas. identitving target
markets and rnarketing strategies. determining the best complement ot staff to develop ideas. and
navigating the financial aspects of a business plan. including social and some finaneal retum
projections. The tools. techniques. and worksheets supplied during this leaming experience
serve to stmplify the complexities of the business plan. while helping the participants 1o balance
their enthusiasm with facts.

The blended leaming paradigm offers new opportunities for capacity building. cost eftective
scalabilitv and real time coaching.

The pilot program has been successtully implemented in Bolivia, and is currently undergoing a
number of enhancements prior to release in Africa in mid 2003.

Purpose of the Session

The purpose of this session is to introduce the Business Planning Program (BPP) and to share the
experience of delivering the Program using a blended learning model.

1. The Need for Business Planning
NGOs are aware of the need to become more sustainable and less dependent on tradinoral
sources of funding. Conscquently. there is a demand for capability to identify and secu.e

alternative funding opportunities.

At the same time. however. the best way to attract new tunding streams is to offer new ideas in
the form of breakthrough products and services.

The BPP is a rigorous process which encourages the development of “new thinking™ through the
development 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 1 difference
Link investment money with results

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

IIL. Blended Learning as an Approach to Design

Blended Learning is defined as an educational method, which integrates traditional face-to-face
(F2F) training with technological delivery systems. These systems include video and
teleconferencing, Internet and email, CD-ROM and other technologies.

Blended Learning offers the opportunity to deliver high quality and effective training to a large
audience.

Specific advantages include:

e Effectiveness — adult learers prefer to learn new techniques by being shown the process
first then trying the process, with access to support if questions arise

s Scalability - can be ramped up more easily than traditional classroom based programs
e (Cost — less overhead costs than traditional classroom based programs

I1I. The Program — Overview

The Goal of the BPP is to offer a business planning technoiogy that will equip participating
organizations to package and sell breakthrough ideas that generate primarily a social return on
investment. However, this does not preclude the opportunity to develop new products or
services, which deliver a financial return.

A number of key assumptions underlie the BPP:

¢ that money follows good ideas
e that the funder or investor wants his/her money to make a difference in the lives of the
underserved :

¢ that ideas generated by the organization are more citractive 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 organization’s mission

Articulate revolutionary ideas in the form of new products and services

Assess the potential market and design a marketing plan for new products and services
Identify a design and implementation team



e Estimate financial needs for design and launch
e Project the social return on the investment. and. if appropnate. the financial return on the
investment.

The BPP 1s delivered as a series of Modules. Each of which addresses a concept listed above.

Each Module is structured similarly and comprises a series of inquiries, assignments. and
reference materials and culminates with the submussion 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 with the team’s assigned Reviewer,

Summaries of Each Module
Module I: The Organizational Mission

This module provides the opportunity to show funders or investors what is interesting and unigue
about your organization and to draw them into the rest of vour business plan. During this
module, vou will explore the strategic positioning and core competencies of vour arganization.
You will begin by researching the history of vour organization; vou will then determine vour
organization's current scope in terms of product, service, market, and geographic coverage.
After being introduced to the Delta Model. you will review your organizatial’s current strategic
positioning. Finally, vou will identifi- the unique technical, management. and leadership
competencies within your organization.

Module 1I: The Breakthrough Idea

This module will strengthen vour ability to generate breakthrough ideas that will capture the
attention of funders and gain their support. During this module, you will conceive, tesi. shape.
and articulate breakthrough ideas that will lead to the development of new products or services.
You will be introduced to the Strategic Mapping technology to help vou generate hreakthrough
ideas to improve the health and welfare of vour target population. After ransforming these ideas
into products and services, vou will perform a selection process to determine the single new
product or service that should be the focus of the business plan. Finally, vou will learn how to
enroll others and gain support for vour ideas.

Module III: The Market and the Marketing Plan

In this module, vou will show your funder or investor that the product or service vou have chosen
meets the needs of vour target population, and that vou will be able to effectively market the
product or service to the population. The next step in the Business Planning Program is to
undertake market research to make sure that vour proposed product or service meets the
demands of the target population. This module will show you how to conduct market research on
vour product or service and develop strategies to market it. Your research will help vou to
determine your potential market, the benefits the target population would expect from the new
product or service, a reasonable price, and the quantity needed to meet potential demand. Once
vou have clearly defined the market for your new product or service, you will develop a
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marketing plan that includes goals, marketing mix, promotional strategies, and activities and
associated costs.

Module I'V: The Design and Implementation Team

This module gives you the opportunity to show your funder or investor that you have a top-notch
group of people working on vour business plan, a team wiih the skills and experience required to
develop and launch the new product or service effectively and efficiently, and ensure that it will
have the greatest possible effect on the target population. In this module, you will focus on
putting together a team capable of developing and launchiny the new product or service,
aceording to a detailed schedule. This will include reviewiny the roles and steps involved in
designing and introducing the new product or service; pronosing a team; drafting Scopes of
Work for each member, and creating a Gantt Chart to ploi the timeline for designing and
introducing the new product or service.

Module V: The Financial Requirements

In this module, you will demonstrate to potential funders and investors that your organization is
in good financial standing, and that you are capable of drafting a detailed budget that illustrates
and explains the costs associated with the implementation of vour business plan. Using the
instructions and spreadsheets supplied in this module, vou will review and summarize the
financial health of your organization, and drafi a budget cetailing 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 your funder or investor that vour idea will make a
measurable improvement in the lives of your target populotion. During this module, you will
learn how to project the social return on the investment vour funder has made in the launch of
the new product or service. to predict the measurable improvements in the health status, access
1o services, and guality of care that will result from the farger population using your new product
or service. You will learn to use various performance indi-ators and develop a plan to collect
data that will show changes in baseline figures, demonstrating the success of the new product or
service in contributing to your organization's mission.

Module Structure

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

Each Module comprises a number of components:

» Introduction
e Learning Objectives
e Deliverable/s



o (Components
Introduction
The Introduction provides an overview ot the purpose and scope of the Module.
As an example, the Introduction to Module | describes the Organizational Mission:

Introduction: At this point in the Business Planning Program. vou have heen introduced to the
Program overview and important program components such as the Pie of fenorance model and
the guided inguirv methodology.

Purpose: This module provides you with the opportunity 1o show finders or investors what is
interesting and unique about vour organization and 1o draw thent into the rest of vour business
plan.

Process: During this module. vou will explore the strategic positioning and core competencies of
vour organization. You will begin by researching the history of vour organization: vou will then
determine vour organization’'s curvent scope in terms of product. service, market, and
geographic coverage. After heing introduced 1o the Delta Model, vou will review vour
organization's current strategic positioning. Finallv. vou will identifv the distincrive technical,
management, and leadership competencies within vour organization,

Learning Objectives

The Leaming Objectives clarify the purpose of the Module.
Upon completing this module, vou will be able 1o:

e Describe vour organization’s history and mission

o [dentifv the current scope of vour organization

o Characterize vour organization’s strategic position. using the Delta Model
» Assess the distinctive competencies within vour organization

Deliverable

The output from each Module forms an intrinsic part ot the completed business plan.

Participants are given the technology and guidelines for studyving, documenting and sharing each
of the components of the Module. Following the face-to-face portion ot the Moduie. participants
return to their workplaces and generate the data and information that will allow them to complete

each component of the Module.

An example of a deliverable is:



o Within two weeks of the session, you will prepare Section I of your business plan, entitled
“The Organizational Mission,” submit a final veriion to your veviewer, and post it
electronically.

Components

Each Module is further segmented into a series of Companents. Each Component comprises an
Introduction as well as a series of Guided Inquiries and Assignments.

Component I: The Story behind the Organization

Often the most compelling section of a business plan is the siorv behind the organization: how it
started, its purpose and social intent, the characteristics of the founder(s), and, of course, the
early difficulties overcome by the organization. Good husiness plans focus on the people within
the organization—their distinctive skills, experiences, and commitment to the success of the
organization; the idea or business opportunity the orgamzation seeks to pursue, along with a
realistic understanding of the market and a good marketing plan, and a solid understanding of
the financial structure of the organization and what addiiional funding is required to bring the
new idea to the market.

You should begin the process of drafting the business plan with the history of your organization,
presented in a lively wav that will engage the potential funder ov investor, This is your
organization's best opportunity to "hook" the readers and inspire them to read more, with the
hope that they will eventually provide funding for your idea or business opportunity.

Within the context of this learning program, you and your organization will be indistinguishable;
that is, you and the members of yowr business plan development team will serve as ambassadors
Jfor your organization, always representing the organization's interests and values rather than
your own. In that spirit, the program will begin with each participant presenting the story of his
or her organization by completing the inquiry provided Lefow.

Inguiry

1. When was your organization founded? What were the vision and mission of your
organization when it was founded? Have they changed? If so, what is the current vision?
What is the current mission?

2. What are the characteristics of the founder(s)? Of the current leadership? How do the
leaders motivate and inspire others?

3. What were some of the initial obstacles in setting up sour organization? How were they
overcome?

4. Describe some of the important events, outcomes, and aveas of impact that have shaped your
organization.

Assignment



1. Arrive at the program opening prepared to present the story behind your orgamization. You
are encouraged 1o use photographs, videos. posters, slides, and other media in vour

presentation.

? Each presentation should be 10 minutes maximum and should include pertinent data and
}

fucts that help to describe the story behind vour organization. Note: the shorter and more

compelling. the better.

3. Inaddition. vou should bring a written summary of the storv hehind vour orgunization that
corresponds to the inguiry above.

Learning Aids

A series of Learning Aids are provided on the CD-ROM. Included in this are sound files. Ex

spreadsheets and Word documents.
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Figure 1 - Example of a Leaming Aid

Resources / Terms and Definitions

cel

Addirtional resources are provided on the CD-ROM to provide participants with tools to deal with
the challenges. which arise in the course of the BPP. An example is the On-line Glossary.



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 Inquirics and the Assignments. Scme
preliminary work towards completion of the Assignments is also undertaken. To maximize
productivity of Launch Week, the participants arc required 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 Reviewer to each of the participating teams.

Requirements of Participants prior to and during Launch Week

I. Knowledge: an in-depth knowledge of the organization is required by those who attend
Launch Week, inchuding: the history, vision and mission, client needs, activities and
financial performance of the organization (individual may have cxpertise in one area, but
within the team all arcas need to be covered). In acdition, cach team should have data
about their target markets/clients/consumers.

2. Review: undertake a review of your organization that addresses the following:

Product Scope - what products are currently of“ered by your organization?
Service Scope - what services arc currently available through your organization?
o  Market Scope - which segment(s) of the marker is vour organization currently
targeting?
¢ Geographic Scope - what geographic area(s) 1s vour organization currently covering?
e Financial Overview — reporting the organization’s source of financial support — by
funder - for the prior two years.

V. Facilitation at a Distance

After completion of Launch Week, the participants return 10 their respective organizations to
complete the Modules, all of which are delivered on CD-ROM.

The beginning of each Modulc 1s prompted by a Module Management Memo that is sent by the
facilitator via email, to the Team Captain.

During the development of each Module, the facilitators are available to each Team Captain via
e-mail. To promote productivity, the facilitator reviews all the materials produced by the
participants, and provides feedback directly to the tcam within a 24-hour period.

Members of the BPP teams are expected to devote 20% of their time on a weekly basis to
complete the Modules. If time 1s not devoted to completing these processes, experience has
determined that the business plan will be less than optimal.



Bused on this time expectation. completion of the six modules s expected to take 12 weeks.

V1. Program Wrap Up

The tinal face-to-face component is the Wrap Up phase. This s a five-day engagement. dunng
which a number of objectives are carried out. includimng:

* Finalization of the business plans

¢ Refinement of the elevator pitch

» Presentation of the elevator pitch during a closing ceremony attended by potential tunders
» Review of the role of the Agent vrganization

¢ Establishment of a marketing plan

o Preparation of an Agent action plan

s Scheduling of facilitator training

e Transter of traiming and marketing materials to Agent organization

VI1. The Model for Sustainability

The BPP is delivered through a multilevel Distribution Paradigm. While MSH 1s responsible tor
the overall content ot the BPP. Agents are accredited to offer the program to third parties ii.e.
clients).

The Distribution Paradigm 1s as follows:

MSH enables the business planning technology:
e Owns and develops the technology
o Liaises with Agents to strengthen the business planning technology
e Coordinates the development of the technology — 1.c. version control

Agent facilitates the business plan:
e Reccives program as a team following face-to-tace orientation
e Works with Client to refine the business plan
o Liaises with MSH to strengthen the business planning technology
o Uses MSH as a repository for support

Client develops the Business Plan:
e [nitial idca
e Receives BPP training from Agent
o  Works with Agent to develop the business plan

Consequently, the BPP can be seen as a two level opportunity for the Agent: - providing a
service the Agent can offer to other organizations and also the use of the BPP to improve the
business planning capability within the Agent’s organization.



For the client, the goal of the BPP is to improve business planning capability, so that the client
organization is more likely to attract the desired social investment.

VIII. The Demand and Potential Investors

To date, demand for access to the BPP has arisen in Latin America, the Caribbean and Africa. To
facilitate this demand MSH is considering increasing the number of languages supported by the
BPP to four. Currently, the 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 “market” for well-developed business
plans. While locally based donors have made the funding offers in Bolivia, there is also an
increasing number of Internet based social investment facilitators, for example
Developmentspace.com. These organizations operate web portals that connect social
entreprencurs with non-traditional donors. “Graduates™ of the BPP consequently have the
flexibility to pursue a variety of funding sources.

IX. Impact on Potential Investors
Key findings regarding the program’s impact on participating organizations include:

A transformation of attitudes and concepts:

e Participants are more client focused

e Participants have adopted a more active attitude within their organization - generating ideas
based on the target populations’ needs

o Participants think in terms of products and services instead of projects

Improved internal processes and systematization of informution
e Participants have a greater understanding of their own organization
¢ Participants are able to articulate their organization’s mission more clearly to others

Strengthened organizational teams
* Participants are able to propose solutions to problems a1d make decisions in coordination
with their directors

Application of new skills and concepts
e Participants are applying the program methodology to cther areas of their work
e Participants are using new terminology and have adoptcd business language

Conclusions
The use of Blended Learning as the facilitative process within the BPP provides a number of

advantages over classroom training or complete virtual delivery. The combination of face to face
training with virtual facilitation provides flexibility, scalability and effectiveness.
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Structure of Presentation

* Brief overview of OR approach to
understanding training in Africa

* Family planning example (Uganda)
— Harriet Birungi

* Safe motherhood example {Ghana)
— Placide Tapscba

* Antenatal care example {South Africa)
- Saiga Mullick
* Summary of common themes

* Group discussion
p

Why Use an OR Approach?

* Smali-scale. pilot-testing of innovative
iraining approaches

¢ ‘R&D" investment to prevent passible costly
mistakes

* Compare alternatives

* Systematic measurement and
documentation

* Can go beyond provider level outcomes

® Determines effectivenass 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 aiready
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
—STIHHIV/AIDS
—HMIS




Supportive Interventions

* Comparison sites (readiness only)
— lipdate policy guidelines and serice stangards
— Ensure availabddy of munimum equipment ang

suppties

— Improve clinc environment
— Ingrease availability of IEC matenals
— Improve the HMIS
- Build capacity for facitative supervision

* Experimental sites {Yellow Star Programme)
— As above plus: |
— Build capacity for strategic planning i
— Imprave provider motivation [
— Raise clients awareness af nghts to quality care

What Is the Quality of Care Scale?

* Measures interpersonal reiations and
information exchange

* Derived from literature and experience

* Provided baseline measure and change
over time

* Compared quality produced through
different interventions

* Informs decisions on provider training

Content Areas of the Scale

*® Interpersonat relations
* Need diagnosis

* Method choice

* Contraindicaticns

* Use instructions

* Possible side effects
¢ Alarm signs

* Follow-up instructions
* General satisfaction
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How Was the Scale Generated?

* |ndicators developed for each content
area

* |ndicators 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

Intergersonal relations

How were you treated by the provider? (Very well =
1, not well = ()

2. Did you feel that the provider cared about your
health? (¥es =1; No = 3}

3. Did the provider seem annoyed ta you? (Ne =1 Yes
=)

NLMLQQME
Provider asked or client stated desire to have
children {Yes=1, No = Q)
2. Provider asked or client staleq partner's attitude
toward contraception ¢Yes =1; No = 17)
3. Provider asked or client stated previous use of any
method {Yes =1, No = &)

Generating the Scores

* Scores for new FP clients only included

*® Values for each indicator (0,1} 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 p<.05




Before and After Scores

COMMUSET o v s B s o o5
IMeTaTSONa: realons ) 292 z2as 277 o 2aC B
| Neecoagross 215 73 N 13
M_e-'.hoc a’ovc,; 2o 23 23 225
B Cerrandaions 059 1.55'd 0.!5— 1,53;
-.}so; IS 280 2.5 7 PA-K] ) 178
Sce efecs 097 176 138 174
A sagns 0.29 0.70" - 537 366
A FC<¥JW‘_;.1 1.75 234" 135 X
o Sat.‘s!a.c:m 185 1 824-_1 ;9 1 5777
Totat 16.47 W 1634 184z |

Findings and Utilization

* Experimental interventions significantty
improved 5/8 content areas {but decline in
‘use instructions’)

* Comparison interventicons significantty
increased 2/B content areas

* Two content areas scored high before
interventions

® Total scores improved in both groups, but
experimental more than comparison

— Improving readiness and the YSP improves
quality of CP1 more than readiness alone

Methodological Issues

* Was randomization process adequate?
— Randomly selected 4 from 12 DISH distncis
— Randomiy pair 2 each 1o expenmentai and
comparison
— Pumosively select 10 cinics per distnct with
highest load
* CPI with new clients only — revisit clients?

Exit interviews and observations do not
provide equivalent measures of same
indicator — which o use?

Subjective choice of content areas and
indicators - variation in internal consistencies
found




Methodological Issues

* Equal weightings assumed for content areas
and indicators — need for sensitivity analysis

* § CPI per provider - is sample size sufficient?

* Quality of CPI measured at provider level
— Representative of generai clinic experience?

* Aftribute results to provider training, YSP
programme — but role of supportive
interventions?

* 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 services training
— RRT members with Master Trainers

Self-Paced Learning in safe motherhood
— Competency-based training )
— Self-directed learning with support system




Evaluation Framework
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Outcomes for ANC, Labour, Delivery and
PAC Services

* Baseline and endline facility surveys:
— Provider knowledge
¥ Provider interview
— Provider skills
+ CPI observabons
< Simulated scenano questons
— Clinic readiness
* Inventory
— Quality of safe motherhood services
¥ Provider interview. observations. clent internew

Health Outcomes of Antenatal Clients
and Medical Qutcomes of Deliveries

* Qutcome of each service observed
—Heaith centers: working hours for one week
—Hospitats: 24 hour observations

* Service statistics
—Are relevant health outcomes recorded
—Quality 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 Pl
interventions to pravider or clinic
performance?
* Client heailth outcomes
—PDuration of service statistics included

Measurement

* What is an appropriate way to evaluate the
effect of safe motherhood training on provider
knowledge and skills?

— Individual interviews
— Observaticns of consultations / procedures
— Case scenarios
— Provider self-reporting”?
* By type of service?
— Reutine consultations
— Standard procedures
— Emergency procedures

Indicators

* Mean summary score index created to
measure and compare provider
knowledge and skilis in each group

—Assumpticn of equal importance through
non-weighting each indicator
—But some issues are more critical that
others
v Critical life saving more than an ordinary
procedure

* Should a ‘critical steps’ index be set?




Standard of Competence

* Should standards for knowledge or
skills competency be set?
—What should be the level of such scores?
—How set and by who?
—What to do with providers having a low
score of fail the test?
¥ Do more tramning?
~Re-assign 1o other dutes?
¥ Elhics of continuing if low score

Role of Other P.1. 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 /
supervisors?

* Cost per provider trained?

* Effect on service quality?

* Impact on health outcomes?

* Cost-effectiveness
—But which c-e ratio?




Other Methodological Considerations

* Ethical practice when observing 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 feasibifity, cost and
impact of invalving 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

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 hetd

* Three week training for ail nurse cadres

* Each nurse exposed to 40 hours of
training

® 65 nurses trained in six clinics

Training Modules

* Quality of care

* Basic counseling skifls

* Sexual health

* Sexually transmitted infections

* Involvement of men in matemity care
* Pregnancy

* Preparation for delivery

* Post natal care

* Infection control
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Challenges to Designing and
Implementing Training (Content)

* |ntroducing new concept (male
involvement)

* Introducing 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 Qutcomes Were Measured?

* Client knowledge

—FP, STIHIV, dual protection,
pregnancy/childbirth

* Client / partner behaviour
— Male participation in service
— Interpersonal relations and suppertive roles
— 8Tl prevention and male symptoms
—Infant care
— Postpartum FP

* Not measured hut shouid have been:
— Provider knowledge
— Provider practice




Data Collection Methods

* For providers
—Focus group discussians
— Supervisory tool
—{lient records
* For clients and partners
—Baseline interviews on first ANC visit

—Endline interviews at home six months
postpartum

Evidence that the interventions took place

¢ Supervisory tool

* Clinic registers

¢ Client guestionnaires;
—Exposure to IEC materials

—Exposure t¢ couple counseling sessions
—Inter-couple discussion on key issues

Challenges to Evaluating MiM Training

* Attribution to provider training not direct
for client level outcomes

* Client-ievel data collection can be costly
and time consuming

* Difficult to follow-up clients in mobile
populations

* Recall bias over time
¢ Staff turnover

A ne



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

— E.g. fraining should have included delivery
hospital nurses

* Process and output measures of training
important to be able to understand impact

* Package of interventions means difficult to
attribute cutcomes to staff training

Some Common Themes

Evaluation design issues

* Desirability/feasibility of randomization

* Attribution of training as component of a
package

* Providers vs. clinic level outpul measures

* Service vs. client behaviour / status outcomes

* Sample sizes

* Different ways of measuring same indicator

* Summary indexes — creation and weighting

" More Common Themes

Interpreting / using findings
* Ethical handling of dangerous practices
* Judging provider performance

— standards or signfficant improvements
— Which outcome measures to make decision

* Dealing with non-improvement
* Dealing with decline

* Getting evaluation resuits used
— gvercoming ineria
- Institutionalizing better practices
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Developing Effective Group and
Individualized Learning Materials

Rick Suilivan

JHPIEGO Cerporation

Objectives

Identify the components of an effective
learning package

Apply lessons learned from JHPIEGO s
experience in designing and developing groug

and individualized learning mater ais

A Pause for Brainstorming

Talking with your neighbers. discuss the worst
matenals you have used as a course

participant and as a trainer.

Then talk ahcut the best matenals you have

used as a course participan! and as a tramer

Let's share

FREVINHIS PARE RI At
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Instructional Design Process

Analysis
Design
Development
Implementation
Evaluation

Let's look at the jnstructional design process.
What approach do you use for instructional design?

Group Learning Package

Reference Manual

Contains the essential, nead 1o know
information related to the course objettives.

Serves as the “texd” for the participants.
Serves as a “reference source” for the trainer.
Supplemented with country specific
information.

Used by the participant after training as a
refarence source on the job.




=" Participant’s Course Handbook

Road map to guide the participant through the
course and contains:
- Course syflabus {se¢ sample)
Course schedule (see sampie)}
Exercises
Pre-test
Chnical ieaming guides and performance checklists
Course evaluaten

Trainer’s Course Notebook

Contains the participant's handbock matenals
as well as the following
- Course quthing (see Sampie)
Post-test
Answers o the pre- and post-lests
Answers o the exercises
Performance checkiists
Supplemental information for the trainer 1e g
Warm-ups}

Anatomic Models and Audiovisual
Learning Aids

Anatomic models (e.g.. pelvic. condom.
breast. chidbith simulator)
+  Videotapes
Jobs ads {e.g.. pregnancy wheel)
- PowerPoint presentations
+  CD-ROM with content images (e.g..
cefvical cancer)




. Individualized Learning Package

- Anatofic
Models

Audiovisuals

_P.amcipant's

Trainers Supervisor's
“Guide

.. Guide Gilide:

10

Comparing Group and
Individualized Learning Packages

- Reference manual, anatomic models, audiovisual
leaming aids. pre- and post-tests, leaming guides and
performance checklisis are the same.

+ Primary difference is in the course cutling as the
participant is now primarity responsible for “maoving”
through the objectives and related Isarming activites
{see sample outline).

- In some packages, there is a need for a supervisor's
guide.

Lesson Learned #1

Design and development of learning
materials must be based on an instructional
design process.

+  Review exisling processes and adapt a process
that fits your organization.

Orient and train key staff to use the process.




Lesson Learned #2

Develop clear learning objectives to define
the knowledge and skills participants are
expected to leam.

Wle ogiect «@S Us g a siardard forrar

Devenn appropra’e 'evels of e

18 Gomamn

Lesson Learned #3

Authors writing the reference manual must
be subject matter experts (SMEs) and fuily
dedicated to writing.
© Awthors womk as part of a anting leam
Need a iead SME
Authens need 10 4o Siosey wiin the
Jesigner (ais an the 1eam
ALTRCS ard 8Qisrs Tust be mwzived from tne
segirring af the desigr o

Lesson Learned #4

Write materials at an appropriate reading
level.
+ KeeD target audierce » murg
+ Keep sentences shot
Ave:0 multi-syfiable words ke Ty esylianie




Lesson Learned #5

+  Keep the design of the reference manual
simple.

- Use lots of white space.

+  Use simple line drawings for graphics.

«  Use bullet lists.

+  Send reviewers a version that is as complate as
possible,

16
Lesson Learned #6
+ Build knowledge and skill assessments into
the courseware.
«  Pre- and post-tests
«  Learning guides
Performance checklists
- Guidelinas for administering knowledge and skill
assessments
17

Lesson Learned #7

= Participants must be able to keep a copy of
the course materials following the course.

+  Use as a problem-soiving tool on the job.

+  Refer fo for updates as needed.

= Share information with colleagues.




Lesson Learned #8

+  Content in the reference manual must be
separate from training methodelogles and
approaches.

+  Develop one manual and use rt m a vanety of
traming settings (e.g.. PAC manual, iUD manual)

Participants do not need ait of the raimg
informaton.

Design the course and supporting courseware after
the reference manuai :s finalized

Lesson Learned #9

= Trainers need a detalled outline of how to
conduct the course.
- Mostt are ot msin, desagnars.
Heips ensure a vanely of trameng methods are
usad,

Trainer can moddy. but needs a place to stan
Improves trainer's Sme management.
Helps ensyre standard gelivery of traming

Lesson Learned #10

Trainers must be SMEs, trained in training
skills and must be oriented as to how to
usé the course materials.
- Skl standardizabon and knowiedge update
+  Classroom and Crecal trasnang skiks

Practice using he course malanaks




Lesson Learned #11

» Trainers need to “personalize” content to
make it fit their individual training style.
- Avoid too much detail for the trainer (e 3., Say

+ Personalize (i.e., notes, AV reminders, questions,
activity steps) the same reference document being
used by tha participants.

+  Separate reference manual to create a folder
system wit1 one folder per chapter ar session.

22
Lesson Learned #12
+  Those respansible for the course design and
materials development shouid have some leve! of
invoivement in the pilot test of the course.
+  When possible, should be present to observe
= Talk with the trainers and. if possible, the paricipants.
«  Review results of any knowledge and skill assessments
- Review course evaluations.
«  Revise the course des gn and materials accordingly.
23

Summary

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

+  Please complete your session evaluaticn.
Thanks tor coming!ll

24
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How to Build Partnerships: Models of Training Networks

Presenters

Jacqueline Makokha

Network Coordinator, Regional AlDS Training Network (RATN)
Nairobt, 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 this
document. The networks include:

» Regional AIDS Training Network, East and Southern Africa

» AIDS Education and Training Centers. United States

e Public Health Training Network, United States and international

» Latin American and Caribbean Heaith Care Reform Initiative

o 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 partnerships by
making decisions about:

» which partners could be included in a network;

o what partners can contribute to a network: and

+ how training can be financed.

Methodology: The session is divided into three 30-minute segments.
o Presentation of the 5 training networks.
« Questions & Answers. Participants may discuss the exampies or ask questions of the
presenters.
s 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 technica! area.

I AT s T ol o TRE R N1



1. Secretariat Model -- RATN

The Regional AIDS Training Network (RATN} is a network of training institutions in the Eastemn
and Southern Africa (ESA) region. The Network is managed through the University of Nairobi
and the University of Manitcba, with its Secretariatl based in MNarobi, Kenya.

The abjectives of RATN are:

+» To assist member institutions to identify, develop and inprove colrses;

s To enhance program celivery and related services in oigr to meet the specific neecs of the
region;

s To link training institutions and facilitate regional cellaba-ation n the management of
STDs/HIV/AIDS;

+ Tg provide a wider tescurce base, dissemination of inforrmation to members so that they can
improve quality and effectiveness of their services in indivicual countries and the region;

+ To facilitate exchange of skills, expertise and technclagizs ameng training institutions;

» To liaise with the donor community & mobilize funds. tech~cal assisiance and other
resources to increase the impact of fraining programs/activilies.

Website: http://www.ratn.org
Structure

RATN carries out the following activities through its Secretariat in Nairobi;

o Sparks and cocrdinates forums for experis meetings on iraining needs and development of
courses;

* [nitiates and conducts regional surveys to assess new davelopments and needs in training;

o Produces a quarterly newsletter on training and related ssues;

s Stimulates extension programs for follow-up of ex-

course participants; RATN is a network of
¢« Keeps a database of training institulions, resource training institutions

persons and ex-course participants; .
e Produces a course calendar on regional courses; Coordme_ltEd through a
* Mobilizes resources from donors to support participants secretariat and guided
to regional courses; by a steering
¢« Undertakes regional and international advocacy committee.
activities on behalf of its membership.

The Network Steering Commiltee, composed of represenat ves of partner institutions, donor
agencies and implementing agencies such as UNAIDS, i< responsible for the overall policy and
direction of the Network whnile the Secretariat is responsible for s daily operations.

Network Membership

The Network has the following categories of membership:

+ Partner Institutions: This group of regional training ins itutions form the cere of the Network.
They comprise cf institutions that prepare and deliver colrses and participate in other
Network activities.

¢ Associate Institutions: These comprise of institutiors that are involved in other areas of
prevention and control of STDs/HIV/AIDS activities suct s, Ministries of Health, National
AlIDS Control Programs, other networks working in the rag:on. development agencies, the



donor community. and others that are interested in the Network's information. commun:catcn
and extension activities.

s Other Members: Other calegones of membership include ex-course parlicipants
researchers’experts and others who are interested in the Network aclivities.

There are currently no membership fees; however. RATN is planning to charge fees fo- soecfic
senvices.

Training

Most of the trainings associated with RATN are courses. but the courses are offerec at pariner
institutions. RATN's role is to develop the courses by conducting a needs assessment and ¢f
convening an expert committee to develop the curriculum. Partners are then invitec 10 sud™: &
propasat with their institutional capabilities and one or more of the partners are selectex 1c ctfer
the course.

The course calendar :ncludes courses on 16 topics ranging from Advocacy Skills tc Laberaton
Management to Training of Nurse Trainers in STls. The trainings fast from 2 10 5 weexs  ''a™,
courses include ciinical training: for example a 3-week course might :nclude 1-week ¢f &imical
training.

Staff

Staff positions at the secretariat are listed below:

Position FTE
Co-Directors

Course Coordinator

Network Cocrdinator

Project Manager

Resource Center Assistant
Computer Network Administrator
Information Officer

Date Entry Clerk

Secretaries

Office Assistant

L I N s T e A W |

In addition to the secretariat. there is a volunteer contact person for RATN at each of the partner
institutions. Whnenever possible. RATN funds travel for the staff at partner institutions who
participate in a needs assessment Or sérve on an expert committee.

Funding

RATN secretariat's annual budget 1s estimated to be $600.00C. RATN's activities ang sa¥ g7e
funded by several donors and universities, including:

« Canadian International Development Agency {CIDA}
+  Swedish international Development Agency{SIDA}

¢« The World Bank

¢ Flemish interuniversity Council {VLIR}

«  UNAIDS

« WHO



UNICEF

University of Nairobi

University of Manitoba

Family Health International - Impact Project

United States Health Resources and Services Administration (HRSA)

s & & & 8

As shown on the RATN Financial Model below, RATN does 1ot 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. Course revenue averages $50,000 per
course. Tuition ranges from $1,500 to $2,500 and enrolimert ranges from 12 to 30 participants.
In addition to fuition, participants must find funding from their emplayers or other donors for travel
to the course, and the participant or their employers bear the cost of time away from work.
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RATN Financial Model
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2. Independent Centers Model -- AETC

Based in leading academic centers across the United States the  The AETC network
AIDS Education and Training Centers (AETCs]) offer clinical is made up of
education and consultation covering up-to-date information ¢n . r

the transmission, treatment, and prevention of HIV/AIDS. The :ﬁgtionaidcerlte S
education is provided in a variety of formats including at conduc

workshops, hands-on supervised clinical training, and speciclty clinical training on
conferences. The AETCs use nationally recognized faculty and HIV/AIDS issues
HIV researchers to develop, implement, and evaluate the and national

education and training offered. The AETCs’ medicat faculty elso
provide timely clinical consultation in perscn, or via the telephene
or internet.

resource centers
i that support the
| regional centers.

]

The AETC program was designed to improve dissemination of
new information to U.S. HIV/AIDS care providers to ensure that they are well-trained and
educated about state-of the-art care and treatment. The AETCs offer front-line healthcare
providers including physicians, nurses, physician assistants. dentists and pharmacists the |atest
in AIDS education and training so that they can give their pat ents the best care possible. The
AETCs serve all 50 States, the District of Columbia. the Virg:n izlands. Puerto Rico, and the six
U.S. Pacific jurisdictions.

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

Structure

The AETC program currently supports a national network of regional centers that conduct the
education and training programs. The AETCs consist of 12 university-based programs, and one
hospital-based center. Considerable flexibility and creativity have been maintained in AETCs
regional programming so that changes in the socio-econcom ¢. cultural, and clinical aspect of the
epidemic are rapidly reflected in the training program.

Several national, cross-cutting components of the AETC program support and complement the
regional training centers. These include the National Minority AETC, the National Resource
AETC, the National Evaiuation AETC, and the National H!V, AlDIS Clinicians’ Consultaticn Center.
The Minority AETC benefits minorities who are disproportionately affected by HIV/AIDS. The
Center offers clinical consultation and support to minority providers, builds networks among these
clinicians, and expands educaticnal resources fo increase the number of minority clinicians
providing quality care to HIV-positive individuals. The Resource Center is a web-based HIV/AIDS
training resource that supports the regional AETCs through coardination of HIV/AIDS training
materials and rapid dissemination of advances in treatment The Evaluation Center is
responsible for program evaluation activities, including assessing effectiveness of the AETCs’
education, training, and consultation activities. The Nationa HIV/AIDS Clinicians' Consultation
Center provides health care providers with a national resou-ce {o obtain timely and appropriate
responses to clinical questions related to treatment of perscns with HIV infection and/or possible
health care worker exposure to HIV and other blood-borme nathogens.

Northwest AIDS Education and Training Center (NW AETC)

Each of the 12 regional centers in the United States is urique, 50 there is no single madel of an
AETC regional center. All AETC's must however, have & Mino-ity AIDS Initiative program that
builds organizational and ciinical capacity. We offer information below on training at the
Northwest AETC (NW AETC), as well as information about its staff and funding. The model



focuses on the state programs: NW AETC is also home to a Minonty AlIDS imtiative mrozra~ and
a Palliative Care program. which are briefly described below.

Training

NW AETC devotes most of its resources to workshops and precepiorships insteac 2f leciures
hecause more intensive trainings are more effective. Trainings by NW AETC are orimar
categorized as leveis H and I} from the following categones:

I Cidactic. These lectures are geared to 2 types of audiences 1, exp
volume providers who neeg an upcdate on the latest information and
ingxperienced prowders who need motryation (o treat BiY AIDS pate
HIV'AIDS expertise

[i. Workshops. These courses are generaily 4 heurs long an14d teacn spec ™2 sw
as: 1) how to perform a risk assessment, or 21 how 1o co-manrage an =iv AlD
patien: with more expenences chimcian

. Preceptorshiz. This s a 1-2 day acivily inwhich a provider vl obse~ e tne ra »27 . n
practice at a clinic
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v Consuitation. A trainer visits the provider s clinic for a day and atlends zat -7+ 315
with himher or reviess medical charts with him her
V. Technical Assistance. This activity Is directed at the organization,

o

In FY 2002, the NW AETC prowidad training to 2224 people in 5 states  Staff provioes 504 nours
of training during 156 sessions. A traqng sessior lasted 3 hours and 12 minutes 5~ a.e7ag

i

Staff

The NW AETC is structured with a regicnal staff iccated at the University of Washimgion 1UVY
and staff in each of the 5 states included In the region. Alaska. Idaho. Montana. Oregor anc
Washington. Some regional staff work an one program. white others work on multiple orogra—s
The state program is structured with a regional staff at UW and at least one coordinator = each of
the five states. The regional staff leads training programs in specific fields. as weil as overseeng
and admiristering the program. The Minority AIDS Initiative program is structured «ith a reg.ana
staft at UW. and training coordinators at four sites. The Pailiative Care program has staf o0, a:
UW. Staff positions for all three programs on at the regionai office are listed below:

Positon FTE
Principal Investigator:Clinical Director/Educator J5
Program Director 1
Medical Program Director’Educator 0.6
Pharmacy Educator 0.25
Dentai Director/Educator 0.35
Corrections Program Educator o2
Frogram Manager 3
Program Coordinator 3
Evaiuator 5

X

Data Analyst

NW AETC has several additional regional medical educators for both the state program and
Minority AIDS initiative program who are consultants or UW empicyees

For the state program. staff at the state office I1s responsible for conducting training needs
assessments. and the planning and implementation of training for health professionals :n that
state. Most state coordinators are hired through a coniract with a Ryan ‘White T:dte Il aganacy



{state health department) or a Ryan White Title Ill clinic. Forthe Minority AIDS Initiative program,
the training ceordinater is hired through a contract with a minerity, community-based organization,
a tribal college or a Ryan White Title 1l clinic.

Funding

The NW AETC has an annual budget of about $2.2 million for FY 2003, which is funded by the
United States Health Resource Services Administration (HFSA). As shown below, the State
Program Financial Model is decentralized. Each state coordinator has his/her own budget and
HRSA requires that each state receive at least $150,000 per year. The Minority AIDS Initiative
program and Palliative Care programs are more centralized

The NW AETC does nct charge for training, but other regionzal centers recover some expenses by
charging for courses. In FY 2002, the average cost per person trained was about $944. For the
state program, participants are responsible for travel expenses. For the Minority AIDS Initiative,
travel funds are available for participants. For both programs participants or their employers
bear the cost of time away from work. Foregone earnings in the United States are a substantial
expense for a medical practice, so every effort is made to minimizs the amount of time away from
work.
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NW AETC State Program Financial Model

HRSA
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3. Partners Model -- PHTN

The mission of the Public Health Training Network (FHTN) is wo
develop a public heaith workiotce in the United States that 's - PHTN develops
able to quickly apply current and relevant knowledge o pukic partnerships with
health issues. existing
institutions and
uses distance

PHTN is a distance learning system that “takes training to the
learner” by using a variety of instructional media ranging from

print-based to videatape and multimedia. Formats include: - learning systems
e Print-based self-instruction; - to “take training
s Interactive muitimedia (e.g. CD-Rom, Web-based:: to the learner”.

¢ Videotapes;
¢ Two-way audio conferences: and
+« Interactive satellite videnconferences.

Website: http://www.phppo.cdc.goviPHTN
Structure

The PHTN is a network of public, private, academic, and business organizations. These pariners
include the Association of Schools of Public Health, Asscoaion of State and Territorial Health
Officials, Assoctation of Teachers of Preventive Medicine, *ztional Association of City and
County Health Officers, Public Hezlth Foundation, Velerans Ar ministration, state and local health
departments, and others. The partners support PHTN acli &
¢« Assessing the training needs of the public health workco e
Training development and delivery,
s Evaluating individual training products and PHTN as a wihole: and
+ Accreditation of programs.

Since September 11, 2001, several rew partners have joined FHTN, including the American
Hospital Assaciation, American Medical Asscciation. the Amerncar Osteopathic Assaciation,
Association of American Medical Colieges and the National Measical Association.

Products

PHTN's offerings are produced coilabaratively by instructicr &l specialists housed at the Centers
for Disease Control and Prevention (CDC) and content spe. wists who work at one of CDC's
centers, institutes and offices or al one of the public hiealth 1ers. A CDC scientist proposes a
course topic to PHTN and then PHTN helps to design ari ¢ top the offering. The
centerfinstitute/office is responsitle for developing the ceores content. Other public health
partners may also propase course topics, but they are encouraged to develop it with a CDC
center/institute/office.

PHTN courses cover a range of fopics, because of the brosd spectrum of pubtic health priorities.
it serves all of CDC's centers, institutes and offices at COC znid public health partners may also
produce satellite broadcasts that are listed on the PHTN website. For example, a
November/December Z00Z schedule of satelfiite broadcasic irniuces:

3

A six-part satellite conference series on “Crisis and kmorgecy Risk Communication”
Live broadcast of 2 session from the America Public Heailh Association meeting
“Schizophrenia: How do we improve long-term outcomes?

s “Asthma triggers and medications”

“2002 STD Treatment guideline update”



Since 1993, PHTN programs have reachec over 4 milhon public health professionals n tne
United States. PHTN trained more than 2.2 mullion people in 2601 through 196 live satelite
hroadcasis. and 98 video. print computer-based and web-based programs. In 20071 59 percent
of the participation was asscciated with the "CDC Responds’ series about bisterrgriem PHTHN
programs also serve public health professionals in 25 North American. Afnicar. Carctean
Eastern European. and Mediterranean countries.

Staff

The PHTN s centrally led and supported by CDC's Division of Professionat Deveioprren: a~c
Evaluation within the Public Health Practice Program Offce The CDC staff includes speta st
in instructional design . field operations. learner suppaort. graphic design, and lelevision proc Lt

[T

state. The coordinators are employees of their respective states.

Funding

The PHTN has separate funding mechanisms for staff and course development. Sta¥ witnin tne
Division of Professional Development and Evaluation s funded directly by CDC . whereas course
development is funded by CDC centers. institutes. and offices as part of ther budge: allocator
from the U.S. Congress. The centerinstitute office may also give funds to PHTN ¢ ~e'c Zdeveinr
a course and to build infrastructure.

In some cases. CDC charges for courses. whereas in others the courses are free Contnun
education credits are avaiable for many courses. Trainees or their employers bear ine cos:
time away frem work.

Q3
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4. Regional Model -- LAC HCR Initiative

The Latin American and Caribbean Regicnal Health Sector

Reform (LAC HSR) Initiative provides support to nationat The LAC HSR
reform processes to promote more effective basic health Initiative supports
services. |t uses a participatory approach. working in health service reform

partnership with key decision-makers in the region to build

capacity to access health sector probiems and to design. in the region through

implement, and monitor reforms. The Initiative supports - partnerships and an
activities in 14 countries. including: Bolivia. Brazil. the information
Dominican Republic. Ecuador, El Salvador, Guatemala. clearinghouse.
Honduras. Jamaica. Mexico. Nicaragua. Paraguay. and

Peru.

Beneficiaries of the LAC HSR Initiative include ministries of health, ministries of finance. centra:
banks. social security institutes. private voluntary organizations (FVO). non-governmental
organizations (NGQ}. local government. private-sector heaith care providers and insurers.
professional socigties. universities and research institutes, and donor organizations in LAC anc
elsewhere.

In 1994, governments in the regicn expressed a need for a network to support health reform
through analysis. training. and other capacity-building measures. Those needs were oresented in
the Section 17 of the Action Plan approved by heads of state at the Summit of the Arrernicas in
Miami in 1994, The LAC HCR Initiative was launched in July 1997 and continues to be
supported by the Bureau for Latin America and the Caribbean. U.S. Agency for Internationa
Development (USAID/LAC). with some co-financing from the Pan American Health Organ:zaten
(PAHO),

The Initiative seeks to promote more effective implementation and assessment of heaith ~e‘orms
and health system performance. The regional efforts of the Initiative support informed dec:s:0n-
making on heaith financing. organization an¢ management of health services. and human
resource/workforce issues. The LAC HSR Initiative emphasizes teamwork and particizalony
design and impiementation. USAID and the Initiative's impiementing partners seek deas frcm a
broad range of people and institutions engaged in health reform to develop parinerships that du:ic
and share knowledge across the region.

Since 1997. the LAC HSR Initiative has made significant contributions to strengthening reform
processes at the regional level. Most notably. the Initiative supported the introduction of a
standardized approach to estimating naticnal health expenditures. called National Heaith
Accounts {NHA). in eight countries in LAC. A regional network for country teams involvec :n
developing NHA was established and maintained until 2000. Regional efforts at obtaining
standardized, quantitative information on sources and uses of health financing have tec 10
increased awareness of inequities in heaith financing and complexities of managing the iink
between provision and payment for services.

The revised LAC HSR is currently being implemented from 2001 to 2006 The first phase. 2077 -
2003 will consolidate and extend the impact of previous Initiative activities. products and tools.
and identify and begin testing new areas and topics in health reform and systems perormance
Priority wit! be placed on providing follow-up and greater in-depth consuitation anc exchange n
order to contribute to health refarm objectives of greater access. equity. efficiency. quality. and
sustainability of health services. The subseguent phase, 2003-2006. will focus on mcre effecuve
implementation and assessment of health reforms and health system performance in targe!
countries in LAC.

Website: http://www.americas.health-sector-reform.org
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Structure

The LAC HSR Initiative currently has five implementing partners, including PAHC and four
Cooperating Agencies (CAs). CAs are organizations which nave current contracts or cooperating
agreements with USAID. The Initiative’'s four CAs include: 1- Partners for Health Reform Plus
(PHRplus) Program; 2) Management and Leadership (M&L.) Program, 3} Quality Assurance and
Workforce Development (QA/WD) Program; and 4) Rational Pharmaceutical Management Plus
(RPM+) Program, The Initiative is coordinated through a s esring commitiee with representatives
of USAID and the implementing partners, and guided by a :@chnical advisory group.

Activities

The regional activities of the LACHSR initiative are organized around three cross-cutling
intermediate results areas:

1. Increased use of Initiative tools, approaches, and techical matarials.

2. Increased availabitity and improved quality of informatir.

3. Increased communication, dialogue, netwarking, experiznce sharing, and institution huilding
around commaon concerns and themes.

In addition, since October 2002, the Initiative focuses on three thematic areas of activities: health
financing; organization and management of health care delivery: and, human resources. Within
these areas, emphasis will be on:

s+ Development, adaptaticn, and modification of {cols and methods for impreving
implementation of health reforms.

* Upgrading of the Initiative website inte a proactive platiorn: for sharing experiences and
disseminating information.

» Conduct of operations research, cross-couniry compariscng and assessments,

+ Synthesis of country experiences.

s Conduct of workshops, seminars, and study tours around specific, focused themes.

+ Activities related to institution building through suppart o7 regisnal training activities in health
reform and in utilizing LAC expertise on health reform i~ South-South exchanges and
technical assistance.

e Strengthening networks within the region involved i impiementing health reforms.

The Initiative has produced nearly 60 major publications. o which one-third are tools,
approaches, and methods for strengthening the design, monitaring, and evaluation of health
reform in the region. These include:

A methodology for monitoring and evaluating health sector reform in LAC.
Guidelines for promoting decentralization of health sys ems.

A policy analysis tootkit,

Guidelines for enhancing the political feasibility of heallh reform.

Provider payment primer and prospective payment too's,

Approaches for partnerships between the public and privale sector.
Social health insurance assessment tools.

The Initiative has sponsored 20 regional exchanges addressing topic such as NHA, NGO
contracting, decentralization, health reform and HIV/AIDS. ieadership and health reform, hospital
reform, social insurance, policy and research linkages, and provider payment mechanisms. A
total of 851 participanis have participated in these events, covering alt of the initiative’s target
countries.



Staff

The LAC HSR initiative has no permanent paid staff. Staff at USAID/LAC Regional Sustainable
Development Office, Population Health and Nutrition Team (USAID/LAC/RSD-PHN) provides
oversight, guidance, and management of the Initiative, Staff from the impiementing partners
based in Washington, D.C., and Boston are assigned to wark on coordination and technical
functions of the Initiative.

Population Health and Nutrition Staff in USAID missions and PAHO regicnal and country-leve!
offices help to coordinate and facilitate activities of the Initiative as part of their regular job
responsibilittes. Representatives of ministries of health, social security institutes, NGOs, private-
sector organizations, and other agencies in the LAC region, participate as part of their job
responsibilities.

Funding

The LAC HCR Initiative is financed by the USAID/LAC/RDO-PHN. Since 1897. USAID has
obligated approximately $US 1 million per year for the Initiative, which is divided among the
implementing partners through various mechanisms. USAID has a grant agreement with PAHO.
which requires counterpart funding of the Initiative. PAHO's own contribution to the total budget
of the Initiative represents approximately one-fifth of the total. USAID/LAC/RSD-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 Initiative
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 participants from the LAC
region. Because the Initiative 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 impiementing partners. as well as USAID
missions, PAHO country offices, the World Bank, and the Inter-American Development Bank.
Participants or their employers bear the cost of time away from work.



LACASR Financial Model

USAID/ALAC/RSD I

PAHO ;
PAHC and I 4 Cooperating Agencies
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Private Secor
Professional Sccicties
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5. Consultant Model -- GETNET

The Gender Education Training Network (GETNET) is a
South African NGO that offers gender training through a
pool of skilled gender trainers. Services contribute to
addressing the need for skills, expertise and capacity to
effect gender sensitive policies, practices and cultures
within institutions and organizations. GETNET beiieves that
relevant skills and expertise are crucial to the guality, pace
and scale of change towards gender equality.

GETNET has a
small staff and
uses a pool of
skilled trainers to
deliver training.

Building partnerships and sharing knowledge are core principles that suppont GETNET's
objective of developing critical dialogue. This dialogue leads to the development of indigenous

theoretical frameworks and methodologies. These indigenous frameworks and methodoicgies.

in turn. ensure that strategies to achieve gender equality are effective and that the impact of

gender training is lasting.
Website: http://www.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 guided by a board of directors. A small. full-time
staff maintains the administration. implerments operations and coordinates a panel of trainers who
act as consultants. The trainers work throughout the Southern African Development Community

{SADC) region.

Training

Mast training is in the form of workshops that last three to five days. GETNET has developed the

fallowing four key modules for workshops:

Gender education and awareness raising
Organizational development and transformation
Mainstreaming gender equality in organizations
Gender analysis of poiicy

* & & 2

GETNET encourages ciients to support a needs assessment in advance of workshops to be sure
that the training provides the skilis necessary for a cilents’ particular environment 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. training manager. trainer

and coordinator.

Funding

As shown on the GETNET Financial Model, funding for GETNET appears o come from 3
sources: 1) membership fees. 2} foundation grants. and 3) consultancy fees.
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Members Foundations Clients

GETNET i
Director

Training Manager { Panel of Trainers
Trainer

Coordinators
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Tailoring Training and Ensuring

Impact: Using the Performance

Improvement Methodology

Jedida Wachira. ESA Guwector of Programs, intrah
Rose Wahome. ESA Program Officer, intrah

Session Agenda

= Orientation to the performance

improvernent process
= Review two cases {(EQUITY

and DISH)
* Impact

» Lessons learned

= Guided discussion

Global Trend

FREVINIS PLRE Bl 401w
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Why the Pl Approach
and Tools?

Despite a series of training
activities, reports from clinics

show:

performance

— gaps in perfarmance
- inconsistent and /or low

Pl Framework

Get and Malntaln Stakeholder Agreament
| Define |
' Congidar Desired |
. Institutional} Performance |
Context : PR
Find Root Salect r
Massn Cause(s] Intervention: tmplemeant
I | . L Interventions
P | Why shows e g :7‘;":',‘,,‘_"3’;’2’;‘,; =
J L
Shainges i
Describe :
Cub Actual i
cemars || Parformance i
communiy H
perspecines ; '3 i
i i Monitor and Evaluate Performanca -

The Situation

» Epidemics of TB,
HIV/AIDS, STls

» Lack of resources

= Poor infrastructure

= Clinic staff lack
necessary skills

= Clinics poorty
designed

South Africa/EQUITY | Uganda/DiSH ]
« DOH challenge to = Challenge to make
provide PHC motherhood safe

.= Clients lack

= Clients perceive
low-quality services

knowiedge of
antenatal health
= Late/no antenatai
care; postnatal
focus on infant
* Facilities poorly
equipped




Stakeholder Agreement

Meetings with:

= DOH training
coordinator

= PHC training team
s district manager

= community health
managers

* SUPEervisors
= clinic staff

South Africa/EQUITY

Uganda/DISH
" Meetings with:
* MOH leadership at

national. district.
sub-distnct levels
* DISH Project
partners
« heaith unit staff

* clients, CORPS,
community leaders

Agreemeﬁg-on‘_
approach. purposes and outcomes

The Goals/Objectives

South Africa/EQUITY

Uganda/DISH

Use madel clinics to
explore, identify.
create and apply
performance
solutions to TB, STls,
HIV/AIDS, child
health and FP

= training/supervision
= service quality

Increase ublization of
MH services:

« assisted delivenes

= qualty facilites

» birth plans

tmprove client

knowledge of:

= pregnancy risk

= ante-/post-natal
care

Desired Performance

according to
standard

sAll acdult patients
presenting at chnic
with chronic cough
will be screened for
T8 and have two
sputumn tests

South Africa/EQUITY  Uganda/DISH
*85% of new and *MH praviders will
80% of re-treatment accaess and
adult TB patients wil  comply with
complete treatment RH MCH

guidelines for:

- goai-onented ANC

- inira-partum care

- postratal care
180% of pregnant

women attend

artenatal chinic

4 tumes and have

assisted delvery




Actual Performance

South Africa/EQUITY Uganda/DISH

4 of 5 clinics

TB; one clinic
reported one case

reported no cases of

< 20% of clients
are assisted at
delivery in heaith

. facilities

Performance Gap

South AfricalEQUITY | Uganda/DISH

95-100% gap in
identifying, treating
and reporting TB
cases

. 80% gapin

number of clients
opting for assisted
delivery in heaith
facillies

Root Causes of Gap

South Africa/EQUITY |Uganda.’DISH

to clinics
*No DOTS program
=Patients not
properly counseled
»Providers lack
knowiedge of TB
management and
control guidelines
=Job expectations
not clear

=Patients not coming | *No education for
. clients about risk

*Inadequate clinic
staff supervision
sServices
inaccessible
«Limited supplies
and equipment
»Economic
constraints




Non-Training Interventions

=Organizational
support
— SUIPGT SUDRNISICN
*Environment/tools
- adap! space practoes

- change sputum
zolechonr ransoon

s Job expectations
= commygnily educabon

South Africa/EQUITY

“Uganda/DISH

=Organizational
support
- OHT BSD teams
~ focat perscr
- COMmunty wColunteers
=Environmentitools
—drigs subcies
— B55@55mert i
= Job expectations
- des:gn.impiemeant Dar
- Naucnal Qu deqres
- Ye:ow Star starcards .

Training Interventions

South Africa/EQUITY _Uganda/DISH

*Knowledge/skills

- Supervisors traned
tc design
interventions and
offer an-the-job
traming: support

— Superviscrs.
managers conduct
targeted training for
providers

- Community health

voluntgers trained in
DOTS

=Knowledge/skills

— Pl traning for
rrainers, supenisars
and focal persans

- Seff-nstrucion OJT
in Safe Motherhood

- Ongoing an-the-job
supportmentonng

- Training in e

saving skills and
PAC for migwives

- Community rescufce
persons gnenteg

Complementary Interventions:
Successes and Challenges

Training interventions not likely to
be effective without non-training

interventions

— support of supervisors critical
— broad organizational/cormmunity

suppoert required

— equipment. supplies and changes
in the environment needed

— clear expectations essential




errry e ok o - 4 coa - [T —

Results

Sputh Africa/EQUITY i Uganda/DISH
*More suspecled | =10-15% increase in

cases of TB " deliveries at health
identified units
sMore clients =Improved antenatal

tfreated accerding care

to protocols =Increased postnatal

=More TB patients services
completing cr =Improved service
continuing quality
treatment
«Increased use of
birth plans

TB Clients Completed or
| Continuing Treatment

% of clients completed or centinuing treatment
100 . e

| RBaS;Ii;_-
- __I B Followup |

Magwa* Maje* Amadiba

* = no cases at baselire

Challenges

South Africa/EQUITY 'Uganda/DISH
=Regular schedule of sIntegration of site-

support visits . based PIA with
'More TB cases; ‘ routine processes

staffing same i wlnvolvement of
*Reliable transport  in-charges and

and drug supply supervisors in
=Accurate record- interventions

keeping =Regular schedule of
=Oiher services support visits

require quality =Staff work loads

improvements increased

= Sustainability




Lessons Learnt/Reinforced

South Africa/EQUITY Uganda/DISH
*Plcanbe usedto sComprehensive
solve problems strategy required
»No on-site P more time and
expert required resgurces
«Clinics can be +District leadership
linked with support essential
communities *Project facilitation
«Clinic staff critical to success
monitored service = Trainers needed
quality more suppon

Guided Discussion
Questions/Answers
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Familv Health international
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Field Programs Field Programs

Family Health Internationul Familv Health Intermational
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Research Triangle Park. NC 27709 Rescarch Triangle Park, NC 27700
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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 Curricuium
(RETC)

Maurcen Kuyoh
Jane Schueller

Bob Rice

Family Health International (FHD

Objectives

Participant wili be able to:

+ Identify design and delivery eiements that
facilitate participant engagement in the learming
process.

* Design curricula that can easily be adapted by
the trainer to the training delivery situation.

* Tailor training curricula to the needs of specific
audiences.

Session Design

+ A progressive case study wilt be used o
consider design and delivery aspects for a
training intervention or curriculum.

« The faciiitators will base experience on a well-
received fraining curriculum, The Research
Ethics Training Curriculum (RETC .

+ Participants wilt be expected to be creative. be
open-minded. and be irnovative.




Expectations

» You will pariicipate!

= Facilitators will be resources for you.
+ Cell {(mobile) phones will not ring.

+ We will begin and end on time.

+ No smoking.

« We will learn from each other.

+ We will have fun!

Many Africas?

Who says?
Selon qui?
¢ Quien dice?

Nani anasema?

Characteristics of
“Many Africas”




Characteristics of
“Many Africas”

+ People are not heamogeneous. many tribes

* Many languages. many traditions. many beliefs,
many cultures

» Many leamning cuitures

+ Many skill leveis and a variety of heaith care
cultures/practices

» Resaurce levels vary
* Voices through story telling

M

One Ethics?

+ Growth of research worldwide

+ Increasing participation
of resource constrained country
sites and scientists

+ Curricutum to train locai investigators on
research ethics and strengthen the ethic
committee process

)

Case Study, Part 1

Design a tramning curriculum that is:

« Appropriate for majonty of participants residing in
sub-Sahara Africa; include visual graphics as it
needs to leok good!

» Designed to engage the leamer—how will you
“force” participation between the leamer and the
subject matter?

Define the “look”




Looks Good

+ How will the finished training curriculum feel?
When you hold it in your hand, what does it feel
like? Define your product(s).

+ How does the learner
interact with the content?

» Visuals? Colors?

« Software?

Lessons Learned

Access

= Hard copy
= CD-ROM .
= Web site Languages |
= English r
Design = Spanish H
» Visual messages i.e. lotus E::i:p !
theme -

« Colorful {and plenty of
white space too!)

= Kinesthetic, visual

Case Study, Part 2

«Qutline what is included so that the participants
will feel good about the training or learning
material; how and why will it feel good 1o
participants?

Define the “feel” (you want the participants to feet
goed and you want the trainers to feel good)




Feels Good

« How is the training (or curriculum) designed so
that it feels good to participants? What specifically
will appeal to participants?

» Why is it imponant to think about "making it easy
for the trainer™? ldentify what you will do tc make ‘
it feel good for the trainer.

i

Lessons Learned

¢ Learner NOteS ——fmem——ip Lot o 2 0 oot e 1 mrargins 0
gt P,

» Case Studies

* Self-graded Test

- Case studies used for s i J
small group discussion

Case Study, Part 3

-Your intervention needs to be participatory
{trains good).

+ It must be designed so that the trainer does not
need to spend a lot of tme preparing .

- Easy to use for the trainer: easy to adapt to
different audiences (trainer-friendly:.

Define the “trainer-friendly” aspects
of your intervention

183
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Trains Good

= How are the instructions or technical content designed
or presented so that it is "glanceable” for the trainer?

= How are “trainer notes” presented fo assist the {rainer in
delivering the information?

« What materials are made available for participants?

» Whers are references and additional resources located
for the trainer to study for background information?

Lessons Learned

« Designed for specific audience

+ Tight project management (communication
between SME and instructional designers)

+ PowerPoint as ptatform

» User-riendly, low tech, easy

+ Self-study or group formats

+ Participative training experience
= Training-of-Trainers Guide

Lessons Learned

* No plug-ins needed *
= No server side applications
+ No frames i
» Netscape 4.0 and IE 4.0

+ 640 %« 480 resolution

»+ 508 accessibility standards
* Make the technology easy-to-use




Lessons Learned

Specify technicai requirements in advance

Determine proguction software [

Plan for fanguage translation

Plan for final Web location

Watch for non-standard fonts

Make it easy (and fun') to use

An International Perspective

* CIOMS: “the ethical implicabions of research involving
human subjects are wdenbcal in pnncip:e wherever the
work I1s undertaken”

« 5.K. Sharif, Kenya: “one of the major problems i the
Thirg Wortd 15 the weak ethics and scientfic committees
that review scientific studies”

« 5.R. Benatar, South Africa “the neec ta buid capacity
in research ethics as part of the research enceavor”

Case Study, Part 4

Congratulations! Your training intervention idea
has gotten more funding—so now you can go
global!

How will you incorporate “thinking global” into
your design considerations? What will you
change or modify?

Describe additional tasks or activities,
that you will consider or perform.
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Global Considerations

Dissemination expenses
Visual look {think giobally)

Language considerations {and transtation
costs)

Field-testing sites (and contacts)
Timeline consideraticns

Two products: one for Africa, the ather for
global?

Some Suggested Reference
and Resource Materials

Training Magazine: www.trainingmag.com

The Training Journal. www.trainingjournal.co.uk/
Games Trainers Play. Newstrom & Scannell,
MeGraw Hill, Inc. 1880.

The Winning Trainer. Third Edition. Julius Eitington,
Gulf Publishing Company, 1996,

Facifitation Skills: The ASTD Trainer's Sourcebook,
Dennis C. Kinlaw, McGraw Hill. 1996,

i
Eamily Heaith
Internatonal seorin
Fum
| Web
site Maureen Kuyoh, Mkuyoh@FHL.or ke
Jane Schueller, Jschueller@fhi.org
Robert Rice, Rrice@fhi.org
)




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

Feddis Mumba

Area Manager

AMKENT Project

Sheetal Plaza, Mot Avenue

P.O. Box 9969~

Mombasa, Kenva

Phone: 254-11-220-220 254-11-227-248
Fax: 25+4-11-222-874

E-mail: fmumba@amkeni.org






ENGENDERHEALTH

myrowing Worren's Health Worldade

Presentation Qutline

Introduction

Brainstorming of sexual and reproductive health {(SRH) problems
Small-group work to develop client profiles

Plenary sharing of profiles

Demonstration of using client profiles for counseling skills-building
Discussion

YOVON Y VOV

Problem statement

In designing a curriculum for integrated sexual and reproductive health (SRH3

counseling. EngenderHealth faced the following challenges:

¢ (Constdering all the areas of SRH opens the curriculum to a wide range of possible
health i1ssues and concerns.

* The counseling needs of individual clients can vary widely within each area of SRH.

» These concerns. and the services available. and the approaches of service providers
vary widely from culture to culture throughout the world.

» Developing case studies and role plays to cover the broad and varving scope of
clients’ needs wouid be a monumental task. and. at best. would likelyv give rise o
criticism that the case studies were tnadequate, or would become outdated with time.
or were insensitive to the cultural nuances ot these issues in different countries in
different parts of the world.

A different approach was proven successful in field-tests - that of having the participants
develop client profiles to reflect the realities of the communities and clients that they
serve. These profiles became the basis of case studies and role-piavs throughout the
training, This approach supports client-centered services by tocusing on the client as an
individual, while tailoring the training to local needs. both of clients and providers.

Learning Objectives: By the end of this session participants will be able to:

* Describe the advantages of using client profiles in trainings that cover broad content
areas and’or address needs in differing cultural settings.

¢ Identify the benefits of involving participants in the development of client profiles.

¢ Understand and apply the process for developing client profiles for training, using
brainstormed problems and basic guidelines from the EngenderHealth curriculum.

N e e R N N T e



Lesson Learned #1:

Having the participants develop the client profiles, based on problems that they
identify, gives them a feeling of “ownership” for ihe learning process.

The client profiles, which function like case studies, are referred to repeatedly throughout
the training and arc used to practice counscling skills in role plays. These profiles, which
are bascd on needs identified by program planners and participants, give the traming a
local focus and offer the participants a sense of “ownership”- that these are the challenges
faced by their clients, in their service sites. and i /frefi communities. The profiles also
give each problem a face. a name, and often & fam:lv scenario within which the problem
must be addressed.

Lesson Learned #2:

Using client profiles supports client-oriented services by giving a human face,
relationships, a family, and a community context to SRH problems.

Clients have a wide range of needs and issues that they must deal with to get help for
their SRH problems. ach person has a unigue corabination of background,
sociocconomic status. necds, concerns, and inforimation. Also, therc are foew cases in
which a client’s situation affects only himself or herself: someone else is almost always
involved in the problem or is affected by whatever decision, if any, the client makes.
These unique individual and family situations arc demonstrated with great clarity through
the development ot the client profiles, and the on-zoing exploration of cach client’s
situation throughout the training. By coming back again and again to the same profiles, to
practice different phases of the counseling proce:s. SRH problems acquire a name and a
face that becomes very familiar and very human to the participants.

Lesson Learned #3:

The trainer needs to assess SRH needs and concerns prior to the training.

Although the participants are the ones who develop the profiles, at the beginning of the
training thev may not be aware of the range of SRIT 1ceds and concerns of people in the
communities they serve. Thus, during the planning phase, the trainers should involve
local program planners and administrators, to idertify the needs and concerns to be
addressed within the course. Although the proces: begins with brainstorming to generate
a list of real SRH problems that people face, the trainers should be prepared to guide the
brainstorming 10 ensure that the participants cove the needs that were discussed during
pianning. After the brainstorming, the trainers sclect which problems will be developed
into client profiles. reflecting the needs identified during the planning phase.

Lesson Learned #4:
The trainer may need to “guide” the brainstorming of local SRH problems.
Although specific SRH needs identificd in the brainstorming will vary depending on the
community and on the participants, in general the ¢ lient profiles should cover the
following categorics:

e Men

e  Women

e Unmarried vouth




»  Family planning needs
¢ HIV and STI needs

*  Matemnity care needs

¢ Postabortion care needs

During the brainstorming of local SRH problems. the trainer should probe to make sure
that all the kev SRH arcas are included. Although these are called “chient™ profiles,
participants may need to address population groups that. for whatever reasons, do not
routinely aceess services and thus are never seen as “chients™. For example, i a program
tocuses on tamily planning and the participants brainstorm only about the family
planning problems of the typical married female clients, trainers should ask: “What about
family planning problems faced by men? By unmarried women? By adolescents” By
postabortion clients? By people who are HIV-positive? By postpartum women? W hat
about other problems faced by married women who come to vour clinies?”

Lesson Learned #5:

Trainers can help to broaden client profiles by adding “new developments™ to each
situation, later on in the training.

The chient profiles determine the tocus of the discussion throughout the rest of the
training. so it is important to have an appropriate range of issues and clicnt sroups
represented. However, rather than try to cover all possible SRH needs and concerns in the
original client profiles. later in the training trainers can introduce important issues that
were not addressed in the original profiles. by adding “new developments™ o each chent
profile. Trainers can use this technique to introduce issues such as power imbalances
within relationships. women's lack ot control over when to have sex, denial ot services or
intormation to unmarried and adolescent women, men’s lack of avcess to sernvices, the
risk during unprotected sex of HIV and STls. as well as unintended pregnancy.
involuntary HIV -testing. stigmatization of people who are HIV-positive, and pressure tor
sterilization in postabortion services, amonyg others.

For example. one profite might be a male STI client who is reluctant to tell his wite about
his infection and is more wormied about her finding out. than about the heaith implications
for her or his other partners, The “new development™ might be that he leams his wite ix
pregnant. Now. the profile requires him to address the need to communicate with his wite
about antenatal care and ST1 treatment issues for her and their unhorn child. in addinon
10 the standard ST issues.

Lesson Learned #6:

Printed guidelines help participants to stay focused on the task of developing client
profiles. To maintain conststeney between protiles and to outhne the range of 1ssues v be
addressed. guidelines are provided tor developing these profiles. Not all points must be
covered for all the client profiles in the inttial session (see Lesson Learied =5 for wavs o
address issues that get overlookeds. but participants should be encouraged 1o address cach

POINt 1N SOIMC Way.



Client Profile Guidelines

Part 1. Demographic and social characteristics:
Name
Age
Marital status
Parity
Income
Educational level
Social background

Client Profile Guidelines
Part IT. Questions to Answer about Your Client

What is the client’s current SRH needs? Why did this
happen? Who else is affected by rhis situation?

What decisions will he or she have to make concerning this
SRH problem? Who else will be 'nvolved in the decision
making?

Is your client comfortable with seeking services for this
sitnation? Where would he or she go?

What information will the client need to make those
decisions, and where can he or she get that information?
How does the client feel about this situation? What
concerns or worries does he or she have?
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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
Planning/Reproductive Health (FP/RH).

To assist program managers in identifying and selecting successful
programs/ practices they might be able to adapt for their own program

To promote rigorous standards and evidence-based public heaith
programs and practices

To recognize and publicize successful public health programs and
practices

Are there specific definitions for commonly used Compendium words and

terms?

Yes. The following are key definitions as determined by the Advance Africa
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 preblem 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
guantitative 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 exhibiting
inconclusive evidence of success or evidence of partial success.
It may or may not be possible to replicate a promising practice in
mare than one setting.

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

I N S Y I e i o



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

Participating 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 FP/RH programs and
practices inciuded in the Best Practices Compendium, 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 inciude 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 FP/RH.

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

What programs/ 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 replicability/ transferability to othar settings will also
be used as criteria for a best practice. Remember that summary documents of
lessons learned, situational analyses, or medical practices will not be included
in the Compendium.

How can | submit a practice?
Submit online. The online submission process is quick and easy. From the
Compendium homepage go to “Submit Your Practice”. First you will be asked to
fill out a short preliminary submission form. If your program /practice meets the
Compendium’s criteria. you will have the opportunity to complete the
submission process.
-OR-
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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.org:
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 | 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
program/ practice can be included in the Compendium. All accepted programs/
practices will be reviewed by the Best Practices Review Board to determine
whether the program/ 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, programs/ practices will be posted
in the Best Practices Compendium.

Can | edit my program/ practice on line?
Yes. Prior to submitting your program/ 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 program/ practice.
if you have additional relevant information that occurs following your
submission, you may contact the Best Practices Unit at:
bestpractices@advanceafrica.org.

How can | 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 | 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.

nce




» Posta comment — You can voice your cpinions about any program/
practice included in the Compendium. After 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 your most successful programs/
practices. New programs/ practices will also be: considered for a profile in the
“Best Practice of the Month” newsletter.

Who can I contact with questions?

Any questions concerning best practices should b directed to the Best Practices
Unit at bestpractices@advanceafrica.org. If you have technical questions related to
the website, please contact the webmaster at advance@advanceafrica.org .




BP Compendium:
Start of a process for program improvement

Identify a Best

Adapt, implement, Practice
Evaluate, Revise
Disseminate
Revised BP
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Pyramid of Best Practices in
Public Health Interventions

CONFIDENCE
LEVEL:
Evidence of
Success and
Transferability

PRIENCEHPLES
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Best Practices Submission Form

Part I
Contact Information: Please include the key contact person and organizational
information.

i, Key Contact Name:
a. Last family name:
b. First given name: - B
2. Organization Name:
a. Website Address (if avalable): e
3. Organization Address:
a. Street Address 1:
b. Street Address 2: o i} - i B -
C. City: - -
d. State Provinee: 3 o N
e. Country: ) )
4. Telephone Number: LNt}
A Fax Number:
6. E-mail Address:

Please complete all open-ended questions and check the appropriate responses to the
Yes/No questions.

1. Program or Practice Title:”

2. Abstract: (provide a brief synopsis summary of the program or practice)

3. Objectives:’
- o )
(3 N

Procram- a scenies of a0t
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4. Key Activities:”
(1) — ) I
(2)
(3)

5. Evidence:
a. Has the program/practice been cvaluated?
- Yes
 No
b. Is the program/practice evaluation available?
0 Yes
U No
c. Briefly describe the ¢vidence of success demonstrating that this is a best/promising
practice.”
For example: Quantitative evidence that CPR increased from 3% to 10% or Qualitative evidence
that client satisfaction with prenatal scrvice inercased.
(0 __
(2) _
3) _

6. Replication and Transferability:
a. Has this program/practice been replicated?
dves
-1 No
b. If so, where?

7. Documentation of Evidence of Program/Practice uecess:

Title;

URL:

Reference:

Submit this document to: [Best Practices
Advance Africa
4301 N. Fairfax Drive, Suite 400
Arhington. VA 22203, USA
Telephone: (703) 310-3500
Facsimile: (703} 524-7898
E-mail: bestpracticesiccadvancea:ica.org

Key Activities - Man activities implemented to accomplish programipractice objestives, Indiciie persans involved and (heir vales in the
program/practice.

Best practice- a specific action or set of actions exhibiting quantitative and qualitiaiye evidence of success together with the ability (o be
replicated and the potential to e adapted and transterred. Promising practice- a specific action or set of actions exhibiting inconclusive
evidence of sugcess or evidence of partial success. Hmay or may not be pussibic 1o “enlcate a promising practice in mere than one
settin

AYAtance
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The Best Practices
Compendium:
A Tool for Public Health
Trainers

A7 T
’

Objectives

1 At the end. participant will be abie to:

* Use the Compendium as a training teoi
- » Explain the best practices process

l] -+ Prepare to contribute a best practice in
training

*t « Join the Best Practices Community

“Best Practices” for
Meeting Participants

» Active participation
» No celi phones
* No smoking

* Having fun! Z
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What is a “Best Practice”?
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What is a Best Practice?
Best Practice Compendium
Criteria

A program intervention that demonstrates:

« Measurable impact
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Why are Best Practices

@ important?

H .To recognize and disseminate successful
program interventions.

} -To assist program managers in dentifying and
selecting successful practices/programs to adapt
i} for their own program needs.

W .To promote rigorous standards and evidence-
# hased public health practices and programs.

%‘”“:
L

Introducing the Best Practices
Compendium

+ A searchable database of FP/RH
interventions and toois

« A coliaborative effort by multiple
agencies (BPAG)

= + Peerreviewed practices

» Uses public health, not medical criteria

Who is the audience?

« Program Managers

+ Public Health program trainers
« Donors

« Cooperating Agencies (CAs})

+ Locai NGOs

« USAID Mission staff




Pyramid of Best Practices in
Public Health Interventions

L~
1

CONFIDENCE
LEVEL.
Evidence of
Success and
Transferalbility

B eIr,
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Definitions

' Best practice:

»  The “Gold Standard” that can be implemenied
to support program objectives.

- Quantitative/qualitative evidence of success
» Transferability

Promising practice:

+ Inconclusive evidence of success
«  Replication unknown

= Endorsement by experts

g Ay
s

Break for Role Play




BP Compendium:
Start of a process for program

improvement
Adapt identify a Best
Implement. Practice
Evaluate.
Revise

Disseminate »:
Revised BF W”“

Searching the BP Compendium
for best practices

— Online Database Compendium
Address for the searchable database:
www .advanceafrica.org/bestpractices

K]
- CD-ROM

Available from Advance Africa
bestpractices@advanceafrica org
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} Your practice submission must be:

Part of a public health program _
Able to provide evidence of success
and/or impact

Able to provide evidence of or potential
for replicability/ transferability to other
settings

‘_ Remember that surnmary documents of lessons learned,
situational analyses. or medical practices will not be
inciuded in the Compendium. 114

¢

How to submit your best practice

Go to: www.advanceafrica.org/bestpractices

1. Complete the initial submission form

-10 minutes- onlfine or download form.
{You wilt need documentation with evidence of
success or transferabiity;

2. BP Unit will contact you with any
additional questions.
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Additional BP Resource;@

« Implementing Best Practices
Iwwew whoont reproductive-health brp highiights en bt
: Maximizing Access and Quality (www magwet org:
§ ©  UNFPA glossary definitions of BP ang Li
PhitD. wew . Lnipa org 0oe toaikt him ¢
«  UNDP crtena on selecting Gender Good Practices
UL wWW unCD Org gender praclices gudeines Hm s
World Bank Gender Cntena in wdertfying BP
' hip. wwsyoworicbank org gender know Juidenan numi
¥ . UNAIDS- BF Compenagium

thiy wiws unads.org bestpraciice:

UNESCO- MOST Ciearing House of BP g', e
i

Wl UPEsTe Ofg Mastoens

For more information

- www .advanceafrica.org/bestpractices

Susan Palmore. spalmore@advancealrica.org
® Deryck Omuodo, domuodo@advanceafrica.or ke
Lauren Pindzola. Ipindzola@advanceafnca.org

2 Susan Veras, sveras@advanceafrica.org







Training to Create Adolescent-friendly
Reproductive Health Services
in Uganda

Stembile Matatu-Mugore
Reproductive Health Clinical Specialist
Intrah Consultant

9-+ Observatorny Dr.

Woodhill

P.O. Box 66008

Pretoria 0070

South Atrica

Phone: 27-12-998-3851

E-mail: mugore@mweb.co.za



. pb v s




Training to Create
Adolescent Friendly
Reproductive Health
Services in Uganda

Stemtzie Mataru-htugeore
Regroductve Healln Chmizal Spec:aist. Inlran consultar:

Rose htulnd:
Manicnng ang Evaluaior Program Assislant, Invak

Situation in Uganda

» ~ 50% of HIV+ are youth

= Early childbearing and unsafe
abortion

» Only 7.5% of 15-19 vear olds use
contraception

» 67% girls’ first sexual encounter by
age 18

= Adolescents are not using RH
services

1958

What do adolescents say?

* RH services
lacking

Misinformation
about FP methods.,
STis and HIV/AIDS

Poor confidentiality
at health centers

* High costs of RH services

* Health staff unfnendly to adolescents

Iy e zasenre




Project Partners

* DISH land Il

PRIME t and Il

» Ministry of Health
Project funded by USAID
Jinja District for the pilot

= 10 additional districts for the
expansion

ARH Pilot Project

= Jinja Disfrict

= Baseline study " .

= 4 health
centres

Pilot Project Objectives

* Improva provider:
— skills in ARH
— attitudes toward adolescenis

= Aftract adolescents to health centers

» Changs adolescents’ health-seeking
behavior

= Provide RH services to adolgscents
» Establish M&E system

.. = Assess findings for replication




Interventions Used in Pilot

* For providers
— Trainng and supervision
- Suppres. contrazeptves & STD =13
* For youth
- Recreational actyibes games
- ARH :nformaton ecuca
ARH .- = i

* For the community
- Senswsation o ARH nesas

Essential Elements of
Training and Supervision

* Input from adolescents. community
leaders. health workers and parents

* Social scientist speciaiizing in
adoiescents

* Interactive methods emphasizing
attitude and behavior change

* Adolescent reproductive and sexual
health. counseling. communication.
and referral

_» Intensive on-job foilow-up/support

Training Design

= Week one
- Highly participatory group traming
values clanfication, role plays 35CuUsS0s
- Emphasized provigers a0 des toward
adolescents
= Week two
- Guided chricat experience « tn adaiescents

= Foliow-up:support
— Feedback on ARH sxiils
- Faciitation of video disc,
- Data used to answer chents guestors and
Ceqelop youth adte!




Pilot Training Strategy

PRIME trainers

[ 3 DISH Froject Staff and 3 district trainers |
b4 b4 .4 4
/\ /’/ ™. . AT <7

Buwenge Eugambe Kakira Walukuba

Health Center { | Healtlr Genter | | Health Center | | Health Center

4 service 4 service 4 service 4 service
praviders providers

proviers Froviders

Cther service | | Other service | | Other service I Other servite
providers providers providers | | providers

. S S
On.the-job follow-up/support ]

Tk R SR e s s

Results

* Providers
— significantly higher knowledge of ARH
service and management
= Adolescents
~ significantly higher knowledge of FP and
adalescent health problems
- increasad use of RH and other heaith
services
~ increased use of FP methods

= Community
~ sustained support of ARH services

Comparing ARH Knowledge
Among Health Workers

o Comparison  BPilol




Reasons Adolescents
Visited ARH Sites

= Counseling
= Postabortion care

s Screening for
pregnancy

* Medical check-ups
= STD treatment
* |In-door games

Percentage of Adolescents
Among Clients Seeking Services
% 80 -

Adolescent Knowledge of ARH

% 90

Agdowscard health  Acomaceninsa  Famwly plarnmg
b ] gty o Indg Use
Wt 8 Comparmon




Participant Perspectives

“Now | have tha self-respect o
.. just say 'no’ to boys, and | know |
. can use condoms if | want to
1 have sex.”

{ Sarah. teenager in Jinfa District

“The project helped girls like
Sarah to develop more self-
estzem. In addition, unplanned
pregnancies have declined in the
local schools.”

Florence, Sarah’s mother

Training Alone is Not Sufficient

Constraints _

— —
= Lack of drugs and
pont@ceptwes

I = Lack of space

B | - Affordability/cost
!« "Non-supportive
adults
i = Poverty

_ Possible Solutions
« Cost sharing

« Share space :
= Expand service time ’

* Subsidies

"« Sensitise communify |
L_ONARH
* ARH and income-

generation linkages !

Pilot Project

= Maintaining:
- provider behaviour
after the project life

and outsice ARH sites

Challen

— adolescert attendance
of RH services after the
project end

= Ensuring continued
community:

—~ awareness of ARH
needs

- support for ARH service provision

Sase Bt m Fugising & Uit 600




Expansion Project

» 10 districts
» 36 health centres

= Pilot health centres
used for providing
hands-on training
experience

Trainers from pilot i
became master trainers

and provided on-site technical
assistance

Application of Lessons Learned

« Strengthened cummiculum
in counseling
- Boy @it redgkicnsnins

~ Paren! adciescent
relgilnsrips .
- Peear pressure e,
- Sunstance sbuse \
« Trained peer educators T

= Addegd BCC component
- Stragnt Taik h

- Teer Bash
- Ragcio messages

Application of Lessons Learned
continued

* More recreation
to include gender
sensitive games
and ocutdoor activities

More responsive o
provider problems
with transfer of
learming

More intense disirict
involvement in site : -
sefection e i
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Expansion Project
Challenges

» Maintaining volunteer peer
educators — is training enaugh?

» Atftracting ginl adolescents —
gender sensitive approaches?

= Keeping costs and effort
manageable — alternatives to
labour-irtensive follow-up/support
and on-site training?

Lessons Learned

= Develop joint BCC/training/service
delivery strategy

include all stakeholders, including
adolescents, in baseline, training
priorities, project design and
service delivery

Pitot 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 training and supporting
adolescent services

» Providers need continuous
learnirig to handle adolescents’
guestions and needs as they
hecome more sophisticated. . .




Training Site Development -
What are the Ingredients for Success?

Anita Gibson Kamlesh Giri

Countrv Representative, Nepul Reprodductive Health Advsar
JHPIEGO Corporation JHPIEGO Corporation
P.O. Box 8975 EPC 479 FO 1S Thanes street, Siite 2o
Kathmandu, Nepal Baltimore, MDD 21231-2402
Phone: 977-1-324-313 Phone: 110337100

07 7-1-226-609 Fax: 4103371470
Fax: 977-1-544-15 E-mail: Kgiri# ihptego.org

E-mail: agibson@ihpiego.org.np
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° Training Site Development: IWhat

are the Ingrediems jor Success?

Anita Gibson

Kamiesh Gint
IHPIEGO-Nepal

T T g BesT PATioes Conrpes e _umand JaThg

Learning Objectives

By the end of this session, participants will he able to:

& Describe factors contributing to an “enabling
environment” for tramning
€ ]dentify the significant management issues in

establishing and maintaining a traming site
¢ Describe the planrning required to design traiming for

participants with concurrent service delivery
responsibikties particularly for emergency procedures

Overview of Presentation

& Expectations of a training site

© Review of the context in which training
site development takes place

# Particular focus on the provider
perspective

@ Question/Answer (20 mins)

e Summary {10 mins)

= r 4 LR
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Expectations of a Training Site

@ Participant Perspective?
& Clinic Supervisor sending a staff
member to the site?

& Trainer Perspective?
© Supervisor at the training site?

Think about vour universe...

Service Siie

National program considerations

RS PR T FURNY




“Mid-level considerations

Prionties

Funding required

Management needs
Public. Private Needs

Technical Suppont
Riguired

Training site considerations

& Focal persons? Trainers?

< Modef Services Exist?

& Cost for training?

& Who manages the
logistics (scheduling,
materiais, etc.) Budget?
How?

& Benefit to the site?

¢ Benefits to me? {provider
perspective)

Training Sie

Providers...who are they?




Performance Improvemernt

© Seeks to understand the myriad elements
that influence provider and organizational
performance and considers the range cf
possibie interventions to enhance service
delivery

@ Understanding providers better is key to
this approach

Shelvm, 13 B nsnda Perup sty famon 10 18 nier
et 20

Thinking About the Provider

& Personal Characteristics
@ Competence/Abilities
# Needs

% Control/Comfort

# Rewards

@ Medical Culture

% Empowerment

@& Systemic Issues

2 Links to Client/Community

—————
(@ Adapled trom WA Exchange Gurmepium Was=imgun asien fing Arssis ang Qusl zy sl
— 22

Thinking About the Provider

& Personal Characteristics

# Competence/Abilities

& Needs

@ Control/Convenience/Comfort
% Rewards

% Medical Culture

# Proactivity/Empowerment

# Systemic Issues

& Links to Client/Community

p——
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No Model Sermvices... No Clinical

Trainine

DEVELOP TRAINING
CAPACTTY

TECHNICAL
SLPPORT

Training Site Responsibilities

& Performance improvement: desired
performance must be established at the
service site to be used for training

2 Transfer of Learning - role of training
site including ongoing technical support

Managemenr of Trainine - PHBC
& . &

¢ Priority: to minimize
disruption to service
provision

# Clinical Staff trained
in the afternoons in
smali batches —
consecutive courses

& Needed to plan in
conjunction with
preparation of the
duty roster
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Patan Hospital Birthing Center

¢ Review/DEBATE of
evidence-hased
practices

& Involvement of
doctors not directly
participating in
training/service
provision

PAC-OJT

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

Thinking About the Provider

@ Personal Characteristics
¢ Competence/Abilities
# Needs

% Control/Comfort

# Rewards

% Medical Culture

¢ Empowerment

& Systemic [ssues

& Links to Client/Community

api———
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Rewards

& Monetary

% Status/Ego
€ Appreciation
& Interest/Fun ;
# Accomplishment
¢ Risk Averseness

p——

w MAQ Exchange Curticubam Washingtan, “derm vy Sctess id Doaaty niliarer 2007

Patan and Maternity Hospitals

£,
& On-the Job Training, .
recognition by National Al
Health Training Center, "
Family Health Division
% Costing Exercise tc
involve management/
Sr admin staff and to
dispel rumors that
services were resulting
in financial deficits

Thinking About the Provider
% What do we know about providers
themselves?

= Providers are different, but have patterns

= It's a rare provider wha's lcoking for more
wark.

ym——
m’ Adapted from MAQ Exchangs Curriculen, 9 1t irgon, Moemezing Ac ss asd Dualy rifiatiee
- > 2001




In Sum ...

& Think about your universe

¢ No model services, no ¢linical training

&+ Eyes on the Prize; Performance
Improvement, Transfer of Learning

¢ What do we know about providers
themselves?
it Providers are different, but have patterns
& It’s a rare provider who's looking for more work,

# Management, management, management

Providers serving Communities
.,'? B 3 :h B
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Distance Learning: Lessons from the Field

Nancy Kiplinger

Instructional Design Specialist

Intrah PRIME

UNC school of Medicine

1700 Airport Road, suite 300 CB =8106
Chapel Hill. NC 27399-8100

Phone: 919-962-0789

Fax: 919-962-7178

E-mail: nkiplinger@intrah.org
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Best Pradtites in Training & Learning

Octabe 993
PRIME Training Insights

Getting started with distance learning

The experts agreer Distance learnimg s as eftecnve as other well desamed mamns

methods. Apply <ound desion prineiples and pracnees as wih am

rogram, paving paricular artention o these pomts when desiening
. Vit i <
implemenunye distanee learning

Planning and Communication

hemveen learner amd instructor uniaue to distance learmng,

¢ March content with the appropriace technodowy, For example, the o

compurers should onle promore wse of thiv rechnobowy 111t sared oshe

content and destred fearning outcomies, é

o Make a commitment of support o administrators, weachers, Lo

students. Emphasize clear communicanion bemween msatunonad ioadors s
Alevels, Anoopare Jousoead msues that may arssesand develop o plan for

dealing with them.

Learner Suppeort

o Carctully desien and muunrain alearner suppert sesteny o manny

separaton effecr vetween reacher and feamer. Pestun aoomtoriadio m

connect learners 1o the progran, espectall i learners are usng an

rechnol nIV.

& (hive students an acove role in learmine, Share coperal wrth rhem in

learning objectiv es. Bink thoem with instructors, facilisaror

whure possible, withy other bearners i the procram. Pros FIC T U Tl

to-Face interaction, when possible

Instructors and Facilitators

e Provide for etfeciive ~clecnon and rrunme of disranee 2

o Make use of enthusiasne facthnarors, woll rruned i the

buing used and facilitaton ana distance.

Monitoring and Evaluation

o Docus evaluarion on the oxtent 1o which procram coads have hoe

35 on improving processes and outcomess Thoroadh and on senzen s

wil pormur interim adivsrments o improve averall aurcames,

Afric o
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Find more on distance learning in PRIME's publication callzd Making It Happen: Using
Distance Learning to Improve Reproductive Health Previder Performance. For more
information, contact Nancy Kiplinger: nkiplinger@intrah. oo, or visit PRIME’s website at
www. prime2. org.

July 1999
PRIME Training Insights

Learner support for distance learmning

In the October 1998 PRIME Training Insights, wo siaed thae distanee learning is as effective as
other well-designed training methods. We emphasized appivap, sound instructional design
principles and practices as with any training program, and peyine particular attention to
planning, communication, learner support, instiruerors/ facilineors, and monitoring and
cvaluation. This issuc of PRIME Training Insights focuses co learner support,

I.carner support is eritical 1o the suecess of distance learning interventions, lris a carctully
designed and maintained svstem ereated specifically o minin ze the separation between
mstructor and learner and e connect learners to the learoin » experience. Learnet support is the
responsibility of all ¢
active role in learnme. Ir tinks them

iszance carning program swatf. Learner ppors helps give studeats an

with instructors, facilitaors, and mentors and, where possible, with other learners in the
program.,

A planned svstem of suppott ensutes that learners receive ¢onening to facilitate learning and are
not isolated. Learner support can be designed ine the mate ielaond can be provided by
facilitators and/or other learners tarough face-to-face interseiers, wlephone, fax, ¢ mal,

regular mall, ere.

Some of the best support will be personal and will eome fron o, advisors/ counselors,
mianagers, ard mentors € ythers whies may be good sources of supporr are colleagues, family,
friends, and “carnine coarer staff, Support may espeeialls e nesded iF work, family, or financial
concerns distract the mirendon of the learner. The Toliowing are ~ome other needs thar distance
Jearners have and s wavs vou might meet those needs whes designing and implementing
diseance learaing.

Learnets need... Youcan provide...
what |

i help oroanzing thir e and an activity pian thae varners complete to ndicate -

! developing study ~kiils | tasks or activites 1w will work on and when they will
o work on them: SV dme for each anit of study !

" control over their learning ‘ cholces ot abjecus s, caumples, practice exercises,

‘ experiences length of ciposure 1o the material, order and sequence

i but don’t overwonn them with choices!

e ———— |

Dself asseusrienrs pre- cnd pose tests), role plavs with
I I8 ;

! feedback asour their cogninye

achicvement and skili development the faciliator or o Dt learners, case studies

“hands-on activitics 1o allow them cuided pr;\::l:i(:(_-, <

crvised chnieal experiences,

1o pracrice new skills projects or skil cowith other Jearners i
prompt feedback so they hnow examples and saraelos of correct responses 1
immediate’y how the are doing assessments ard oose sudies; quick responses o

i | earners” quesoans and requests for help
_p tedriers Quiatite s i TeUc

i reassurance, help and support from encouragement, oo

runites for communication and

others pinformaion abow fen progress or changes i the
\ o )
| program
- incentives and moreation plagues, sigas, corticares of completion; other

‘ ! “oivenwnys T such oy learners might recerve ar group
C ~_Juaningevens ]

.
Africa
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Find more information on distance learming in PRIME'S pubhication called. Making
It Happen: Using Distance Learning to Improve Reproductise Health Provider
Performance. For more information. contact Nancy Kiplinger:

nkiptinger@intrah.org or visit PRIME

s website at www primel.ory.

Distance learning needs and resources

Arcas
i .
to assess i Examples of data needed
Y AN AFC TR T AN Thsns Do D D TTrinie s s
[ carming i _ o C o oL
L Pe Wk hnowledee and <kills are nocdod®
TS : . P -
P ® Are thore nanonal standards core comperencies T Lt ~z
i C @ Nreorhere orcanizationd or profosoon Corr ST
\ entenid the narroena) standards GOre Crempeeneies T Cuite -t aToe s
! n B
.. reurrent fevel of koowlodue, skl Lo STt
learaer : L . . P o -
L. s their readme amd wonine loeved and i ow b .o
characrensoes | . . . . .
e < e cducaronal bhachoran W OTR CRDLTIONCL T Tt
i B - . \ N | N -
learsiersr - Bow lonie have they warked s ST
<ervices have they been offering oy which ! SR SN
| P contidence in their abiitiess - ¢ vt
kaowleder and or skidls ovaluanonss
i ® Arethev carrenth part of the workforeer
D ® N nere are the potennal learners trameess - how deoperadd ST .
cach otherr - from traiting facihitios o i :
| raclinions or coachess
P e What ¢ thetr aocess o transportatons o cennone o v -
I - - - R
! o deetdem o radior 0 TR o conmpier I
I & Nhar s ther devel o tamilians and comperswih TTTITON e
Do Lsthore ateachung st knoaledooahi e W Lot
Resources : \ . . R .
. UV ote THTI B Oe CONtent axperis?
P® Are there revtoniil local cofleares w
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D e Are there producron, distribunion o technedos specs e
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o 15 DI an acceprable method of learming: ]

e Will the learning be recognized as cquiva e o traditional learning where &
credential is required?

o Wyt incentives will learners need and rospond 10?2 Cerufication or other

credentind mentioned above? Professior or rganizational recognition?

! INerinsic motvation?

A Responsive Training and Learing Approach to Improving
Client-Provider Interaction and FP/RH Service Quality and Access in Ghana

PRIMI supported a one-year initiarive in Ghana to demonsis e ooselt-direceed learning (5D

approach to improvitg quality of and access 1o famile planniage and reproductive health services

for adolescents by improving midwives” client-provider intericnon (CP1) skills, The expeeted

results of this project we

» improvements in midwives” CPI knowledge and skilts

«  evidence of improved service quakity and access for ado evoents

»  documentation of the potential of the SDI. approach for in-service training of midwives in
Pl

Background and Asscssment

The SDE project, launched in 1999, was a joint effort amony ke Ghana Registered Midwives
Association (GRMAL, PRIME, and the FOCUS on Young wdu'ts Project. Te grew from needs
identified in a 1997 FP/RIF asscssment of GRMA membuer nidwives conducted by the three
partner agencies. The asscssment highlighted the need tor
« ap TP/RIY update + incressing adolescents” access o services
¢ improved counseling and CPT skills + the irrroducion and application of the
national service policies, standards and
profecols

Process and Learning Components

The project was lavnched in January 1999 with a meeting of srakeholders, after which GRMA
and PRIME deceloped and pre-tested the siv modules For tie course. The orientation for
learners and facilitarors ook place in March. The five-monih S, course was conducted with
600 GRMA member midwives i three regions of Gnana. The SI course consists of several
interrelated Ieamm I )mponcntq

Printed The six prmml modules include reacir 1, ITHETACHYE Activitics and
learning sugpestions for application of new skils on the job, along with self-
modules assessments to help participants monizor rtheir own learning. Midwives

completed the modules an their homres ey orkplaces over the course of
4 mrmth

2. Paired learning .ACh lc ATTIGE E qd a parmu W [Lh W h< 1 e met mnnth 10 Pracce new
<kills rmd 1\(_uxs the content and lerminge L Process.

3. [acilitazors In cagh r:,(m(m there were rwo facili ateors who made m()nthl\ VISITS tO

learner pairs ro review and carity now intormation, offer assistance in
problem solving, and model desired counseling skills and behavior. A
GRMA/PRIMIE team assisted the facilitators with their first peer review
\'i*‘-it

i 4. Peer review Fac h m(mth puuupfmu unhuad tormg the reguiar (GGRMA monthly
husiness mectings to progess new information and practice new skills.
These gatherings offered opportunitivs for peers to share tdeas, shape
.\ci mhu § h:_hm ior md p‘u\uh cddis mml socn} support for 1L’1| mng

Afric
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Findings

GRAN and its private secror muduiies were oon Eoeeng shout and o

hoar yrorienns

IO Tt

parnicipation 1 the program, The mudnies wer

chienrs and more contidently ek

GRMA sees great porential for the selt direened roscn eoenable o oo .
o fearn new st amd develop addinomsd CAPCITIN W it nen it eave thoor plos g
tor extended perods of pme, GRM A and PRIMI H ovrended e pregwam oot Joo Do =2
midwives and added w modale om UV ATDS couneets HERRTER

L ~ .
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Distance Learning:
Lessons from the Field

Nancy Kiplinger
M |rstructicnal Design Specialist
o, Intrah/PRIME [l

Willlam Sampson
Team Leader
PRIME IiGhana

Session Objectives

List the challenges DL can
overcome

Describe an effective process for
developing DL that works

Describe major elements of
successful DL programs

List areas needing special
attention during evaluation and
describe how evaluation can
improve future programs

Discussion Questions

« When is DL appropnate?

How is DL different from traditional.
group-based instruction?

{5 DL approprate for all learners?
What mahkes DL succeed?

Can skills be acguired wia DL7
What types of skilis?

What challenges might | encounter
in developing and implementing
 DL7

s How will | know DL worked?

)
[

I

L
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Performance Improvement Framework

GET AND MAINTAIN STAKEHOLDER AGREEMENT

SELECT IMPLEMENT
INTERVENTIONS INTERVENTICNS

Why aaes the Yehat can be done

e L2 ove e
Strategies gop exst?.
Culture Jrp— WY

CTUAL iy X

Client and PERFORMANCE £31. . ?
Community I
Perspectives “MONITOR AND EVALUATE SERFORMANCE

Instructional Design Framework

\ ¥ ¥ ¥ 3
Anmeﬂ)esign Develop Implement Evaluate

snowledge . © eledming sZurriculm, + Maage . earrer
acd skiis'gaps  alfjectives ‘sson plans Aauistcs d
elaamers o - «Assegsment ~Methods, +Prapare

chargetenistiés, , methods/ rechnigues Exers)

wPerfortiance . | erns »Materiak,

ciydesd . - ¢ sContent media Impacs
wlearning - . outiine/ = Liarner »Renvist
conend - . oohtent support

sigaming @skd - “chunks” system

«Bicdgat - +Training and  »Fieldtest anc

Lp#) revise
approachies)

Learning is...

... the ability to apply
knowledge and skills
on the job.

R




Distance Learning is a
learning approach...

» where learners and trainers
are ot together in a ciassroom for
most of the training time and

« that presents content in a pre-
produced instructional package

Features of Distance

Learning

* Learners
take responsibiy for ther own
learming. leaming 1S active ang
invoives seif assessment
- learn aigne or in smali groups with
less frequent heln from :nstructor
tbut with strong support system:
- learn from a varnely of approaches
— learn at thaew own pace
In their own time
* Instructors
- ¢an focus more on indinaduai learnaers
- £an pace e participat on

Distance Learning is
appropriate when:

* there is a need to reduce
time away from the job

» more flexibility for learnar
and‘or instructor is desired

s some participants live in
distant or rural areas with
peor transportation systems

» it g important to reduce the
costs of delivering training
R to large numbers of pecpie
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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

The situation

Challenges in
implementatiocn

The sclution

Evaiuation
objectives

Achievements

Lessons
jearned/confirmed

B Ghana Project: Situation

= Needs assessment results:
— FP/RH update
— Improved counseling and CPI
- Increasing adolescents’ access
- Introduction of naticnal service
policies
= Private midwives’ need to stay at
work sites

= Only 18 months for implementation




Implementation
Challenges

» Transportation

» Communication

= Time management

Design

* Pilot program for 60 midwives in
3 regions
= 5-month course combining multiple
learring approaches for knowledge
and skilis acquisition—
- print moduies (practical exercises
and self-assessments)
- paired learning
- facilitator visits (6. or 2 per region)
— moenthly group “peer review” meetings
= Content: CPlcounseling and ARH

Learner Support System

* learning materials specially
designed to guide tearners through
the learmning intervention

» opportunities for feedback and
problem solving from faciliators
and learning peers

» administrative support such as
work time for study and practice.
and tools and equipment




Paired Peer Learning
with Facilitator Support

..F ;= Facilitator L =Learner

Learner Support

Activities

cumpketen Inind o SO rodule ot
~ and took, home Counseting
odule

Learers rev swed prevous module and
wery introduced ta Adol 1 RH and [EC

5
P, aned PAC X
cenls at peer review i

wen previous mieduies and weare
Providing S5TD and HIVAIDS
arafs gt poer revisw meeling
Praviding STD and

oeIts ard parteipa-
At ot review mig.




Evaluation Objective

Assess implementation and
achievements:

« How can we improve the
implementation of distance
learning :nterventions?

= Can distance learning help
providers develop and expand
services for adolescents?

= Can distance learmng improve
CPI?

Achievements in Brief

97% completed 5-month program

Improved knowledge and CPI’
counseling skills

Improved interactions with
adclescents

Many altered physical environ-
mentservices to improve privacy

More visibility in communities

Increased professional
collaboration/interest in learning

CPi/Counseling Findings

Significantly more learners...
* enpsured private and comiciable
counseling environment. conficentality

+ used flipcharts. mode!s or samples N
explaining medical information to clients

» discussed sexualty with agolescent
clients

» expiained contraceptive usefuiness to
young chients

= discussed STOs/HIV AIDS




Tempal,

Lessons Learned/

Confirmed

Distance learming can be effective for
impraving the perfermance of RH/FP
service providers

An effective learner support system is
crucial

Facilitators must be adequately
prepared and compensated

Materials should be practical, thorough
and engaging; directions must be clear

. ] Pr;.e-neu = Curriculum development skills need to
he transferred o host-country partners

Session Objectives

List the challenges DL can
overcome

Describe an effective process for
developing DL that works

= Describe major elements of
successful DL programs

List areas needing special
attention during evaluation and
describe how evaiuation can
improve future programs

Questions?




Ensuring the Effectiveness of Training
by Using a
Performance Improvement Approach

Wallace Hannum Pauline Muhuhu

Director Dytrector

Performimce Svstems Fastand southern Atrica Rezon
Intrabr TNC Intrah PRIME Ottioe

School of Medicine POy Box 13938
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_ Director for Performance Systems;

Chapel Hill
Intrah/PRIME

Purpose of the Session

. Session wil demansirate;

. Mmdmmhﬁbmmm

mhmmmw
systems.

= How PIA was applied to determine capacity
building for new performence expectation.
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Factors Influencing
Performance




Factors Influencing
Peﬁormance
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Factors Influencing
Performance

{Organizational. Support)

a:alae)ﬁamakesurethe
factors are in place?

Pl is Really about...

Ashing guesiions
—m:ummmmu?
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-Kenya PNA Results

‘Root Causes
L %,gml practice sa coy mmpelencef .

P e

Kenya PNA Results
; RDQt Causes {conﬁnned}

“S&pﬁmsors at cimacal sate
~ are too busy to pay attent;on
ents.

S Servsce system undef separafe
management systern from. tram;ng
system

Gt Prasmir Favtms & Lo

PIA Application

Dz nﬁeeﬁ 6iﬁenanl rriénagemem syﬁtemsz
- = Bfaff developmerit and écnhnding
" education for tutorial staff, ~ 7




PIA In-Service Training
In South Africa

» With EQUITY project support, supervisors
leai'nedhmwmusePIAasam

* PIA was introduced as on the -job in-
© service training of supervisors
— Applications
_‘{M“ imorventions
= Clinit supervisor and manager leams

developed simple job aids to address
specific problems and work environmant

PIA In-Service Training
In South Africa (continued)

* Results are
dsmoi Pﬁmplememahon

from a 100% performance [
mm 2%”

. MWMMBaW
— Supe clinic amd service

providers
-~ fedm ready io maove on o ofvar secvice areas.

= Progressive Pl application to other
technicat and ical areas is the
pipeline. (scale-up

Zambia Consumer Driven
Quality Links to PIA and
Training

o Influshicing policy environment
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. Future Considerations:

“ 7 = Provi
7 framewoark

~ dasign of training
— training implementation
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Evaluation of Impact of Cascade Training
Approach on Family Planning Services and
Infection Prevention Practices

Cathy Toroitich-Ruto
senior Programme Coordinator
Institute tor Family Health

Family Health International

Africa Regional Oftice

The Chancery, 2nd Floor. Valley Road
P.O. Box 33835 00023

Nairobi, Kenmva

Phone: 25+-2-2713913

Fax: 254-2-2726130
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Evaluation of Impact of
Cascade Training Approach on
Family Planning Services and
Infection Prevention Practices

Presented oy

Cathy Toroich-Rute, PnD
Family Health internat:onal
Nairob), Kerya

Training Innovations

B Competency-based training: designed to ensure
that key skilis or "competencies” are transferred

8 On-the-job training: provided on site to present or
remnforce skills within specific contexts

m Group-based training: focuses on spectific cadres of
workers to ensure coordination and complementanty

fha o ISV

Training Innovations

B Whole-site training: :nvoives workers at specific s.te
50 their intercependent sk:lis are fuily understood anc
used

B Problem-based learning: uses case studies ar other
aporoaches emphasizing the Lse of $<: s 10 aadress
specific probiems

B Cascade training: Let s find aut mare about '

I e . ey

£

.~
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Cascade Training Approach

u Multilevel/multi-tier method for building the
competence of health program personnel in
selected skills

= Inexperienced trainers
= A step-down group-based training

» Starts with few expert trainers and builds capacity
for more trainers and large numbers of service
providers

N

[ sttt For barmady Sealt

Cascade Approach: Characteristics

B Appropriate for large programs and multi-level
service praviders programs

8 Used where rapid capacity building and transfer of
knowledge, skills and attitudes is required

B Requires systematic, extensive planning and
monitoring

B Requires management commitment

Thye Irtstos ety ek

An Evaluation of
Cascade FP
Training in Kenya

3
s Insttue for Famity Haakty




Collaborative Effort

® FHI
= IHPIEGO
* Pgpulation Council

Funded by USAID

v A iy s

P
h

Kenya's FP/RH Overview

78% of service providers (SP) had basic
training

26% of SP had recent in-service course

RH intentions of ciients were obtained in
only 47% of cases observed cr reported

= e v e A

Research Objective

To assess knowledge. attitudes and
practices of service providers after
Training-of-Trainers courses (TOTs)




TOT

Orientation Package (OP)
* Training Manual {TM)
Support Supervision (S8}
v 1-day visit by supervisor
Decentralised training system
= Decentralised training centers (DTC}
= Developed several years
= Regional model emulated by other countries

I
fha-oer Iyt e gy tgalth

Decentralised Training System

Trainers are skilled in:

* Training methodology

= Counseling training

» Infection prevention training

» Coniraceptive technology updates
= On the job training

» Clinical skills

e

sttt for Famney Meaktn

Kenya’s Cascade Training Rollout

G 3?%‘@'& s [

i i

\-quE,L oxit Gl
T

‘Q'Tygg%% % B
i PPN t.per.DTC. )

R EEN S SR Sl

B ol R B e
& downs e et + )
bl § 4 B -

/f-l'l\l‘ 1

(L smtints fa Enmay wealth




Research Design

Before training (Baseline)

Research Questions

Do knowledge and behavior of trained
providers change after dissemination
training?

Do knowledge and behavior of co-workers of
trained providers change after dissemination
training?

- ——a

Research Questions (cont.)

Do knowledge and behavior change more
in “Orientation Package™ clinics?

Among “Orientation Package™ clinics. do
knowledge and behavior change more In
“Support Supervision” clinics?




Data Collection

Clients/providers were interviewed in 72 sites:

Baseline data collection
» September 1999
Follow-up data collecticn

= July 2000
M ety
Scores
Knowledge / Attitude Score
Good Practices Score
e ettt b

What Are the Key Findings?
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SP Exposure to Updated Guidelines
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Providers Who Knew the
3 Conditions of LAM
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Baseline Control Training TM+55
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Providers Who Knew IUDs
Are Effective for 10 Years
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Providers Who Think Vaseline
Is a Good Condom Lubricant

40 ] 28
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- ! 24
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Providers Who Had Heard of
Emergency Contraception
100 | 93
' 82
[
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How Many New Clients Were Denied
Services Due to Menstruation?

Percent

Baseline Control ™ TM+8S




Clients Advised to Use Condoms
in Addition to Reguiar Method

B Bawline
W Follew-ap

New Catlinuing
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Policy Implications

More intensive training provides greater
impact in terms of provider's KAP

Information passed through from one
sefvice provider to another, can be
effective in some circumstances

Conclusions

® KAP improved

" Improvement sustained

® “Cascade” worked

® More reinforcement —% better cutcomes

® One of the first conclusive evidence that
guidelines work




An Assessment of
the Impact of
infection Prevention (IP)
Training in Tanzania

8
Jre— ctiute Cr Pty Haakh

Evaluation Background

1994/95: Needs assessment reveals

L e )

lack of proper IP procedures /é, =

i ~... H
1995: IP regional training ﬁ_: Sy
in 6 countries gﬁ ﬁ““
1996; Second, similar, training in '
quality of care {QOC) 3‘-’“
4997: National level QOC/I® training “\“r of

3 smiiana

1999. This follow-up evaluation of the —

QOC/IP training in Tanzania projects

9
s -

Cascade Training Approach

Regional Course 3-4 per country

/

. i
National courses - -
in 6 countries.

/
S \
i [ RS
RN

Local implementing P RN

partners (LIP} 4x5x5x6=600
courses o B
s .
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Infection Prevention in Tanzania

* 4 rained providers al regionai level rained
38 provicers at national level, who trared perd
80 at senvice delivery pounts -

T
* Evalualon at 14 chmics run by 5 P projects S
-
v Organzaton of Tanzama Trade Unions = - e
N P

® Tarzania Occupational Heaitr Services - 5

" {Jnwers ty of Dar-es-Salaam Rl

® Seventh-Day Adventist Church Health Senvices - - L

* Shinka la Uchum: ia Wanawake Tarzan:a
SN :
[ - [

i o

Content of IP Training

8 Decontamination
= Cieaning of instruments
® Asepsis and hand washing
® High-level disinfection
® Stertlization by chemical
* gutoclaving/steam. and dry heat methods
® Use of barriers
* Waste disposal
® Handiing of specimens

iy 4% = ity S

Service Delivery Points Profile

Type: 11 chmgs, 2 heatth centers. 1 hospital
Location:  64% are urban. others are pen-urban

Services,  100% offer FP services
93% offer under 1 yr. under 5. and antenatal care
50% offer postnatal care
93% provide laboratory senaces
14% have dental climes

FP client Ranged from 10 1o 35 FP chents day
load: Mean ot 15 clients day
71% of climics had >10 clients.day
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Study Methodology

3 evaluators
TA from Principal Investigator Africa Regional Office
3 part study instrument
® Observation
® interviews
® Questionnaires
® Sampie size
® Level | frainees - 28
® | evel ll trainees -10

“Thizes ety
Summary of Findings

}7 — — - -

ffl?:-_,;: i e Koy o

Training Accomplishments

" 86% level | trainees received assistance from their
management

" 29% level | trainees conducted a formal IP course

® 86% level | trainees provided on-the-job training
{QJTY to colleagues at work

Few level |l trainees oriented their community-
based distributors in IP procedures

B

i
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IP Procedures Done up to Standard

Wi daparal
Asepsa ana nand sashing
T
Decimarmer rhos
e p—

Handang of Specamens

Use of Darmry

Swrikzanon oy aumcsng

Maph el dinripcmon By poding

Ciearming of nxTumans
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Spillover Effects of IP Training

Some trainees:

Initiated use of personal toweis

improved IP procedures in treatment and injection rooms
Made sure outstanding water and electnaity bills were pad
Saw the repair of sinks. taps. and bucxets

Introduced proper waste disposal systems. improvised
incinerators. instituted use of heavy duty gioves

Established quality improvement committees at
organizational and service delivery ievels

e b Sy

I




IP plans

Trainees plan to:
Monitor ¢linic to ensure IP procedures are
followed properly
Lobby for management support for {F measures
improve the existing waste disposal system

Deveiop and disseminate clear written
guidelines for proper steps in P

i
bt Iritute 101 kamily Heslit

Problems Faced by the Clinics

The supply of bleach was irregular and inadequate
General renavation required in some clinics
A few clinics were in urgent need of surgical instruments

Some dlinics need o improve their waste disposal
systems

There are still many service providers who have not
received IP training (formally or OJT)

The management of a few ot the clinics does not
recognize the importance of supporting IP

I
sttt b d by Health

Conclusions: Is it Working?

All participants were motivated to use IP measures

Most clinics had started committees to assist in IP
implementaticn

Use of bleach for decontamination is now common in
93% of clinics

Appropriate waste disposal systems have been
instituted

86% clinics are practicing proper hand washing and
use of individual towels

[y
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What are the 2
Advantages and "
Limitations of
Cascade Training?

F
|
?
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Advantages: Cascade Approach

Has a rapic multipher effect

Transfers know'edge. skills and athtudes rapidly

Yields many tramers within a reasonable time penad

Is particuiarly useful in human resource-scarce siluations
Reaches quickly mte gecgraphical areas tranecs canngt
acecess easily

Hetps standardize regional and national level courses by
using same trainers and trawning matenals

Builds in implementation plans for continuing trairing at fower
levels

fha o i - L i

Limitations: Cascade Approach

® Requires distribution of iarge guantities of materials
® Invoives intensive planmng and montonng

¥ Calis for a ot of equipment:supphes at senvice delivery
points in a short time

" The mmediate build up of capacty creales an urgent
need for resources o implement training

® At lawer levels, may present a quaitty contra problem.
with the danger of watered down transfer of knowledge
skills and attitudes

i e e e i




What have we learnt?

I~ s

Lessons Learned

= The service delivery situation on the ground has a direct
bearing on the utility of the cascade course content and
must be considered in developing materials

= | ack of resources to implement tocal and national
training may slow the cascade 10 a trickle and prevent
the multiplier effect from taking piace

® Without management support. the cascade wili be
stopped in its tracks

b i

How Can You Make the Cascade
Approach Work for You?

Need for specific skills/knowledge

Careful planning

" Management commitment
Curriculum/materials development

* Training in training skills

® Supervisicn and monitoring

= Evaluaticn and feedback

= Capacity to meet the demands for resources to
| implement the new skills

1%
f]“_,_.__._- IntH e t5r Farmily Heakh




In memory of a dear friend and
colleague, Dr. Ezra Teri
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Designing Counseling Training
that Works

Gail Rae

Manager
Professional Development
Population Leadership Program
529 14" St.. NW7 Suite 1030
Washington, DC 20045
Phone: 202-661-8021
Fax: 202-661-8029
E-mail: grae@popldr.org
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Session Plan

+ Introduction: What are the challenges to
improving how providers treat clients?

%N

+ Counseling content crucial to excellent family
v, planning counseling traimning

.’ + Training methods and exercises

v, ¢+ Sharing vour questions and experience

*9,

Great counseling trainers pay
\ oA attention to providers’:

Attitudes about themselves (self-efficacy. self-
" awareness): their clients empathy) and the serice they
‘ provide
Knowledge about their clients. the helping process. and
' b and the services they provide
Behaviors that are effective with clients
Conlexi that influences counseling

A%/

%
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Key Counseling Skills

« Establishing rapport
+ Exchanging information

R AN

’b + Decision making or problem solving

'6 + Next Steps
a

L A

“ws

»
.’ Helping Providers Become More

'ﬁ Effective

&’ + Uncover personal values that help or hurt

'ﬁ interaction
« Increase knowledge (sexuality, FP/RH methods,

a~

" common client concems, referral resources)

." + Increase positive behaviors and target problem
behaviors

\ 0o

r'S

v

»

(4
:; Training Methods that Help
b + Quality standards in curricula design
" Micro-skilis training
.’ + Modeling good counseling
+ Supervised practice
" + Peerreview
.’ + Self-assessment

« Positive reinforcement

*

+ Use multiple leaming approaches

L s
o
.b + Foster strong learner support system




Whole-site Training for Sustained Results:
Egypt and Tanzania Experiences

Grace Engesia Wambwa

Program Manager

EngenderHealth, Kenya

ABC Place, Waivaki Wav

Nairobi, Kenya

Phone: 254-2-444-922

Fax: 254-2-441-774

E-mail: gwambwa@engenderhealth.org
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Whole-site Training
for Sustained Results:
Egypt and Tanzania Experiences

Grace Engesia Wambwa,
FProgram Manager

- Training in 4frica Best Pracuces,
ENGENDERHEALTH Lessons Learned and Future Directions
B Zambwa, May 5.7 2003

Session Objectives
By the end of the session participants will be able 1o:

» Descrbe 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

The Quality Improvement (QI) Process




Quality Improvement Principles

» Customer focus

= Staff involvement and ownership

+ Focus on processes and systems

« Cost-consciousness and efficiency

* Ongoing quality improvement

= Continuous fearing, development and
capacity building

e

When Training is the Answer: The
Whole-site Training Approach

An approach to training that

» Meets the learning needs of all staffat 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 efficient

Whole-site Training Approach

Types of Training Locations of Training
« Service orientations ~ * ©On-the-job training

« Knowledge updates * On-site training

» Skills training * Regional or central
training




Whole-site Training:The Six Elements

» Linking the supervisory and training systems

»

Assessing site training needs and planning to
meet them

+ Focusing on teams, not only individuals

-

Taiioring the level of training to the needs of
different employees

+ Expanding the locales where training occur

+ Building sustainable capacity

Changing the Role of the Supervisor

* Help identify training needs

* Act as catalysts for change

» Serve as trainer or identify appropriate resources
» Help sites access training resources

* Help sites plan training

* Routine follow-up of trainees

* Monitor training and results

Assessing Site Training Needs
and Meeting Needs

= Site staff and supervisors identify gaps in
Quality of Care (use of COPE® or other
needs assessment)

* On- and off-site supervisors help idenify
skills and other learning needs during
supervisory visits

+ Site staff participate in planning and
organizing training, orientations, and

updates




LT

Building Sustainable Capacity

« Supervisors routinely facilitate all aspects of
{raining

+ Training follow-up becomes routing
+ Many staff involved in training
« Sharing of knowledge and expertise encouraged

+ Problem solving becomes part of performarnce
improvement mindset

+ Lessens the impact of staff turnover

1%
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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 of training and training location are
appropriate to training need

Establishment of site libraries

-

bt

Inreach ~ <
A strategy for informing clients and

PR
staff within a facility about other
services available, and referring clients
to services in other facilities according
to the clients’ needs

The purpose is to reduce missed opportunities for
providing services to clients and establish linkages *
and referrals between the facility’s departments

12
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Tanzania Experience
1992 - 2002

National Study in 1993 on the Quality of
Reproductive Health Services: Results

Poor guality of services caised by-
+ Shortage of rained providers

+ Centralized training not meetng sites’ training
needs

» Lack of teamwork

« Lack of staff ownership of quatity of services
and of the quality improvement process

Study was condncted by MOH, UMATI, and EngendrrHealth

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

» Link the supervisory and training systems




Implementing the Whole-site
Training Approach in Tanzania

* 1994 - The training plan

» 1995 - Training for supervisors and managers in
facilitative supervision and QI

+ 1995 - Whole-site training approach introduces to
service providers and supervisors

+ 1995 — On-The-Job Training Guides developed
(MVA Technique, Infection prevention,
Counseling, PA FP

Idets

National Qutcomes: Staff Trained

Period |Cenfralized |WST: |WST: WST:

of Time Skills Knowledge | Orientations
training update R

1992|271 ! lo 0

1994 | | |

1995. 1,613 iz laos 2,222

1997 )

1998. 1621 948 407 1,409

2000 L ]

2001- |47 1368 123 1548

2002 | ! \ .

Expanding Training Opportunities
at Maswa District Hospital

(C‘blinica]—gkilis (©s)

M CS Lpdaie ‘

i M Supervisory & Training
| (S&T)Skills :
BS&T Update J

n
=
i
3
2
=
o
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12 months 7 months




Improved Quality of Services at
Maswa District Hospital

Quality of Care at a Site (1996 - 1998)

Applying the Whole-site Training
Approach to Pilot PAC Services

* 1997 - PAC Pilot project; Dodoma Regional
Hospital. Morogoro Regional Hospital, and
Kibaha Hospitat

* Improve quaslity and access to reproductive health
services, including FP, by establishing
comprehensive PAC services

* Strengthen linkages among other reproductive
health services in these hospitals

e

T

Applying the Whole-site Training
Approach to Pilot PAC Services (2)

* Site staff and supervisors identified gaps in
quality of care (COPE® and other
assessment tools)

+ Internal and external supervisors together
with staff identified site training needs
(monitoring, supervisory visits, use of
assessment tools)

= Staff participated in pianning and
organizing training events




Staff Trained in:

Infection prevention

+ Counseling in FP

» Norplant insertion and removal

= PA IUD insertion

« MVA

* Facilitative Supervision

» COPE (Morogoro & Kibaha Hospitals)
+ Cost Analysis Tool

» The Quality Measuring 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 activitics: service
orientations, knowledge updates, & skills
training

Pilot PAC Project Qutcomes

» Improved management of PAC
services as a result of ¥S and WST
courses and orientations for supervisors

*+ Larger numbér of staff introduced to
the concept of PAC

*

Staff rofation was reorganized - the
services are available 24 hours a day

.

Provision of supplies improved

ek




Pilot PAC Project Qutcomes (2)

* UMATI staff conduct supervisory
visits more frequently providing better
support to the staff

* Record keeping had improved

* Inreach activities resulted in common
understanding and establishment of a
referral system and linkages 1o other
RH services

Applying the WST Approach:
Lessons Learned

* Orientation of supervisors w the WST
approach and training in faciliative
approach 1o supervision are crucial

* Staff involvement in training needs
assessment and planning and implementing
solulions creates a teamwork and ownership

= Linking the supervisory and training systems
builds in sustainability

Applying the WST Approach:
Lessons Learned (2)

* Supervisors support, monitor, and evaivate
wainees’ performance when those apply
knowledge and skills acquired

» Supervisors support knowledge and skills transfer
and mentoring and monitor quality of cascade
trainings

+ Implementing the WST Approach brings changes
in organizational structure and culture making the
QI process sustainable




Egypt: The Safe Reproductive Health
Program Experience

SN

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

[T

Program Characteristics
« Whole-site Training approach to
programming, systems, and training

* Holistic programming approach
* Inreach

= Offering more oplions at more service
points

» Designed to be sustainable




Program Elements

Service standards and training curricula
Client screening and referral system
Counseling

Improved infection prevention

Postpartum and interval FP and tubat ligation
services including PPIUD and PABIUD
Client record and information system

Quality improvement tools

Business plans io achieve sustainable services

Using the Whole-site Training Approach

Program orientation for all levels of staff from all
departments

Infection prevention training

Counselor training for staff from multiple service
points

Clinical skills updates for PPIUD insertion and
ML service tearns

COPE

Training in record keeping and information system

i -

Folow up Activities

Routine on-site monitoring by internal
supervisors and project monitors

Penodic site visits by managing CA

Transfer of knowledge and skills to new
staff




Qutcomes

» Common understanding of critical issues

+ Program identity “owned” by staff

Broader range of services oftered routinely

Counseling established

Infection prevention strengthened and expanded

Extensive team of providers with service and
training capacity established for sustainable
program

iagrnrRn -

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 organizational culture
and practice

* On-going knowledge and skills transfer for
sustained capacity and results

Lessons Learned

The Whole-site Training Approach

« Fosters a supportive environment for
applying new skills and creates institutional
ownership

» Strengthens service teams

+ Permits practical application and adaptation
of learning to real work seiting

+ Stimulates transfer of learning for wider,
on-going application of new skills




Lessons Learned (2)

Orientation for administrative and
management staff is as important as training
the service team to ensure support for new
services or practices

Training alone rarely changes attitude and
practices; it must be backed by leadership.
clear performance expectations and
sustained support through facilitative
supervision

Fea)

Challenges

Distractions of job responsibitities

Ensuring skilled supervisors are available to
monitor and follow-up

Motivating staff 1o mentor colleagues to transfer
knowledge and skills

Ensuring quality of training as it is decentralized

Coordinating differing donor-supported training
approaches

Additional Benefits of
Whele-site Training

Demystifies traming
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

Project Manager

Cervical Cancer Prevention Program

(CECAP)

JHPIEGO Corporation

Ghana. Accra

Phone: 233-0-21-500-713

Fax: 233-0-21-510-098

E-mail: sdeganus@yahoo.com
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Training Clinical Decision-makers:

wurses and Cervical Cancer Prevention

Dr. Sytvia Deganus
Cervical Cancer Prevertion Program (CECAP)
JHPEGOWGhana

Learning Objectives

Descnbe mulimedia and co-assessment approaches
used 10 tram nurses i chncal decison-makag and
Recognize some of the chailenges taced when training
nurses in ciinical decsion making

What is Cervical Cancer

»  Malignant, uncontrolied growth of cervical

tissue

Caused by? Human Papiloma Virus (HPV)

infection

+  Sexuaily transmitted vwus
Oncogenc strans igoer 2bnomal growth
Oncogenic strams present n 9% of cerncal
cancers

Long latency. Siow progression




Cervical Cancer:
Magnitude of the Problem

400,00C new cases woridwide each year

Al least 200,000 women die of cervical
cancer each year, in the prime of their {ives

80% of new cases and deaths occur in
developing countries

The third most commaon cancer worldwide
Disproportionate burder on poor women

Cervical Cancer Prevention Program
(CECAP)

Member of Alliance for Carvical Cancer Prevention (ACCP}
Funding from Bili & Melinda Gates Foundatian
Objectives:

+  Assess new testing and treatment approaches &
technelogies for cervica: cancer prevention in low
resource setlings

+  Improve delivery of preventive services
Encourage community involvement
Advocate for increased global awareness of cervical
cancer

+  Assist countries to move from research to programs

Project Approach in Ghana

Assess Safety, Acceptability, Feasibility and
program Effort of Single Visit Approach to
cervical cancer prevention

VIA screening linked to cryotherapy treatment
Nurse-midwife Service Providers

ObGyn Clinical Supervisors

Urban and rural sites

Cancer Management at tertiary center




What Is VIA?

Lociing al the cerax 1o detect abrormaites after aophrg
diiiste acehc acxd

Acetic acxd enhances and marks 3 PrECancercus Bsmon of
carcer by tirming 1 8 whitish Pue (acetowhne change

Megative Positive

Cryotherapy Unit and Close-up
of Probe Tip

Cecap Project in Ghana
as of januanry 2003

Ongoing evaluation of static service
delivery modei in urban and rural areas

Total screened: 8044

VIA + rate: 7-12% thigher in urban}
Totai cryotherapy: 424

Immediate tx; 32-74% (higher in urban)
No major complications post-cryotherapy
High salisfaction among chents

3 cancers diagnosed and treated




Project Training Goals

Trained nurses will achieve:
Procedural competence in ViA and Cryotherapy
Caonfidence in making clinical judgments

Novel Training Methodologies

Independent clinical Co-assessment
Video review of clinical practice
Digitat image review with CD-ROM

Co-Assessment

Compare VIA decision of Provider and Clinical
Supervisor

Performed independently

Measure agreement

Expect 80% agreement
if «B0% agreement, then ratrain




Co-Assessment Results

Number of women tested N = 123
Percent agreement = 97%
Kappa = 0.93

Video Review

Photos of classroom work here

CD-ROM

DEMONSTRATION OF CD ROM HERE




Conclusion

Nurses can be trained to;

Procedural competence in cervical cancer
prevention skills

Confidence in making clinical judgments

15




Ko & TR 2 T TR R Y

Use of Competency-based Assessment
Tools in Clinical Skills Development

Emmanuel “Dipo” Otolorin
Senior HIV-AIDS Advisor
JHPIEGO Corporation

1615 Thames Street. Suite 300
Baltimore, MDD 21231-3492

Phone: 410-537-6494

Fax: 410-537-1477
E-mail:eotolorin@jhpiego.net






Use of Competency-based
Assessment Tools in Clinical
Skills Development

F mmannel *Dipo Otoborin
Sewie HIV LD dvier
FHPIELO Corporaiven,
coroforie 2 jhpkgo. met

Session Objective

By the end of this session,
the participant will be able to uga
competency-based skill
and assessment
Mmeasurng progr
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checklists
- Demonstrate use of learning- gu;éa@
checklisis )
List lessons leamt in us:ng ;
based assessment msimm% £

: How were your clinical skills assessed
= @ prior to your gualification as a clinician?’
¥ a.i*': . -

A. Not assessed

B. You were observed performing pmcedure(s)
and then rated (po check!ist used)

and then rated {using a cﬁmé
D. You were abserved performing ot

and rated (using & cheektisi‘mm

previously used durmg yam'

—

o g'fo Train Someone to Perform a
4 Task, We need to :mpart... o




What Are Some. .
Examples of

Hiustrative Clinical Skills (1)

+  Family planning «  HIVIAIDS
+ Pelvic examinahon

1UD insecson and
removal
Mindaparotomy
Norplant inseron
FP counseling

iliustrative Clinical Skills (2)

+ ECC infection prevention . -
+  Nomai delivary - z
Vamium extraction .
Epmsegtomy rapan -
Repar of cervical

Manual ramoves of
oacemta .




Why do we need to refocus our
approach to skill develop!_‘nen{{.

Unclear job expectations oy
+ Lirnited contact with clients during frﬁmugg‘
. Toofswdlantswnaburﬂs i :
+ Too many students - S
= inappropriate lm]mraa,apprm@’
+  Humanislic traini ﬂsing d
institutionalised - gq(‘ P
+ Trawers ing hmg‘( i
responsibihﬂss &
+ Tendency i pantid
= Trainers Wi

private paf
100 mughic

» Competency-based
skill development

- Competency-basad
skill assessment

Skill Acqguisition
Skill Competence
Skill Proficiency .




Skill Acquisition

« Skill acquisition represents the indtial phase in
learning a new clinical skill or activity.

+ Practice sessions are needed for leaming
how to perform the required steps andthe - - -~
sequence (d necessary} . - ;i

- Assistance and coaching an o
achieve correcl performance of 1 skl or
activity E ——

s
v L aschs 1 SR
It - Baegaest |

Skill Competency

« Skill competency represents an intermediate
phase in learning a new clinical skill or
activity

- The participant can pecform the required - - -~
steps in the proper sequence (i necessary} .
but may not progress from siep to step
efficiently. ’ R

+ Skilt proficiency represents the final phase -
in learning a new clinical skill or activity.

+ The participant efficiently and prec
performs the sleps in the proper aeq




“Practice Makes Perfect”

9
S Y

P e E

s

Ty
]

Key steps only

=8

role plays counseling a client or . 3
demonstrates a clinical procedure. mmg o
anatomic models o ,,?.

Participants use the leamlng guxiaa
classrcom practlce as tramaf Oﬁse”ﬁé‘% ¥

coaches

Parlicipants assess eaeiwttw*
learning guide Lk




Using Checklists

+  Ensures participants have mastered the clinical
skills and activities, first with models and then
wrth clients

- Ersures il paricipams skills are measred
accorging lothe same standaed.
Forms the basis mmwuﬂ

evaluations

Types of Rating Systems

+ Numerncal (multHevet)
+ Yes/No (pass/fail, satisfactory/ unsatisfactory)

l l AR\I\G G lIDE HIR €l A\‘iﬁ!){)\l
PRESENTATION SKILLS

T eeesetal S Parficipandy.

Rde ¢ Soformance o7 s h SO0 O tuia _aing Ui loracaing

IProfickeath Perfarmed
privils perlored i peona sy

Steps to Design an
Assessment Instrument

Reach cangensus on end prodkst -
+ Identify the steps or tasis 1o reach
- Place steps in the cormract SOqRon
Identfy standardsu‘




Small Group Exercise

Divide into 4 groups:

Each group to practice

using a leaming guide for a

selected everyday skiil e.g.

«  knotting a necktis, or

~  tying 2 fernale African head
scarf i

Duration of activity: 20 min

: Py
“Globully, $b0 niiflian Hex.,
e 35 s

knprned ?verj'du;’ :




The Hal-Windsor Tie Knot

When has a participant
satisfactorily performed a task?

+ When ALL the

Clinical Skill Development Process

TRATNER DEVMONSTRATES SKTLL
PARTICIPANTS OBSERVE U SING LEARMING GLADE

PARTIHCIPANTS PRACTICE i MODE LN RO E-PLAYS)
TRAINER OBSERVEN & GVES FEEDRACK




Illustrative Tracking Sheet for Multiple Skill
Development in Emergency Obstetric Care
[Chnical SKIN/ Participant's# 3 7 3 __ i ’
Labor assessment 000 og:
Use of the Partograph in Labor QO _ ‘OOs

Normal delivery
Episiotomy repar

Newbom resuscitation

Adult resuseitation

Using MVA Kt

Bimanusl Comg.ol the UVteras

Manual Removal of Placenta £

Repair of Cegvcal Tear

Wacuum exmction

Breach Bitth

Manape shock.

Hustrative Tracking Sheet for Multiple
Skill Development in Family Planning -

“Participant's Name or Number
5

Climical Skill

Group education

Indivigual counseling for FP_ - §
Pelvic examinution

Breust examination

[U13 insertion

UL eemovel
Norplast insertiog
Norplant rejrovilf
Brovdiig injectablen .
Decontargpaaniogof psef
nslrutiens




lllustrative Tracking Sheet for Skill
Development in VCT

‘ﬁ illustrative Checklist items for Student’s
: Final Clinical Examinations

Pelvic examination:

1lustragive Ii;;sg
Scale and Scoring

Sansfactors—2 points
Nob sansfactors—! po

Not dope -7 po.nt




Lesson #2

+ Learning guides fo;m
the basis of .
classroom Ol‘ clingcai y
demns&aﬂm‘by» .
t:he trainer. :

Trainer demonstrating namal dehver}
in Dhaka, Bangladesh, 2002

Lesson #3

\_earning guides and practice checklists are ~
great toots for self- and peer assassmerrt
during training. It fosters pa rt|c1pants i
interaction while reducing stress. - -

Participants practice
Norplartt Insedion
in Liganda using
Teamisg guides: (2000}

Lesson #4

Checklists are an acceptable basis for objective
evaluation of parformance to determine R
competency or proficiency in a skill leamt: .

Evaluating posiparium
pelvic examination n
Uganda, 2000




Lesson #5

Multiple skill deveiopment can be monitored
by the use of specially designed “tracking

sheets”

Tracking Sheet for Multiple
Emergancy Obstetric Skills

lesson #6

+  Checkiists provide a
_ basis for objective
aumntoukll

Challenges (1)

- Needto mmtﬁmmdbnbm
competency based assessrent 100ls

Change tutos perception

competency-hased g

= Train tutors o d
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LEARNING GUIDE FOR TYING THE “FOUR-IN-HAND" NECKTIE KNOT

Participant’s Name:

Course Dates:

Instructions

Rate the performance of each task activity observed using the following rating scale:

1.

Needs improvement: Step not performed correctly and or out of sequence (if
required or is omitted. PUT 1 |
Competently performed: Step performed correctly in proper sequence (if required)
but participant does not progress from step to step efficiently. PUT 2 '
Proficiently performed: Step efficiently and precisely performed in proper

sequence (if required). PUT 3

Not observed: Step not performed by participant. PUT N/O

TASK/ACTIVITY | PRACTICE SESSIONS

Getting ready

1. Assemble needed materials
¢ Necktic ]
* Tie-clip (optional) i ‘ é
e Mirror (optional) Q _
Tving the knot
2. Insert tie under the shirt collar T o
3. Situate the tie so that the fuller end (A) is longer than |
the thinner end (B) and cross A over B (se¢ Figure
1.1)
4. Turn A behind and underneath B (Figure 1.2)
5. Bring a back over in front of B (Figure 1.3)
6. Pull A up and through the loop made between vour
shirt collar and the necktie (Figure 1.4)
7. Hold the front of the knot loosely with vour index
finger and bring A down through the front loop
{Figure 1.5)
8. Remove forefinger and tighten knot snugly to collar
by holding B and sliding the knot upwards (Figure
1.6)
9. Ensure that the knot is placed centrally over the first
button of your shirt collar (use a mirror as needed)
10. Apply a tie clip to hold the necktie to the shirt E

{optional)

Training Best Practices Mceting, Lusaka. Zambia. May 2003
Presentation on Use of CB Assessment Instruments by Emmanuel “Dipo Otolorin



Figure 1: The “Four-In-Hand” Knot

A Fig.1.1 1.2 1.3

Figure 2: The Windsor Necktie Knot

Training Best Practices Meeting, Lusaka, Zambia, May 2003
Presentation on Use of CB Assessment Instruments by Emmanuel ‘Dipo Otolorin
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Trainer Development for Decentralization
of Postabortion Care Services:
the Guinean Experience

Yolande Hyjazi Tsigué Pleah

Vice-Dean Reproductive Health Advisor

Research at the Faculty of Medicine, THPIEGO Corporation

Conakn

B.P. 138

Conakry

Phone: 224-26-26-089
224-13-40-8+05

E-mail: hvolandefr@vahoo.fr

1615 Thames Street, Suite 306
Baltimore, MID 2]1231-3492
Phone: +10-337-1903

Fax: 410-537-1476

E-mail: tpleah@ihpiego.net
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Trainer Development for Decantralization
of Postabortion Care Services:
the Guinean Experience

Yolande Hyjazi
Vice Dean Medical schoof of Conakry

Tsigué Pleah
Senior Reproductive Heakth Advisor. JHPIEGO

Session objectives

«  Descnpe Traners Deveiopmen: Path way

. Descrbe the Gumnea Expenence «— Decentrai zaton of
Pastaboryon Care Seroces

+ Descrne tessons learned

WHY PAC 7

Patents presenting with aboshion compicaters terd o oe
neglected

Aporion compicabions contnbute to 17% of matema

Postaborticn care s FAC  raprésents g key aategy 7
fighing agars: malerma: morarly

,
£

TREVINNIR P

A
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THE PAC STRATEGY

Components cover curative and preventive aspects of
abortion complications

+ Helps to reduce the risks of mortality linked to abortion

- Increase the rates of contraceptive use.

History of the introduction of PAC in
Guinea
14994: ICPD - Cairo

1894. Regionai African Conference on Unsafe Abortion
(Mauritius)

1996 RH National Symposium Guinea {Abortior
management = RH component)

1997  National RH Service Detvery Guidelings
developed

1998 - 1999: National PAC Service Delivery Guidelines
developed; PAC intreduced at 2 national teaching
hospitals

2001: Expansion 1o 7 sites in Upper Guines launched

Why decentralize PAC Services?

- Maternal mortality rates in rural Guinea range from 528 te
800 maternal deaths per 100.000 live births;

Abortion is & key contributor 1o high maternal martality
(17 to 20%).

+ High unmet need for family planning services in rural
setlings (CPR< 2%}

Only 27,5% of service providers are deployed in rura
settings.




Why Decentralize PAC training?

Comptance wih the Natorai RH Asensca framing sirategy
Shortage of nauonai and regioral ramers

Sustainabitty of the ramming system

Tranng costs reduced {iess Daves for rainers ang
parhc:pants;

Decerira zed raming supparts exparsar f PAC senc<es

Conduct raining where tne undersersed o erls are

Overview of the Decentralization
Process

Trairing of senace proviaers 10 :nate PAC programs 2 two
-eaching hosoiars

Develop the two teaching hesoitass as a Tamrg ste

«  Sennce peoweders competent and guaifieg 1 offer PAC
ServIces

- Strategy 1o expand senaces in rural setling develooed

- Need dentified for national tramers 1o support
decentrahzaton.

Overview of the Decentralization
Process (continued)

PAC Training sdes wentified and developed ‘Faranar:
Cunica! Traning Siis Course conducted « 'he regen fo
Irain reguor ai irairers

Chirical traiming activiies conductad 1P CTU: at Faranar
Regonal Hospita:

< e
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PAC Core Competencies for Trainer
Development Process

- Mandatory PAC courses
-infection prevention {{P)
-Contraceptive technology update{CTU)
-Manual vacuum aspiration(MyA)

+ Practicum in all PAC competencies

+  Competent and qualified service provider

9 1o

FACULTY AND TRAINER DEVELOPMENT PATHWAY

L ]
[ty

!
i i s

¥ L

National Trainer Development
Process

Identification of service providers in teaching hospitals
» Mandatory PAC courses

» Practicum and folow-up to become competent and gualified

service providers




National Trainer Development
Process (continued)

Pool of nationat qualified PAC service provders pariopated
In Wast Africa Regional chncal training skiis course m Apnl
2001 Burkina Faso

(Traming 10 Reproductve Heamn Prowech

- PAC skilt standardization

- Know'edge update

». |

National Trainer Development
Process icontinued)

Canawdate raners compieted prachoum and quakfed cunng first
PAL exparsion (IP. CTU. and MVA COUSES: wit an advanced
ramner

+ Qua e trgmers suppocied second PAC expansor n Upper
Gu:nea (rEnng actites Site needs assSessmert and mondonng
Gumnea cartdate PAC Taners mirduced 10 e SAC Q4T
Approact: dirng 3 TBQrOnal Lraining SRS LOurse

Why PAC OJT

Case boad constrants
- Flesible, sifcent, eftectve

+  Practical
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Regicnal Trainer Development
Process -

Identification of service providers in regional and prefectural

hospitals.

Mandatory PAC courses, practice and follow-up to become

competent and qualified service providers (conducted by

national trainers).

Regional Trainer Development
Process (continued)

Glinical training skiis course for competent and qualified

regional service providers in their own region at Faranah

regional hospital.

Co-training/qualification with national trainers (IP, CTU, MVA

courses).

Progress on the trainers Pathway

Six National and Regicnal qualified PAC trainers participated

in West Africa Regional Advanced training skills course
{Burkina Faso, February 2003).




Training to Build Capacity
for Long-term and
Permanent Methods (LTPM)
of Family Planning

Dr. Henry Kakande
LTPM Specialist, Intrah Consultant

Situation in Uganda

* Declining use of LTPM due to lack
of access
~- 20 LTPM facifities naticnwide
-~ no daily access
= Available services — low quality
- improper chent counseling
— long warts. multipfe retums
- stock outs {inciuding local anaesthesia)
* Lack of LTPM awareness among clients
- high unmet FP reed (high TFR, low CPR)
- methods not mentioned by providers
- fears and misconceptions

CHS and DISH 1395

Strategic Goal

* Increase use of LTPM and
improve service quality:
— vasectomy
~ tubal ligation
— Norplant
= Target audience
- men and women
- aged 30-45 years
— within 10km of LTPM facitity

* CYP changes measured at
80 sentinel sites




LTPM Strategy

1. Improve access and quatity
— supervision
— ftraining
— provider commitment
— facilities/equipment/supplies
2. Inform and educate clients
— faise awareness
— improve attitudes
— mobilize community

Strategy for Improving
Access and Quality

Improve services at existing facilities

and prepare new facilities

— train supervisors/providers
{especially cther cadres for Norpiant)

- reguiarize static services

Expand services to other clients

via outreach

- prepare "theatres” and equipment

— circulate regional teams at outreach
centers to perform procedures

— train lpcal providers to counset clients and
assist with procedures

Strategy for Informing and
Educating Clients

= Deliver behavior change messages
— recruit, train supervise CHWs

— conduct community health talks and
home visits

— offer counseling and referrals

= BCC materials included:
- signs at clinics announcing services

— newsletters, radic programmes and
posters for clienls

— information about methods (video,
method samples)

- counseling cue cards for providers




Training Interventions to
Improve LTPM Services

* Regional team

- recruited from skilled doctors and
Nnurses

- prepared o conduct outreaches.
QJT and support supernvision

» Focal person

- selected from each outreach facility

- trained to coordinate gutreach
activiies, counsei clients. assist with
praocedures and follow-up

- trained to offer Norplan! services

Training Interventions to
Improve LTPM Services
{continued)

= Medical officer
—tearned LTPM procedures
on-the-job during cutreaches
» Community health worker (CHWSs)

— trained to educate and motivate
clients

Regional Team
Responsibilities

= Leave regional hospital sites for
scheduled outreach sessions
» Participate in outreaches
- conduct surgical procedures
- train local medicai officers/nurses
— trainsupervise focal persons
- ensure IP and informed consent
— give feedhack to CHWs
= Deliver equipment, supplies
and methods




T

TR R M g 1 4 < e e B A

Focal Person

Responsibilities

= jdentify and train CHWSs along
with DISH and district reps

= Coordinate LTPM activities in
community and at facility

= Counsel clients to ensure
volunteerism

= Arrange logistics for outreach

= Maintain records

» Provide on-going supervision
for CHWSs

Medical Officer
Responsibilities

= Participate in scheduled
outreaches

= Learn surgical procedures

= Establish static LTPM services
— adequate demand
— suitable facilities

Community Health Worker
Responsibilities

= Attend training to learn skills

» Counsel potential LTPM clients
= Conduct home visits

» Organize health talks

» Refer potential clients to
outreach facilities

« Mobilize community members
« Promote outreaches




Process for Conducting a
Typical Outreach

» CHWSs conduct home visits and
health talks

» CHWs refer interested clients

= Critical mass of clients
identified

» Qutreach scheduled and
organized

. *» CHWs inform potential clients

Afnca
"

Process for Conducting a
Typical Outreach (continved)
= Facility prepared for outreach

a Clients arrive, are counseled,
informed consent granted

« LTPM procedures completed
(MOs and nurses receive OJT)

= Clients return for follow-up

LTPM Strategy -- A Success!

4000 — ——

Tubal

Ligation
. Deservator gerot by 26T - Aguws P02

VYasectomy Norplant




Lessons Learned
and/or Reinforced

« Training alone is not adegquate
to improve access and quality
of services

It takes a dedicated team of
skilled people to provide
successful outreach services

= Qutreach events provide
excellent opportunities for OJT
which in tumn builds capacity for
the district

Lessons Learned and/or
Reinforced (continueq)

= { ower level hieatth facilities can
be used to offer LTPM services
— increase accessibility

= CHWSs are a valuable asset for
educating and mobilizing
communities

Regular interaction with and
giving feedback to CHWSs
increases their motivation




Move Forward with Teachback:
A Unique Methodology for
Training Trainers

Michele Evering-Watley

Health Education specialia

Centers for Disease Control and Prevendon (C1C)
Nauonal Center for HINV, ST and TB Provention
Global AIDS Program

{000 Clifton Rd. N E. MS E-t4

Phone: 404 498-2703

Fas:  #)4 498-2750)

Emuail: mee-¢@ode gov

Catherine A. McKinney

‘Training Team Leader

Centers for Disease Control and Preventon «CIX
Natiorii] Center for HIV, ST und TB Prevention
Globat AIDS Program

1600 Clifton Rd. NE.MS F-30

Phome: 404 198-2753

Fax: 404 498-2785

Email: ckm6@ede.gov
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Triuning Speciali~

Centers for Disease Conirol amnd Provension Ui
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Public Heslth Tranmung specialia
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Combining Postabortion Care (PAC)
Clinical and Structured
On-the-Job Training (OJT) Skills
for Sustained Results:
Malawi Experience

Joseph Ruminjo

Senior Medical Associate, Maternitv and Postabortion Care
EngenderHealth

+40 Ninth Avenue

New York, NY 10001

Phone: 212-361-8438

Fax: 212-561-8067

E-mail: jmminjo@engenderhealth.org
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Combining PAC Clinical and
Structured Oun-the-Job Training

(OJT) Skills for Sustained Results:

Malawi Experience
Joseph Ruminjo

» Training in Afvica: Best Practices.
ErCenngn- s - Lexsons Learmed and Furure Directions

Zambia, May 5-7, 2003

Session Objectives

By the end of the session participants will be able fo:

* Describe a competency-based approach o leaming

* Explain benefits of mdividualized competency-based,
mastery approach and structured OJT methodology,

using bumanistic methods
+ Analyze and develop plan to apply competency-based

approach in the specific context of training in clinical
and OJT skills

Impiementation process of the Malawi

Postabortion Care (PAC) Program

2001- 2003
* PAC policy, guidelines and standards

Ay ISy A AT e A s



Resuits of PAC needs assessment in 8
district hospitals, Nov. 2001

» Inadequate knowledge, attitude and skills (KAS)
despite central training
— Low Manual Vaguum Aspiration (MVA) skills
— Limited structured OJT skills at sites
- Comprehensive PAC absent or fragmented
~ Weak community/provider partnerships
— Poor linkage, referral, integration to other RH
+ Weak Hedlth Management Information Systems
(HMIS)
» Low material resources, sustainability

Recommendations from PAC needs
assessment of Nov. 2001

+ Train providers in Comiprehensive PAC
- Service provision
~ Training others on the job
+ Build services based on Quality
Improvement (QT) principles
» Develop and integrate PAC into other
HMIS

+ Link the supérvisory and training systems

s

Best practice in training




Central training workshops: details

* 2 workshops conducted jan. - Feb. 2002
+ 23 participants
- 10 Clinical Officer‘registered midwife teams
- From 9 district-level and one central hospital
- Also 3 service managersicoordinators
- Representing Malawi MOH, Christian Health

Association (CHAM) and Reproductive Health
Unit (RHLD

Central Training workshops: logistics

*+ Organized by MOH

+ TA provided by EngenderHealth

* Under the auspices of USAID

*» EngenderHealth/THPIEGQ collaborated on
— Training materials
- Personne] resources

— Training methodology and standardization




Applying the principies of competenéy--
. based training (CBT)

+ Learping was by Doing
« Focused on specific KAS for PAC and OJT
» Participatory learning, Coaghing, Feedback
+ Clinical skill broken to essential steps/tasks
» Each step standardized
+ CBT ékill development (learning) guides

. - Made leaming easier
» Assesament instruments (checklists)

— Made assessment more objective

g

-Central -TrainingWi)rkshops: content.

= Comprehensive PAC
* Hands-on MVA
» Infection prevention
+ FP.and humanistic Counseling
» COPE (at selected sites}
.« Cost Analysis Tool

‘ o 'Mane.lj’y:learning. __ .

+ Each participant expected to master KAS
* - Différent pace, variety of methods
+ Learning was self-directed
» Assesstient was continual, participatory
— Dynamic
~ Lessstressful .
~ Competency-based




This training approach recognized the
principles of adult learning

+ Participants ready to leam

~ conducive envirogment built on self-motivation
+ Built on what trainees knew already
* Trainces aware of what they needed to leamn
* Variety of training methods used
+ Utilized participatory learming

- Imteractive, relovant, practical
« Included mentoring/ observational leaming

Better training by use of humanistic
technigunes
* Used leaming aids
— Videotapes
— Anmtontic models
- MVA instruments, visuals, in sinulaked setting
* Facilitated leaming, shortened duration
~ Decreased no. cases to achicve competence
* (ained skill competency, eatly proficiency
~ Before first contnct in clinic sctting
* Ensured patient comfort and safety

Combmed cﬁniml and OJT tnlning

. Metlearmngneedsufmv:denatﬁem
. Vmedsemeeddmua
—Smﬂ‘asmmmmbmwhomkuymwat

V.




Some training methods used

Role piag;s, case studies

. Micro-teaching practice

Individual and group exercises
Omne-on-one realistic simulated practice

~ Using anatomic pelvic (Zoe) models

- Demonstration and return demonstration
Simulated practice with [P,emergency equip
Guided *live’ clinical activities

— Performing MV A, improved IP, counseling

Structured OJT: beneﬁts

* Ensured sustainﬁb_iﬁty, personnel reso.urce' .
* Used CBT for high, measurable stanidards

+ Tailored to numbers and: flow of chems

. Capslde!'ed tramee avaﬁainhty

j' F‘oeuseﬂ on pmcess, syStem and owrmhip B

D Ensm-eddmxmumm Ieammg, Ltcapacay; . oL
e Resummsom; standardized maﬁeﬂals .

R

o~ Cm’ﬁcuh, Leammg ald&refermces .

w

EngHLER

" Other workshop activities -

+ Workshop activities included
"~ Knowledge-based classroom didactics
— attitude and skills-based clinical area practicum
"~ Integrating team members as equal pariners
—Help to teany members in conducting
-« getfand partner-assessment using the checklists




Training follow-up with internal and
external sapervision

* Act as catalyst for change, identify resources

— Training handbooks, evaluation tools

— Site libraries
* Routinely follow-up, monitor training’ results
* Identify skills, OJT and other learning needs
* help staff organize wraining, orieatation, update
¢ Encourage sharing of knowiedge and skills
* less impact of staff tumover, poor deployment

Training evaluation methods

= Pre-course, mid, post-course questionnaire
* learning guides and checklists for each skill
— Client screening. MV A, anesthesia, counseling
* Open course- questionnaire
+ Formative evaluation
~ Questions during didactics and in clinical area
- Early self-evaluation followed by
— Constructive feedback by colleague’ trainer

Central training workshop: scores

« Pre test score average was 55; 50%

— weak i MVA procedure, TP and PAC FP
* midcourse was 90;89%

— with six of 23 scoring 100% -
* post test average was 99%




Central training workshop:
average scores

ol = P

Pretest Mideourse Postrest

Next steps: post-training

» Trainee follow-up in 3 months
— to ensure they develop proficiency
— riot only as PAC providers but trainers on lob
« developed a monitoring evaluation tool
- for comprehensive PAC service delivery
~ in collaboration with JHPEEGO

Applying the training approach to
pilet PAC services

» Introduced to 10 pilot sites
— in south, north, central region

« Established Comprehensive PAC services
— Staff rotation re-organized to offer 24 br cover
— Improved, strengthened linkages with other RH
— included FP, community participalion

= Improved counseling, holistic and for FP

» Developed and integrated PAC HMIS




Cascade benefits to site from initial
training

* Site selecred staff for training
= Centralized training in Blannre and Zomba
+ Site colleagues trained in chnical, OJT
* In tum. these colleagues conducted
~ Clinical and QJT skill trarning for others
= Additional site training activities
- Service orientations. know ledge updates

Training follow-up activities

* Routine on-site follow-up and monitoring
— Internal supervisors and project monitors

» Periodic site visits by managing CA

OJT for other suitable staff a1 site

Evaluation

Program achievements: immediate
outputs

» We trained 22 participants to competency
— in clinical and QJT skills

= Trainees trained colieagues on the job

= Al participants received MVA kits

+ Devclopment, buy-in achieved at sites

= Site-specific action plans created

* CAs collaboration achieved




Program achievements: intermediate
outputs
» Improved personnel resource sustainability
- team of providers have service,training capacity

Better quality of PAC services at 10 sites
— PAC clients attended by time of evaluation

— Tmproved counseling established
— [P strengthened and expanded
+ Program identity ‘owned’ by stafl

Program achievements: longer term
impact

Al PAC clients counseled
— holistically and for FP
- Most left with a method
» For clients who required it
— Referral, or
— Linkages to other RH services at site
« Improved provider/community partnership
» Initiated MAP, Young adult RH initiatives

Training approach: effects on the training
system '

« Strengihened team work and sysiems

« Improved organizational effectiveness

« Changed organizational structure, practice

+ Knowledge, skills transferred ongoing basis
- For sustained capacity and results




Lessons learned

+ Administration support is crucial
- ensure buy-in and orientation io approach

+ Staff tearnwork, ownership important
— Involvement in assessment, planning and

implementing solutions

« Linking the supervisory and training
systems builds in sustainability

+ There is need to monitor and support
quality of cascade training

Lessons Learned from training
approach: Recommended best practice

» Fosters supportive environment for
applying new skills
— creates institutional ownership

+ Strengthens service teams

*» Allows practical application and adaptation
to real site .

= Stimulates transfer of learning
— for wider, on-going application of pew skills

Challenges

» Some inappropriate trainee selection

* Weak and varied basic knowledge or skills
— In IP, FP, Counseling, raining methodotogy
— Difficult to pass on these crucial aspects
— (within the 2 weeks of training)

* Some poor early institutional buy-in,support




P

Challenges (continued)

« OJT difficult to standardize
— didactic:., practicum, references.
— process assessment, references, learning aides
« Difficult to maiatain quality of training
— especially beyond second generation
+ Poor motivation by trainers
— to mentor, ransfer knowledge and skills
* Poor motivation of trainees
» Weak supervision, monitoring, follow-up

Recommendations

= Establish CBT, humanistic methods

~ during training for PAC scale up
= continue combining clinical with OJT skills
« ensure support systems at site, QI, HMIS

Recommendations (continued)

= Ensure service/training supplies, equipment
= Motivate, support training on site or nearby
» Establish site libraries

= Develop ways to monitor, maintain skills
— Despite challenges: few clients, staff turnover




Importance of Training Sites
in the
Competency-based Training Approach

Paul Sossa

Traimng Director

Family Health und ATDS Project

JHPIEGO Corporzition

B 3008

Lome, Togo

Phone: 228-221-81t4
2283-221-13450

Fux: 228-221-6165

E-mnail: phs@stps.orci






IMPORTANCE OF TRAINING SITES IN
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INTRODUCTION

* ACHINESE OLD PROVERB SAYS:
*» [ FORGET WHAT | HEAR

« I REMEMBER WHAT [ SEE

+ | UNDERSTAND WHAT I DO

e

e a8

#l

SOME KEY ELEMENTS OF
THE CBT APPROACH

v PRACTICAL

* ALL TRADNEES MUST MASTER THE NEEDED
KNOWLEDGE, ATTITUDES AND SKILLS

FACH TRAINEE NEEDS A SPECTAL ATTENTION

¥
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g
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WHY USE TRAINING SITES?

- TO PROVIDE:

¥ QPPORTUNITIES AND CONDITIONS TO
TRAINEES TO LEARN AND PRACTICE
NEEDED SKILLS IN REAL SITUATIONS

v SKILLED PRECEPTORS AND TRAINERS

¥ APPROPRIATE EQUIPMENT AND TEACHING
MATERTALS

g ¥

b lrtapksatiri i

L

SELECTION CRITERIA

» ADEQUATE NUMBER OF CLIENTS

« ADEQUATE INFRASTRUCTURES

« APPROPRJATE EQUIPMENT,
TRAINING MATERIALS AND
SUPPLIES

» COMPETENT TRAINERS,

'QRECEPTORS AND PROVIDERS.

P

et T

L

SELECTION CRITERA
(CONTINUED)

» HIGH QUALITY SERVICE DELIVERY
PRACTICES

« COMMITMENT ON THE PART OF THE
CLINIC TO BE A TRAINING SITE.

L
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STRATEGY FOR DEVELOPING
CLINICAL TRAINING SITES

ADVOCACY
—SITE MANAGERS
- SITE SUPERVISORS
- SITE SERVICE PROVIDERS

SITUATION ANALYSIS

+ EXISTING INFRASTRUCTURES

+ UTILIZATION OF SERVICES BY CLIENTS

« NUMBER OF SERVICE PROVIDERS

+ COACHING EXPERTISE AVAILABLE ON
THE SITE

« TECHNICAL SKILLS AND PRACTICES OF
THE SERVICE PROVIDERS

N\

L

e

i

SITUATION ANALYSIS
(CONTINUED)

« MANAGEMENT OF THE SITE

AVAILABILITY OF A DEVELOPMENT

PLAN OF THE SITE

« EXISTENCE OF TRAINING AND
TEACHING MATERIALS

« QUALITY SERVICE DELIVERY

» CLINICAL AND OTHER EQUIPMENT

—
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REQUIRED AREAS OF
COMPETENCIES AND EQUIPMENT

PRECEPTORS/TRAINERS
—CTS (COMPETENCY-BASED
TRAINING SKILLS)
—CLINICAL SKILLS
- PICHIUD
- NORPLANT
- DUAL PROTECTION

g0l

PRECEPTORS/TRAINERS
(CONTINUED)

- MINILAP

- INTERPERSONNAL
COMMUNICATION

- FACILITATIVE SUPERVISION

L

ek a2,

SERVICE PROVIDERS

+ CLINICAL SKILLS IN :

~ PIC+HIUD

~ NORPLANT

~ MINILAP

—~ DUAL PROTECTION

~ INTERNAL SUPERVISION

~ INTERPERSONAL COMMUNICATION
;\&- ]

=5
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EQUIPMENT AND MATERIALS

¢« TRAINING MATERIALS
~ANATOMIC MODELS(ZOE OR PELVIC
MODEL, BREAST. PENIS, UTERUS..
« TEACHING MATERIALS
-FLIPCHART
-TRAINERS GUIDE
-REFERENCE MANUAL

.‘

L

[P

4l

EQUIPMENT AND MATERIALS
(CONTINUED)

* OTHER EQUIPMENT
-CLINICAL EQUIPMENT

-TABLES
-CHAIRS
-BENCHES
-IP EQUIPMENT AND SUPPLIES
i =
ILLUSTRATION

* EVALUATION OF TRAINING SITES
BASED ON PRE-SELECTED CRITERIA

LTEART LLENTT MFRAE MR ENTIT MaTIR SN RLTRE




TRAINING SITES
DEVELOPED BY SFPS

B URKINA FASQO: 9
CAMEROON: &
COTE D’IVOIRE: 6

= TOGO: 9
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 COUNTRY.

Ry

L

LESSONS LEARNED
(CONTINUED)

* THE DEVELOPMENT OF TRAINING
SITE 1S A PROCESS WHICH REQUIRES
THE DEVELOPMENT OFAPPROPRIATE
ACTIONS AND STRATEGIES TO MEET
THE CRITERIA.

« RELATIONS AND COMMUNICATION
BETWEEN SITE SERVICE PROVIDERS,
THE PRECEPTORS AND THE SITE
ﬁ MANAGERS ARE IMPROVE., o

=g
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LESSONS LEARNED
(CONTINUED)

+ STANDARDIZATION OF SKILLS TO BE
TRANSFERRED TO TRAINEES

» THE TRAINING SITE STRATEGY IS
ADOPTED AND USED IN WEST AND
CENTRAL AFRICA

CONSTRAINTS

» CLINIC STAFF TURN OVER
INADEQUATE CONFIGURATION QF
CLINIC BUILDING

LACK OF SPACE TO MAKE REQUIRED
CHANGES TO THE CLINIC

LIMITED PROJECT RESOURCES TO
MEET ALL THE NEEDS AND
DEMAXNDS

-

Ik by

«l

CONCLUSION

* THE TRAINING SITE STRATEGY 5 A MUST
FOR THE CBT APPROACH

* NEED FOR LOCAL HEALTH AUTHORITIES
TO INCLUDE THIS STRATEGY INTO THEIR
HEALTH POLICY

+ THE DEVELOPMENT OF TRAINING SITES
ENABLES THE SUSTAINABILITY OF
TRAINING ACTIVITIES.
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Towards adolescent-friendly ¢linics
the use of values clanfication to facilitate
change in public health clinics

Tranng i Africa
Best Pracdces. Lessons Learnt and Future Directions
Zamoa M, 1303

Objectives for the Session

By the end of the session # is hoped that participants
will have an understanding of:

+  why it S MpOrant m provide health e providers. with the opporFtunty
o explore their own persoval vakyes and attindes. in the triwng #nd
quaiilty impEovement rocess.

= e training approaches, trsthodoioges, #10 1ok ystd i the
Values Clarification process
*  the useliness of the velkues darification raseng DrOCESS. v WOEking war
tunith. e n

= and how & G be applied
0 3 range of othey saial and reproductive Pusalth ssues more generally




Overview of presentation

+  Values Clarification — Participative experichce
»  The context: Why focus on adolescents
- Global
— South Africa
* The Context: Programme
— loveLife
- NAFCI
+ Values Clarification
— Defining Values Clagification
- Key Features
— Objectives
— Key components
- Summary of Methedofogy

~ Introduction to the training manual: Stand Your Grouod -
Facilitating: Change Towards adolescent-friendly Clindes

+ Evaluation

* Lessons Learnt

* Future Directions

»  Applying Values Clarificatior: o osher SRH issues

The Global Context:
Why focus on adolescents?

Adolescence is a time of opportunity and risk

Opportunity

Attitudes, values and behaviges that determine @ young person’s
tuture begin to crystaltize and take shape

And Risk

Increased exposure and exper-ment

\WH(, 1098

The Global Context:
Why focus on adolescents?

1.2 bitlion adolescents workiwide
One in every five people in the world is between 10-19 years
85% lve in developing tountries

70% of premature deaths among adults are largely due to behaviours
inftiated during adalescence

1.1 hillion smokers i the wortd, 30% started before the age of 19 years

WO, 1988




The Globai Context:
Why focus on adolescents?

7000 new HIV infechons per day, five Svery minate

Girls. < 18yrs e 2-5 bmes moee Sedy 1 die in Cheid bwth than women 0
trer 20's

4.4 moilion unsade abortions each year
Approxamaety 300 maliGn young Smokers
100 Q0O ackleSCants cOMmit sICes per year

WHE, E958

The South African Context:
Why focus on adolescents?

Whilst the average Contradeptive use amongst sexslly ative youth
ts redatively bigh {about 60%) ...

«  Sgrificant numbers of youth have never used 3 condom.

+ the mjectable the most comenon form of contracepbon (51%),
Tollowed by thee il {9%) - nD protection agawst STis and HEV

Source: South Afncan DHS 1998, PAGE 143 Age: 1519 veas

The South African Context:
Why focus on adolescents?

Temage Frognancy:
= By the age of 19 yeurs, 3% pavrent of 15-19 yoirs olls hare haet 3 il

= Qe in st bt in South Arice I7e 10 wenage g

(SADHS: 1998)
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The South African Context:
Why focus on adolescents?

30 of 16- 21 year olds had experienced an STI, but only 509% sought
medicyl treatment (HSOU,1997)

The maijority of young South Africans sexual activity starts in the mid-
teens

High risk behaviou-

High level of sexual coercion

Source: DHS 1998 140-141 Age: 1519 years

The South African Context:
Why focus on adolescents?

[HEV prevalence trends by age group among antenatal inic
attendees in South Africa 1999-2001]

Age Estimated | Estimated | Estimatod
Group | HIv+i99 i HIV4 2000 | HIV+ 2001

< Yos }16.1 154
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\  HIV levels among youth

A are sty unacceptably hight
<,— HIV spreading at a rate of at leas! i\

1700 new infestions a day, one of the AN
fastest growing T

rates in the world \
Over half of these T \
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What is tife ?

Life

non-govermmental organisalions
n partnership with the departrment of health, the UNTCEF,
athes governmental soencies, and (rivale SECIDF rgANSIGONS.

The primary GOAL is to effect positive Dehavior change
among yourg South Africans to redice tPenage pregnancy,
sexUally transmitted diseases and HIV/AIDS

loveLlfe Sennce Strategies
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The

National Adolescent ~Friendly
Clinic Initiative

NAFCI

What is NAFCI?

NAFCI is a comprehensive service performance and quality
improvement accreditation programme

NAFC] was designed to improve the quality of adolescent heaith
sarvices at primary care level B to strengthen the public sector's
ability to respond appropriately 10 adolescent health needs

NAFLT s an integral component of

tiia

Aims & Objectives of NAFCI
Aim:

+ Tha aim of NAFCI is to imprave the guelity of adolescent health

services at the primary care level
Objectives:

+ Tp make health care services more accessible and acceptable to
aorescents

» To estabiish national standards ang criteria for adalescent health
care in clinics tyoughout the county

+ To build the capacity of health care providers to improve service
perfarmance for the delivery of adolescent-friendly services




NAFCt standards

Tan oy alemanty wers identifiet us Eeportant for an adclasct
Triandly clinic

1. Mamagement

2. Climrts, righty.

3. A

4. Environment of core

5. Drigs, supplies, spuspment
6. Trainod stalf

7. ), T
8 Chert assesaraent,

9. Individualsed: chent care
10. Contirsity of cawe

NAFCI Accreditation Process

+ Seli-Appraial
* Extenl Apsnsmnent

NAFCT support sesbarinls liclade:
s " Golng for MAFCY Gokd: A Cliair Guldie 1o MAFCT Acoreition”™
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Objectives of Value Clarification
Workshops (cont)

To provide health care providers working with adolescents
with the
oppoTtunity to ;
» identify and find strat ies to deal with

barriers to young people seeking help for
their health from alth services

« separate personal values from effective
health service delivery

Who to involve in the
Value Clarification Process

Nurses, medn:a]
Nan- medical staff,
Management clerital staff,
gleaners, ground staif

Advantages
and disadvaniages
of separatefintegrated

groups
~~ ) /

Summary of key components of
Values Clarification Process

» Concems Assessment gf Tuning into youth ?

i » Practical application -
» Belief Statements knowledge , attitude and skilis ey,

+ Examining beliefs, values and
« Why focus on atﬁtudsg &

the ase for
ﬁ,..ﬁ + Reassessing values 2
» Rights and * Personal reflection/evaluation
responsibifities.

9 *  Forward planning
« Identifylng barriers

. Owermmlngbamersg




Tools Used in
Values Clarification Training

Belief Statements

Sentence completion

Role Play

Smaif group work

Personal reflections/personal challenges
Memory recollections/guided fantasy
Comfort continuum

Forward planning action wheel

« 2 4 % + w & ¥ a

Underlying Challenge:
Personal Reflection

= How do your befiefs/valoes mmpRct on the quailty of Gare grven to clerits
generally, and adolescents specifically,

How for do your belieds/values SfFect your COMymeicans! vath your
dents iy, and i

Howe Far 30 your belefs fvabes geate DTS, bebween yoursel and
your chert?

Evaluation

* Workshop evaludtion

* Pre and post Questionnaire
0 Human rights -
¢ Sexust and reproductive heeith
© Beliefs, vaiues arel aixindes
© Xnowlecige
0 Feslings about being st the workshnp nd #s relevance B them

o Undersiandieg of acdolesomt friendy servioes




Evaluation: Key ﬁnglings

Overwhelmingly positive

An openness ard willingness to acknowledge areas where
attitudes need to change.

A new perspective cancerning clients rights reported.

1dentify a new understanding of SRH rights not aniy as they relate
to adolescents, but other dlients more generally.

A reported improvement in communicating with their own teenage
children.

An appeal for management, policy-makers and budget holders to
attend the workshon

Lessons learnt # 1

The need to include all categories of staff in some of the
training.

The need to invoive management,

Materia! and methodalogy must be appropriate, accessible
and flaxible,

Titie ‘Values Clarfication” misieading — Manuai ‘Grounds for
Respect - Facilitating Change Towards Adolescent friendly
Clinics’

Training not an event but a process which needs to be
supported and reinforced

Lessons learnt # 2

The theme separatingl personal beliefs and the delivery
of an effective public health service needs to
underpin the training process

Advocacy component critical: a compeiting, convincing
case metivates health care providers to change

Sequencing important.

Attitudes relate to recognising and willing to act on change
as it relates to physical arrangements, hours of operating;
environment; as well as attitude of all staff.

Must not be seen as a vertical pragramme.




Future Directions # 1

Evaluation

»  FGD with youth and health workers pre-workshop
* Pre and post workshop questionnaire

» Evahation of workshop

» FGDf mterview with dinic staff, managernent and youth
post -workshop

Future Directions # 2

« Development of an expanded package, integrated
package

= Training of trainers
»  On-going support in terms of change-rmanagement

+  Invoivernent of wider group of stakeholders working with

Applying values darification to
other sexual and reproductive
health
issues
Termiration of Pregnancy
Working with S worke's.




The End
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REPUBLIC OF MOZAMBIQUE
MINISTRY OF HEALTH
NATIONAL INSTITUTE OF HEALTH

TRAINING TRADITIONAL
HEALERS IN STDs/HIV/AIDS

SPECIAL CHALLENGES

By: Dra. Felisbela Gaspar ‘ ;

Maputo, March 2003

MOZAMBIQUE

Adults (15-49 years)

Prevalence 13.0%

5.9% 0%

Ny I YR D AR




HIV Prevalence
by age and sex

HIV/AIDS in MOZAMBIQUE

Maternal Orphans
1999-2010

HIV/AIDS in MOZAMBIQUE




Health Care

US-MDs 125: 50,000
Cuba-MDs 182: 50,000
Mozambique

MDs 1: 50,000
Nurses 1: 4 000

Traditional Healers 1: 200

» 75% of Mozambicans use Traditional
Healers

~ 40% have access to formal health care

IMPACT OF HIV ON THE
HEALTH CARE SECTOR

- Insufficient hospital beds

+ Quality of health services decreased

- Health personnel overioaded

- Health personnel reduced due to HIV

- Fewer resources for other illnesses

- More opportunistic infections such as T8

» We must be more proactive in the
inclusion of Traditional Healers in
strategies to combat HIV!




WHAT IS TRADITIONAL
MEDICINE?

Traditional Medicine: is the fotal
combination of knowledge and practices,
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  experience  and
observation and be fransmitted in an
oral or written form. (WHO, 1978)

THE IMPORTANCE OF
TRADITIONAL MEDICINE

Declaration of Alma Ata in 1978,
recognized the role of
Traditional Medicine.

Traditional Healers offer:
- A personal approach,

- Culturally appropriate, holistic
and accepted by clients

This is especially important in
the case of STDs/HIV/AIDS.




CHALLENGES

- Change behaviors and beliefs
that impede prevention of DTSs,
HIV 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

TRAINING CONTENT

v STDs/HIV/AIDS

¥ Transmission

¥ Prevention

v Symptom recognition/diagnosis

¥ Blood and body fluid precautions
v Case finding and referral

v Counseling (culturally appropriate)

¥ Home Based Care (new strategy in
the pilot phase)
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Participatory

+ Open questions in an accepting
atmosphere

+ Training through dialogue and
exchange of ideas

- Never assume THs are “empty
vessels” waiting for your ideas

LIMITING FACTOR

Language and Illiteracy

Solution - translation into
local language




Motivation

+ Traditional songs

* Traditional stories
- Traditional Dances
- Performances

+ Games

* Praise

Training

*+ Drama

* Role play

+ Films and others visuals

- Open debates

- Community visits (with Home
Based Care teams, VCT sites,
Labs, Health Units)

- Demonstrations of techniques

- Allow free movement for those
who are not accustomed to the
discipline of the classroom




Evaluation

- Symbols
+ Illustrations

Aspects to consider

- Evaluate THs understanding of
causation before trying to
teach other concepts

- Take into account beliefs,
myths and taboos about
STDs/HIV/AIDS

* Verify common treatment
techniques and advice for
various symptoms




TRAINING FOR PREVENCAO

THs are influential - key
decision makers in the
community

v'Find solutions in
coordination with THs:

- Community discussions
- Distribution of condoms

- Referral of those suspected to
have a DTS, TB or be HIV+ for
testing and treatment

- Blood and body fluid precautions

TRAINING FOR PREVENTION

Special considerations

- Blood and body fiuid precautions

- Circumcision
- Scarification
- "Vaccination”




COUNSELING

Counseling is very important as:

- Many family problems are
resolved using THs

- Delicate subjects can be
approached by THs such as
such as family pianning ty
those HIV+

TRAINING IN 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




THANK YOU




