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DAY III AGENDA

General Session

Room 3 and Room 4
Training Works!
Rick Sullivan

TIPIEGO
Wallcace Hamwnam

Intruh

Room
Ignite Your Training with the Power of Video

Cheryl Tryom
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i tining. This session esphores <L

Ll BSEl
¢

viceos and the advamases and drssdoriges Glihis median,

I addition, @ svstematic process O deselopiog s ideo sl e
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Room 3
Strengthening Preservice Fducation:
A Systematic Approach and Lessons Learned
Lois Schaefer
JHPIHEGO
Kwadwo Mensah
JHPTEGO Consulian

Presemice cducation s essontze for ensang that an entie
cadre of healtheare providers i cguepped with the basic com-
ptencies sequired 1o fudfill e b mesponsshilies. Tmgrons
ing the quality of eaching coring s formative period is Lcic
fore, any effective approach o frpreoving servive deivery prac
Hees, This session witl st AHPTEGO S experience 1n
strengthening prosenvice cdctior f el mlising Hnd

mfcdwitens progris, A seston apprrcacho i includes e
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dy L ey SO PO s
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domt o arenathened curricuky, wnd evaluation of
preserciee arervenions wifl be described and llustrated
o tli desmeie deumed from programs in Glinas Uzanda

Footir e s Phibppanes, Turkey and other countries.,

Room 2
Cost & Results Analysis (CRA) to Support
selection and Fvaluation of Training
Approsches in Africa
Weillers: Hannean
Nancy Wiplinger

Ity

This coowill focus on o CRA application i Glan,
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Lounge t
An Assessment of Implementation of
Action Plans Developed by Trainecs
Alrrys Hinigumugabo
Florewce Nyanit
Betty « Bivchir
Esther Nagawa

St o Alrican Pl stuchos (ARSI

Fyced ©ARS course, potivipants develop action piine.,
CAF v deveioped insrumenis 10 ssess the impleimen-
i hese aotion plans, The prescrtation wiil focus on

b st thiat s based on the firadings of Hie data

hee participaants OF OIS courses in 2Lt -
Jdomwill cover intiarives undertiken o resnlk
oF the ot activides implemented and the constrants
Swl e past participants encoutirered i ihe course of
rpdeeniing ieir action plans. The datwill wso bigh

lichi hwe gaps shored by participants yersus (heir own job
ecrements and emerging needs

Lounge 2
Using Evaluation Results to Improve
Integrated Management of Childhood
Bliesses (IMCI) Preservice Training
Delivery
Yoowme Bofma

Sty nf e Eree Sate
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'This presentation will describe the process (needs assessment,
planning, matetials development, implementation, evaluation)
of preservice reproductive health programs in Kenya and
Uganda, for both nurses and doctors.

Preservice programs were implernented in both Kenya and
Uganda, both with the medical schools (Makerere and Univer-
sity of Nairobi at Kenyatta Hospital) and nursing schools through-
out the countries, nine in Uganda and thirteen in Kertya. There
were various content areds covered, relating 1o reproducdtive
health.

The needs _assessments done before the programs, and the
evaluation reports will be drawn on to iustrate some of the
lessons learned about how o plan for and implement such
programs in the future.

Room 2
Effective Methods of Training Community-
based Health Workers
Salim B Sobani
Charles Ombiva
Aaron Mulaki
Aga Khan Health Service

In last 2 decades we have tained over 3000 conununity-based
health workers to promote PHC services. It is leamt that train-
ing per se is not working, 'The assumption that training master-
trainer at community level will led o taining of CHWs is mis-
leading, What worked deprends on factors including right se-
lection of the CHWSs for which we have developed a wol. A
self reflective methodology was used during training to assis
trainees understand the personal hindrances that obstucts them
achieve their goal coupled with onsite follow-up assistance.
The result of the training showed three-fold tncrease in tiliza-
tion of reproductive health services. The approach is easily
replicable.

Lounge 1
Participatory Training to Reduce HIV
Transmission and AIDS-related Stigma/Dis-
Damien Woblfabrt
Asiwa Obishai
EngenderHealth

The session will present strategies designed w0 reduce HIV
transmission and ATDS-related stigima and diserimination in
health facilities in Africa using innovative participatory bain-
ing and quality improvernent methodologies. This workshop
will give tminers tools to address these issues with health care
workers during on-site, whole-site taining that integrates train-
ing topics and methads that are (raditionally treated separately.
There are three prongs to the approach: Addressing HIV-re-
lated fears, stigmatizing awitudes and biases; Identifying and

affirming the: rights of clients and the needs of providers;
and Educating staff about infection prevention and em-
powering them o collectively find ways to improve prac-
tices.

Lounge 2
Using Operational Standards to Enhance
Transfer of Learning in Malawi
Sylvia Msokera
Llongwe Central Hospital
JHPIEGO
Lunab Ncube
JHPIEGO

THPIEGO has been working with the Malawian Ministry
of Health and Population (MoHP) since 2001 on an initia-
tive to impros e infection prevention (IP) practices in seven
haspitals, National IP operational standards are being used
for haseline assessment, provider training and contnuous
monitoring and evaluation.  Providers have used these
stanclards as 2 job aid following training in order to main-
tain performance and 1o train others at their sites. Moni-
toring clata show that use of these standards as a job aid
anel as a self-paced leaming tool has contributed to signifi-
cant improvement in IP practices at the pilot sites.

Main Hall
Training in Integrated Maternity/
Postabortion Care in Kenya
Josepb Ruminjo
Isaac Acbhwal
Engendert lealth

The session will focus on the lessons learned from pro-
gramming fraining interventons to integrate maternity and
postabortion service delivery in a SIDAfunded project in
three provinces in Kenya, The project was designed o
“re-integrte post-abortion and maternity” care services
using a disirict approach, with service interventions intro-
duced at e district hospital and health center levels. In-
terventions included individualized training, using human-
istic and hands on methods, and the use of quality im-
provement approachies such as COPE, Community COPE
and the: Cost Analysis Tool. The session will document the
value of individualized competency-based approaches 1o
service raining.
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Room 13
Disseminating Information for Scaling-up
Implementation of Guidelines and Better
Practices
Richard Hughes
Maureen Chilila
JHPIEGO
Martha Ndblovu
ational PAC Task Foree

Joseph Nikisi
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HIV/AIDS Training in Eastern and Southern
Africa: Resulis from a Twelvecountry Needs
Assessment
Jacqueline Makokba
Rewional ATDS Traiing Nemwork BT
Betty Chirchir
CAFS
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training in all countries reinains acute. The priosty topios
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General Session

Room 3 and Room 1
Looking Back. Thinking Ahead: Shaping
Today's Best Practices with 20 Years of
Lessons Learned
Paulme ’l!ububu
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Training Works!

Rick Sullivan

Director

Learning and Performance support
JHPIEGO Corporation

1615 Thames Street. Suite 3k
Baltimore, MDD 21231-3492

Phone: -1 10-337-1G3]

Fuax: +10-337-1470

- rsuallivan @ thpicgo.net

Wallace Hannum

Dhirector

Perfornunce Svsterns
Intrah UNC

Schoal of Mediome
Campus Box sfon

Chape! FEL NG 27200
Phone Ov-s 434132

Fans 010002717

Poro swildnmeg ooy



Looking Back, Thinking Ahead:
Shaping Today’s Best Practices with
20 Years of Lessons Learned

Pauline Muhuhu

Director

East and Southern Africt Region

Intrah PRIME Otfice

P.O. Box +#9H6

(D100 Nairobi, Kemva

Phone: 254-2-21 1820

E-mail: pmuhuhu@intrah.org
intrahpm@atricaonline.co ke
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Looking Back, Thinking Ahead:
Shaping Today’s Best Practices
with 20 Years of Lessons Learned

Intrah/PRIME H Regional Director, East and Southern Africa

She knows what you are facing. A long-time leader
in the field, Muhuhu will reflect on the major
accomplishments of the last twenty years in the
region and prepare us for the new era on its way:
* Results orientation
* Whole-site involvement to ensure performance
* Supportive supervision
* Skills development for specific deliverables
* New approaches
* Expanding technologies

Pauline Muhuhu will draw on the wisdom of four decades of
experience in East and Southern Afrnica. from midwife to trainer
to regional director, she has spearheaded action to improve
training and technical assistance, build institutional capacity,
and develop guidelines, standards and curricula,

C:[][Ea’i'. ca.*/z)at she can tell us now!
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Ignite Your Training
with the Power of Video

CherylTryon

Training Specialist

Centers for Disease Controf and Prosention (CI)
Nationd] Center for HIV, STD and TB Prevention
Global AIDS Program

Tooo Clifton R NE.MS E-30

Phone: -4 498-2790%

Fax: 404 498-2785

Email: cttl Zede.gov
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Strengthening Preservice Education:
A Systemic Approach and
Lessons Learned

Lois Schaefer

sentor Training Advisor
JHPIEGQ Corporation

1615 Thames Street, Suite 300
Baltimore, MDD 21231-3492
Phone: 410-337-1920

Fax: 410-537-1497

E-mail: Ischaefer@ihpicgo.net
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Kwadwo Mensah

Consultant
Ghana Countiy Ofice

JHPIEGO s TPoOTaNON

PALB. IS Legon Post Oitice

16 Frectown Avenue, Fast Legon

PO Box GP 4746

Acert. Ghan

Phone: 2332130712
233-882-228%

Fax: 233-21-51000s

E-muail: kwmensah@ighmail.com



Strengthening Preservice Education:

A Systematic Approach
and Lessons Learned

JHPIEGO

Agenda
* Introduction
* Why Preservice Education and Mary's Story
* The Process of Strengthening Preservice
Education
* And It Works! Evidence from the Field andg
Lessons Learned
2

Objectives
After attending this session, participants will be
able to:
+ identify the advantages and challengas of
strengthening preservice education
+  identify the components of preservice
edgucation
+  Describe a pracess for strengthening )
presarvice education
+  Describe tessons leamed from the Fak) o

FREVIOUS PAGE BLANK



What is Preservice Education?

- Prepares siudents to become FP/RH healthcare
providers (physician, nurse. midwife)

Learning that takes place in undergraduate and
graduate healthcare educational irstitutions
(e.g., medical, nursing and midwifery schools)
over

a period of 1-6 years

Ensures a basic set of skill competencies for a
general healthcare provider (Ideally. hased on a
job description for after gradustion}

Preservice Education System {or Preparing
Healthcare Professionals

Cradunton |
Heyabremsar

Lisrnsice

Averediition

Advantages of PSE

« Reaches more providers at once than through
inservice training

+  Ensures common knowledge, skil's based on updated
RHM policies and standards. thereby facififating their
dissemination

+  Facully are advocates for and rofe rmodels of quality
RH service provision

+  What studemis learm in preservice, is often how they
practice throughout their careers

«  Extended lezrning period “or skili and attitude
development

« More sustainable as it strengthens existing
educational institutions

- Development of model service celivery sites and
providers




Mary’s Story...

* 18 years old — wants t¢
become a midwife
* Midwiery School:
~ Class s:2e 50-70 students,
with one or two teachers
- Ciasses are iecture style—
lakes mefcuious nales
few refecence matanais
- Teacners rave not
mamtaingd ther Cinical
SKris
— Ciassmmoms and equipment
are oid and:or rot
functoning

Mary's story continues. ..

I the chnic
+ Teatngs moust “supenee’ T sudents
FLA preceitr provides ereNt—-SOMmeTmes ContaCling -
~foemanon
¢ Ta0much TSoWn BmeT £ g SOONTY plnned, NCl BAGLGN Shents
Only written exams for assessment and icensure
Depioyed tc a remote site with SUPPOrT and SupenvIsIon
Poor irxages betweer: MOH MOE and teach-ng nsttutons
< Nged Stong OMEEITent 10 SompRteny hasad lram.ng
Coordnaton betwesr sero's MOE: snd cirwa stes WOH 5
ohen maad

Mary's story continues. ..

Once posted ... does she have adequate skils 1o
offer needed servicas?

Often the answer is “No”

* Reguiat nsenice
raimng needed

¢ Muotivation for new
skills - “add on”

* Low salaries
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So... How Do We Improve This
Situation?

Increase the focus on skill development
through use of mastary learning and
competency-based training
« Learning by doing
«  Foouses on specific knowledge,
attitudes and skifis needed to fulfiit job
responsibiliies
+  Emphasis on performance, not
knowledge .
Uses a humanistic training approach,
j.e., using anatomic models 1o ensure
competency before working with clients

Continuum of Interventions for
Preservice Strengthening

- A modulefsection in part of a 2- or 3-year
curriculum

Cilassroom sortion folowed by clinical practice
then or later

Strengthening multiple courses, multiple
years of even an entire curriculum
+ Internship year, Ob-Gyn or FP/MCH rotation

Best Practice for Strengthening
Preservice Education

A process 1o incorporate mastery learning and
competency-based training into health
professional schools that addresses all of the
elernents of the preservice education system

Based on JHPIEGO's expenence
strengthening praservice education in 21
countries.




Phases of Strengthening Presenvice Education

-
f
»
. Pl
“\\ -
- S R

Phase 1 — Plan and Orient

Create a national working group

Conduct a needs assessment

Develop a naticnal pltan of acticn

Crient opmion leaders and decision-makers
Create a curmicuium strengthening groun

Phase 2 — Prepare for and Conduct
Teaching

+ Train the cumculum strengthenag group
Tecrmoa: ipdas. shiis slandar 12500 agoroer A
bt NG SRS
+ Strengthen the curmnculum
»  Develep and producs teaching, ieaming anc
assessment matenals
«  Egum tha teaching mstlutions

Chn




Phase 2 — Prepare for and

Orient decision-makers, additona
clinical staff at each teaching insti

Prepare clinical practice stes
Coeordinate teachig

Conduct and monitor teacrirg
Conduct followup visits

Conduct

TeaCh | ng senrdinuedi

Pian for implemeniation in each insitation

! facuity and
ution

Train additional teachers and ¢! nical staff

16
Phase 3 — Review ar i Revise
c-aching
< femwcthe Institutional | Afa on
+  Assess the methods ant - .. 2riz @ used
+  Measure the outcome of .« n
+  Revise the ipstitutional piz sien
« Conduct review and ravisi: 5
+  Review and revige the ~afic an of action
¥

Phase 4 — Fvalu

- Process evaluation: describe and
made to the teach ngrlearing o x
improve it

¢ Dutcome evaluation: assess st
end of the academic year ther .
knowledge, skilis, and attituges 1

Qutcomes zre the dire™ o

- Evaluation of the effectveness
abiity of studgents to apply ther
attitudes on thz joh after gracaast

» Teaching

3 the changas
Jantify ways to

aeence &t the
iply
settng
I tauching
- A5hess
skiiks ard




Etfects and Qutcontes of
crercoaning Preservice Education

v Zfects - befors toaining even

2: once feach

r 130 We Ko it Works?
The Phulippines

& tings — The Philippines




Trained Faculty Still in Place and
Teaching

* Faculty assignments take imto account facuity
training and experience

— All schaols have at least
one fulltime FP/RA taculty

= T5% of faculty respondents }
received training through

the TRH Project !
-~ Climical faculty obtained
government accreditation
as FP/RH service providers l

22

Competency-Based
TeaCh { n g M ethOdS wontinue}

- 94% of nursing and micwifery
students said: S e e ey
- they were assessed as ! . .
competent in FPRH skills at | .
end of ciinical rotation !
chacklists were used for | -7 INBTALCTOR'S GUICE
RH/FF skiils assessments o
«  they had access to anatomic | ) '
= modefs . R !
+ 80% of students said they had ' |
sufficient opportunities o do [
FRIRH procedures and L
counseling during the clinicat [
rotaiion i v

(S RE

23

Graduates From Strengthened Schools Performed
Better on Liceasure Examinations:
Data from 4 Program Schools

Elgete 1. NUP I Lot Ra Evamltis

R Fllapmaes

e GRATLRGGS A B A SUICO.
% 1T and 2
1999 13453 And 24 3rECURILS
2000 F27Y and 13

raduples




How Do We Know it \Works?
Turkey

Critica! Components and
Sustainable Results

5

Preservice Midwifery Program:
Background

JHPIEGO first worked with medical schools
and natonal msenice training systems in
Turkey — 1992-1958
n 1988-2001, those efforts jed to

Spgrading rudntery ranag Mam v oCcalana ieve
0 grivarsiy evel (19 of 27 univers.fy-dasad
e fery SCNODISE

8 0N 0 COMICognis

Key Results

By using the same cinrcal practices sites, gne
set of trainers meets both nservice and
presefvice traming needs

A nationai-level system is functomng to certdy
midwifery students to provide RH FP serices
as part of thair preservice educahon

Ar and of academ
NN Checnusts o

deris ans

5585 80
¥Eosx ks tor certToatnd




Key Results con

+  Where are graduates working? Te'aphane

survey late 2001:
. B8% of midwifery g-aduates are worsng spesiticalty
in RH jobs {i.e., provid.ng FP on s rejuar hasisi —_
. Rest of graduates still doing RH
Pragnancy and delseeny care. pesha RN
counseling _
. Ewider e from project evaluation repert (1983-
29) on -ost savings
. S sests that preservice fraining is 0% s
e nsive than provicing b raing 1o
mo ivas through rsenscs codrse
dence of Eifect of Preservice
Strengthe 3 Efforts on Service Dalivery -
Turkey
Vi
=2 <lin ing 1P Standards X .
+ Plagic nucket for
sl ne son A
: LT . 2 hits
i | i
kS | i
, —— . |
e
Near "
Fasulty from fhee bstanbul FP G alily Steveys 900 anad Fand M5 :
2001} whue b meludps i where JHRIEGD atrpupheninyg ' .
eitons were focused i
i
How do we know it works?
N | —
Ghara
i
i

© 1998 JHRIEGO Lo nwimple e Crg
3 thening process G F2 and BiNH 2

i idwifery schocts

N2 tner, the process v m
suh s

o Ir Way 2002, aleval 3 evaluation ukin:
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Ghana - Kev Results

Txpenmentat graud had sigrdicantly iy
ssores for Knowiedge

sher

I

&

- 8 cant diffgrarce betwaan a e 20,
an rowiagge soore sore
Rl MponAnS

n
Ghana - Kev Resuits
Expenmentar group Nac slatistcally signficant
r.gher scores for WOWATg CliN Cad skang
- BT smaring |
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|
2
_ j
Lesson Learned =1
&
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Lesson Learned #2

Foster rational use of limited preservice time
«  Identify skiils that will be used by all and/orin a
wide number of setings and focus on their

development {g.g. examination skills irfection
prevention, counseling)

+  Kenya — dropped D insertion. kept IUE
counseling

- Consider deployment issues
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Lesson Learned #3

Provide support and foliowup 1o the schools as
they implement the strengihenad curriculum
- Improves skills through feedback
+  Solves problems "on the spot”
+ Fosters a positive teaching/working envirenment
+  Motivates the teachers and preseptors
. Facilitates full implementation and fosters integration
into existing curr culum
Links the schools together in & networ< for support
and assistance
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Lesson Learned #4

Take advantage of synergles hetween
presenvice
and inservice syslems
. There can be a1 overlap in the clinical practice sites
used
by buth systems
- Clinical trainers can also serve as clinical
preceptors
. Preservice can adapl inservice iraining packages
. Coordination batween the systemns is needed
.+ Standardizes content and teaching methodologies
between the systems
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Lesson Learned #5

The greatest impact is achieved through using

a staged approach

s Many countnes have Mull pie presersce aducatan
nstitutions

- Focus mikaly on a smali number of sceaals (2-6
determined Dy resourtes avaiabie:
After the first year of :impigmenrtng he
strengihaned Tu mare needed revisans
and expard o add:10nal schaois

r WWnen there are a large number of 5ChQOIS. Fevera:
eXpANSIOn S1ages may 0e reawred 10 MEoaTale
them aif

»

Lesson Learned #6

«  Alearning package helps
ensure standardized transfer
of trarming from teacher of
preceptor i student

Proyvides ab ~arenal needed
foc 0BT

P
4+

Lesson Learned #7

Adapt existing curricuta and materials whenever
possibie, don't start over each time!
Genenc or standard cumc'a
- Strangiened cumcuia fom oNer Counires
Onane-ob Courses
insenoe Wafaeg packages
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Lesson Learned #8

«  Focus on the
cantent area or
area of the
curriculum where
the greatest impact
is possible

- Procass, once
learned. can then
be usac locally
to strengthen

additior al content
areas

- internship vear

< e e meve e N
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Lesson Learned #9
+  Identify a "champion” within the system to lsad
the way
= Need buy-in and leadership fram the preservice
institutions {the schools and certifying
bodies/associations;
+  Medical schools in parteulsr
+  Can glso play a key role in mobilization and
leverage of funding, esoecially from local sources
4

Mary’s Story Revisited...

Appropriate Balance of
Preservice and Inservice

If we strengthen preservice
education AND establish linkages
between preservice and inservic2
THEN
When Mary's daughter decides 1o
ga inta midwifary, she wilk
*  graduate with the
confidence ang skills o
provide basic services to
her clients
v attend focused inservice

fraining coursss
upgrade and refresh ner PRESERVICE

shills

INSERVICE
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A. Highlights of presentation on Costs & Results Analysis (CR4) to Support
Selection and Evaluation of Training Appreaches in Africa

Linking Cost and Resuits

The term “cost-cffectiveness analysis™ is often used generically when speaking of the
analysis of costs and results of activities. Four specitic methods of Cost & Resuldts
Analysis are: (1) Cost-benefit unalvsis (2) cost-effectiveness analvsin A3 cost-eriliny
anaivsis and (4) return on investment. These terms all have a specific meaning and.
therefore. the terms should not be used interchangeably. The four specitic methods are
briefly discussed here. The generic term. Cost & Resuits Analvsis ¢CRA ) can be used
in place of the specific names of the four techniques.

The Cost-Benefit Analvsis (CB4) methodology shown in PRIME I1's PI: Stuges. Steps
and Tools. is presented first as a point of reference. This methodelogy is a simple 100!
designed to aid in prioriuzing interventions. [t consists of a table with the following
columns:

= Intervention

*  Cost: a group rating from 1-10 on the financial. technical and political cost of
implementing the intervention

* Benefit: a group rating from 1-10 of the benefit of the intervention. 1.e.. how w2l
it would close the performance gap

* (BA ratio: a simple arithmetic expression of the benefit, divided by the cost,
{The higher the outcome. the better — the perfect situation would have high benefit
with very low cost.}

In this approach informed stakeholders provide their views not only on the financial
costs and benefits of interventions. but also the technical and political “cost™ and
feasibility of the interventions. These non-financial factors are imporiant to consider.

The table below illustrates the application of the current PRIME 11 CBA

methodology. In this example. “Feedback from clients to providers™ is highlighted as
the intervention with the highest benefit cost ratio.
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e RN

PRIME I's Cost-Bensfit Analysis Tool (current)

intervention Cost | Benefit | Ratio
Training i 7 10 + 145
Recognition for treating clients humanistically (non-monetary) L 4 8 2
Dissemination of the expectation of providers for howtotreat | 4 9 225
Development and dissemination of norms for how to treat T 4 10 25
Feedback from clients to providers ; 2 8 4
Feedback from supervisors o providers - ’ 3 8 | 267
Revision of schedulss to match # of clients with #of providers 3 6 2

Source: Pl Stages. Steps and Toofs, 2000,

While the method shown above is relatively easy to apply, its subjectivity could be a
disadvantage. More rigorous costing and results estimates may be indicated where
feasible, especiaily when larger policy or program options with greater resource
implications are being considered. This is not to say that the more subjective {e.g.,
technical and political feasibility) factors should not be considered, because they
definitely should. Rather, the point is to increase the objectivity of the financial cost
portion of the analysis where indicated.

(1) Cost-benefit analysis (CBA) Tn CBA, neither the cost nar the benefit variable are
fixed, and the benefit variable (denominator) is expressed in monetary terms. CBA
thus compares the monctary cost and monetary benefit of alternatives, typically in the
form of a benefits-to-costs ratio. CBA is often used in describing analyses that would
more correctly be classified as cost-effectiveness analysis (CEA) or cost-utility
analysis (CUA) -- see definitions and examples for these terms below. Put simply, a
CBA would aid in deciding whether a particular activity is worth doing at all, i.e.,
whether the cost of the activity is at least offset by its savings or financial gain. For
example, if a performance improvement activity had benefits of $60,000 and costs of
$20.,000, the CBA or benefit-to-cost ratio (BCR) would be as follows:

BCR = program benefits = $60,000 =3, or 3 to |
program costs  $20,000

In this example, the net benefits of the activity are $40.000 ($60,000-520,000}. This
same example will be used to illustrate return on investment (ROI) below.

(2) Cost-effectiveness analysis (CEA) CEA is applied to determine the costs and
effectiveness of alternative ways of achieving the same objective. A cost-
effectiveness ratio is expressed as cost divided by unit of effectiveness for each
alternative intervention. The result or effectiveness value is not expressed in monetary
terms, rather in units of results. An example from child health might be “cost per fully
immunized child.”

CEA can help to identify the most efficient way of achieving a specific objective.
CEA gives guidance on how to use funds most efficiently where a specified output (or
“desired performance”™ in P1 terms) must be achieved. For example, if a ministry of
health wants to know which of two training and learner support approaches will
contribute the most to improved provider performance, they can test the two
approaches and collect cost and results data. Approach A costs $50,000 and results in



50 providers performing to standard one vear later. Approach B also costs S30.004,
but results in only 40 providers performing to standard one vear tater. The CEA for
each approach would be as follows:

CEA for Approach A = program costs = $50.000 = $1.000 per provider
units of results 50

CEA for Approach B = program costs = S50.000 = S1.230 per provider
units ot results 40

The CEA shows Approach A to be the more efficient. costing S230 [ess than
Approach B for each provider performing to standard. Approaches A and B could also
be assessed prospectively in the context of application of the Pl approach. To do this
would require analyzing the estimated rather than actual costs of cach approach. along
with the estimated results.

A Cost-Effectiveness Analysis of Pl Approaches in Indonesia

Operations research results from the Quality Assurance Project demonstrate the cost
effectiveness of alternative approaches for improving client-provider interaction {CPl) among
clinic-based FP service providers in indonesia. The study compares the cost-effectiveness of
combinations of training; training + seif-assessment. and, training + self-assessment + peer
review to improve performance. It measures direct and opportunity costs to providers for the
combinations of interventions and uses average number of utterances per counseling session
at baseline and foliow-up as the primary impact indicator. with analysis also of the type and
quality of utterance. The cost and effectiveness data are combined to give a cost
effectiveness ratio for the percent gain in utterances per dollar cost. This result is provided for
two categones of ulterance, facilitative communication and prowvision of medical and family

ptanning information.
{Kim, Putjuk. Kors and Basuk: 2000

(3) Cost-utility analysis (CUA) (L4 compares the cost of alternauves with the
subjectively determined ratings (benefits or effectiveness) of those alternatives. CUA
may be used when effectiveness cannot be objectively measured due to [ack of data.
lack of resources for special studies, or other factors such as time constraints. An
altermative form of CUA applies the concepts of Disability Adjusted Life Years
{DALYs) or Quality Adjusted Life Years (QALYs). developed by the World Bank
and others in early-to-mid-1990s. in attempting to provide more objective
denominators for CUA. particularly for sector-level analvsis and policy support.
DALYs and QALY's apply population-based formulas to estimate vears-of-life-saved.
with weighting for quality-of-lite factors such as disability, in measuning the impact
of alternative heaith interventions.




. (4) Return on investment (ROI) ROI is similar to a benefit-to-cost ratio, where both
benefits and costs are shown as monetary values, except that ROI is expressed as a
percentage, Using the example where program benefits are $60,000 and program
costs are $20,000, ROI is calculated as follows:

ROI (%) = net program benefits x 100 = $60,000-$20,000 x [00= 2 x {00 = 200%
program costs © $20,000 1

Note: net program bencfits = program bencfits - program costs
The example shows that the activity being evaluated has a 200% return on investment.

These examples of CRA techniques illustrate some of the ways in which cost and
results/programmatic data can be combined for comparison using ratios and other
decision support tools.

Such ratios should be part of a narrative report that discusses the numbers in the
ratios, the strengths and weaknesses of the data and the implications of the results for
decisions being considered. The narrative report should also include discussion of
political, social or institutional capacity factors that arz more difficult to quantify than
cost data, but which could affect the feasibility of options.

This summary was designed to familiarize you with methods and tools for conducting
a Cost & Results Analysis, with the focus being on the cost part of that equation. At
the same time, it is neccssary to point out that there 15 no “one way” of conducting a
CRA. The selection and adaptation of tools will have to be highly specific to the
situation,

Though there are challenges to obtaining reliable cost figures for international RH
activities, the cost elements may be relatively easier to define and measure than
results. This is especially truc when one is talking about improving provider
performance. Improved provider performance is defined in terms of increased
capacity (e.g., new skills acquired and put into practice) or productivity (e.g., numbers
of services provided) and in terms of the quality of the services provided. Quality of
service can be defined in terms of compliance with protocols in delivering services,
client satisfaction and perhaps by other means.

To obtain the best CRA results, PI and costing personnel should coordinate closely
with monitoring and evaluation specialists to review planned indicators and data
sources, and to review and interpret resulis.

Definition and Data Issues

A key constraint in costing alternative training and Pl approaches in international
settings is the quantity and quality of cost- and results-related information.
Instruments and checklists may be used to assess the availability of financial
information for conducting cost analyses, and for defining and measuring results.

PRIME II's CRA strategy and tools consider “life cycle™ costs, including financial
and opportunity costs to providers and clients where relevant, to ensure that Pl



tnterventions are sustainable, "Life ¢vele™ cost refers to the costs ikely to be incurred
as part of implementing the activity and over the tull period of the activity. Omisaion
of "life cvele™ costs can lead to underestimation of costs and distort the results of a
cost-effectiveness analysis.

Decisions must be made on a case-by-case basis about whether to mclude capital
costs, 1.¢.. purchase of equipment. and how to measure and atlocate personnet costs
for a costing or cost effect:veness studv (Dmytraczenko. Levin. et al. 19994 In
measuring personnel time and assoctated costs, direct observation 1s generaliy
preferable to provider recall as a data collection method. In cases where there 1s
unused capacity of facilities. equipment and or personnel. a study mav choose to
focus only on incremental costs of interventions being compared. This 15 based on the
rationale that the unused capacity costs arc already incurred or “sunk™ costs. Omitting
the "sunk™ costs of unused capacity would not be appropriate 1n a situation where
elimination or cenversation to alternative use of the unused capactty TESOUICSs 1%
being considered. The reason omission of “sunk™ costs would not be appropriate in
this situation is that a decision to eliminate or convert unused capacity resources
essentially changes those resources trom being considered a “sunk”™ cost,

Costs of technical support will generallv not be considered 1 such analy ses. as these
inputs are donor-supported. time-limited and not sustainabic by haost countnes, Thisas
not to say that other factors related to the need for and cost of technical support should
not be considered. simpiv that considering the cost of international technical support
may not be usetul to counterparnts in informing decsions. even though s wvaidabiliny
is valuable or necessary. An alternative might be to make budgetany allowance for a
transition from international to lecal technical support.

A critical step in any cost effectiveness analysis is the preparation of a checklistis) of
data 1o be collected and the sources trom which it should be obtained. Definitions,
mstruments and methods need to be feasible and compatible with counterpart
institution capacities and svstems. and with technical assistance capacities and
resources. Considerable care must be taken in adapting international models. <o that
tocal conditions, practices and data are taken into account.

>



B. Case Study: Ghabraza (for discussion in groups)

Training for Safe Motherhood Clinicaj Skills:
A Comparison of Self-Paced Learning (SPL)
and Traditional Classroom-Based (TBC) Approaches

The Ghabraza MOH is commiited to scaling-up post-abortion care/life saving
skilis/tamily planning (PAC/LSS/FP) services as part of the National Safe
Motherhood Program. It wants to reduce high levels of maternal and neonatal
mortality and morbidity. After conducting performance nzeds assessments of both
trainers and frontline service providers, the MOH selected o mix of training and non-
training interventions designed to improve services. One of these interventions was to
upgrade the skills of rural midwives for delivery of Safe Motherhood services through
a traditional classroom-based training approach, which lasied three weeks. After two
cycles of training the MOH evaluated the results and found that only half of the
trainees reached the 80% cutoff for Safe Motherhood knowledge and skills, with an
average combined score of 65%. The results were measured through a combination of
a post-test immediately after the training and an assessment of knowledge. skills and
clinical practices six months post-training.

Based on the results of the traditional training, the MOH and its partners developed an
alternative approach for conducting Safe Motherhood training for midwives, which
they called sclf-paced lcarning (SPL). They prepared a research design whercby the
costs and results of the SPL and traditional training approaches were compared in two
regions of Ghabraza, East and West, with 40 learners in cach region. Each region had
20 leamners trained through the SPL approach and 20 trained through the traditional
classroom-based approach.

The sets of bullet points below summarize the factors behind the decision to try an
alternative approach, the characteristics of the SPL approach, the results comparing
baseline and endline data from both regions and both learning approaches, and some
factors for consideration in asscssing the costs and resulis of the two approaches.
This is then followed by instructions for small group discussions and then by a table
that summarizes the programmatic results and cost resulis of the operations research.

Decision to use an alternative learning approach
» Several key lessons learned about training providers through the traditional
classroom approach:
0 Trainees (midwives) are away from facilities at least 3 weeks at one time
for traditional training, restricting access to services
0 Many trainees werc not able to complete their practical training due to a
combination of low cascloads of appropriate clienis/paticnts and the existence
of at least eight trainees in the training sites at one time.
s SPL approach builds upon lessons learned from a three-week residential Safe
Motherhood course being used.
»  Applies principles of learning theory and instructional design practice to ensure
that service providers acquire needed knowledge and devclop the clinical skiils.
s Also applies expericnce with alternative designs for LSS, experience with
alternative training approaches (self-directed learning and distance learning) and
other relevant experiences.



SPL approach highlights
The Safe Motherhood SPL approach combines

3 Selt-directed leaming: print-based modules: effective factlitation and a strong
learner support system. including learning teams

23 Opportuntities for learners to practice, recenve feedback. and become
competent in Safe Motherhood clinical skills

3 Follow up and supportive supervision by the Regional Resource Teamns
{RRTs), who are also the trainers. to ensure providers” application and
retention of skills on the job.

SPL learner suppert system pairs learners according to geographie proximity and

anticipated ability to work well together.

Learners work individually and then come together per an agreed upon schedule

to study. discuss. solve problems. role play. and generally encourage each other’'s

progress.

SPL is designed to take approximately 6-9 months to complete. per leamer.

The SPL learning materials and learaing cvele

SPL materials reflect content being used in the ongoing three-week classroom
course.

Learners are ortented to approach and materials and work through the first unit,
called the Foundations Unit, in a group-based learnmg session.

Leamcrs study subsequent units of the total of s1x on their own. and complete selt-
assessments and exercises.

Leamers meet with their partners. do role plays and other learning activities and
work collaboratively to help cach other resohve any learming challenges
encountered.

Learners participate in supervised clinical practice at a regional hospital, including
assessment of learner competence via clinical checklists and a post-umit st
Learning cvele starts agan as leamers then begin a new unit. This cyvele continues
until all units and related clinical practices are completed.

Other points to consider

Atlthough the alternative approach (SPL)Y does not take leamers awayv from their
posts for a continuous three week period. the total duration und time away from
post arc slightly higher for the SPL than tor the three-week classtoom course.
This 1s due to the rigor of the destgn to ensure feaming and skill development.
Costs are shghtly higher for SPL than for the three-week classroom course. These
characteristics of the SPL approach. that the cumulative time away from post and
cost may be slightly higher than the three-week approach. go against tvpucal
thinking on alternative approaches. which is that alternative approaches would be
shorter and less expensive, While duration and cost are Key factors in assessing
sustainability. it is interesting that both the MO and USAID did not have major
reservations as fong as the SPL approach succeeds in its results or impacts.
When one focuscs on the results produced (competent learners). the unit cost per
successful learner may still be less and the eventual volumes of desired senvices
may expand more quickly through applving the alternative (SPL) approach.



The self study part of the self-paced learning approach can be done by learners
either during non-busy work hours or on other personal time if needed. 1t 13
flexible enough to be done in such a way as to limit the impact on service
delivery.

Baseline and end-line look at provider knowlcdge and skills, volumes of priority
Safe Motherhood Services and client satisfaction, among other things

Cost factors measured include direct costs of training. for lcarners and facilitators,
including classroom, demonstrations, clinical practice and work mn pairs.
Instruments track time of learncrs, and monitor time of facilitators, resource
persons and supervisors through budget plans and interviews.

Estimated opportunity costs based on service volumes identified at baseline and
provider interviews. Providers will offer some new services based on the training.

Instructions for Small Group Discussion

Please form small groups of no more than 4-6 and analyzc the information provided.
Select and facilitator and a rapporteur.

After reading the case study, including the costs and programmatic results data,
discuss and formulate group responses to the questions beiow. Record your responses
on a flip chart and be prepared to report back to the larger group.

QUESTIONS:

Which training option, self-paced iearning (SPL) or the traditional classroom-
based approach {TBC) seems to provide the most potential to improve service
delivery? Why?

Which option seems 1o provide the best valuc for money? Why?

Which form of Cost & Results Analysis (CBA, CEA, CUA or ROI) may be most
useful for helping to analyze this set of data? Why!

Did you chosen the same option in response to questions 1 and 27

What additional information might you want to have for deciston-making?



Ghabraza MOH

Operations Research - Programmatic Results

Self-Paced Learning (SP1.)

Traditional Classreom-based

E\ algation Component Approach (TCB)Approach
Component Description
East W oest Average East W st Average
Score — Score -
Number of Learners n NE SPLL 2 h rcB
Knowledge | Avg score on posi-test and NN LS 84 B 0T =3
and Skills | after ~iv months rcombineds
Volume of | Avy = of pronty senives [s2 T 15% <4 = 151
Priority [ deltivered <:w months post-
Services | training
Client | Avg score based on client T ST R6%, T I aal)
Satisfaction | exil interviews related 1
prients sen e during s
month period




Ghabraza Safe Motherhood Programme
Operations Research - Cost Results

Costs of SPL and Traditional Classroom-based (TCB) Approacties

SPL Approach
Unit Batch 1- | Batch 2- | Total- | Batch 1- | Batch2- Total- ‘l TOTAL
Fast | East East West West West
1 | Foundations 22719 | 22654 | 45375 ] 23.650 | 23,668 47318
2 | Antenatal Care T035 | 13056 [ 27983 Tol?;??j’# 49,794
3 | Normal Labor & 0785 | 19785 | 3030 | 1ed 16786 73,100
Delivery L | I
4 Complications in 19,785 '| 19.718 39,503 16,745 | 16,786 73.034
Labor . I | S
5 | Past-abortion Carc 30805 | 30805 ] eiclo] 27. 27.506 497U | 116,581
6 | Postatal & (3035 1 13958 | 27983 | G085 10,926 20811 ] 49,794

Newborn Care I

: — N
Additional Trips 3,800 3,80ﬂ 7,600 300 3,460
Subtetal | 124944 | 124,678 | 249622 | 109835 | 110,058 469,515

Pre-Foundations 3157 5157 | 5741 I

11.900
Unit Facilitator’s ‘ ‘

Meeting (1/region) ! R I D R i_ ]
Administration and 40171 r 40,171 40171 79.943
Management S SR NN SUS U ]
TOTAL for SPL | | 294.95]-—1 560,758

L AR I R
1: $112, 151
—_— — e — 4#‘__.7 _____ e
— L

Traditional Classroom-based Approach

Batch [- | Batch 2-

Batches [ and 2, , | Total- | Bawh I- | Bateh 2- TOTAL

East and West Fast East Fast | West  West
| 33700 TI00 670 | 30380 16380 140,160
Batches 3 and 4, Baich 3= Batch4- | Total- | Bateh 3- | Batch 4- Total- TOTAL
Eastand West | East East East West | West West L
33780 33700 | 67400 | 36380 36380 | 72,760 140,160
Subtotal | 67400 i 67,400 | 134800 | 72763 72.76ﬂ 145,520 280,320
Administrationand | 40,171 | ‘ ETR BTN 0,171 80,342
Management ? .
| PAC practicum — 15502 1 (5502 | 31004 ] 16734 RE 33,469 | 64,473
| Batches 1 and 2 \ O |
\ PAC practicum — | 13,502 [ 15502 | 31.004 16,734 | 16,734 33,469 64,473
Batches 3 and 4 | ‘ R ,_I
TOTAL for TBC | ] E I 489,608
- —__.—_.f__.>.._..4-..___.‘__i —_—— e
| ‘ B "Total cost for Classroom-based ($) $97.921
L { ’ | [ Cont per Classroom-based learner (8) $2,448




Cost & Results Analysis (CRA)
to Support Selection and Evaluation
of Training Approaches in Africa

Learning Objectives

= After this session. participants

will be able to:

- Define CRA and describe why it is
usefui

— List factors o consider in
conducting a CRA

— Explain the relevance of CRA 0
their work

- Teli how CRA methods can be
applied based on a case study

Agenda

= Presentation/Q&A, ::= --
- What is CRA and why do t?
— CRA work in progress
— How does one apply CRA?
— CRA ssues o consider
= Introduction {0 case study s --
= Group activity .« -~
= Group reports & discussion -
= Wrap-up




What is CRA? Why do it?

» Methods encompassed by CRA

— Cost-Ulility Analysis {CUA)

— Return on lnvestment (RO}

— Cast-Benefit Analysis {CBA)

— Cosi-Effectivenass Analysis (CEA)
= Accountability and sustainability
= Training and Petformance

Improvement (F1) context

Cost-Utility Analysis

= Definition: Compares costs of
alternatives with subjective
(difficult to measure) ratings of
benefits/effectiveness

= Example: Cost to achieve
sector-level, population-based
indicators such as DALYs or
QALYS

Return on Investment

= Definition: Benefits and costs
shown as monetary values as in
BCR, except ROl shown as %

= Example:

RO :-x100
= - 1cc I < 100

= 200%




Cost-Benefit Analysis

= Definition: Both cost
{numerator) and benefit variable
(denominator) expressed in
monetary terms

= Example: benefit-to-cost ratio

BCR=-=-=3: or3to1

Cost-Effectiveness
Analysis

* Definition: Cost divided by unit
of effectiveness to compare
alternative approaches

s Example:

CEA=- = - = $1000/unit

Selected CRA Work
in Africa

* Ghana Safe Motherhood
alternative leaming approaches

= Rwanda health facilities costing
* Kenya PAC peer support

*» Essential Learning Methodology
= Tanzania zonat training centers




How Does One

rifinag = e TR ST W ARy s eom

Apply CRA?
= Costing

— Budgeting and expense fracking
— Costing tools available

— Must customize and adapt
* Resulis

— Integrate with other M&E or
special study

Costing

= Resources available for costing

= Types of costs
= What to include/exclude

» Period covered, data sources
= Estimated or actual costs

» Tracking labor (8020 rule)
= Indirect costs

Results

» Key indicators and targets

» Synchronize cost and
resulls data

« Instruments and procedures
= Linking cost and results data
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INTRODUCTION

The Centre for African Family Studies (CAFS) is an African institution whose mission is to
strengthen the capacities of organisations and individuals working in the fieid of
reproductive health, population and development in order to contribute to improving the
quality of life of families in sub-Saharan Africa.

To achieve its mission, CAFS conducts courses and provides research and consuliancy
services from strategically located bases in East and West Africa. with headquarters in
Nairobi, Kenya and a regional office in Lomé, Togo.

CAFS offers training programmes that are tailored to specific and unique needs of its
clients. The training programmes in the area of Reproductive Health and HIV/AIDS focus
on Advocacy, Information, Education and Communication (IEC) Behaviour Change
Communication (BCC), Gender and Empowerment, Management, Leadership, Youth and
Population and Development. More than 3000 participants attended CAFS' courses
between the year 2000 and 2002.

As part of its efforts to improve the quality of the training offered, CAFS developed a
participant follow-up system. [n 1989/90 CAFS introduced a system of follow-up of past
participants, which involved sending a simpie gquestionnaire on the use of skilis after the
course. The responses from this exercise were few and it prompted CAFS to come up with
a different way of participant follow-up.

In 1985 CAFS started a system of conducting surveys every two years on former
participants through visits in their respective countries. This system provided usefu!
information on how participants utilised the knowledge and skills gained from CAFS
courses. However, this approach was found to be very expensive.

In the last three years, CAFS has developed a new foliow-up system aimed at:

...

» Assessing utilisation of knowledge and skills gained from the course

Assessing gaps and weaknesses in training

Assessing emerging training needs

Collecting information on the type of assistance participants require from CAFS in
order to allow them to better utilise the skills gained from the course.

CJ

\J
.0

L)
0.0

L/
(4
.'

The main goal of the participant follow-up system is to assess whether the participants are
utilising the knowledge and skills acquired during the course. [n particular, the assessment
seeks to establish the extent to which action plans developed by the participants during the
course have been implemented and the constraints faced. This assessment aiso aims at
identifying weaknesses in training, emerging needs and additional support thal can be
provided by CAFS.

This paper is divided into four sections. Section 1 contains a description of the foliow-up

system. Section 2 contains a description of the tools and Section 3 contains the findings
from the pre-test. in Section 4 the lessons learned are presented.
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SECTION 1. DESCRIPTION OF CAFS’ FOLLOW-UP SYSTEM

To achieve the objectives of the follow-up system, CAFS has put in place the necessary
structures that include establishment of country focal persons, tracking information on
implementation of action plans, implementation of follow-up of training, follow-up activities
for in-country training, promoting contact between CAFS alumni and staff, and establishing
an alumni club.

1.1 Establishing Country Focal persons

In each country that has been identified as a priority, CAFS identifies and establishes a
focal person using pre-determined criteria. The focal person should display potential for
developing a network with the main organisations invoived in Reproductive Health in the
country. This may be someore with an already existing network and thus only requires to
strengthen it and also refers to those who may not have such an established network but
have the potential to create one. In addition, the focal person should display the ability and
willingness to market CAFS training and technical assistance services to donors,
government ministries, NGOs, the private sector and the civil society. The responsibilities
of the focal persan include identification of opportunities and marketing CAFS services in
the country as well as following up participants who have participated in CAFS courses.

1.2 Tracking information on the impiementation of participants’ six-month action
pians

CAFS has institutionalised a system such that for each course, participants develop
individual action plans for initiatives to be undertaken within the first six (6) months
following the course. The course coordinator ensures that the proposed initiatives can be
realistically undertaken within that period by the participant in his/her current position with
minimal additional investment from the employer.

The individual action plans follow a standardised CAFS format which is concise and fits in a
maximum of two pages. The action plans are in table format and include the following key
components:

e Activities to be undertaken

Techniques gained from the course that will be used
Support and resources required

Expected output (s)

Timing/ dates

During the course trainers facilitate a session for identifying the enabling and inhibiting
factors that would affect the utilisation of the knowledge and skills acquired during the
course and propose ways of addressing these factors. Once the action plans are
completed they are shared with other participants. The objective of the sharing action
plans session is to give an opportunity for peer review and obtain feedback on how the
action plans can be improved.

This process also serves to establish a social contract between the participants and the
trainers on the implemantation of the action plans zrd to seek commitment for completing



the follow-up questionnaire to provide feedback to CAFS on the planned activities. The
role of the CAFS focal person, as a liaison person between CAFS country manager and
CAFS former participants, is also explained. Participants receive the contacts of the focal
person in their country and are encouraged to link with him/her upon their return home A
standardised questionnaire is distributed and discussed during the session. The
participants are expected to complete it and send it back to CAFS six months after the
course.

The course coordinator officially sends out individual action plans to both donors and
immediate supervisors of each participant with a covering letter requesting the supervisor
to provide support to the participant in implementing the action plans. These action plans
are sent to the supervisors who have signed the participants’ application form within two
weeks after the course. The action plans are sent together with two questionnaires; one to
the supervisor and the other one to the participant.

The Mhist of participants from a country, together with copies of action plans and
guestionnaires, are forwarded to the CAFS focal person within the same period. The
completed guestionnaires can either be sent through the focal person or directly to CAFS.

1.3  Training Follow-up Implementation

Two months after the course, the focal person contacts the former participants to establish
linkage and sensitise them to share their experience in the CAFS course with their
colleagues and friends. The focal person also encourages them to seek assistance from
CAFS trainers in solving probiems that may arise from applying the knowledge and skills
acquired in the CAFS course. The focal person contacts former participants living in the
same town by paying them a visit at their workplace or calling them on phone.

Five months after the course, the Programme Assistant who assisted the course. in
collaboration with the country manager, sends a reminder to the focal persons for planning
this activity in the coming month.

Six months after the course, the focal person again contacts the former participants to
remind them to complete the follow-up questionnaire and return it. in a sealed envelope. so
that the focal person can forward it to CAFS. The focal person provides a copy of the
action plan and a follow-up questionnaire to participants who may have lost or misplaced
the original documents.

The focal person sends all the completed follow-up questionnaires to the country manager.
The latter reviews the questionnaires and passes them on to the Head of Technical
Department for English speaking countries or to the Head of Lomeé Regiona! Office for
French speaking countries for computerised data processing.

A data entry mask has been developed for processing the data from completed follow-up
questionnaires as they are received at CAFS. After processing the data. the programme
assistants pass on the original questionnaires to the course coordinator for further anaiysis.
This enables the course coordinator to undertake participant follow-up actions and {0 use
the findings to identify gaps in the course and improve the quality of the course.



In the month of July every year, the Head of the Technical department (H/TD) and Head of
the Lomé Regional Office (H/LRO) supervise programime assistants in analysing the data
from the follow-up guestionnaires for the training conducted the previous year. These
findings on the follow-up are compiled into a report and the H/TD presents this consolidated
report during the annual staff consuitation in September. This report is circulated to CAFS
major donors and stakeholders.

1.4 Follow-up Activities for In-country Training

CAFS trainers conduct a debriefing session for both the funding agency and the recipient
organisation before leaving the country after an in-country training. Using the CAFS
format, the debriefing report highlights the needs for ccaching the new graduates to enable
them to become fully competent in using the new skills. The debriefing highlights the skills,
which require coaching services from the CAFS' trainer and their costs. CAFS ensures that
training follow-up is budgeted for any bids for pregramme-based training.

1.5 Promoting Contact Between CAFS Graduates and CAFS Staff

In the month of December every year, the H/TD extracts from the Management Information
System (MIS) databank the list of all participants who attended CAFS courses during the
year per country with their contacts. This list is available on soft and hard copy. CAFS staff
travelling to any country take with them the list of CAFS former participants from that
country for the last three years,

CAFS staff visiting a country are encouraged to contact at least two former participants.
CAFS recommends that staff make physical visits as cpposed to telephone contacts. The
CAFS country managers are requested to allocate time to this activity in the staff trip
agenda. Feedback from the contacts with former CAFS participants is usuaily included in
the trip report.

1.6 Establishing an Alumni Club

CAFS will develop an electronic Alumni Club for assisting its former participants {o share
experiences. It will be exclusive to past participants in CAFS’ courses and selected “friends
of CAFS”. The privileges of the alumni members club will include: an alumni column in the
CAFS news and CAFS Website; receiving CAFS news, giving comments and input on their
experiences and documenting progress in both personal and professional areas; and a
chat room that the alumni will have access to, and provide an opportunity fo share
experiences.



SECTION 2. DESCRIPTION OF THE TOOLS

The tools used for the follow-up system consist of two questionnaires. one for participants
and ane for their supervisors as well as a data analysis plan. The self-adminstered
questionnaires seek information on various aspects cf the training and imaolementatior of
action plans.

2.1 Participants’ Questionnaire

The questionnaire for participants seeks information in the following broad areas.
background information. expectations from the course. career orogressicn. iritatives
undertaken as a result of the course. gaps in training. emerging needs and geners!
observations.

The first section on background information seeks to elicit details such as the na™e of the
participant. contact address. name of current employer: position. title of course atterded
and the date.

The next section focuses on the expectations and asks the participant to reflect on the
expectations they had when they applied for the course. and to list those expectations that
were met by the course and those that were not.

The third section on career progression seeks to identify any changes that have taken
place in their job responsibilities that can be attributed to the training. Participants are
requested to list the job responsibilities they had before training and the additional
responsibilities that they have been given after the training.

The section of the questionnaire on initiatives undertaken seeks to determine if the action
pians developed during the course were implemented and the specific activities
implemented. {information on barriers and constraints to implementing the actior plan is
sought as well as other initiatives undertaken that were not part of the action plan. Given
the importance placed on sharing knowtedge and skills gained with others. information on
specific initiatives undertaken to share the knowledge. skills and experiences from the
course with colleagues, is also sought.

The fifth section focuses on identifying gaps in training and requires the participants to
reflect on the given objectives of the course and to list the relevant topics or subjects that
were not covered by the course but are necessary for their current job responsibilities In
addition, the participants are requested to list any topics that they felt were not sufficiently
covered during the training.

The section on emerging needs requires that participants reflect on their current job
responsibilities and to list any additional knowledge and skills that they need in order to
work more effectively in their current job.

The final section of the questionnaire seeks information on their general observations cfthe
course. information on how they rate the experience with CAFS and how they rate the
performance of the CAFS trainers for the course attended. in addition. the participanis are
asked to indicate what assistance CAFS couid provide '0 enable them utilisa thair
knowledge and skills more eectively. Participants are also requested to indicate vwhether



they would recommend CAFS courses to colleagues and to state the specific course and
cadre of colleagues from their organisation to whom they would recommend the course.

2.2 Supervisors’ Questionnaire

The supervisor's questionnaire seeks information on the background information of the
supervisors (such as name, address, organisation and position) information on the
employee that attended CAFS course, and initiatives undertaken by the alumni. In the
questionnaire, the supervisors are requested to indicate areas where performance has
improved, any changes in job responsibilities that have occurred as a result of the training,
additional training needs of participants and information on any additional assistance that
could be provided by CAFS.

2.3 Data Analysis Plan

Information coliected from the questionnaires is verified and entered into a computerised
database. The data is categorised by type of respondent (supervisors and participants)
and course attended. Descriptive analysis of the data is carried out according to the broad
areas contained in the guestionnaire.

SECTION 3. FINDINGS FROM THE PRE-TEST

A sample of participants was selected to participate in the pre-test of the follow-up system.
The participants for this assessment were drawn from Ethiopia, Kenya, Uganda and
Tanzania. As this is an ongoing exercise, the findings presented here are derived from
guestionnaires that were returned to CAFS between December 2002 and March 2003.

QOut of the questionnaires received, 87% were from participants and 13% were from
supervisors. The information obtained was mainly fromn participants who had attended the
following regional courses: Management of Community Based Services in Reproductive
Health Programmes, Advocacy for Reproductive Health, Promoting Gender in
Reproductive Health and Rights and Managing Reproductive Health Programmes. In
addition, some participants had attended the in-country Proposal Development Course for
People Living with HIV and AIDS.

3.1  Expectations

Almost all the participants, 96%, reported that a reasonable number of their expectations of
the course were met. Less than half of the participants, 44%, reported that they had
expectations that were not met. More than half of the participants, 63%, reported that they
had made progress in their careers that could be directly atfributed to the training. It was
interesting to find that 85% reporled they have had additional responsibilities after the
training.

3.2 Implementation of Action Plans

Approximately 70% of the participants reported that they implemented the action plans
developed during the course. Initiatives undertaken by course participants ranged from
training other staff, initiating income generating activities, improving time management
within the organisation, reviewing existing management systems, organising workshops for



stakeholders and developing project proposals. Some participants indicated that services
were expanded, facilitative supervision introduced and monitoring was improved and they
were able to build better teams within their places of work.

3.3 Constraints in the implementation of Action Plans

The major constraints, faced by those who were not able to implement their action plans,
were a lack of funds, logistical difficulties and changed job responsibilities. Some
participants indicated that the planned activities needed to be in-built into the organisations’
strategic plan for both implementation and allocation of funds.

3.4 Other initiatives outside the Action Plans

It was interesting to note that a high proportion (about 74%) implemented initiatives that
were not part of the action plan. Initiatives undertaken that were not part of the actior pian
included training others, organising workshops, writing proposals. promoting gender
responsive messages for youth, and networking. Several of the participants indicated that
the proposals developed were funded and had resulted in expansion of the services and
establishment of other branch offices.

3.5 Gaps identified

Some weaknesses were identified in the courses in terms of topics that the participants
thought were not sufficiently covered and those not covered at all. Comparative analysis of
the responses by course indicates that these weaknesses were very course specific.

For example, participants to the Proposal Development Course and Managing RH
programmes course indicated that behaviour change communication was a topic that was
not covered but is necessary for their current job responsibilities. Gender was another
topic that participants from the proposal development course and the Managing RH
programmes course reported was not covered but is necessary for their current job
responsibilities.

Participants also specified topics they felt were not sufficiently covered by the course.
Participants from the Gender course felt that the application of gender anaiysis tools to
unique situations was insufficiently covered. In the Management of RH programmes
course participants felt the topic on financial management was not adequately covered
whereas in the Managing Community Based Health Services in RH course the participants
felt the topic “Introduction to EPI Info” was not sufficiently covered and was necessary for
their current job responsibilities. In the Proposal Development course one participant
indicated that the topic on project outputs, outcomes and inputs was not sufficiently
covered.

3.6 Emerging training needs

On reflecting on their currently job responsibilities, participants were able to iist some
emerging needs and additional knowledge and skills they required. The specific additional
knowledge and skills participants felt they needed to be able to work more efficiently in their
current jobs included using computers, information technology. communication. and
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Behaviour Change Communication (BCC). Other important emerging needs were HIV and
AIDS and project managernent.

Participants were requested to indicate the kind of assistance they expect CAFS to provide
in order to enable them to better utilize the knewledge = r.d skills acquired from the courses.
On analysis of the responses three broad areas in which the participants would like
additional assistance from CAFS can be discerned. Tnese are further training to update
skills, dissemination of updated materials on relevani iopics and networking to facilitate

sharing of information and experiences.

Almost all of the past participants have shown er interest to maintain and sustain
communication with CAFS and with one anothe- siv that they can continue to share
experiences and knowledge with each other. Suggestions on some of the ways this couid
be done were made anc included creating list serves and an alumni association. The
respondents also requested for assistance from CA=E in obtaining funding for the concept
papers, action plans and proposals developad during the different courses. In addition,
participants required assistance that was specific io the course attended. For example, in
the proposal development course for people living with HIV and AlDS, additional assistance
in developing strategies for sustainable tra~sfer cf knowledge and skills within the
organisation was identified as a need.

3.7 Generai Observations

In general, 96% of the participants rated CAFS training as either very good or good with a
similar percentage rating the performance of CAFS trainers as either very good or good.
Almost all, 92%, indicated that they would recommend CAFS courses to their colleagues.

3.8 Findings from the supervisors’ questionnaire

Analysis of the findings from the supervisor's questionnaire in general corroborated with
that obtained from the participants. All the supervisors reported that the participants had
undertaken initiatives or activities as a result of the training. In all the feedback received, ali
the supervisors reported that the performance of the participants had improved.

Approximately 75% of the supervisors reported that there had been a change in the
employee’s responsibilities since they attended the fraining, which was lower than the 85%
reported by participants. The supervisors unanimously reported that there were other
areas covered by the participant’s job description that required performance improvement,
which could be addressed by further training or technical assistance. As performance
improvement is a continuous process, this was not surpnsing.



SECTION 4. LESSONS LEARNED

From the findings of the pre-test. CAFS has learnt several lessons, the moest ‘mportant of
which are listed below.

Lesson 1

A number of participants were able to undertake initiatives outlined in the action plan while
others were not able to due to lack of funds and logistical difficulties. This is an important
tesson for CAFS in the sense that in giving the guidelines for action plans it is crucial for the
trainers to stress that the proposed initiatives should be those that can be realistically
undertaken within the period indicated by the participant in his'her current positior with
minimal additional investment from the employer.

Lesson 2

Most of the emerging needs identified by the participants are HIV and AIDS. Behaviour
Change Communication, Gender and use of computers and information technology. which
are covered by existing courses at CAFS. The finding that most of the emerging needs
identified by the participants are covered by existing courses supports the relevance of
CAFS courses.

lesson 3

Almost all the former participants have shown an interest to maintain and sustain
communication with CAFS and with one another so that they can continue to share
experiences and knowledge with each other. That the participants have requested for
establishment of a network and mechanisms for sharing information is an indication that the
current system, as designed, is responding to real needs from the field.



ANNEXI: Participants’ Questionnaire

1. PARTICIPANT INFORMATION

First Name ) Last Name

Sex

Name of Current Employer _

P.0. Box Town/City Country

Telephone Fax Email

Current Job Title/Position

Name of Employer at time of the course

Title of Last CAFS Course Attended

Period of Coursefrom/__/_ 1/ [ /1 1 [ to T A |

Day Month  Year Nay Month Year
2. EXPECTATIONS FROM THE COURSE

(iy When you applied to attend CAFS course you had several expectations, please list your
expectations (maximum of four) at the beginning of the course that were met:

Expectations that were met

:

EREE
|
\
’
|

ﬁ

(ii) List your expectations (maximum of four) at the beginning of the course that were not met:

Expectations that were not met

—




3. CAREER PROGRESSION

(i) Have any changes taken place in your job responsibilities since you attended the course that you
can attribute to the training? Yes No

{if) List the job responsibilities you had prior to the training and any new or additional responsibilities
you have had since the training.

? Responsibilities prior to training . New/Additional Responsibilities after training
1 f
2
3
4

4. INITIATIVES UNDERTAKEN AS A RESULT OF THE COURSE

(i) During the course, you prepared an Action Plan to implement upon your return to your
organisation. Have you implemented the Action Plan you developed during this course?
Yes __No

(iiy If your answer is “Yes” to the above question. list the activities you have implemented in the
table below.

' Activities implemented in Action Plan

K

2

3

4

{iii) if your answer is “No” to the above question, list the reasons why you have not been abie to
implement the Action Plan in the table below.

. Barriers/constraints to implementing Action Plan
1

2

3




(iv) List any other activities or initiatives that were not part of the action plan, that you have
undertaken using the knowledge and skills gained from the course.

"~ Tfher activiiesfifiatives undertaken
1 R

S— -

]

(v) Have you undertaken any initiatives to share your knowledge, skills and experience from the
course with your cofleagues? Yes No

(vi) If your answer is "Yes" to the above question, list the activities you have undertaken to share
your knowledge, skills and experience with others.

Other activitiesfinitiatives undertaken
ﬂ e e

5. GAPS IN TRAINING

(iYy  Given the objectives of the course you attended, list relevant topics or subjects that were not
covered by the course but are necessary for your current job responsibilities.

| ___| Topics/subjects not covered

|
i
3

,Tii___ I
|




(ii) List the topics that were not sufficiently covered during the course.

Topics/subjects not sufficiently covered

6. EMERGING NEEDS

Given your current job responsibilities, list any additional knowledge and skills that you require in
order to work more efficiently in your current job.

. Additional knowledge and skills required for current job

i1
2
3 S
4
7. GENERAL OBSERVATIONS
{i) in general, how would you rate your experience with CAFS’ traming?
___Very Good ____Good ___Fair ___Poor
{ii} How do you rate the performance of CAFS' trainers for the specific course you
attended?
___Very Good __ Good ___ Farr __ Poor

(i) What assistance can CAFS provide to enable you to utilise your knowledge and skilis
better?

(iv) Would you recommend CAFS’ courses to your colleagues? _ Yes Na



[

(v) If your answer to the above question is “Yes”, what are the different cadres in your organisation
that you would recommend to attend CAFS courses”?

!
]
1 | |

5 ~ ————————————

L

|
|

Course ' _Type of Cadres ]

|
: _. S

4

8. Date questicnnaire filedin  /__{_/ [f_J1_1 1_{_1/

Day Month  Year

Thank you for taking the time fo complete this questionnaire.



ANNEX [l: SUPERVISORS’ QUESTIONNAIRE

BACKGROUND INFORMATION

Name of Supervisor:

First Name Last Name Sex

Name of Organisation

P.0O. Box Town/City Country

Telephone Fax Email

Joh Title/Pasition

Name of Employee that attended CAFS Course:

First Name Last Name Sex

Title of Course Attended by Employee

Period of Course from/_1_ [/ _{_11_1 { 1o S R A Y A A A |

—_— e

Day Month Year Day Month Year

1. (i) Has your employee undertaken any initiatives or activities as a result of CAFS trairning?
Yes No

(i) If yes, please list the activities that your employee has initiated or undertaken as a result
of CAFS training.

Activities undertaken




2. (i) Has there been any improvement in the performance of the employee since he/she
returned from the training?
Yes No

(ii) If your answer to the above question is “Yes”, please state the areas where performance
has improved.

Areas where performance has improved

3 (i) Have there been any change in his/her job responsibilities since the employee attended
CAFS’ training? :
Yes _No
(i) If your answer to the above question is “Yes", please state the changes and/or additional
job responsibilities that have been assigned.

Changes in job responsibilities 1

w|

4, (i} Are there any areas of hisfher job description which require some performance
improvement that can be addressed by further training or technical assistance?

Yes No

(i1} )f your answer to the question above is “Yes”, please list the areas where further training
is needed:



Training needs of employee

(i) Are there any unmet needs for training or technical assistance in your organisaticn or
prograrmme that can be provided by CAFS?
Yes No

{ii) If your answer {0 the above Guestion is “Yes", please list the unmet needs for training or
technicat assistance that can be provided by CAFS.

Training or technical assistance needs

Date questionnaire filedin [/ [ 1 |
Day Month Year

Thank you for taking the time to complete this questionnaire.

At
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CAFS System for Participants’

-

Follow-up

-

The CAFS system of participants’
E% follow-up has twa componants:

« Follow-up on the implementation

h of action plans developed during e
I the training

» Development of a network of |  ———~
5_01 CAFS alumni

H

E; Action plan follow up
Ef} component
“Objectives: " “

+ To assess the quatity of CAFS e e
training

* To identify gaps in the training I —
offered by CAFS

+» To assess the emerging training
needs -

|
!
I vo provide continuous training
|
i

!
i Process of action plan |

| follow up

1 T e e e T

"« Establishment of couritry focal ! -
E! persons j

« Development of action plans during
;} the training

+ Sharing the action gians with e e
§ sponsors and supervisors
+ Sending questionnaiies for both I

—
"

. participants and suparvisors ET) 4
i months after the training

P




] Process of action plan
follow-up continued

« Collection of compieted
.} questionnaires by focal persons

* Entry of the data on a continuous
!i basis into the database

» Analysing the data
* Production of a report

; * Feedback to CAFS trainers and
; E alumni and their supervisors

Q * improve CAFS training ‘

a * develop new courses

H * provide support to CAFS alumni

q

i‘ Tools for Action plan
follow-up

a * Questionnaires for course
B participants

* Questionnaires for supervisors
g + Data Analysis Plan
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. Expectatlons met
.‘ = Career progression
’ + Initiatives undertaken
. + Gaps identified in the training;
’ . « Emerging training needs
+ Areas of performance improvement
) ! ohserved
+ General Observations

' Prellmmary findings on
"% action plan follow-up

"+ 96% had their expectations

N tulfilled
. _ = 63% had made progress in their
B careers
. * 70% had implemented the action
plans developed during the
course

- |

lmtlatlves undertaken

. Trammg other staﬁ'

. * iIncome generating activities for
._ their organisations

* improving time management in
the organisation

* Organising workshops
. * Developing project proposals




Initiatives outside the
action plan

_

* 74% reported initiatives not in
. the action plan
. « Initiatives included:
- Promoting gender
. - Networking

- Writing proposals
N\
R

. Emerging needs
LY identified

&

h. Mainstreaming the following in all
’ CAFS courses:
st. + Behaviour change communication
’ * Project management
d . * Information Technology
. ¢« HIV/AIDS
Ea * Research and evaluation

i Development of Alumni
Networks

: Objectives:

+ To promote self-leaming and mutual
) . support
* To share experiences

To use the satisfied clientele to promote
. CAFS services and products

LT



Strategies for development of

alumni networks

R T S T R T

¢ Creation of a network for each
course cohort

+ Establishment of an eiectronic
network for all CAFS alumni

» Facilitation of fora at the
country level for sharing
experiences and best practices

F

+ Documenting best practices at

Strategies for alumni
network continued

A B b b

the country level

+ Encouraging dissemination of
best practices through national
presentations and sharing them
electronically

I

Status of network
development

: i
L i e/ YA IS IS - ,": B

= Networks for some specific

course cohorts have heen
developed

* The overall netwaork is heing
designed

+ An association of alumni was
created in Mali in Jure 2003
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Challenges in the follow-
up system

W

* Responses to questionnaires by
participants and supervisors

+ Creating, managing and
sustaining the alumni network

4

Lessons Learned

1. Action plans developed during the
course should be such that they can
be implemented with minimum
resources

2. Findings confirm relevance of CAFS
courses

3. The system as designed is
responding to identified needs from
the field.

4

—

Group Exercise

e 4

oy

(a) Based on your experience, what
suggestions can you offer to
strengthen this foilow-up system?

(b) What are some of the practical
ways in which assessing training
impact in Africa can contribute to the
improvement of training processes?

{c) What do you see as the main
challenges in assessing training
impact in Africa?
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Using evaluation results to improve

Integrated Management of Childhood
Iinesses (IMCI) preservice training

delivery

Prof. Yvonne Botma
School of Nursing, Faculty of Health Saiences

University of the Free State, PO Box 339
Bloemfoniein. South Afnca, 9300

e-mail; gnvkybiameduovs acza
275140123476

Curriculum background

&4 vear degree programine

@ Register with professional council with 4
qualifications

Jgeneral nursing
Jdecommunity health nursing

Omidwifery
Upsychiatric nursing

Curriculum background

@ 1996 curriculum change to CBE & PBL

Jexperiential leaming takes place in community
Jstudent takes responsibiliy for own learming

Seontextuakise leaming material
Otheory and practice integration

Dproblem solving and cntical thinking

& Developed curriculum in ¢ollaboration with

services and community
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Curriculum background: content
selection

& It year
QCommunity development
(Family assessment & carc
OCenditions commonly found in the community
e.g. hygiene related (dermatology and
commumicable discases presenting with a skin
lesion}, environmental hygiene

OUpper and lower airway infection

Curriculum background: content
selection

42 Year: conditions found in PHC clinics e.g.
QQ Hypertension,
Q HIV/AIDS, TB
3 Anearisia
21 GI e.g. diarrhoea, constipation. worm infestation
0 DM,
O Contraception, STI
1} Urinary tract infections

Curriculum background: content

selection
#39 Year: conditions treated in hospital e.g.
O M,
QO PE,

Q Fractures, replacement
1 Renal failure,
Q Neurology, neurosurgery
40 Year: midwifery and psychiatry




Curriculum background
Experiential learning areas
# 1 year: community based
€ 2% vear: primany health care clinics
# 3 vear; hospital based care

@ 4# year: psychiatric nursing and midwitery

tcommunity, PHC settings and hospital
based)

Curriculum background

® Experiential learning two (2} days week
{08:00 - 16:00)

& Three {3) days per week class

& inter-faculyy eaching

& 2000 SANC requested IMCI incorporation

@ 2001 School of Nursing incorporated [IMCI

Discussion topics (15 min)

& What are the similanities or differences in
the curricujum presented and yours?

# Are there any prerequisites for
implementauion of IMCI?

4 What are the factors that hindered or
facilitated the incorporation process?

-5



Implementation process

Research and Educational Orientated

Action research cycles

Revised
tan

Refiect -

Observe

Data gathering strategies

# Formal weekly facilitators meetings
®Engaged learning questionnaire

@ Informal discussions with students
#Focus group interviews with students




Planning 1* cycle

®2"¢ Year curriculum
# Train facilitators in IMCI

# Schedule at beginning of year to equip
students so that they can cope in practice

@ Use WHO UNICEF material (hard copies)
@ Approximate 11 weeks vs. 11 davs
@ IMCT as separate entity

Planning 1% cycle

@ Immunization skill
QDemonstration
OPractice in simulation laboratory
OPractice in PHC clinics
DAssessment skill

Planning 1% cycle : Timetable

Mon | Tues 23 89 |Wed | Thur Fry 2.2
lt.E‘r o 77';‘3; =T Dl T
| Assessment fever & | Assessment:
‘ zar9e Mainumton &
: anera ] i”
; Injecton
FRP rest ]
=7 i e
Assessment : Cither
{ IMIMuNIZanen ; problems 128
=[ Immunication




Planning 1%t cycle :Assessment

@ Feedback in class on paper cases done at
home

&2 written open book tests (Chart hooklet)
Part of semester mark

& 50% of summative evaluation (Chart
booklet)

Reflection: cycle 1

®Facilitators felt mare comfortable to
accompany studenss in clinical sctting

4 Students enjoyed it

# Students felt it is very appropriate because
they could immediately apply it in their
experiential learning

@ Students thought it was very easy

Reflection: cycle 1

@ Students/facilitator ratio 23-1 vis 4-1

@ Self study activiiies were not done

#Relied on clinic staff for accompaniment of
students in ¢linics

#DoH was unsure whether they will be able
to keep on supplying students with hard
copies




Reflection: cycle 1

@ Setting a paper could be tricky and needed
thorough moderation

@ Strong students became bored and wanted
to move on faster

# Could integrate theoretical content into
IMCI

# Immunization skill effective

Engaged learning

@ Vision of leaming
dresponsible.
dsell regulated,
self evaluation.
energised.
o Lfelong
& Tasks:
Achallenging.
Jauthenne and muitidisciplinany
& Assessment:
Jauthennc ask, performance based

Engaged learning

@ instructional modet:
dinteractive

@ Teacher roles:
Jtacilitator, guide, leamer

@ Student role:
Hexplorer,

by practitioners.




Engaged learning: Cycle 1

Student's Role Tasks

Faciltater's Role

/ Assessment

Instructional Mede|

Planning: Cycle 2

@ Start at beginning of year

# As the School of Nursing has a multi media
centre with an instructional designer,
computer mediated teaching was an option.

@ Compulsory | day orientation period before
university starts

Planning: cycle 2

& Advantages of computer mediated teaching
WETC!
ASindent facilitaior ratio would improve
QEach student must do alf the case studies on
commputer, therefore eyvervbady is Torced o
work
UReading material on conruter
UPrint reading materiat or ke copies from the
library. Not dependen: on Dofl for copies,




Planning: cycle 2

JStudents could work at their own pace.
UCeomputer access at home
A students still received a chart booklet
OO -line access using CD-Rom

# Better integration into 2nd year content

@ Theoretical assessment remained the same

Planning: cycle 2

dObserve or witness management of 5 INIC]
cases in PHC ¢linic

JdRecord them in the workbook and have it
signed by the professional nurse imvolved

Planning 2™ cycle : Timetable

‘Mﬂn Tues 213 v Wed I Fim 20
“:‘“Ti‘. 1} ‘7' RN T ] SNNCINNG SRISH




___Summative assessment
]

Paper ! Jhows) .
|IMCI and accompanying theory | 55
Theme 1: I 10_ ,
Theme2: 10
Theme4: 15
"'Tﬁmeg:i ‘ 20
\Professional practice | 10
TOTAL 120

Reflection: Cycle 2

Always be ready for any
surprises in life...

Reflection: cycle 2

#Students did not attend orientation session
# High bandwidth needed for video files

ONetwork resources were limited during
campus-wide student registration
& Students did not follow assignment
submission process correctly
# Logistical problems with computer venues




Reflection: Cycle 2

¥ Swdents:
Sdifficult o read on computer
Qfeedback took o long
Scompuier toe slow

Jdid not print or made copies
2 enjoved

= did o tare armght at home

Reflection Cycle 2

#Facilitators

ook too much time to comment cn
assignments

ADue to incorrect submission provess files
would not open and were therefore not marked

dFrustrating

Simegration with theory worked well

JClimeal workbook activities were an
tmprovement but still not effective enough

Engaged Learning: Cycle 2

Shudear Rolm . . Tamkn

Fac Sstor's Ao Msersmact

T trucoora o




Discussion: 10 min

® Please comment on the advantages and
disadvantages of the rwo implementation
strategies.

@ Do you think it was necessary to change the
delivery mode after the first
implementation? Please motivate your
answer,

Planning: Cycle 3

4 SA DoH adapted IMCI to South African
needs,
QCase studies changed
Qlmproved on HIV/AIDS
USeparated Malnuirition and anemia

Planning: Cycle 3

€ Oniy assess and classify wore on computer.

@ Computer (WebCT) murkued submissions
and gave immediate fewdback

@ As photographs were already on WebTT it
remained as coraputer aetis ity

@ Was done in second half of semestor




Planning: Cvcle 3

# Orientation day scheduled atter University
has already started

@ DoH provided hard copies of adapted
modules and chart booklet for currem
students

@ Acuvities are in separate book than reading
maictial

Planning: Cycle 3

# Had theoreticat classes about TB.
immunitv. HIV AIDS, anaemia and worm
infestations before starting with IMC1

& Reast of IMCH was done face to face again
with a ratio of 20 23-1

& Theoretical assessment remained the same
as previous vears

Planning: Cycle 3

@ Clinicat assessment: case study was added
and was part of practical semester mark
dARepettion and implementation o theon
IMuluple <hitls
LIRS FE
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Cycle 3: Case study

= Technical skills {computer)

» Application of professionalism

= [nterpersonal skills {relate 10 mother)
» Lnerature research

Cycle 3: Case study

@ Forms part of the practicai module mark

@ Not exceed 8 typed A-4 sheets of paper, 12-
point font size, and at 1.5 spacing

@ The title page, table of contents, and
addenda do not form part of the § type-
written pages

4 Only the first & pages will be assessed

4 Should do your own typing on computer

Cycle 3: Case study

STEP 1

#Select the infant/child (<5 years)
who will be the subject of study when
you write your TMCI case study

STEP 2

4 Obtain written permission from the
patient




Cyvcle 3: Case study

@ Write a short introdugtion, Correct and complete 2
- Health care center where Incompiete 1
mfant child was seen Not done O

- Date of assessment

- Age of the infant chitd

- Weight of the infant child

- Temperature of the infant child

- Give a briet descnption of the
child’s problems

- Indicate if this is an inttial or
follow-up visit

- Give a brief overview of what is
o follow

Cycle 3: Case study

# Draw up a bibhographs. 1000, <
AUTHOR INITIALS. Year Tidle. Place .
where published Publishers SR 4
AUTHORINITIALS Year Title of 3w, 3

: LI B
article. Jeurnal Volineip )

- AT Jeast four aourees must be used 23490, 2

- Recenti- it sears: SrEa

- Alphabetcal

- onspstznt onder

- ONSIAENT pURVIUALon
- Separate page

- Detailed reterenves

Nothing

Reflection cvcle 3

¢ Studentx
Qekker Modern and not boring
JNMore computer achs ihes
AVery appropriate
JFelt it was easy and vens relevant

. . : ‘
:"J.’: AU YRR E I LS QLS A A £ PR

ASchedule cartier in semester




Reflection cycle 3

#® Facilitator
Q Computer was effective
OReduced work load as not necessary to
comment on submissions
QStudents need face to face imeraction when
doing treatment
QHard copies are necessary (hand back to School
after completion of semester)
" 3A1 students need a chart bookiet to keep

Reflection cycle 3

QIMCI needs 1o be done at beginning of year
QVideos on computer/CD-Rom

OHaving done HIV/AIDS, anemia & worm
infestation before commencement of IMCI had
some advantages

Reflection cycle 3

Vislon of Learning
Ty

63

Student's Rok . . Thaks

&

Facilitator's Role %/' Agaeazmaent

Instruttions) Modet




Conclusion

@ Necessary to equip nursing students with
IMCI knowledge and skills

@ Should be integral part of the sillabus

@ Should be included in continuous and
summative assessment

@ Try various strategies and select the best
way for your institution and circumstances

Discussion: 10 min

What recommendation regarding the process
for identifying and making improvements to
IMCI pre-service training delivery will you
make?

Thank you very much for your
attention.

Baie dankie vir u aandag

Kea leboa
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Appendix: Echoing information: an effective way of reaching
many providers in Africa

Pamela Lynam, Nancy Koskei, Eileen Welsh, Margaret Meme

I. The Need

Prior to the revised 1997 Kenyan Reproductive Health/Family Planning Policy
Guidelines, organized dissemination of new policy in reproductive health/family planning
did not exist. Guidelines were placed in the hands of policy makers, administrators and
medical department members for distribution, rather than dissemination. Trainers and
service providers did not know how to translate policy into practice.

2.The Intervention

In 1997 The Kenyan Reproductive Health/Family Planning Policy Guidelines and
Standards for Service Providers were updated to reflect current advances in
contraceptive technology and harmonized with WHO reproductive health guidelines and
standards. JHPIEGO took on the task of disseminating these guidelines to reproductive
health nurses working throughout Kenya.

A training package (SDG Dissemination) was developed, reflecting the updates on
contraceptive methods. In addition to the SDG training presentation, another version,
called an orientation package was created. The orientation package was significantty
shorter and focused on major changes in the guidelines. Additionally, a laminated job
aid was used (English on one side and Kiswabhili on the other), summarizing a key point
of the Guidelines. An approach to using the package (calied enterTRAINment ) was
developed around the package. Thirty-five trainers came to Nairobi to receive the SDG
training. A subgroup of trainees received additional training using the abbreviated
orientation package. Within the orientation package subgroup a smaller group was
identified to receive support supervision in the future.

JHPIEGO training methodology prescribes interactive sessions. At this session an
approach, sometimes called enterTRAINment, was empioyed. This technique uses
humor, surprise and repetition — an interactive, attractive and energetic way of getting
information across -- in an effort to have the participants internalise concepts.

Key to the SDG dissemination is the fact that each participant had his/her own copy of
reference materials and a laminated jobaid. The training was enhanced by the
“official” nature of the new National Guidelines. They added legitimacy to the
proceedings, promoting participant acceptance of practices that were unfamiliar to many.

Perhaps the clearest explanation for the success of this “better practice” was the use of
the Kenyan decentraiized training system, established by the Ministry of Health in the
1980s. Since 1992 JHPIEGO helped strengthen the decentralized training system by
supporting district-based training teams. Using this system JHPIEGO developed a cost
effective, model approach to training called the “echo training system.”

3. The Application

PREVIAUS PAGE BLANK
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The DTC network was used exclusively for the training, which was initially conducted at
the central level, replicated at the district level by DTC training teams and again at the
site level, completing the “echo” cascade. Over 6000 service providers were trained with
evidence of dramatic change in their behavior and practice. This network made it
possible to provide updates to large numbers of staff with minimum resources, even in
remote areas. Interagency cooperation, that is, cooperation of the Provincial Medical
Officers, the DTCs, and the Department of Primary Health Care enhanced the
effectiveness of the training. The intervention was independently evaluated by Family
Health International (FHI) and Population Council.

4. The Results

FHI and Population Council measured pre and post-intervention levels of knowledge,
practice and attitude. In addition to the standard guidelines package (called SDG), some
trainees received the orientation package (OP). Within that subgroup some trainees
also received support supervision (SS), six months after the training. This additional
intervention strengthened (in some cases doubled) training effectiveness.

Using the DTC network was extremely effective in changing knowledge and practices of
providers. For example, providers who knew of the conditions necessary for LAM
increased from 5% at baseline to 33% after the intervention. Similarly, new clients
advised to use condoms in addition to a regular method increased from 40% at baseline
to 57% at follow-up. New clients denied services due to non-menstruation declined from
18% at baseline to 0% after the orientation package and support supervision
interventions.

5. Lessons Learned

¢ This approach gets beyond the ‘usual suspects’ in training. It reaches the hard-
to-reach - many participants at the echo orientations had not been updated for
10 or 15 years.

+ Additionally, it reaches the most motivated — these who want to learn without
the added benefit of a per diem. Other lessons we have learned from this
program are:

s Great materials are a key to success. This was stated again and again by
stakeholders and participants

» Stakeholders should have input into the whole program, so that it is theirs

s Partnershios and good relationships between all the players not only leads to
success, but leads to pleasant and fruitful continuing working relationships.

o ltis possible to train large numbers of providers EFFECTIVELY

* We believe that this method of reaching large numbers will be found to be cost
effective when compared with traditional approaches

e Support supervision or ongoing contact is key to success

6. Challenges

Care must be taken not to compromise quality when ceciding to use shorter training
sessions, orientation packages and updates. Re-deployment and frequent trainer and
service provider transfers can erode training (and service delivery) systems. Transport
and road conditions pose major constraints to progress with training, as do the state of



repair of some training venue sites. Cost of the addition of support supervision might be
unaffordable and is currently being analyzed.

7. Future Directions

This system could lend itself to many other areas of health care, such as malarna,
STD/HIVIAIDS, adolescent health, neonatal care, safe motherhood and post abortion
care. We recommend the use of this system for any future in-service (or pre-service)
orientation of health care personnel in Kenya.



s




Echoing information: an effective

way of reaching many providers in
Africa

Dr Pamela Lynam, IHPIEGO, Narob:

Ms Nancy Koskel, IHPIEGO Naro
Ms Eileen Welsh, jHPIEGO consulant

Dr Margaret Meme, Division of Repraductive
Health, MOH, Kenya

Format of the Session

1. Introductions/Overview
2. Brainstorming - what works/what are

the constraints in ‘traditional’ training of
many healthcare providers?

3. An approach that works: RH/FP for
inservice providers by echo orientations

4, Some results
5. Lessons learned

Discussion

1. Introductions/Overview
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Brainstorming

What works/what are the
constraints in ‘traditional’
training of many health
care providers?

Summary of RH/FP Echo
Orientations

» Great Standards & Guidelines produced

»n However, nobody knew about them -
passive distribution did not work well

» Innovative dissemination methodology

n Effective dissemination package

w Interactive training methodology

w Rigorously evaluated

m Resuits — this method of dissemination
works!

Some Results

Ref: John Stznback, PhD, FHI, North Carolina




Providers who knew the 3 LAM
conditions

Baseline Standard [S1.ER

Providers who know that IUDs
are good for 10 years

3T,
Tt

Baseline Stamdard OP {IP-8%

Providers who think vaseline is a
good condom iubricant

Baseline Stamderd “Op 3P
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Providers who think Depo can
cause permanent sterility

Baseline Standard OP OP+58

Providers who think tarnished
IUDs are contaminated

Baseline Standard

Providers who had heard of
EC

Baseline Standard




Providers who could
correctly define EC

$8%9%4%8%%

- s
@ oo
% e
. & s

Bagseline Stasdard

Providers who had provided
EC

e, T B
”."4‘ ————— — - S
e, - -
e Lo

- “.‘.f.

Baseizne Suandard OF OP+S8

Providers who say they give 6 or
more cycles to continuing users

Baseline Seaminrd or RNy

1n1



Provider vs. continuing client
reports on 6+ pill cycles given

0%

kL

0%

o i - ..
Providers say.... Clients get...

Clients advised to use condoms
_in addition to regular method

Baseline Foliow-op

Clients advised to use condoms
in addition to regular method

o me
| 17" Baseline |

-—— B Followup




New clients denied services
due to menstruation

Baselime Follaw-up

New clients denied service
dues to menstruation

Proportion of New Clients who are
Non-Menstruating
1998 vs. 2000

Bascline b eitom—ap




Conclusions

m K.A. and even P. improved

= Improvement sustained

m “Echo effect” worked

a More reinforcement > better
ocutcomes

= First conclusive evidence in Africa that
guidelines work

Highlights

m True teamwork:

s MOH (DPHC, DTCs, DPHNs, PMOs,
MOHSs)

w Between MOH and JHPIEGO

a Between CAs (JHPIEGO, FHI, Pop
Council)

a Between donors {MAQ/AID-W; AID-K;
DFID and EU, through KFHP)

a Within office

23

Highlights

m This approach (echo; snowballing;
cascade; second generation; trickle-
down; rollout) with simpie package
worked -

a effective
= efficient

s extensive (estimates between 6,500
and 10,000}




Highlights

= Buiit on established decentralised
training system

= Great materials and interactive
training are important

® Specific barriers addressed (eg
menstrual barrier reduced by half)

Highlights

a Simple {orientation, not 2 week
training)

m Took training to participants

m Frontline/grassroots providers

s Importance of supervision

s Training strengthened the system,
and vice versa,

Observations from the field

s many SPs had no update for 15, 20
years

s very poor knowledge amongst the
majority of SPs, even though they
are the ones providing services

» few materiais out there

u frontline sites rarety supervised
externaily

TR



N

Observational from the field

» incredible enthusiasm - providers and
clients

m thirst for knowledge

s 1-2 days too littie, since this was not an
update {as intended}), but turned into a
basic course

a challenging to change practices
w trickle down effect can be far-reaching

a Any healthcare area can now be dropped
into the system

28

4. Lessons learned

29

Lessons Learned

» This approach get beyond the ‘usual
suspects’ in training: they reach the hard
to reach

= It reaches the most motivated
= Great materials are key to success

= The program and materials should be
developed by key stakeholders

» Strong partnerships are a key to success

30




Lessons Learned

a Large numbers of providers can be
trained EFFECTIVELY

= These methods are cost effective

= Support supervision or ongoing
contact is key to success
s Recoghnition for learners is important

5. Discussion

1N
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“Pattern Language”

A tool for designing spirited training

“[Certain patterns] create life by allowing people to release their energy. by allowing people.
themselves, to become alive. Or, in other places. they prevent it, they destroy the sense of life.
they destroy the very possibility of life, by creating conditions under which people cannot
possibly be free.” (Alexander, 1979:108)

PATTERN LANGUAGE IN LEARNING GROUPS

Abstract

Pattern language is a tool for designing learning experiences and for helping new trainers see
how a group is learning or not. Patterns are the basic elements that make up this language.
Patterns resolve contradictions between what we want and what is actually present. Using
patterns rather than techniques allows new teachers or trainers to find their own voice and style
in resolving the contradictions. For experienced trainers, patterns are a way to fine-tune designs
and make sure that the teaching plan leads to learning.

Introduction

Pattern Language is a concept explained by architect Christopher Alexander in his book The
Timeless Way of Building. In this book he develops a theory that describes in modern terms an
architecture that is as ancient as humanity itself. The Timeless Way of Building is the
introductory, theoretical volume, in a series of three books published in the late 1970s by the
Center for Environmental Structure in Berkeley. California. Alexander writes. “There is one

timeless way of building. It is thousands of years old, and the same today as it has always been.

The great traditional building of the past, the villages and tents and temples in which man feeis
at home, have always been made by people who were very close to the center of this way. And
as you will see, this way will lead anyone who looks for it to buildings which are themselves as

ancient as their form as the trees, the hills and as our faces are.”

This “timeless” way is what brings life to buildings. "It is a process that brings order out of
nothing but ourselves. it cannot be attained. but it will happen of its own accord. if we wiil oniy
letit.” (Alexander, 1979:ix)

Atexander refers to our innate wisdom, or our intuitive knowiedge about buildings "that are right”
and how they influence our mood and spirit. We can all recognize a building that gives Ife and
that inspires us, that gives us energy. We can also recognize instantly a building that drains our
energy. that takes our spirit away. Sometimes we are aware of these feelings. sometimes we
are not. in either case, the architecture around us. our physical environment has something to
do with our feelings of aliveness or un-ease.

From buildings to organizational environments

A work in progress - March, 2003
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It is a small step to move from buildings to organizational environments. And, with the current
emphasis on learning organizations, another few small steps to move from organizational
environments to organizational arrangements for collective learning.

This workshop emerged out of a series of questions. triggered by the reading of Alexander’s
book: Is it possible that there is an organizational equivalent to the architectural concept of
“patterns that give life?” Could we look for the patterns that give life and that destroy life in
groups that claim to learn, and from these build up a repertoire of patterns and create a (new)
pattern language to support the transformation of the workplace in very practical and exact
ways? And if so, is there a fiuid “code” as in genetic code, which generates this same “quality
without a name” in group processes that Alexander describes for living/workplaces, a code that
brings life to the group and the individuals? Is there some process which takes place inside a
person’s mind, when he allows himself to generate a meeting of minds that is alive?”

The notion of patterns and pattern language

“[Certain patterns] create life by allowing people to release their energy, by allowing people,
themselves, to become alive. Or, in other places, they prevant it, they destroy the sense of life,
they destroy the very possibility of life, by creating conditions under which people cannot
possibly be free.” (Alexander, 1979:105)

if there weren't any patterns in our language, we would hava a very hard time creating
sentences and communicating, because each time we would have an endless variety of word
combinations to make a sentence, and we would have no way of distinguishing those
combinations that make sense from those that don't. Pattern language in architecture is no
different. Each part of a room, each house, each neighborhood, each town or region has to
follow certain patterns “to make sense.” Each pattern is embedded in a larger pattern and all the
pieces are related to one another.

This phenomenon of interconnectedness is equally present in places where we are supposed ta
learn. Course objectives, visual stimuli, comfort and layout of room and furniture, participant
materials, demeanor of trainers and the way participants or trainees are welcomed and inducted
into the ieaming process are interconnected and either mutually reinforce or undermine one
another.

Teaching and designing

Experienced teachers or trainers' have accumulated much tacit knowledge during their careers
about what makes for extraordinary and transformative learning experiences. There are of
caurse some basic requirements for any kind of training, and those are codified in countless
teacher training and TOT* manuals and courses. But each axperienced trainer adds something
important to that body of basic teaching knowledge that is hard to transmit to a new generation
of trainers. This “quality without & name” becomes indistinguishable from our personality and
our experience, and therefore hard, if not impossible to reproduce for novices. The dilemma for
each seasoned trainer is how to teach this “extra” knowledge without asking the new teacher to
become a carbon copy of him- or herself, and risking to leave the new teacher feeling
discouraged because the gap is just too big.

Pattern language in learning groups

' Teaching and training, in this paper. are used interchangeably
a2 - .. .
- Training of Trainers



Pattern language is about making explicit this "quality without a name.” this innate knowing of
“what gives life” when groups come together to learn. Not just the innate knowing of the teacher
but also the innate knowing of the students. The use of pattern language allows the group to
unearth its own wisdom and use a “timefess way of being and working together.” This "timeless
way” in groups is no different than Alexander's "timeless way,” fthis process that] brings order
out of nothing but ourselves, and that can only be attained if we fet it happen.”

What are we trying to create?

When a group of people, adults, children or both, come together to learn. we want to create an
atmosphere in which people fuel each other's self-confidence, sense of personal power and
autonomy, the feeling of being significant and the hope of being abie to make a difference. We
call such an experience (whether in a classroom, out in the workplace or on a field visit — or
some combination of those) spirited training, an event where the human spirit can soar. If
learning environments cannot release such feelings, then they are deficient. no matter what the
specific learning objectives are.

Patterns for spirited training

Patterns exist in relationship to a vision of what we want to create. Patterns tell us where we can
find the resolution of a tension that exists between what we want and what exists. As such.
higher-order patterns are similar to what Dee Hock refers to as principles. "behavioral
aspirations of [a} community, a clear, unambiguous statement of a fundamental belief about how
the whole and the parts intend to conduct themselves in pursuit of the purpose.” (Hock. 1999)
They are not prescriptions. They do not tell us how to act exactly.

Alexander's architectural patterns are nested. and exist in a hierarchical order. with higher-order
patterns setting the tone for lower-order patierns.” [We have not yet figured out whether this is
the case for patterns in learning groups.] identifying the patterns is not a linear step process. nor
a two-dimensional blueprint. Much as Alexander's actual building process. in which he uses the
setected patterns to build, there is a lot of trial and error in identifying the patterns. And then,
when applying them to a training event, there is a lot of experimentation, imagining “what if.”
putting stakes down and pulling them up, repositioning them, trying things out. revisiting the
vision, seeing the tension again, clearer this time.

In our search for “good patterns,” we also came across “bad patterns.” those that take the spirit
out of training, the ones that make peopie defensive. afraid to ook silly. that kill curiosity. that
focus on comfort to the detriment of learning, that insert control where none is needed. We den't
need to list them because the patterns that follow undo them, automatically. Thus. here are the
patterns we have begun to see emerge as we strive towards this desired state of “spirited
training.”

Each pattern is numbered and given a name. In the descriptions below we have foliowed
Alexander’s structure for describing patterns (see Alexander's Volume Il A Pattern Language i»
which he describes 254 patterns). So far. with help from a small number of people” who share
our enthusiasm for the concept of pattern language as applied to learming groups. we have
identified twenty-one patterns. We list what we have seen as the probiem. something that
interferes with this vision of meeting minds and soaring spirits. Finally, in italics, we propose a

" To illustrate this potion of nesting, consider how the pattern of 4 door becomes part of the pattern of an entrance
way, which becames part of the pattern ef howsex looking out on a strect, which then hecomes nart of the pattern o7
a neighborheed. ete.

* These include Joe and Rita Sterling, Axel Magnuson. and Bob Kramer




resolution to this problem, without exactly prescribing specific trainer or facilitator behaviors.
Sometimes we have added a quote that speaks to the particular solution. This is stilf very much
a work in progress. We are still reshuffling and renaming the patterns. They are tentatively put
into categories, which may again change as the number of patterns increases.

How to use the patterns

According to Alexander, “Each pattern is a generic solution ‘o some system of forces in the
world. But the forces are never guite the same. Since the exact configuration of the
surroundings at any one place and time is always unique, the configuration of the forces which
the system is subject to is aiso unique — rio other system «f forces is ever subject to the same
configuration of forces.” (Alexander, 1979:147). The implication of this is that when we design
training or when we teach new trainers, we can never superimpose a recipe for action (do this,
then do that). The configuration is always unique. As we wcrk in different cultures we will find
that there is always a peculiar interaction between the unigue cultural forces of that place and
that time with the universal human longings that the patterns speak to. Thus, the situation is
always unique, and no prescriptions will do, because no ong has been there before, quite in the
same way.

Furthermore, according to Aliexander, “Each pattern is a relationship between a certain context,
a certain system of forces which occurs repeatedly in that context, and a certain [spatial}
configuration which aliows these forces ta resolve themselves. As an element of language, a
pattern is an instruction, which shows how this spatial conf guration can be used, over and over
again, to resolve the given system of forces, wherever the context makes it relevant.” (247-248).
Thus, when designing training, or when teaching less experienced trainers, once we have
covered the basics of procedures and techniques (doing a needs assessment, determining
competencies, writing learning objectives, etc.) we use the patterns to help focus attention on
the context and the forces that occur in that context and the facilitator interventions that will
allow these forces to resolve themselves (as opposed to tre facilitator/training organizers to
resolve whatever problem exists in the context).

A reading of the various patterns, followed by a discussion can reveal which ones are
particularly relevant or desirable. This then sets the stage for an exploration of ways
in which these patterns can be actualized, drawing on the combined experience of the
design group. In the case of teacher training or a TOT, aspiring teachers can begin to
re-evaluate prior experiences through the lens of the patterns and look for
manifestations of the patterns, or, for that matter, observe other trainers. This will
enable them to expand their repertoire in ways that fit who they are.



PATTERNS FOR CREATING SPIRITED LEARNING EXPERIENCES

LEVEL ONE: PATTERNS TO MOTIVATE PEOPLE TO MOVE OUT OF THEIR
COMFORT ZONE AND CONSIDER LEARNING

 These patterns create a state of mind. a sense of anticipation. a sense of safaly and an
interest in the experience that is about to begin.

1. STIMULATING THE SENSES

Our mood is influenced by our environment. A cclorless, windowless. unappealing
environment depresses our spirits and easily triggers a fiight reaction (coming late. leaving
early, frequent trips to the bathroom, cigarette breaks. dozing off. doing other tasks. in short
not being present). Therefore, the frainer or facilitator needs to create an environment that
appeals to the eye. ear and spirit. Music. colors. poetry. light sources. scheduling of breaks
are all ways in which to do this. "Prospect, refuge. and visual ambiguity are physical
gualities in the environment. Our eyes respond by wandering. lcoking. seeking. resting. As
the eye moves, the mind is asking questions, being curious, moving into a mode of
exploration and creativity.” (Pergamit et al, 1997}

2. ALIGNED EXPECTATIONS

If people have no opportunity to express in safety their expectations for their presence in the
room, tensions will arise later when expectations aren't met, Therefore. the trainer. facilitator
needs to create a safe space for people to explore and address the expectations and issues
with which they came.

3. RESPECT FOR LEARNING ANXIETY

The anxiety that accompanies learning is often greatly underestimated by trainers,
especially less experienced ones. According to Ed Schein, “learning anxiety” is the biggest
block to transforming organizational cultures. Learning anxiety is often expressed by
participants as fear of loss of self-esteem, fear of looking incompetent, or fear of having to
“unlearn” previously successful ways of thinking and acting. Therefore. the trainer or
facilitator must show deep respect for the potential “learning anxiety” of people who
participate in their sessions: otherwise. ‘resistance” will be high and litfle genuine learning
can lake place.

POWER DIFFERENTIALS

Especially at the beginning of learning experiences. trainers carry considerably more
authority and power than participants. 1t is not uncommon for participants to project
unconscious expectations, disappointments, or positive fantasies from the past onto an
authority figure who may not be well known to them. At times these projections have the
potential to inhibit or enhance the learning of participants as they transfer the past into the
"here and now.” Power differentials also exist between participants, though they tend to be
more overt. Therefore. trainers or facilitators need high levels of emotional self-awareness
to recognize how power differentials between them and participants can hinder or enhance
fearning in the “here and now.”



LEVEL TWO: PATTERNS TO UNLEASH ENERGY AND REMOVE RESTRICTIONS
TO LEARNING

These patterns create an environment characterized by freedom and playfulness to
explore and experiment, where participants feel encouraged and supported, where
learning is the norm, and where trust can be developed.

4. LIFTING OF SPIRITS/RELEASE OF ENERGY

The presence of spirit and energy is probably the most important resource a group has in
order to achieve its learning tasks. Therefore, the trainer or facilitator has to make sure that
the collective experience lifts rather than depresses the spirit and releases the energy of
individuals to the colfective task. The best way fo do this is to provide opportunity for
wonder, excitement and (in organizational settings) the: revalidation of the work as
meaningful to the individual and society.

5. OPEN SPACE

A restricted physical space restricts psychologically. Therefore, whenever the available
space is too limiting, the trainer or facilitator needs to Ia0k for ways to expand, either by
using other adjacent spaces if possible, moving outdoors, removing furniture, or any other
action to allow for expansiveness of conversations and ideas. This includes also temporal
space. All this needs to be accomplished without violating agreed upon boundaries.

6. SAFE CONVERSATIONS {or NO PLACE TO HIDE)

Most people do not feel safe to speak out about things that really matter to them or that are
problematic, painful or controversial, when they feel exposed or vulnerable. This is usually
the case in large groups (more than 8 people or so) when it convenes in a plenary session.
Vulnerability increases when there’s no place to hide hehind (tables are taken away, a large
group of strangers sits in a circle) or when it is not possible o speak in a low voice and be
heard by everyone in the group. If the purpose of the jroup's coming together is to learn
together, some manageable fevel of vuinerabiiity is reijuired. The level of discomfort that
individuals can tolerate (before they get paralyzed or llee) usually goes up as people get to
know and trust one another. The set-up of the room, v/hich has a direct bearing on people’s
sense of safely, should change accordingly.

7. LEARNING AND COMFORT ZONES

People who are too comfortable do not learn anything significantly new. People who are too
anxious cannot learn either. Therefore, the trainer or ‘acilitalor needs 1o monitor closely
each individual's sense of comfort. Those who are too comfortable need to be (gentfy)
provoked or confronted. Those who are experiencing a sense of danger, need to be
supported in re-establishing a feeling of safely. The various zones (comfort, learning. or
danger zone) are different for each individual and the first two expand with increasing self-
confidence, while the danger zone decreases. The frainer or facilitator wants to move
people out of their comfort or danger zones into the zone for optimal learning. Mihaly
Csikszentmihalyi suggests that “flow” emerges only v-hen anxiety and boredom are in
optimal balance.

8. INTIMACY GRADIENT

Early in the training trust levels are usually low and psople are still trying to find their voice
and role, struggling with issues around inclusicn and exclusion, leading and following,
competence and intimacy. Exercises that provide an opportunity for people to give honest
feedback to peers, or disclose hidden parts of themselves are more appropriate and have
more impact when given later in the training. If given toc early, when people are not ready,



they may backfire, driving the level of insecurity up and confidence down. compromising the
creation of a conducive (enabling) atmosphere. Therefore. trainers needs to carefully gauge
the level of readiness of individuals fo disclose and reveal hidden parts of themselves and
others and adjust the dosage of such exercises over time.

9. LAUGHTER AND LIGHTNESS

The absence of laughter and lightness takes away the hope for making breakthroughs. cut
through barriers, and shift the dynamics of a group. Therefore. the facilitator needs to create
space for the possibility to laugh and leave oppressive reality behind from time to time.
without it being an excuse tc flee from difficult topics.

LEVEL THREE: PATTERNS TO TAKE ADVANTAGE OF LEARNING
OPPORTUNITIES

These patterns create an environment that triggers rich conversations and learning
everywhere, that is creative in seeing underutilized resources for teaching and learning.
and where everyone is both teacher and learner.

10. SELF IN GROUP

Whenever peopie are allowed to act unaware of the impact of their own behavior in a group.
tremendous opportunities for learning and growth are missed. Therefore. the trainer or
facilitator needs to create opportunities for people to explore their own reactions as a
member of the group and learn in the "here and now.” This includes awareness of
dominance, aggressiveness, passivity. defensiveness and the trigger events for those
behaviors. Opportunities for people to give each other feedback. in a supportive but honest
way, build mutual trust,

11. DIGESTIVE AIDS

Experts or top managers have a tendency to bombard people with new ideas. decisions.
analyses, theories and other information because they think “the people need o know.”
This can easily degenerate into information overdose, and more often than not the
information washes right through the group, like a swollen river. Such a river drags with it
valuable topsoil. “Information dumps” do the same, they erode confidence. Therefore. the
trainer or facilitator needs to produce the necessary structure (a task. a conversation guide.
and a set of refiective questions) to help people digest information or decisions presented to
them.

12. ENERGY DIPS

Shifts in energy always happen in groups. The upward shifts in energy are obvious and
great morale boosters. The dips are not as obvious. They tend to be subtle at first (a2 non
specific feeling of something missing), which, if left unattended, becomes more and more
visible. One usually sees increased “traffic” around the room. people visiting other groups.
more and more peopie who are idle, looking bored. more and more lethargic group
discussions. signs of shallow thinking and reasoning, low quality products. Such shifts
provide unique “‘peephoies” into the life of the group after excitement has worn off. offering a
view of how this group deals with energy dips; does it coliude and wait for directions. or
does it notice the dip and proposes to do something about it? Therefare. the teacher or
facilitator needs to watch for such energy dips and observe what happens. This may contain
some useful data to help the group discover ways to re-energize itself. confront its own
dependency and explore ways to break old patterns. This may also be a time to make some
changes in the flow and timing of the program.
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13. REHEARSAL

The capacity of the brain for short-term memory is limited. Without rehearsal, repetition or
some other kind of reinforcement, verbal information is retained in short-term memory for
only about 20 seconds (Gazzangina et al., Cognitive Neurcscience. W. W. Norton, 1998).
Therefore, trainers or facilitators should plan purposefully to reinforce, with new or differing
approaches, the main ideas they want to share with peuple.

14. IMAGES AS MNEMONICS

The brain is a pattern-seeking device. Cognitive scientists report that the capacity for long-
term memory of pictures is astonishingly high (ibid.). The eyes contain 70% of the body's
sensory receptors. We have the capacity to absorb more information visually than through
any other sense. “Thinking in pictures” is one of the primary ways we learn. Therefore,
trainers need to find ways to transiate or connect abstract ideas, models, theories or
concepts with visual imagery such as colorful posters, pictures, or cartoons.

15. PEER TEACHING

The best way to learn something may be to teach it to scmeone else. Peer teaching allows
participants to discover what they really understand an« what remains confusing. It also
allows them to “rehearse” what they have learned and find their own language to
communicate it to others. Therefore, trainers or facifitators should experiment with designs
that incorporate peer teaching.

LEVEL FOUR: PATTERNS TO SEE THE OTHER

These patterns re-arrange our sense of "self” and “ather,” providing opportunities to
appreciate the gifts of the world around us, and to expend our repertoire for creative
problem solving.

16. PLAYFUL OTHERNESS

Being with people who are most like us is comfortable but restrictive. Bringing in “the other”
can throw people off balance and trigger self defenses. Therefore, trainers should look for
opportunities to let people experiment with “otherness” in & variety of forms that slowly
expand people’s comfort zone and let them explore thedir own prejudices and find common
ground amidst differenczs. There are a variety of training techniques to facifitate this (e.g.
role reversals, simulations, interviews, fishbowls, movies, drama, visits and fact-finding
tasks).

17. THEM + US = NEW US

If trainers don't interfere, people will find a seat in the bieginning that is comfortable to them
in terms of their relationship with the rest of the room (‘ront row, sides, middle or back row)
and the people near them (usually colleagues or friencs). They will return to this same seat
after each break for the rest of the training or class unisss trainers intervene. If trainers do
not intervene, except for the occasicnal group exercise:, staleness enters the room,
reinforcing the underlying message that we ourselves o rot have to change and it is OK for
everyone to stay in their comfort zones, both in regard to the relationships they form and the
perspective they have on the room. Therefore, by frequently changing name tents, as well
as the constitution of groups. the facilitator provides opporiunities for people to shift their
perspective, and broaden their circle of acquainfances. This will help them test their biases
and prejudices, and redefine wheo is “us.” Sometimes 'his means creating groups that are as
heterogeneous as possitile (in terms of sex, age, professional and/or organizational
affiliation), sometimes it means creating homogeneous groups to exacerbate differences
between groups.



18. DIFFERENCE IN SAMENESS

People who look similar from the outside can be more different than those who look
different. Such differences can be “explained away" as personality problems and thus be
discarded as something on which we cannot act. Although the latter assertion is correct (no
one is going to change their personality because we want it changed). the former is not:
what often goes for “difficult personality”™ usually means a difference in type. style or
temperament. Therefore, we need to name and acknowledge such differences. and explore
ways to make them work for the good of the whole.

LEVEL FIVE: PATTERNS TO LINK THE LEARNING TO “THE BIG PICTURE,” AND
" REAL LIFE OUT THERE

These patterns both root the experience in real life and distinguish it from real fife,

- presenting a set of concepts that are meaningful and that allow people to talk with one
another across boundaries in ways that are not possible “out there.” yet feel connected
to the world “out there.”

19. RETURN TO PLAN (for organizational retreats rather than classrooms)

i a group gets together to chart out its future but never refers back to what it had planned
earlier, continuity is lost and so is the opportunity to learn from the past. Therefore. the
facilitator needs fo include a review of what the group said it would do and an exploration
why it did or did not accomplish those things. and help the group celebrate its
accomplishments and at the same time extract lessons learned or things to do differentiy
next time around.

20. THEORY ANCHORS

Experiences that are not anchored in theory lead to drifting. People may drift in all sorts of
directions, making it impossible to move a group forward as a whole. Therefore. the trainer
or facilitator should provide the necessary conceptual models. theories or frameworks to
help people make sense out of the experience(s) and create a common language to help
people to talk with one another about the experience(s).

21, APPLICATION

Theories can be easily discarded as useless or academic if people have no opportunity to
test them against reality. Therefore. the trainer or facilitator needs to create opportunities for
participants to test the theory or model and determine for themselves whether it makes
sense. For example, thearies about group phenomena can be tested against the
experiences of the group (and the individual in the group) in the here and now.

22. REAL LIFE

Classroom settings or retreat settings shield people from some elements of reality that can
easily discourage or annul the positive effects of the sheltered experience. Therefore. the
facilitator needs to make sure that the group remains connected to the world of work “out
there.” by bringing the outside in and/or taking the inside out. This can be done through field
visits, guest speakers or panel discussions that bring fogether credible practitioners. The
trainer also needs to help the group transition back towards real life towards the end of the
experience as a group. so that people leave with increased confidence in tackling the
dilemmas out in the real world.

23. MEANINGFUL TRANSITIONS

Training events. especially classroom training, are different from work routines. and unless
beginnings and endings of such events are clearly demarcated. may easily fuse into "more
of the same old, same old.” Beginnings and endings carry great symbolic and cultural



meaning for people. Therefore, the trainer or facilitator needs to consciously plan for a shift
from “out-there” to “in-here,” and from “in-here” to “out-there,” and integrate this into the
fearning design rather than leave it to default or char:ce. Music, food, ceremonies,
acknowledgments or rituals can ease the emotional pain and ambivalences of entering and
leaving. Carolyn Egri, in a pioneering 1993 JME® article on end-setting, shows how she

her classroom as she and her participants bid a deepiy emotional farewell to each other.

LEVEL SIX: PATTERNS TO TAKE THE OUTSIDE WORLD BACK INSIDE
These patterns re-connect what is happening in the outside world with what is
happening in the inner world, providing opportunities for learning and growth.

24, INTROSFECTION AND REFLECTION

Full programs and busy schedules tend to drive out time for reflection. Without reflection
there is no introspection. Without introspection learning remains at arms-iength, leaving
values, habits and practices unexamined, and impa:t shallow. Therefore, the trainer or
facilitator needs fo gauge when reflection is desirable, when it is critical and in what form it
should take place. For example, reflection can be done privately in a journal, in meditation,
during a walk, or in a letter to self; or it can be done coilectively at the end of an exercise, an
entire day, or course through a series of questions answered in plenary or in paired
conversations.

25. TIME-OUT FROM WORK

Relentless (course) work and routines, cries for immediate attention from things, people and
details around us tend to crowd out awareness of the larger meaning of the work for oneself
or ong’s group, giving short-thrift to what ultimately energizes and motivates us. Therefore,
the facilitator or trainer needs fo look for ways to craate a space to re-direct people’s gaze to
that what is considered worthwhile and valuablie

26. SELF-ESTEEM LEVERS

Low self-esteem skews the view of the world. Low self-esteem aiso narrows one’s
psychological range of motion. It is very hard to see the difference one makes when self-
esteem is lacking. Confidence and self-esteem act as levers for translating what happened
in the training setting into the difference that it aims to make. Therefore, if the trainer is to
make training “stick,” he or she needs to find ways to Hhoost confiderice and self-esteem to
increase the charnces of experimentation, application and the to-be-expected mistakes.
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Whaﬁs Preservice Education?

Leamirg that takes place in undergraduate and
graduate heathcare educational Institutions (e.g..
medical, nursing and midwifery schiools) over a
period of 1-6 years

. Ensures a basic set of skill competencies fora

general heaithcare provider (ideally, based on a job g~
description for atter graduation}

Prepares students to bacome FP/RH heaithcare
providers (physician, nurse, midwife}

Advantages of PSE from
Experience and the Literature

Opportunity to disseminat2 updated RH paolicies
and standards

- Graduates practice what they see/learn from

PSE rolé modeis

Reaches more providers at once than through
insesvice training, ensuring commaon
krowledge/skiils

Strengthens existing ecucational institutions,
ieading to sustainability

Immediate changes result in the healthcare
sysiem....because PSE strengthening ensures a
set of core competencies

PSE Advantages cont. ..

Faculty/trainers become advocates for and role
models of quality RH services

More effective use of existing student leaming time
(rmore contact time for students)

Development of model service sites for training
{service delivery sites providing quality services in
compliance with national standards)

Strategies transferable to other disciplines

(e.g.. pediatrics, surgery)
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Challenges cont..

Clinical skills of classroom faculty often
inadequate ‘

Applying interactive learning techniques
for large class sizes

Large numbers of students at clinical
training sites-—caselqad issues

NEB. to do this traeiners must go thraugh trainer
development pathway (o ensure effective transfer
of learning

Facility Challenges

- Nursing School: .
- Class size® 50-70 sludents
— Lecture style—takes
meticulous notes, few
reference materials

— Clinical preceptor provides
different—sormetimes
conflicting—information

— Only writlen exams for
competency assessmant

E3

-

Chalienges cont. ..

Once posted.. .does she have adeguate skills to offer
needed services?

Often the answer is "N¢”

Regqular inservice trairing needad
Motivation for new skills—"add-on"
Few faculty due to civil unrest

Low salaries N




Phases of Strengthening Preservice

Education 4
Plan — &  Prepare ’
and and
Oriert Conduct
Training
Ravom Py
> lﬂwﬂh(mﬂu
Evaluate Frren P Review
Training \ and
Revise "
‘? g
Phase 1 — Plan and Orient ]

Conveneg and crient stakeholders 0 pre-senvice
education at national ievel in order {0 achieve
CONSENsus

Create a naticnal working group
Conduct a needs assessmen!
Develop a nationai pian of action

Onent national and tocai level opinion teaders and
decision-makers

Create a curricuium strengthening group

Use the following process:

STEP 1

+ -create 3 national working group
~conduct a needs assessment

« -Develop a pian of acticn

« -Orient Nationai and iocal fevel opinion ieaders @i
decision makers r,

+ -create a curmcplum strengthening group




Phase 2 - Prepare for and Conduct Training o

= Train the curriculum strengthening group ;
+ Technical update ]
» Clinical training skills

« Strengthening the curriculum

= Plan for implementation in each institution

= Develop and produce teaching, learning and Cag
assessment materials e

Equip the teaching institutions

Phase 2 - Prepare for and Conduct Trainiﬁg;
cont... -

Plan for implementation of strengthened portions of
the curticulum in each institution .

. Orientation additional faculty and relevant clinical
staff

Prepare clinical practice sites A

+ Train additional faculty and relevant clinical staff
Support supervision to institutions and trainees
Conduct and menitor teaching

Phase 3 - Review and Revise Training

. Review the institutiona! plan of action
Assess the methods and materials used
Measure the outcome of teaching

. Revise the instifutional plan of action

Conduct review and revision visits at the national -
level

Review and revise the national plan of action
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Cost-Benefit of Preservice Education 4

T

= Investment to intiate both wservice training and "
preservice strengthening is high at the beginning to
develop the resources needed

« Cost benefit of preservice 1s demonstrated once tha
program 1$ strengthened and resources are in place

- Faculty and preceptors are trained and functiompg

- Cumicula are strengthened and being
implemented

- Learming materals are developed and available
- Chinical sites are upgraded.

Cost-Benefit of Preservice Education (cont, .}

- Reduced need for recurrent inservice traming
CyCles. saving scarce training resonrces

— Students trained in essential seruces—thus
productive senvice providers—when they take
their place in the workforce

« Insututionahzation of preservice education
programs

— Supported by country budgets wnich fund
preservice educational institutions directly from
their nationa! budgets

Cost-Benefit of Preservice Education
{cont...}

A

- FP/RH service delivery improved at climical training
sites
— The number of cliants increased over the penad




- AL

Findings

Strengthened preservice FP/RH nu-sing and
midwifery education continues in 8 schools in
Uganda

— Changing preservice education dees not
occur overnight but requires sustained
support overlime

— All schoois continued to implement & clinical,
skill-based FP/RH component

— Competency-based Iraining mathods and
teaching aids (including instructcr's guides
and reference materals) still veing used

Trained Faculty Still in Place and Teaching '

Faculty assignments take into account faculty training
and experience

— All schools have at least t
one fultime FP/RH facuty !

— 75% of faculty respondents
raceived training througa
the TRH Project

- Clinical faculty obtained
government accreditation |
as FP/RH service providers; =

for schoo! clinics

Preservice is an Important Investment. ..

Preservice is sustainable after the initial investments
are made

— Trained faculty and revised curricula al
educational institutions

— Educational institutions often have their own line e
itern in a national budjet




Preservice is an important Investment. .

L-YstTatl
apidiy

Cost-tereft of PSE seen fart,

- Climscal-site upgrading. guahly sensces beng
provided

- Curniguiar revisions to ¢nange uzdate what
students iearn

— Ensures that scarce training resources are
avairable fer nsenvice rainrg focuses on
refreshing and upgrading for
complex sophistcates services

And It has Long-Lasting Effects..,....

+ Lasting /mpact from PSE

- Students cite professors.mentars as moedeis
because they are respecled semor clinical
eXpers in a8 country

- When they graduate and begin service
provision. students practice what theyve
oeen taugnt

+ an the foundation aiready estabushed

Long lasting effects cont. ..

Process of strengthening PSE for FP RH

- Provides a foundation for competency-based
humanistic learmng

— Can be appled to ali content areas imaternal
and neonalal heaith, PAC, pediatrics. cervical
cancer prevention. efc jin praservice educabon

— Other content areas can be strengthened more
Guickly, Dunging

13
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A Balance is Needed in Any Healthcare 7

System

A balance of preservice education and inservice
training is needed:

Inservice training is always needed

— More appropriately focused on refreshing and
upgrading for complex/sophisticated services

. Presenvice education should focus on a set of core

competencies

— This ensures that all healthcare providers
graduate with the basic FP/RH skill set to
provide the needed services

From students
n Uganda

From students.
in Kenya

Thank You
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Introduction

The Aga Khan Healith Service in Kenyva (AKHS, K} 1s a permanent and well-established
provider of not-for-profit health services in Kenva. It has a broader mission of
contribution to the health system of Kenya and the other countries of East Africa. A key
aspect ot this broader mission is the work of the Community Health Department (CHD).
which trains community based health workers and health care providers in order to
develop sustainable. effective. efficient and equitable healthcare system responsive to the
needs of the deprived rural community.

CHD does not directly provide health care but acts as a resource orgunization providing
technical support to service providing. partner organizations (government heaith sernvices,
community organizations, other NGOs and private providers) assisting them. From
analysis of and reflection upon its program experience with its partners, CHD contributes
to policy dialogue, advocating the formulation and refinement ot health policies and
strategies so that health services are increasingly relevant to the needs and expectations of
rural and poor populations.

Background

Since Alma-Ata declaration (WHO 1978) several agencies have tried various strategies 1o
ensure better health of the community. However. efficient management of scarce
resources and the sustainability of the healthcare remain a challenge. With ever shnnking
resources for health and development. planners are baffled with the issue of finding
sustainable flow of resources and its efficient management to provide basic care to the
population.

One of the ways in which the Kenyan health system has attempted to respond to this 1ssue
is by introducing the mechanism of cost sharing at the health facilines in the public
sector. However. the healthcare svstem still remains fragmented with inadequate supplies
and the management of scarce resources remains questionable. This has necessitated
capacity building to health care providers and community based workers so that they are
able to manage their own resources. A lot of responsibility has been placed on the local

FREVIOUS PAGE BLANK
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community and health care providers especially at the paripheral levels to take charge of
the affairs of health sector. This-is a new phenomenon to many ot them, which calied for
empowerment in skills building. CHD has been a partner working with the Government
of Kenya towards realization of the principles of primary health care arising from the
Alma Ata Declaration. CHD has participated in formuiating policy dialogue and training
community based health workers so that they are abie ro manage health issues at the
community level.

CHD has trained community based health workers since the early 80s in its PHC and
KHHSP programs. To date a total of over 3000 health workers have been trained. The
initial strategy was to train master trainers who it was assumed would continue training
community based health workers in their arcas of operation, which would ensure
sustainability. However, a major review carrted out in 1999 among the trained CBHWSs
showed that 30% ot the master trainers were inactive. One of the lessons learnt from the
review was that there was high attrition rate among trained CBHWSs. Reasons for the high
attrition included the expectation of the CBHWs that they would eamn a living out of the
community training which was not met; lack of confidence and fear of failure in their
task which made some shy away. Another reason was that some trainers expected that
after training, the NGO (Aga Khan Health Service)} would put them on the pay roll,
which never happeuned.

During the review, it was also observed that the criteria for selection of CBHWSs was a
major issue. Initially, participants for CBHW training were handpicked from among the
powerful and those with strong influence within the community. Those selected for
training were relatives of influential persons mostly politicians and village elders and
acted as gatekeepers assuming that the training would land them jobs. As a lesson learnt
CHD realized that commitment of CBHWs was difficult t assess.

From the review, it was also noted that the training methodology focused on the aspect of
providing technicat knowledge as regards to the health affecting the community like
family planning, and immunization among others. It was learnt however that on the other
hand participants do have inner fears, which are sometimes initial hindrances in learning
and effectively articulating what they are taught to other community groups in the field
when they are required to carry out further training. This inner insecurity is an aspect,
which in many occasions is overlooked and hence not deal: with.

In training, many times trainecs are taught on leadership skills. They are then expected to
play a role in the activities at the village level having obtained the skills. However, it is
not practical to produce a leader in just undertaking a one or two days session on
teadership. Good performing leaders need maturity. confidence and ability to articulate
the training topics to relate to people’s lives. This is possible over some period of time
especially with a lot of hands on and field experience. One of the points also noted in the
review is that follow up is of paramount importance. Follow up helps the trainees to have
a preview of what they are required or intend to train or facilitate. Thereafter, post



mortem of what is trained is thoroughly reviewed and any back up support is provided to
trainees. This builds their confidence to handling issues, which theyv are in doubt.

These lessons learnt are not unique to Kenya alone: in the Philippines. Community Based
Medical Practitioners (COMMED) has a training program designed to provide the
community-based practitioner with the necessary skills to practice community medicine.
However, COMMED doctors found that the skills necessary to promote health in the
rural areas of their country were quite different from those thev had been taught in
medical school (CONTACT Christian Medical Commuission, 1892),

Rationale

Health systems strengthening was one of the major activities deemed for the health sector
since a lot of responsibilities was passed down to the periphery arms of the health
structure. In the spirit of decentralization. the heaith facilities. which were at the lowest
level of the health structure. were expected to take up more responsibilities in the
management of health care in their catchment regions. This was a major challenge they
encountered in the face of constrained resources and inadequate capacity in management
and administration issues. As a result. one of the solutions was the capacity building
through training of both the health staff and community members who were expected to
work together in the improvement of the health status in their areas. In addition. they
were expected to increase their resource base. which opened an era of cost sharing where
the communities were expected to contribute towards funding of the facility through a
system of fee for service. As much as cost sharing was a welcome attempt. the skills to
handle financial management and wise use of the new resources generated was a
challenge and hence required skills in this area.

During this time. CHD in turn put a tot of focus into capacity building of health personnel
as well as community health workers with the main aim of making them responsive to the
changes of the health system. In this evolution, CHD has become renown as resource
organization in its capacity building programs. which ensures that training given to health
care providers is holistic touching on all 1ssues trom guality of care. to management of
health tacilities. This has seen the production of modules on health information systems:
financial management system. and organization and administration 1ssues.

Capacity building has evolved from the ancient known classroom method. From a recent
interview conducted by Aga Khan Health Service. Kenya in 2001 many health care
providers agreed that for a long time the teaching has been a chalk and talk process: and
this becomes a different situation once on the ground. For instance it 1s one thing to write
an essay on leadership and styles of management, based on notes taken from lectures or
from books in order to pass an exam. and another thing to actually manage in real and
often constrained circumstances. As much as such training could be continued through
pre service training seminars, these could be taught in a transmittal and theoretical
manner rather than a participatory and practical way. (AKHS, K. CHD. 2001).

1829



. In this process of developing the modules, CHD has also realized that, health care
providers interact with the entire communities where they work who influence and
contribute in a big way towards the success of good performing health facilities. This
calls for them to understand what happens at the facility for them to be actively proactive
in the activities of health issues around their facihines. Again it is has been realized that
some of the community members who are expected to play vital roles at the facility and
linking these activities to the villages need also capacity building. This therefore led CHD
to include careful selection of all participants who would then be trained in an
environment together with the health care providers, thercby creating a common ground
where issucs are articulated bearing in mind the views and perceptions of different
participants. This enriches the whele training and ensures that once on the ground, it 18
easy work and relates the various functions of the different members of the community
working at the facility.

This cumulated into the strategy that CHD uses with careful and vigorous follow up to
those who are trained to give them support and carry on training on the ground.

THE STRATEGY

Our training programs have demonstrated that to achicve significant reproductive health
outcomes the following need to be put in place.

The Selection Process

CHD has emploved an elaborate and rigorous process through which the trainees are
selected and recruited. CHD ensures that the trainees are drawn from a wide variety of
disciplines and represent various sectors within the community set up. One of the key
lessons learnt in our past experiences is that, attrition rate for those trained as TOTs
(Training of Trainers) was high when there were not subjected to interviews. In view of
this, CHD encourages interviews for persons to be enrolled for training. This helps to:

e Determine their level of interest and commitment in disseminating RH issues for
behavior change, most of the time prospective trainees quickly jumped onto training
for the sole purpose of acquiring a certificate.

s Ascertain their level of competence in comprehending and dissemination of RH
1ssues

s Determine their willingness to continue training community on a voluntary basis or
with minimal incentive this being in the face of diminishing resources. For this
purpose, a track record of their involvement in community development projects is
examined.

Training Methodology

Classroom learning even with the most advanced of training methodology is not enough.
Our training programs are designed in such a way that most of the learning takes place on
the ground. To achieve this, our programs ensure that the training curricula is designed in
phases such that trainers have opportunity to have a fec! of what is on the ground before
further classroom learning takes place. This approach has ¢nabled trainees to effectively



bridge the gap between “academia™ and the real world. Sceondly. the level of commumty
trainee attrition 1s reduced and there 1s also further opportunity to screen trainees” level of
competence and commitment before they get to subsequent phases of training.

Follow up support visits

There is strong element of onsite visits to the trainees. which cnhances on the job
training. Here CHD trainers have an opportunity to further train the newly trained
trainees as thev work. For instance the trainer could help the trainees identify vaps in the
facilitation skills as they attend a sensitization meeting organized by the trainees.

Onsite visits provide opportunity for thorough training needs assessment. which has
helped our training programs become more effective. Such opportunities are on the
premise on which our training curricula are reviewed to embrace the best of practices and
to be relevant to the community.,

RESULTS

CHD training methodology has evolved over time as a result of prevailing political.
socio-cultural and economic factors. CHD has worked with four peripheral factlities in
Kilifi District. serving 34 villages with a catchment population of 36.616. There has been
training to empower the local institutions i.¢. the Dispensary Health Commuittees health
center committees. The training has focused on Health Management Information Systems
(HMIS). Financial Management. Govemance and administration of the rural health
facilities.

In addition CHD has trained Community own Resource Persons (CORPS). one from each
village. The CORPS curriculum was geared towards equipping them as trainers and
facilitators on Family Planning, Reproductive Health and Child Survival issues. This has
led to continuous education in RH issues in the villages with intense and consistent
supervision from CHD. This in turn has led to remarkable increase v snmulation of
demand for and utilization of RH FP and CS services,

Findings from review of data (comparing benchmarking data in 2001 and uulization data
in 2002) within the project area showed an improvement in service utilizasion, Number of
family planning clients has increased by 1427 from 1388 1n the year 2001 to 3847 1n
2002. ANC clients by 8% from 2762 in 2001 to 2976 in 2002 and number of deliveries
assisted by trained personnel by 33%; from 80 1n 2001 10 12210 2002.
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Growth Monitoring 9502 13269 40
Conclusion

Training is a keyv intervention in improving performance of healthcare workers in Africa.
Our experience shows that significant outcomes in delivery of reproductive health

services have come as a result of

® Anevolution of the training process. Before such remarkable outcomes were
realized, significant failure was realized i.c high attrition of trainers among other
things. There is need to appreciate the lessons learnt from failures.

¢ Extreme care has to be taken to ensure that hindrances that block the leaming

process are dealt with.

¢ Training alone does not necessarily result to transfer of learning. the trainer must
be willing to go through the pain and eftort of following up the leaner on the
ground so that they can identify with the problems that the trainces are

undergoing.
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INTRODUCTION

* The Aga Khan Health Service m Kenya iAXHS K| s 3 permanent and
weit-estabishad provsder of not-for-profit nealth seraces » Kenya

+  Communiy Heaith Department iCHD XS part of AKHS K CHO frauns
SeTwynity based heatth workers and health care peoviders n order 1o
develop susiznabie. effectve efcaen! arxd equitable heaithcare systemn

responsve 1o the needs of the gepeved furdé communety

* CHD acis as 3 nesourte arganzaior providing techmca suppor to
Ministry of Heaith governmen: heatth senvices sernce provading pariner
HGanZabons CAMTUERY organizanons other MGOs and pim ate

Provsders.
* CHD contnbutes to poicy crlogue, sdvocatmy the formuiation and
refinement of heatth polices arxd strategres

BACKGROUND

o Since Aima-Ata deciaration (WHO 1578; emphasis nas been on

ensunng better heaith for the community (PHC)
» Major challenges have been efficient management of scarce
resources and sustainabuity of heattncare

* in Kenya efforts in Health Sector reformis (HSR) wmclude
decentralizabon of Health care shifting the chaitenges to the

peripherat faciibes

» Community have aiso been engned (o 1ake responsibity in
hezlth affars

PRFVIOUS PAGE BLANK



BACKGROUND CONT.

« GHD since sarly B0s has taned over 7000 CBHWs 10 manag:
health 1ssues at the community levai

» Initial strategy was 1o tra n master train2rs with the assumplior.
that they would train other CBHWs at the community level in order
10 ensure sustainability

» A major review carried oul in 1999 reveaied 30% of tne master
trainers were inactive.

4
LESSON LEARNT #1
+ From the review the first lesson learn: was that there was high
attrition rate among CERWs. Why?
« Expectation of the CBHWYs to gel jobs aftar the training which was
rat mat.
o Lack of confidence and fear of falure in their task hance shying
away
» The CBHWs expected that the organisation that trained thern
wauld put them on pay roll which never happanad.
3

LESSON LEARNT #2

« Commitment of CBHWs was difficut to assess,

» This was mainly because the criteria fer selection of the CBHWs

was not laid out.

Participants 1o the training were mainly handpicked from among

the powerful and infiugntial persons in the community

» The trainees acted a3 gatekeepers assuming that the trauiing
would land them jobe.




LESSON LEARNT %3

s The thad igsson leamt was tnat ranees 36 have nnér fears which
ae ntal hedrances o ieamng ang effeclvety ariculating what
they are taught to the commuriTy

»  This :nner insecunty is an aspect 11al s Jsualy overlooked arg
not dealt with dunng training

e Ard 50 as much as the training s done 12 provide tecnmicar
krowledge . the vairing methodoiogy needs o ‘rcorporate otner
factors which will address me fears

LESSON LEARNT #4

o Foilgw up of tramnees o ensure uptake of skils and gravide

18COMICE! SuopG is of paramount (mporance

Leadersnp sxiils 55 o0 of INe 550ns Giwar 10 rainees. "owever

lgaders are not made after pne Of two 5e5510N3S of raiming

+ (ood feaders need matunty. corfidence ang anxlty lo anKulale ¥
relale what they are trarnad [0 De0Gie’s ines

e Thisis an aspect which can be buiit tnrough tecnn.ca’ Dack
stopping rravded m foilow uo

STRATEGY

s From the lessons eamed in the revew. THD rad empicyed ar
approach ir s fravning programs 1o acgress the abgve 1ssues

« CHD nas been able to. jointly with he community deveiop
clena for setection of ranees

& Another stralegy used s ihat {he paruopants are wformed oroe (o
the training and Deng recrurted as CBHW S that the . be waxng
on volunteer basis

o Sefection of rainees s hrough ocal nsiiutions whch Jndergo a
process of vaiuing ang apprec:atng me CBHWS as mer very wr

- s -



STRATEGY CONT.

« in the training methodology, CHD has ensured that the this
invoives a process of self reflection

» In this methodology trainzes are facititated to relate to the
problems and try to find their sclutions which in turn is a guide on
how they communicate 10 the broader community members,

« The training methodology ‘s also tuned to be holistic.As much as
the technical knowledge o1 health issues is provided. this is
enhanced with sessions on leadership, communication skills and
cther social attributes in a participaiory manner.

16

RESULTS

» CHD has worked with four peripheral facilities in Kilifi District,
serving 34 villages with a catchment population of 36.616

» Training to DHC/HCC focused on HMIS, FM, Governance and
Administrative issues

« In addition CHD has trained Community own Resource Petsons
ICORPS), one from each village wha gre trained as trainars and
facilitators on FP/RH anc CS with intense and consistent
supervision from CHD.

* As a resultthere has been remarkable increase in stimulation of
demand for and utitizat on of RH /FP and C5 services,

11

RESULTS CONT,

« Using the above training approach, CHO has trained CBHWS o
work in the reproductive health area in the rural set up of Kiifi
district of Coast pravince in Kenya.

« Data gaihered from the field sites, compares benchmarking data
in 2001 and utilization data of 2002,

» The data shows indicators for tamily planning utikization, Antenatal
Care, Safe motherhood. and Growth Monitoring

« There is a remarkable improvement of 46% in the Tolal utilization
{n=37,070 in 2001, tan = 54,060 in 2002).

12




TABLE SHOWING UTILIZATION

Wilization Year 2001 Year 2002 % Increment

Total Utilization 37060 16
‘Farﬁi!y Planning 1388 142 o
E‘.luntc: 2762 I
“Sate Mothertood 80 Tz T s
Growth 9502 13269 T
13 Monitoring
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Participatory Training to Reduce
HIV Transmission and AIDS
Related Stigma/Discrimination

Br. 4siwa Obishai
Dr. Damien B ohifahrt

E Trivmog in Afica Bost Practives
ELOENDER - o Lessons Learned and Fumre Diretions

AamBig Awgust Py Jond

What is Stigma?

“An attribute that is deeply
discrediting”

and that reduces the bearer

“tfrom a whole and usual person to a
tainted. discounted one.”

{Gotfman. 1963)

What is Discrimination?

* Anyv distinction or restriction based on
exclusionany perceptions or attributes that
restrict the nghts of an individual

* Results in harmtul actions or sanctions like
violence and scapegoating
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Why Target h '
HIV/AIDS [ v
Stigma and : SR

Discrimination in  E: e
Health Care | !

and Health porkng 0 5F
Workplaces? H

[ #]

Stigma, Discrimination
and Health Workers

“There is an almost hysterical kind of
fear ... Atall levels, starting from
the humblest, the sweeper or the ward
boy, up to the heads of departments,
which makes them pathologically
scared of having to deal with a HIV
positive patient. Wherever they have
a HIV patient, the responses are
shameful”

(A reured senior docter from a public hospital.
currently working in 1 private hospital. India) — www.averterg

Health Workers Blame HI'V+ Patients

“My colleagues, actually most of
them, stiil think about the
promiscuous behavior . . . The wa)
[ have heard other peeple wlk
about them is that this one or that
one is very promiscuous, very
sexually active . .. Or they blame a
person.”

Obstetric/Graecology Resident

“They do get HIV/AIDS zither
because of promiscuity or because
of not taking protection”

Ohstetric/Gyaecology Trainer

SURW Tanzania Strecy 2002




Health Workers Blame HIV+ Patients (2)

“Even here vou can hear nurses
gossiping about someone *
have seen someone, she is

8
"

ii

getring sick. She is b
seropositive and another TERPLE Gl G
person goes and spreads the
gossip on” T
Obsrerric Gunecologe Rexidenr
P Tan 8~ i

Heaith Workers Feel They Have a Right to
Know the HIV Status of all Their Patients

“I'den’t know their HIV status. So
to me 1'm facing people whom 1
regard positive until I prove are
HIV negative”

Ohsrepe Gyrecolagy Trapier

“The status of the patients. [ think

we have the right 10 know so
thar we can be more cautious ‘
during the procedure™ ‘

Surgioal Resuden: LM Sams T Tgedar

Health Workers Feel They Have a Right to
Know the HIV Status of all Their Patients (2)

“I don’t want to be taking carc
of a patient and putting
miyseif at risk; so for that
matter if you don’t know then

all of us will die of b/ l P
HIV AIDS. So.if's 2, "
important for us 1 know; at 4

least to take the precautions —
as far as ransmission 1s
concerned”.

Iniernist trainer




Doctars Fear that Accidental Needle Pricks or
Exposure to Body Fluids Pose a Risk of
Infection

“Even taking blood . . . [ think
among staffs, we also fear .. . 1
mean a lot of people do fear about
Hiv™

Psychiatry Resident

USA, 1986

“We take care but accidents do
happen and we are concerned that
we put our life in danger™.
Ohstetric Genecalogy Residens F" b 3:’”-‘

Health Workers Fear that Their
Community Will View them as Immoral if
They Become Infected at Work

Health workers do not tell their
partners about needle prick accidents
because they [ear their partner wiil
suspect they have been unfaithful,
“When you gef the disease the first
thing people sec is that xou were
promiscuous. They don 't think
about vou getting it in the
foperating} theatre or sweh
things.”
Obstetric/Gynecalogy Resident ICRW 2002

Tanzms Suncy

Because of Fear and Stigmatization, Health
Workers Treat HIV+ Patients Poorly

Health workers acknowledge that

PLWHA descrve compassionate AIDS Attacks
care, but believe they are nat the Body
‘normal’ patients. They require Prejudice
extra care and posc a threat of Attacks the
infection. Spirit
The carc they provide PLWHA is okl e
accompanied by stigma and less BOTH GAK KILL
aggressive treatment of their

illnesses

[LUR 200
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Why Target
Infection
Prevention
(Control) in
Health
Workplaces?

Why Target Infection Prevention
(Control) in Health Workplaces?

WHO estimates that of the 12 billion
injections administered cach year for
vaccination and curative purposes,
unsafe injections lead to:

— 8-16 million Hepatitis B cases

— 2-4.5 million Hepatitis C cases

— 73.000-1530.000 new cases of HIV

infection

Why Target Infection Prevention
(Control) in Health Workplaces? (2)

Rates of iatrogenie transmission of HIV are
not well studied. Evidence 15 accumulating

that it 15 high and 15 seriously under-estimared.

African studies report unexplained high rates
of HIV in¢idence dunng antenazal and
postpartuin periods and HIV - children with
negative mothers*

Foveiqess Do oal Breond Vedi G e
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Why Integrate HIV/AIDS Stigma and
Discrimination and Infection Control
Training?

* Fear of HIV infection drives stigma and
discrimination by health workers

* Health workers’ fears are due largely to
ignorance of standerd infection control
precautions

+ Infection Control training is *standard medical
practice’, is non-controversial and ts well
accepted

Why Integrate HIV/AIDS Stigma and
Discrimination and Infection Control
Training? (2)

* The desire to avoid HIV infection is a
powerful motivator to practice consistently
standard Infection Controi precautions

+ Once HCWs’ fears are reduced, they arc
able to understand and to address rationally
issues regarding HIV stigma and
discrimination

EngenderHealth’s HIV-Stigma /
Infection Prevention Curriculum:
Content

* Values clarification concerning HIV/AIDS
+ HIV- related Stigma and Discrimination
 Clients’ rights to information, access,
informed choice, szfety, privacy,
. confidentiality, dignity, comfort, and
continuity of care

*+ Health care workers’ rights and needs for job
safety




EngenderHealth’s HIV-stigma /
Infection Prevention Curriculum:

Content (2}

» Siandard intection control practices
(universal precautiens}

» Post-exposure care including antiretroviral
prophylaxis

« HIV testing: ethics, informed choice,

technical procedures, interpretation of
results.

* Acuon planning

EngenderHealth’s HIV-Stigma /
Infection Prevention Curriculum:
Training Approach

+ S dav course

+ On-site training for staff at all levels from
all deparimenis

= Participatory learning

+ Focus on the clients” rights and statt’s
needs

EngenderHealth’s HIV-Stigma /
Infection Prevention Curriculum:
Training Approach (2)

« Don't shy away from vontrorersial sssues

+ Empower staft to addrass problems

» Acton planning to address infection control,
stigma and discrimmnation speciiic o own
workplace

+ Focus on idennfving practucal solutions that can
be implemented with existing resources
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Integrated HIV

Stigma /
Discrimination and
Infection Control
Training

Does it Work? b

|
Resuits of r;
Curriculum Field ;
Testing in Nigeria a i

Changes in Participants’ Beliefs
and Attitudes

« In course pre-test, 60% participants
believed that HIV + patients should not be
treated in the same area as other patients; in
course post-test, only 5% belicved this.

« Tn course pre—test, 65% participants
believed that HIV+ health workers should
not be allowed to continue o provide
services; in course post-test, only 15%
believed this.

Changes in Participants’ Beliefs
and Attitudes (2)

* In course pre-test, 43% participants were
comfortable assisting or being assisted by a
HIV+ colleague; in course post-fest 100%
reported feeling comfortable.

» In course pre—tesi, 75% participants reported
feeling comfortable providing health
services HEV+ positive clients; in the post-
test, 100% reported feeling comfortable.




Participants” Comments

"1 used to be fearful about sending my daughters to
boarding school because of fear of the possibility of
gening infected with the HIV virus from using the
same toilet facilities- now | know better.”

Nurse
1 once forced a patient 1o undergo 2 HIV screening
test when [ accidentally pricked myself with a heedle. |
never considered the fact that clients have nghts and
that [ needed to have their consent before screening.”

Phusictan

Participants’ Comments (2)

“Fwas afraid of getting close to a HIV positive person
because of fear of being infected. There 15 no reason
for that any more.”

Hospital Secretary
"1 worked in a private clinic and 1 once suspected a
client of being HIV positive because of what he
looked like. [ went straight to the doctor and told lum
not to send the client o the laboratony because |
would not aftend 10 him. 1 even made my suspicions
known to other laboratory stati. The patient keti the
hospial because of my stance. [ shouidn™t have done
all that t did.”

Laburatony Sciennst

Examples of Practical Actions in
Participants’ Actior Plans

« Convene infection control committee involving
staff from all departments

+ Organize regular in-hospital seminars on
HIV AIDS and infection control standard
precautions for health care statt

» (reate a system to ensure consistent supplics of
cleaning brushes, utility gloves and
disinfectants
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Examples of Practical Actions in
Participants® Action Plans (2)

+ Develop a system for safe disposal of sharps
and other waste

» Put up infection control wali charts in work
areas

» Design and distribute protocel for post
exposure care including post exposure
prophylaxis

Exercise 1:
HI1V and AIDS Values Clarification

Purpose:

*+ To explore participants’ attitudes and values about
a range of potentially sensitive issues regarding
HIV and AIDS.

* To develop an understanding of and respect for the
diversity of opinions within the group

+ To recognize and becoine aware of our own
attitudes regarding HIV and AIDS and to remain
neutral when working with clients.

Sample Values Questions

+ Health staff should routinely be tested for HIV asa

means to prevent staff from infecting clients.

+ Health staff should have the right =o refuse to provide

services if materials they need to epply standard
precautions are not avai_able,

+ A HIV~- woman should not be allowed to have a baby.

+ A HIV+ woman who becomes pregnant should be

encouraged to have an abortion.




Sample Values Questions (2)

« If a provider is afraid of getting HIV from a
patient, s he should have the right not 10 work with
that patient.

* A HIV - health worker should not be allowed to
treat patients,

+ Clients have a nght 10 know if 2 health worker is
HIV~.

+ Health workers have a nght to know if a chieniis
HIV~

Exercise 2:
Standard Precautions in Health
Care Settings and in Home

Purpose:

+ To provide participants with guidance regarding
the principles and practices of standard
precautions to prevent HIV transmission in health
care and home care settings.

+ To suppon participants’ caitical thinking in
implementing standard precautions where
ESOUICEs ar¢ SCarce.

Small Group Discussions

Health care setiings  Home
care settings
« How does 1t protect against
HIV infection?
= What is the proper standard
precaution procedure”

Hand washing

Gloves

Eve protection
Protective clothing
[mstrument processing
Handling sharps

Environmental + What are the challenges

cleanliness & waste implementing proper
disposal provedures and how can we
Handling and overcome them”

provessing linen




Sample Case Study

You are the community purse visiting Mrs. ¥, g
mother of 4 who has just delivercd a baby at
home. Mrs, Y's ¢lothing is very bloodv indicating
active bleeding. You don 't huve anv moire stevife
gloves in your bag, but you have disposable
gloves.
In managing this situation lo provide necessary
treatment and to protect yoursclf and Mrs. Y froma
blood-borne infection:
1. What would be the ideal practice?

2. What is the minimum you should do?

Lessons Learned

+ Health workers share the same misperceptions and fears
about the modes and risks of HIV transmission as the
general public,

Health workers frequently over estimate their personal
risk of becoming infected at work. but seriously under-
estimate the risk of accidentally mfecting clients through
poor infection control practices.

Integrating HIV stigmardiscrimination with infection
control training is an appropriate and effective method
for reducing both HIV transmission and HIV-related
stigma and discrimination in health care settings

Lessons Learned (2)

Signiticant changes of health staff’s attitudes towards
HIV+ clients and colleagues can be achieved through a
short participative training course.

Helping health workers to reflect on how they would
want 10 be treated if thev were HIV+ helps them to
understand issues regarding informed choice, voluntary
HIV testing, confidentiality, and protection of clients’
rights.

Facititators must be skilled and experienced in
facilitating discussion of highly sensitive issues. They
must keep the discussions focused on issues, and must be
able to manage participants who become cinotionally
distressed.




Lessons Learned (3)

+ Action Planming s an essential training component, It
assists health workers o apply what they have learnt m
their eveny day work, Action planning can be a powertul
motivater w change behavior. but only 1tthe plans are
followed up to confirm that they have heen inplemented.

« Continuing post raining support is ¢ssential o ensure
thar the staff™s changed amimdes are sustained, and w
ensure that the new attitudes are reflected inimproved
clinical practice.

1N



Using Operational Standards to Enhance

Transfer of Learning in Malawi
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Areas

C'SSD and OR
Isolation
Systems
Labor and
Delivery

C.S. M Wards
MCH/FP
Dentatl
Laboratory
Postmortem
Administrative
Patient/Client
Education
Food
Preparation
Laundry
Waste
Disposal

Total

Ministry of Health and Population of Malawi

PQI process in Infection Prevention - Results in % of baseline (March-July 2002) and

Chikwawa
DH
8.3 43.2
0.0 18.2
8.0 222
7.6 36.4
0.0 18.2
0.0 357
8.0 52.9
0.0 16.7
0.0 0.0
0.0 0.0
14.0 | 42.9
16.3 | 33.3
0.0 40.0
6.6 32.0

first internal monitoring (December 2002) in seven hospitals

St. John's H
*)

375 | 29.2
0.0 0.0
8.3 16.7
154 | 40.0
18.2 9.1
13.0 ! 10.0
25.0 | 333
0.0 -
0.0 0.0
0.0 0.0
0.0 429
16.7 | 66.7
66.7 | 500
21.7 | 26.5

(*) Used the first version of the wol.

I.CH

4.2 67.6
0.0 16.7
25.0 16.7
30.7 | 500
16.6 50.0
20.0 -
16.6 | 52.9
0.0 25.0
25.0 16.7
0.0 0.0
14.2 | 57.1
83.3 | 100.0
25.0 $40.0
19.3 | 46.6

Mzuzu CH
37.5 | 75.0 |
0.0 0.0
25.0 | 66.6
7.14 | 6.66
583 | 25.0
20,0 | 40.0
8.0 58.3
0.0 0.0
0.0 25.0
25.0 0.0
28.5 | Rs.7
333 | 813
0.0 250
19.1 46.6

QECH
)
12.5 | 16.7
0.0 | 0.0
25.0 | 25.0
710 | 0.0
58.3 | 33.3
20.0 | 70.0
8.0 | 41.7
0.0 | 0.0
0.0 | 25.0
25.0 | 25.0
28.5 | 42.9
333 | 333
0.0 | 30,0
19.1 | 27.6

Zomba CH
291 | 297
0.0 | 273
333 | 66.7
00 | 273
16.6 | 36.4
0.0 | 50.0
25.0 | 47.1
0.0 | 250
0.0 | 0.0
0.0 | 0.0
14.2 | 28.6
333 | s0.0
0.0 0.0
16.6 | 34.0

Likuni H |

318 ] 75.7
0.0 | 273
16.6 | 66.7
35.7 | 364 |
545 | 579
20.0 | 57.0
25.0 | 52.0
N.O. | 25.0
0.0 | 333
0.0 | 25.0
42.8 | 85.7
333 | 833
75.0 | 60.0
30.0 | 535
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Quality Framework

Social-cultura

Context

Some Features of Performance
Improvement # 1

v Focuses an what people and organizations
need to do to achiave results

¥ Has a proactive approach: the first step is
the establishment of the desired level of
performance, gaps are identified based on
the desired performance; does not focus on
problems

¥ Considers the perfarmer in herfhis specific
work setting, the conditions under which
performance ocours

Some Features of Performance
Improvement # 2

¥ Uses a systemic approach for the
identification of causes of performance
gaps {and interventions)

¥ Considers several levels of performance:
individual, organizational processes, and
the organization as a whole: alignment

v Follows a simple, sequential and logical
process




Performance and Quality
Improvement Mode|

CLIENT EOCUSED STRATRGIC PLANNING

¢ Infcriention
Gap  —— ";:_'_ —  ldentification
‘aahisi and Detign
Actoel - _
Performamce CHANGE SMANMGEMENT

CONTINLOLN LEARNING AND IMPROYEMENT

- Evaiuation
f Enters ention !

implesaration :

e e bt m s prigine

“If you don't know where you
are going, you will wind up
somewhere else.”

Yog! Berra

]
|
|

l Provider inpusts |
e Deli Guided
IL Service Delivery Guidedines —l
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“Operationalization” of Standards

“Reference” standards

3

“Operational” standards

: ]

Indicators (means of verification)

“Operationalization” of Standards

¥ Are consistent with reference standards
¥ Maps the processes that an organization does

¥ Integrate all the different aspects of provision
of care

¥ Link to indicators that are:
+ observable
« objectively verifiable

» practical

What is Process Mapping?

¥ Process maps are diagrams that show  in
varving levels of detail - whit an organization dovs
and how it delivers services

¥ The mapping shows the major processes in place.

their key activities, the sequenving of these
aclivities, the inpuls requirec and the outputs
produced

v Process maps are way of ensuring that the
activities making up a particular process are
praperly understood and managed in order 1o
deliver appropsiate customer service

12




Assessment Tool

Support Services and Practice Settings

Functions
TSSO and R

P

. . - - »
Isetation Systems
z b . aikadio [
3 F by = Labor and Deinvery draaxs
= E3 a o * e - s
= & a z
s F i ] 5 C S AMWards
FI N - E * ce
< " H < 1 MCHFP Chiics
£ 2 2 4: e e e aC
& B c =
% ] k’ | Dental Department
FH 2 i H . Ce
= i
& l ¥ v . Laborstory
c c c c c c»
- - - . s Postmortem
. ce
| 9
—_—

Assessment Tool

v Lists key quatity critena organized by area
of services to clients and support functons

¥ Each critenion has sasily cbservable
verification tems with “yes™. “na"or “not
applicable” options

v Objectively establishes the desired level of
performance

¥ Measures actual performance
¥ Helps identify performance gaps

Assessment Tool

Y. M A Communnts.

- Whasha ¢ onter et don
W

= R i seodd st

= Dreec com predery befors Teuse

o Hieage
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i Considerations to Group
Criteria in Areas

v Are part of the same process of provision
of care

v Are performed by the same people
v Happen at the same place
» Require the same materials

¥ Facilitate decision making

13

Assessment Tool Outline: 203 Criteria

PRACTICE SETTINGS: rSUPPORT SERVICES
=950 and OR 37 AND FUNCTIONS:
1soiation Systems 11 Administrative Functions| as
L abor and Delivery Areas| 13 Patignt-Client Education | 4
Casualty, Surgical and Food Preparation o7
Medical Wards 44 06
Laundry

MCH/FP Clinics 22 ) a5
Dental Department 14 Wasts Disposal
Laboratory 17
Postmortem Care 12

TOTAL: 175 CRITERIA TOTAL: 28 CRITERIA

Why Providers Do Not Perform Well?

Providers:

Lack of information,

Do not know - ——%
o not knowledge/skills

Inadeguate

—_— .
Are not enabled resources, capacity

Lack of motivation/

Do not want —_— A
incentives




Intervention ldentification and
Design

The Interventions Can Be...

¥ Rapid interventions

¥ Interventions based on local resources

¥ Interventions that require externa)
support

Rapid Interventions

Some causes of gaps are so evident that they do
not requite an elaborated cause analysis because
the appropriate intervention is obvious

Rapid interventions.
¥ Produce immediate resulls
v'Produce a sense of empowerment

v Create momenturn for change
v Increase change management skills

21




Reviewing...

...the transfer cf leaming process is an
interrelated series of tasks performed
by supervisors, trainers, learners, co-
workers and sometimes other actors
before, during and after a learning
intervention in order 1o improve job
performance.

22

Implementation Matrix

CAren

Community

Healtr Sygtem

LEVEL TOOL T PROCESS MOTIVATING
i l FaCTORS
Incividuat Assesserenttosl | Sellegrmee T Satsmonon. 7
[ professicnal
| devoinpmenl
[ Team Assestmant o9, | Teamactk, on-te job | Betier wark
protocols, SDGs waming (05

I |
£ aciity Manager [ o—

envicament, stuppart

cwoeneng | Better service

reagitor

Exd intgrviews. " Feadyazk, famed Batter care
sufgastions box. \EC demat |

Assessment ool EC ! ComirLprify patiepaten - Better care

T pssessment tool FeBchiuk suppir, | Beter healt resuits ant
‘ ©evahisier ueEmes

. ;

How the Operational Standards
Have Been Used to Enhance TOL?

The assessment fool

\dentifies the desired performance

+  Measures the actual performance (seff, peer,
extarnal)

- |dentifies performance gaps and causes

- Serves as a job-aid. fearning tooi
Helps 1o define, design ar adapted the learning
interventions based on the performance gaps anc
site characteristics

- Assures that other non-iearning interventions
needed are being planned andior implemeanted

< Manitors progress

= Itis a measurement-based management 00l

24




Malawi Results

25
Benchmarking and
Networking
%
Benchmarking
It usuaily encompasses
< identifying gaps i performance
« Companng aspects of performance wih best
practuoners
< Seeking fresh approaches to brng aboul
smprovements in perfommance
+ Foliowing through with implementing
improvements
< Foiiowing up by monttonng grogress and
reviewing the benefits
You only can benchmark when you knew your
gaps and who 1s doing betler than you  the
assessment toal 1s the key
27




Networking

other partners

Working interconnected with

28
The Learning Pyramid
Average
Retention Rate
Lecture 5%
Reading 10%
/ Audiavisual N\ 20%
Demaonstration § 30%
/ Discussion group \ 50%
/ Practice by doing \ 75%

/ Teach others

\, 80%

National Training Laboratones. Bether, kaine, J5A

30
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Conclusion #1

When learning interventions are part of
a more comprehensive approach such
as the PQI process, it is easier:

+ to confirm and supplement the
performance need

+ to customize *he leamning intervention

+ tolink learning interventions with non-
learning interventions

35

Conclusion #2

*When you can measure what you are
speaking abeut, and express it in
nurnbers, you know something about it;
but when you cannot measure it, when
you can not express it in numbers, your
knowledge is of a meager and
unsatisfactory kind.”

Lord Kelvin

38




Challenges

+ Most service providers and:or trainers
are not instructional designers. sg it is
not always easy for them:

+  to design and of 10 adapt a 'earning
sntervention

»  to customize & learning intervention

Are there any questions or comments?
Let's now work in small groups...

37
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senior Medical Associate

Maternity and Postabortion Care
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4+ Ninth Avenue
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Phone: 213-301-8438

Fax: 212-361-80G7
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Waiviks Wi, ABC Building Westhands
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Phone: 254-2-444-4922

Fax: 25424 44-17 4
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Background

More than 135 vears after the intemational Sate Motherhood Initiative (SMD launch in Narobi,
Kenya and nine vears afier the International Conference on Population and Development (1CPDy in
Cairo. little improvement has been seen in the area of maternal mortality in Africa. Worldwide there
are nearly 600.000 maternat deaths cach vear. Almost all, - 99 per cent - oceur in developing
countries, with sub-Sahara Africa accounting for the majority.

In Kenya. the exact magnitude of maternal morbidity and mortatity cannot be determined but annual
estimates arc alarming: 4,500 maternal deaths and over 200,000 women with ohstetric
complications. World Health Organization (W HO 1997} estimates that 1n Kemya the hifenime nisk of
dving from pregnancy or childbirth is one in twenty. Masernal-monality figures (KDHS 199x) stoud
at 390 deaths per 100,000 live births. WHO estimates puts the MMR in Kenya at 630 per 130,000
live births. The causes of maternal morbidity and mortatity in Kenva show a fairly 1y pical
distribution as regards direct obstetric complications and deaths, with hemorrhage. sepas,
pre-eclampsia eclampsia. ruptured uterus and complications of induced abortion accounting for the
majority of these complications and deaths, While nearly all of the leading causes of matermal
mortality are not predictable they mav be preventable. Death trom complications of abortion 1x muost
easily preventable. with tramed providers and early, appropriate care. Many ot these matemnal
deaths are due to delavs. These include delays in: recognizing that a problem exists; decision
making by women or their families to address the problem: ditficulties delay n reaching a hospatal
or clinic and the fack of appropnate care at the tactlity once reached. These detay s are especialiy
critical for women who live in rural arcas. where the facility mav be far awav, or ofters only himite
emergency obstetric care (EmOC). Such time and service delavs ulaumately mean the ditterence
between survival and death for women in many arcas of Kenva. This loss of life is felt, not only by
the affected individuals or families. rather 11 13 a loss te the nation as women make a cruecal
contribution to the country's socio-cconomic development. It would not be an over-statement 1o say
that for the majority of Kenvan women. the provision of quality matemity care makes the ditferene
between fife and death. Realization of this ditference van ondy be achieved through the management
of obstetric complications through the provision of accessible, aftordable. safe and clean

pregnancy -related care.

<

While intermationally. WHO estimates that unsate abortion accounts for 13% maternal monahts.

35%, of maternal morality in Kenva is due to abortion complications (KIDHS 1995y, Furthermore. a

Swedish SIDA assessiment report { 1998 ) indicated that abortion accounts tor between 1352 75 ot

gynecological admissions in rural hospitals and 60%a at the Kenvatta National Hospatal cthe natienal

referral hospital). Complications of abortion are often given scant anention in infemational safe

motherhood programs; usually this mayjor cause of maternal mortality s only addressed as

management of bleeding in the first trimester, Comprehensive postabortion care package of senvices

includes:

r Communitv and service provider partnerships,

r  Counseling to identify and respond to women's emotional and physicat health needs and other
concems;

» Trearment of incomplete and unsate abortion:

»  Comtraceptive and tamilh plamning services and
~  Reproduciive and other health services that are preferably provided on-site or via referrals o
other accessible facilities in providers™ neiworks.

Although Kenva has experienced a dramatic dechine in fertility over the last 20 vears, with a total
fertility rate falling from 8.1 in 977 to 4.7 and contraceptive prevalence rate 1CPR for cumently
married wornen using modem contraceptives being 327, in 1995, there are some pans of the countn
with fertility well above the national average. Some parts of the country and special groups such us
the unmarried including vouth adolescents also experience a high unmet need for famaly planning.
The availabifitv and uptake of effective contraceptive methods rot only prevents unw anted
pregnancies which place women who resort to unsafe induced abortion at a particular nisk. but abso
influences timing and spacing of pregnancies.

V.
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The government of Kenya's National Strategy for Reproductive Health has set an agenda for
reduction of maternal mortality and morbidity over the next decade. This is in line with {CPD
{Cairo, 1994) goals and recommendations. The Minisiry of Health has articulated the reproductive
health program areas that nced to be addressed in order to achieve their goals. These include Safe
Motherhood (antenatal care, clean and safe delivery, post-natal carc and emergency obsletric care),
family planning, postabortion care and maternal nutrition among others. Activities proposed to
realize the stated objectives include community mobilization: ¢st=hlishment of functional referral
systems and strengthening of facilities at all levels.

Project description

To address the needs of Kenyan women, the Kenya Ministry of Health, with technical assistance
from EngenderHealth and Ipas with financial support from S1DA Sweden, implemented a ten-month
project. The aim of the project was to improve the quality of cssential obstetric care (EsOC)
including postabortion care (PAC) services (EsOC functions covered during training ave marked by
** on the table one helow) n four district hospitals and one rural iraining health center in Kenya.

Table 1:Essential and emergency obstetric ¢care and functions and neonatal special care

Intervention Essential Obstetric Essential Obstetric | tmergeney Obstetric Neonatal Special
FunctionsiEQF) CaretEsOC) | CarefEmOC) Care (NSC)

Maternal waiting home Y Y N N
Partograph ** Y Y N N
Bloed transfusion** Y Y Y N

IV transtusion ** Y hi Y N
Anlibiotics/oxytogic *¥ Y Y Y Antiblotics
Pre-eclampsia management ** Y Y N N
Eclampsia management ** Y N Y N
Cesarean section®* Y Y Y Y
Ventous/forceps ** Y Y Y N
Manual removal of placents, ** Y Y Y N
F,\.acuanon*ft retained preducts of ¥ ¥ v N
conceptus

Suluring Y N Y N
Laparotomy Y N Y N
Resuscitation *# Y Y Y Y
Fatmily plaoning ** Y N N N
Breastfeeding ** Y N N Y
Warming (Rooming-in)** Y N N Y
Hygiene ** N N N Y
Neonatal cye care ** N N N Y

These essential services were either not being offered in these districrs, or were of poor quality.

The project objectives were as follows:

1. To support ministry of health (MoH} in improving the quality of pregnancy monitoring,
delivery, postabortion care, family planning and other selected reproductive health services.

2. To strengthen safe management of pregnancy, active managument of labor and incomplete
abortion 1n each hospital by supporting training.

3. Provide the hospitals with essential start-up EsOC including PAC equipment and supplies for
providing these services during the project period.

4. Support minor renovations for PAC service areas in the healh facilities.

5. To establish RH, post-delivery and postabortion family planning including emergency
contraception (ECPs) counseling and service provision at all the project sites and make effort to
link all incomplete abortion patients to these services.

Two Provincial Health Management Teams (PHMT- Rift Valley & Western provinces} were
oriented on the rationale and benefits of integrated quality EsOC including PAC to get their
commitment and buy-in and their role in involving interested district hospitals in their provinees by
formally applying to be included in the project. Due to financial linmyitations only four district




hospitals and one Rural Training Health Center out of those who applied were purposetully sclected
and mvelved among the SIDA Sweden funded districts. The District Health Management Teams
{DHMTs) were then oriented on the concept of integrated quality E<OC including PAC 0 gettherr
buy-in and commitment 1o implement in the district hospital as a referral center and soficit funds for
extending the same to the secondary thealth censersy and primary idispensar ) health facihtios in
future, After orientation. the DHMTs idenufied their burning EsOC meluding PAC needs,
developed action plans. which they submitted for assistance in implementation. Basehne data was
then collected from the sites in May 22-30. 2000, analvzed and tindings <hared wih PHMT< and
DHMTs. The implementation started in September 2006 by EngenderHealth and Ipas truiming of
Gynecologists obstetricians and nurse ofticer teams (MO Reviona! Reproduceive Healih
Supervisar teansy as trainers in EsOC including PAC and guatits improvement. The regional
trainers with technical assistance from EngenderHealth and [pas then tramed the other senvice
providers as shown on table two below:

Table 2:Summary of initial training

OFFTCERS

TRAINING ACTIVITY DOCTORS CLINICAL NURSES ADMINISTRATORS ﬁ'. OTHERS . TOTAL

Ornientation of pros incial
1 4 {1 4

health management teams

Ortentatzon of district health

managenent teanis

Traintng of reyional

3 reprodugiive health 4 1 -
coordimators as PAC truners
3 Training of district hospital N . B _

senvice providers m PAC

Tramng ot district hospiad
health fenvice prosviders i

EsOC, maternity COPE. N
Child COPE. General COPEL |
Intecuon presenaient [P and |
vostanalvsisiCA D

tn

Traming of district health
service providers in RH.
famtls plannimg 1+
mciudmg ST

b

6

[T

contraception and PAC

counseling

TOTAL L 1~ u 1

The Nandi (Kapsabet) district personnel trained the Mosonot health center senvice providers with
technical assistance from Moli regional reproductive health supervisors and EngenderHeabth, Three
months after the trainees had practiced and acquired proticieney in new skills, the ~ites had W hoie
Site Training, by a combination of attaching a trainer in ExOC and guality improvement toods o
cach hospital for five working dayvs and using the centrally trained personnel as trainers. Faoihiatn ¢
supervision and cerufication of senvice providers on achieving proficiency was carmed out at
regional level by the MoH regional reproductive health supervisors tramners, and at natonal {evel by
MoH Division of Reproductive Health (DRH). Engenderbealth and Ipas.

Each site was assisted to carry out minor renovations to create PAC rooms from idennfied spaces
and provided with start-up EsOC including PAC equipment and expendable supplies. Four follow -
ups were carried out during the life of the project and a summatine evaluation was carmied vut 1n
March 2002 after the end of implementation.

Data and methods

The report is based on data collected from five health tacibities including four District Hospials and
one Health Center. The facilities visited were Busia. Kapsabet. Kanado. Kobatek district hospials
and Mosorior rural health training center, Qualitative data was collected using semi-xtructurad
interviews with 27 DHMT members, 33 service providers and other health personnel who had been
exposed to. or knowledgeable about SIDA E~OC mncluding PAC project and 3 clients patents. The
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DHMTs were interviewed as a group and service providers and clients/patients individually. The
data was then manually analyzed. The breakdown of the DHMT respondents was as listed in table 3:

Table 3: Comparison of heaith facility management respondents

Cadre of respondents Nuniber
Medical nfficers BB
Huospital matron/depuly matron in-charges ]
District public health nurses 4
District pubiic health officers 3
District clinical officer 1
Bealth scdmnustrater |
Registered community health nurses 3
Laboratory in-chargesitechnologists N
District putrition officer J
Physiotherapest |
Hospital personnel officer |
Nursing officer in-charge of MCIUVFP clinic |
Distrivt health educaiion oflicer |
Clinical officer for TB & leprosy i
Radivgrapier |
Supplies officer ]
Human resource und information lechnologsi 2
Medival cngineering teehnologist 1
Dental technologist 1
Total: 37

Limitation of the evaluation

0 Short implementation period

0 Summative evaluation mainly qualitative but backed up by bascline survey and quantitative data
collected during the project's fifetime.

2 Poor record keeping at sites

3  Mosoriot rural training health center management constraint which were beyond the project
control,

STUDY FINDINGS

A. HEALTH FACILITY MANAGEMENT
During the visit three medical officers, deputy medical officer and one ¢linical officer were in-
charge of their respective health facilities.

One of the questions asked in the interview was whether or not the EsQC including PAC had helped

the facility and district. All the 37 respondents reported that SiDxa EsOC including PAC had helped

their facilities. The most reporied benefits of ESOC mcluding PAC to the facilities include the fact

that "it has helped reduce the patients waiting time" and as a resalt the community is happy. The

respondents also indicated "it was an update, which awakened all personnel on the right procedures

of handling pregnant mothers”. Other notable benetfits quoted b managers were:

¢ "The project has facilitated proper/effective utilizalion of available health facilities, human
resources and reduced client opportunity costs”,

¢ "The project has helped: Since referrals from other health [acilitics are handled well unlike in
the past™.

e "Nurses are providing comprehensive PAC immediately on patient’s arrival without delay,
compared to waiting in the ward for two to even three days as used to be the case in the past”.

e "Complications during labor are detected carly and action 1aken appropriately™.

However, in some facilities it was reported that all the trained nurses in the hospital had been
reshuffled, but arrangements had been put in place for those whe: were trained to train others on-job
before they moved to their new stations.



In one of the facility, it was reported that PAC was doing well and on average. ten clients were
served per month. The respondents reported that patients who came from all over the disinict sere
reated within one hour of arrival whether day time or night and tras el back home the same day
unless there were other complications, unlike 1 the past when they used 1o be kept tor up to three
davs. It was further reported that infection prevention (1P was working well i materuty, PAC
room and MCH FP ¢linic. However. the hospital management had not managed to bus 1P plastic
buckets (at least 3 per ward) for the rest of the hospital wards, maimby due 1w tack of funds. Thes
also commented on the need to put n place mechanism for replenishing plastic buckets evenn v
months,

[n anether facility. it was reported that COPE guality improsement tool had helped facibitate the

posting of more nurses 1o the maternity, at least two per shet, However, some times the nurses were

not able 1o chart the partograph. especially when there were six o seven patients in labor 1o be

menitored. In another facility, it was reported that the service providers used the skills they feamt as

long as the supplies were available. When the supplics run out. it took more than procuring 1t to
motivate the service providers to revert back to the newly acguired skills.

The respondents from Kapsabet hospital reported that EsOC including PAC project had helped 1o
IMProve management of Matemity cascs. provision of prompt services o postabortion clients,
improved and reduced time-span for handling of obstetric and postabortion emerpencies a3 well as
reduced maternal mortality.

With regard to the coordination of EsOQC including PAC activ ties 1n the facikities, the study
established that PAC was coordinated by two chinical otficers and three nursing ofticer while E~OC
wis coordmated by one matron and three nursing otticers. 1t was further established that all the
coordinators had been trained.

Management wtilization of trained service providers
It was estabhshed that the four health workers from Kapado who were trained in RH counsehng

were not working well due to the initial poor trainee selection. Those selected were notinterested n

reproductive health counseling and hence were poorly moetivated. The study resealed that five of
trained health workers were deploved in general ward, one per ward. Twelve personnel who were
trained on PAC were in MCH FP while two who were trained in PAC were in OPD. One ramed
health worker was deployved in medical ward while 12 were in arcas where they provided E~OC,

One of the issues that the study sort to establish was whether or not members of the Health
Management Team were well onented 1n comprehensive PAC and Essential Obstetnie Care. The
study revealed that all the members had an idea. It was repored that there 15 continuing educanen
forum every Thursdays where E<OC including PAC had been presented several nmes, However,
due to fack of interest by some staft and wendeney of looking at actvities in the hospital in terms of
departments. some members may have forgotten the EsOC mciuding PAC sessiens. However. ail
the health workers in all the health facilities knew what comprehensive PAC was, including
knowledge of who to call in emergency.

Sustainability and maintenance of equipment and supplies

The finding revealed that PAC clients pay fees, however. it was not a must that they pay hetore the
services {See derails on able 4 below . Responses to the gquestion on whether PAC clients had to
buv anv drugs or supplies before they were attended revealed that in most cases they de not bus
since drugs was bought with cost sharing monev. However, there are times when tunds are not
adequate, during such a nime clients buy JIK (Chlorine soluttony and a few other expendabic
supplies such as ergometrin, It was reported that this stuation may change and the chents may buy
more drugs soon since ST kit. which used to supplement drugs given to clients would not be
available any more.
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TABLE 4: Fee structure in different health facilities

Facility Normal delivery Daily ward Caesarian section PAC
accommodation L]
Kapsabet Kshs 406 (LS$5.13) Kshs 100 (LSH 1.28) Kshs 250 Y 32.03) Kshs 500 (1SS 6.4)
Koibatek Kshs 500 (LSS 6.4 Kshs 100 (LSS 1.28) Koshs 2000{ 058 25 64) Kshs 500 (USS 6.4)
Busia Kshs 120 {USS 1.5} Kshs 50 (LSS 0.64) Kshs 10001755 12.%) Kshs 500 {US3 6.4)
Kajiado Kshs 200 {LISS 2.63 Kshs 40 (LIS$ 0.5) Keshs 1000 L1585 12 83 Kshs 500 (US§ 6.4)
Mosoriot H/C Kshs 230 (US$ 2.9 Not dens on s Kshs 500 (LSS 0.4).
However, no universally
agreed fee.

The respondents reported that maternity clients paid fee (See derails on table 4 above). In three of
the five facilities, it was reported that the maternity clients bought drugs or supplies before they
were attennded to. In two facilities it was reported that they in most cases did not buy supplies.
However, they bought gloves and cotton wool when the hospital ran short of supplies. In some
facilities, it was reported that when supplies and drugs are not provided, paticnts avoid the hospital.

It was reported that shortage of drugs and some expendable supplics arise as a result of shortcoming
from Kenya Medical Supplies Agency (KEMSA) which had bezome quite unpredictable. One
respandent reported that when there were ne drugs in the hospila’, fewer patients turned up, hence
less money was collected as a result of reduction in number of in and out- patients.

It was also reported in some facilities that. in practice, funds allocated for maternity and theatre by
District Health Management Board (DHMB) was sometimes diveried to other causes deemed to be
of higher priority by the hospital authorities. The finding revealed that the money paid by clients
was used by management to improve scrvices through hiring of extra personnel/casuals including
watchmen who had helped in reducing theft of drugs, buving o1’ luel for facilities’ transport,
purchase of expendable and laboratory supplies. However, sinc: the introduction of the project, the
management had allowed the maternity, theater and gynecology units to keep 75% of the funds they
collect, which in the past was "stated to be against the national »olicy", for replenishing the
expendable supplies.

Foundations of sefting cost sharing fee

Responses to the question on the costing revealed that initially there was no basis for costing and
hence costing was done arbitrarily, however, it was usually reviewed upwards at intervals. After the
training the cost of different procedures including expendable supplies were assessed and cost
analysis done especially for theatre and maternity and findings discussed at the DHMT. Where cost
was low, it was passed over 10 clients. However, where cost wis high, it was reduced but cress-
subsidized. The final agreed fee was then sent for ratification by DHMB, However, only items that
were not supplied by KEMSA were included in the cost presenied Lo the District Health
Management Board (DHMB).

Some facilities reported that as an agreed guideline after the Whole-Site-Training including
management on EsOC including PAC, 75% of the money collected go back to the unit or
department that generated the funds who plans how it should b2 used. Funds that the unit/department
are unable to use are given to non-income generating areas. Alcut 25% of funds collected by each
unit are reserved tor Primary Health Care (PHC). This was a great change from the past when
management maintained that it was a "national policy to send ¢l funds collected to the district
treasury"” even when the concerned units did not have essential supplies.

Most of the respondents reported that when funds are ploughed back to services, patients were
treated quickly because they were not given a list of drugs and supplies to go and buy before they
can be attended to, like in the past. Infection prevention was aiso in place due to availability of
supplies and time taken to atiend to the patients had becn shortzned greatly. Kapsabet and Busia had
working incinerators, which they did not have before. Mosoriol was building one. Busia hospital
management solicited funds from other sources and added to the project to rehabilitate all the water



plumbing system, erect an electnic incinerator and strengthen infection prevention within the
hospital. As a result, attendance had increased since clients were aware of the current better quality
services. In most facihities supplies for emergency was readily available unlike in the past when
clients' relatives had to be given a shopping list to go and bring the drugs and supplies before their
emergency patients could be attended.

However, despite the fee, the change in quality improvement, though dramatic, the expectation of
service providers was not met in some facilities because funds centrally allocated for each health
facility was not disbursed regularly anymore. The disbursement was ermratic though in the end the
total amount was received by the health facitity, The bureaucracy in getting the funds allocated
involved the provincial medical officer as the AIE holder, who was far away at the provincial office
and could not visualize the urgency created by EsOC including PAC patients. It was reported that in
most cases, the amount requested for was arbitrarily reduced by 50%, and sometimes the funds
passed end up in procuring substandard equipment and supplies since the people procuring had no
experience in their use. It was also reported that expenditure fluctuated from month 10 month and
average quarterly or annual expendimre was rarely worked out from past experience.

Another area that the study explored was existence of a functional systern for replacing the MV A kit
when it breaks down. In two out of five facilities, it was reported that faciiities had a system in
place for replacing MV A kit when 11 breaks down. Those facilities reported that thev had spare
MV A kit in store and that they would use cost sharing money collected 1o replace broken MV A kit
Furthermore the people who were trained had taken ownership and kept asking for anv support that
thev needed to keep the services accessible to clients on demand. Of the three health facilities that
did not have a system in-place. one indicated it did not even know where to get the kits in case they
intended to replace. However, PAC unit kept 75%0 of what they collect and could purchase the kit
should need arise. once they knew where to get 1it. The other hospital reported that though Ipas had
sent written information on where to source for MV'A Kits and the cost. the hospital had not
established a system for procurement.

The study also sought to establish whether the health facilities had a svstem in place for repaining or
replacing the EsOC equipment provided by the project. The finding revealed that four of the five
health facilities had a system in place for replacing the stant-up EsOC equipment provided by the
proiect. In one of the facilities, it was reported that the maintenance depariment was quite good and
quite prompt in repairing the broken equipment. The second facility reported that there were full-
time gualified paid maintenance personnel, but they were not able to repair equipment in maost cases,
The third facility reported that the maintenance team were never informed or given squipment
manual to familiarize themselves with when new equipment are procured for the hospital and this
affected their performance and motivation to work.

Regarding the question on whether or not facility had n place a system tor timelv replenishment of
expendable supplies and drugs. four of the five facilities reported that they had svstem in place for
timely replenishment of expendable supplies and drugs and they rarelyv had stock outs. However.
when stock outs occur they were very brief. They indicated that they had a system for cach ward 10
keep emergency supplies in case of stock outs.

Responses to the question on the average time PAC client took from admission to discharge
indicated that they took berween 2 and 3 hours from admussion to the time when uterine evacuanion
was carrted out, whether day or night. because there were usually some trained personnel on dayv and
might duty. However, when there were no trained personnel on night duty, the trained ones were put
on call. In Kapsabet, the PAC clients take one to three hours during daytime, but a bit longer at night
but not more than 12 hours.

Strategy for the future
All the five facilities reported they had strategy for EsOC including PAC. They had included
training of nurses in the health centers and dispensaries in EsOC including PAC in the 2003 SIDA
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funded work-plan. The health facilities had also incorporated training into the DEA funded 2001 to
2004 work plan to train sefected health centers in EsOC including PAC between the time the
evaluation was conducted and the year 2004, For Kapsabet the health facilities included in the
training were Chepterwai. Meteitel. Aldai and one more health center which were the furthest from
the district hospital and contributed signiticantly to late referral o' patients in labor. There were also
plans in place for on job training of two personne] on PAC every year.

The respondents reported that DHMTs intended to improve the o wality of EsOC including PAC at
the dispensary level by training nurses at dispensary level in EsOC including PAC. Those nurses
trained in EsQC inciuding PAC at the district hospital will be posted w the health centers and those
from dispensary will be posted back to the district hospital for OJ [, The DHMTSs intends to
improve the quality of EsOC including PAC by sensitization of the health workers through
continuing education on monthly basis,

B. SERVICE PROVIDER

A total of 33 service providers completed the questianmaire and ¢l reported attending the following
training: comprehersive PAC 21 providers, EsOC 41, RH counscling 17, IP 47, COPE 37, CAT 34
and CTU 35.

Responses to the question, on when the respondents used their skills last, revealed that some of the
respondents had used their skills as recent as the day of the intervicw, About half had used their
skills less than a month ago and 14 reported they had used their «kills three months ago. The service
providers reported they had trained 283 nurses, nine clinical officers and 67 subordinate staff
through on-job training. Other personnel trained included two madical laboratory technologists, two
doctors from Moi University and 120 staff tfrom other cadres.

Challenges facing service providers from their own perspective

In responses to the question on the constraints faced by the servize providers during their course of

providing the service they were trained for. the responscs were as follows:

O 37 reported irregular availability of expendable supplies. muinly lack of gluteraldchyde, which
had to come from Nairobi.

O 35 faced lack of adequate equipment, which included Speculum, sponge holding forceps and
tenaculum,

a 23 reported lack of information on PAC among the community from the health facility
catchment area where most clients are reterred from by the Jdispensaries.

a 21 reported inadequate space for providing services. In Karpsabet, it was reported that PAC
room was too small and lacked privacy.

O 17 respondens initislly centrally trained reported lack ot s ipport from fellow workers before
the whole-site-training,

0 11 reported inappropriate space for providing servicas (Sam:e arca for FP & postnatal;
Resuscitation and dressing rooms at OPD).

0 10 reported lack of support from supervisors,

g 6 reported frequent posting 1o areas where they cannot use the skills and

a 6 reported infrequent update.

T 3 reported negative attitude of other service providers to PAC clients especially before whole-

site-training,
0 2 had unclear job description

Training benefits to service providers from their own perspective

All service providers indicated that they benefited from training. Above all the respondents reported
that they were more motivated and commutted to their work than kefore. Majority reported they
acquired new skills and kuowledge in the area of reproductive Fealth including infection prevention,
MVA procedures, timely management of labor and corplications. contraceptive technology and use
of partographs among others. Other arcas of improvement reportad by the service providers include
supervision and monitoring. treatment of PAC clients, reduced waiting time for clients and that they



were more effective and efticient in their work and more accurate in providing semices 1o the chents
and patients.

Training benefit to the health facility and clients/patients from service providers perspective

The service providers reported that the facilitics and the clients had also benefited from the project.
Some of the areas the project had helped improve included;

» Reduced patient waiting and staying time and less congestion in the wards.

* Existence of enough trained personnel and consequentdy reduced workload per senvice prosider
* lncreased numbers of skilled manpower for obstetric emergencics.

¢ Introduction of the revobving funds to cater tor items necessany for management of abstetnic
emergencies hence there was less stock-out of expendable supplies.

* Reduced stock outs of expendable supphes and ready availability of PAC and EOC equipment
as a result of start up supplies and equipment and arrangement to plough back part of funds
generated.

* Reduction of abortion retated complication due 5o introduction of PAC senvices using MV A
including timely management.

* Reduction in number of patients being referred 1o other health facilities.

* The new equipment in maternity labor room had resulted in enough deliven packs including
new born and adult suction machine making the work easier and enabling senvice providers o attend
patients on fimely manner.

¢ The health providers had greatly reduced spread of infection thereby reducing the high mortalin
for both mothers and infants.

s PAC patients did not have to wait for anesthetist. 1o be given GAL now they were treated under
analgesia. which aliowed them to go home immediately,

»  (Client provider relations have improved and this has resulted in mcreased client morale and
satistaction leading to more ¢lients coming 1o the facilities.

¢ The hospital has improved its image due to the quality of care given to PAC and Ex0C chiemis as
a result of training and provision of expendable supplies,

Suggestions by service providers on further improvement
Need for:

1 Regular updates,

Frequent supervisory visit.

Increased support from the administration

Sustained avaiiability of equipment and supplies.

Plough back the cost sharing monev 1o the program.
Tratning of maore people on —Job,

Comnmunity mobilization.

Control and eradication of financial mismanagement trom all sections including firarcial
documentation and accountability.

[ S W 5 Iy Wy S I

Referral for other reproductive health services - provider perspective

The respondents indicated that they referred clients who did not get some elements of PAC services
from their facilities to other facilities offering the semices or 1 private practitioners. Some of the
heatth facilities they reterred ofionis to included Kakamega provincial hospital in case of Busiy and
Machakos hospitals in case of Kajiado.

Availability of services around the clock - provider perspective

The service providers reported that since the training. they had made arrangements for the stat¥ to
work on shift or call 1o ensure that the facilities offer services round the clock 124-hour basts1. In
addition. there were regular debriefing with the in-charges. Thev alse ensured that equipment i
prepared ready for use whenever a client came.

Community involvement - provider perspective

pFaTa¥
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In order to increase awareness about PAC services being offered at the facilities, the service
providers reported they continued giving health education to comnunity and clients. The service
providers reported that through timely counseiing before any procedure and through community
health education as well as through provision of health education every morning at the facilities,
they had ensured the community accepted and accessed scrvices 1 1he facilities. They had also been
able to update community members, other health workers. and stakeholders in the district
stakeholders' forums/meetings. In addition, they had encouraged all health facilities in the district to
put in place IP measures and incinerators.

With regard to ensuring the PAC services provided are accepted und rated as of quality by clients,
the service providers had put in place proper infection prevention measures. They also provided
proper counseling to the clients, got regular feedback through clicnt exit interviews and also
provided proper attention, comfort to the clients and ensured conllentiality.

Site Visit Observations

Observation of the heaith facilities during the assessment revealed that unlike in the past before the
whole-site-training, the reproductive health areas in maternity and PAC room were clean, had
adequate equipment in working order in 4 sites and in 2 sites (67%) they were managed as restricted
areas. In 4 health facilities (80%), the infection prevention prolocels were followed strictly and there
were adequate infection prevention containers and supplies. However, there was concern from mid-
Jevel service providers that doctors tended to break the infection prevention protocol more often than
other personnel.

Review of PAC records
In all health facilities except Kapsabet,
the clicnt/patient records were poorly
T T S s s e maintained/stored and not properly
R completed. Despite the MoH printing
pregnancy monitoring cards with space
for all interventions that will be carried
out during antenatal, labor/delivery and
postnatal including family planning
ABusia after delivery, this cards were usually
mkobatek  Tetuitied with the maternity records
Diapsabet  nstead of completing the relevant part
pertaining to labor and giving them
back te clients to take to postnatal
clinic. One notable practice by all
service providers at postnatal clinic was
that, they only concentrated on the baby
and never bothered even to enquire
freaw the mother how she was,

Chart 1:Distribution of PAC clients by family planning method taker home

% of PAC clients per health
facility

Farrily planning methad

Comparison of profile of PAC clients from the five health facilities served since quality assurance
and improved EsOC including PAC was started at the five health facilities were as follows:

Clients from maternity were referred to MCH/FP for their FP riethods where it was not possibie to
identify these who took FP after delivery from the rest. The mast accepted methods were injectable
and oral contraceptives.

As shown in chart 2, clients from Kajiado hospital did not take home any contraceptives, either after
PAC or delivery. The service providers attributed the non use to Maasai cultural norms despite the
counseling that they carried out. Further study may be necessary to separate provider attitude from
cultural barriers.



%% of PAC cllants per hoalth facility

Chart 2: Distribution of PAC clients by services provided
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PAC CLIENT EXIT INTERVIEWS

Only three clients were found in the health facilities
after PAC management at Koibatek. There were no
clients during the visit at the other four heaith
facilitics. All the three who were interviewed were
happy with the services despite not getting pain
relief because thev were all treated with MV A by
the nurses immediately on arrival. even the one
who came at night. However. the counseling was
only provided after emergency care and was limited
to family planning. One client out of the three opted
for injectable contraceptive.

The study also aimed to establish the number of
women who had delivered in the various facilities
before and after training in EOC and the findings
were as shown in table-3 below:

Chart 4:Distribution of PAC clients from the five haalth facilities by
parity

% of PAC clients par health facility

Most clients with abortion comphcations
seem to be within the age group from 20 10
30 vears.

Theough most chents from chan 3 are of age
group 20 -30 vears. from chart 4 the shift o
para 2 and below. exvept in Kothatek s
strongly suggestive of single women. but
there 1s need for further investgation.

From chart 3. it appears that most abortions
occur within gestatonal age that can be
managed by trained nurses with the use of

MVA kit

Chart 3 Distritation of PAC diients from the five heoith facilites
by age
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Chart 5:Distribution of PAC clients from the five health facllities by gestation age

DBusia
B Koibatk
[ Kapsanet

% of PAC clients per heaith facility

g

f.?
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Gestation age in weeks

Table 5: Nature and number of deliveries in individual health facilities

State of delivery Total VD C'S Brecch I'resh stillbirth | Macerated Neonatal
deliveries - stillbirth death
Fealth Time peried
facility
Busia Jan -Apr.2000 Hh31 S83(92%) | 244N 1202w 10(2%) 1002%)
Qct 2001 -Tan 2002 709 GHORE%Y | 5007%) 1102 i 14(29%%) 24{3%)
Kaoibatek Aug 1999 - Jan 2000 592 5649 12 7 4
Aug 2001-Jan 2002 595 537 17 10 |7 4
Kajiado Jan-Jung 2000 a0 151 3 3 2 2 4
Aug 2001-Jan 2002 209 177 28 4 o ] 1
Kapsabet Sept 2000-Jan 200! 376 520(90%) | 42(7% 13(3 %
Sept 2001 -Jan 2002 763 625(82%) § 108(14%) | 2714 i
Maosoriol Seadistics not availzhle doc 10 poor record keeping

In Kapsabet, there was increase of 28% in deliveries after weighting the two {patients served before
and after). There was also an increase in Busia hospital, The health facility management and service
providers attributed the (ncrease to client satisfaction as a resul: of improved quality of EsOC
including improvement in staff attitude and spreading the message by satisfied clients at the
community level through word of mouth. However, longer implementation time and other factors
need to be controlled for before attributing the increase to the infervention.

Use of partographs
The number of women whe delivered in the maternity and wer: monitored using partograph were as

follows:
TABLE 6: Review of randomly sampled partograpgh records for completeness

Health Number Fully Completed Well Partly Onle Completely | Completely | Completely
facility of completed bul with completed complewsd | ritial not filied not filled not filled

records partegraphs | icompicte but and recording | but with

sampled summary summary SUMIE K'Y entero swmmary of | incomplete

& completely | not labor well summary of

reviewed not done entered at filled labor

all.

Kapsabet | 83 26 (35%) 2% 1§i22%) 911 3 (6%) 20 (24%)
Koibatek Poor client record keeping in records department making record retrieval ulir they leave maternity almest impossible.
Kajiado
Busia 39 T 1 2%) 2% T ] TG J 1017 ] 23G9%) | 6(10%)
Maosoriot Records not available,

From Kapsabet, where maternity records could be retrizved from the records department, the
providers were monitoring labor using partographs, though there was weakness in summarizing the
event. Reasons given for incomplete partographs inciuded: patient arived on second stage, C/S due
to either APH, cord prolapsc, elective C/S, foetal distress and referrals from other health facilities



with prolonged labor for emergency € S. Overall. the training had changed the providers
commitment to labor monitoring using partographs.

In Koibatek. it was not possible fo tell because ot poor record keeping. However. in Katiado. from
avatlable records. all except referred emergency and clective C 8 and those who came on 27 stzze
had partographs. All the summary were incomplete (No duration of labar. no blood loss, plicentas
not weighed, no vital signs atter delivernyy and most of the partographs had flow s as foflow

Some had only the imitial recording, others had no descents and contractions. In ~ome VFE were ot
indicated. No regular monitoring and in a few cases. there was no intery ention though the cen o
dilatation and descent had remained static way bevond the aceeptable Himits,

With regard to number of neonatal deaths that had occurred over the last ~ix months, 10 s 50;
possible to determine in Busia because of lack of record. Hewever, in Kothatek ne death was
observed. The number of deaths that occurred over the same perind one vear carher were 1our in
Kajiado. In Busia between January and April 2001, there were cight neonatal deaths of which most
were pre-terms weighing 0.9 and 1.4 Kes. One was 2.9k with C S done due 1o foetal disiress and
the other was a breech. One was SVD 3.3 kg with Apear score of 9 at one minute and 10 atter 8
minutes and then died. In Kotbatek, a total of 392 deliveries over 6 months (August [999 o Januan
20001 SVD 269 Breech 70 C S 12: Macerated stll births 4: Fresh still births (.

Lessons learned:

1. Clear demonstration that mid-level providers in the public sector t Nurses and chmical otfhicers)
can safely and effectiveiv ofter quality EsOC including comprehensive PAC senvices and thus
reduce the workload on the generally overworked understaffed medical otficers. Medical doctors
constitute only 4% of all the heaith workers in Kenyva. which wanslates 10 a doctor population rano
of about 1: 13,000 poputation.

2. Whole-Site-Training and providing the facilities with the means to implement the new hy
acquired skiils such as essential equipment and supplies is a powerful personnel motn ator and
increases participation and ownership of EsOC including comprehensive PAC senvices. However,
when availability of the relevant suppiies is not maintained. serice providers do not only stop
giving services but they also abandon practicing the acquired skills.

3. Empowering nud-level service providers to offer quality EsOC including comprehensive PAC
services motivates them. makes them have positive attitude to patients and increases access to these
services as the nurses and clinical otficers are greater in numbers (Nurses have a ratio of 1ugl
poepulation) and cover facilities where traditionally there are no doctors. up to the primary Tevel,
4. The relevance of the training to the providers work created high demand to traim more senv ice
providers in EsOC including comprehensive PAC than the aumbers the project had catered for
Further more. the district health management teams { DHMTs) requesied for training ot serice
providers from the sub-district hospitals, health centers and dispensanes in this Jdistrcs,

5. Ownership of quality EsOC including PAC by health fuctlity management is the onhy way 1o

ensure sustainability and 1ntegration of new technologies into the existing reproductive health
services since inclusion of the new technologies into the health facsiity budger. work plans and
future strategy depends on the ownership.

6. Use of appropriate quakity improvement tools encourage hospital staft. managers and regional
supervisers to colfaborate more closely as a eam and sustain the qualin improvement achiey ad

7. Quality improvement incorporated into EsOC including comprehensine PAC s readily accepred
by both the health facility management and service providers and gets their buy-in i 1t s ntegrated
into all existing services rather than in one unit.

& Integration of EsOC inciuding comprehensive PAC and famify planning 1s more practical and
does not hold a tag of a vertical program to both the hospital management and <ervice providens
because it blends <asily into their daily work thereby getting their support and commitment.

9. Proper trainee selection has strong influence on the motivation and service pronider use of the
newly acquired EsOC including PAC skills.

Conclusion:
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The project trained some of the first mid-level providers - nurses and clinical officers in the public
sector using different training approaches with the goal of achieving whole-site training and proved
that they can safely and effectively offer quality EsOC including comprehensive PAC services
thereby reducing the workload on the generally over stretched medical officers and decongesting the
limited available hospital beds. The project also increased women's access by empowering mid-level
providers to offer these services as the nurses and clinical officers are greater in numbers as
evidenced by nurse ratio of 1:993 population as compared to docter ratio of 1:10,000 population.
The mid-level providers also cover up to primary health facilities (Dispensaries) where traditionally
there are no doctors. The proiect confirms that creation of an environment that enables mid-level
providers to care for clients with a spectrum of pregnancy related needs improves the quality of care
in understaffed or Jower community level facilities.

Recommendations:
1. There is need for more use of whole-site including on-job fraining in developing countries
considering:

1.1. Shortage of service providers where those going for central training would be drawn
1.2, The 3 to & monihly mandatory provider redeployment ir: various departiments

1.3. Cost of central training and

1.4. The motivation and teamwork created by whols site traning.

1.5. Frequent service provider transfers to other facilities.

2. There is need to develop "structured" on-job training cu:miculum and teaching aids for EsOC
including comprehensive PAC training as ao ensure that providers trained on-job meet national
standards.

3. There is need for taking training down to lower levels by developing district capacity to conduct
EsOC including comprchensive PAC training as a sustainable way of expanding services to
primary health care level.

4. There is need to re-introduce the whole concept and skills for postnatal care to service providers
in Kenya.

5. There is an urgent need for taking EsOC including comprehensive PAC to primary and
secondary level health facilities to stem the flood of cases that reach the tertiary health facilities
late,

6. There is need to strengthen documentation of clients in labor who are kept beyond the
intervention time {according to partograph) as an indicator of quality of care.

7. There is need for strengthening record keeping system and the culture of using EsOC including
comprehensive PAC data at site.

References

1. WHO Geneva, 1995, Complizations of Abortion, Technical and Managerial {ividelines for Prevention and Treatment.

WHO (WHO/FRHMSMG6.1.5. 1996, Safe Motherhood Education Material tor Teachers of Midwifery.

WHO (WHO/FHEMSM 94, [ 1), 1996, Safe Motherhood, Mother-Buby Packaye Iraplementing Safe Motherhood in Countries.

Natioral Council for Population and Development, Central Bureau of Statistics and Macro International Tne. 1998, Kenya

Demographic and Health Survey.

AVSC Intermationa! {EngenderHealth |, 1999, Infection Prevension Curriculir., Tteiner's Manual and Participant's Handbook.

AVSC International {EngenderHealth}, 2000, Infection Prevention Training (T} for Windows 9398,

EngendrHealth, 2000, Cost Analysis Tool. Simplifying Cost Analysis for Man gers and Staff of Health Care Services.

AVSC Intemational {Engendertealth}, 1995, COPE - Client Oriented Provid.r iifficient Services, A Process and Tools for Qualisy

Improvement in Family Planning and other Reproductive Health Services.

9. AVSC [nternational {EngenderHealth}, 1999, COPE for Child Health, A Process and Tools for Improving the Quality of Child
Heaith Services.

10.  AVSC International {EngenderHealth}, 1995, Family Planning Counseling, A Curriculum Prototype.

11, AVSC international {EngenderHealthy, [999, Trainer's Guide, {eunseling th. Postabortion Patients; Training for Service Providers.

12.  EngenderHealth, 2001, Faciliative Supervision Handbook. :

13, Ministry of Heabth/Division of Primary Health Care, 1997; Government of Kenva, Reproductive Heatth/Family Planning Policy
Guidelines and Standards for Service Providers.

14.  Ministry of Health, 1996, National Reproductive Health Strategy 1997-2010.

15.  Ministry of Health, 199%, Implementation Plan for National Reproductive Health Strategy 1999-2003.

16. Jane Bertrand and Amy Tsui, 1993, Indicators for Reproductive Health Program Evaluation, Carolina Population Center, University
of North Carolina at Chapel Hill.

o

%0 - @



Disseminating Information for
Scaling-up Implementation of Guidelines
and Better Practices

Richard Hughes
Associate Director

ESA Region

Country Director. Zambia
THPIEGO Corporaton
Phone: 200-1-25G255

Fax: 260-1-233314

F-mail: thughes @ jhpicgo.net

Martha Ndhlovu

PAC Coordinator

Nattora! PAC Task Foroe
Universitv Teaching Hospitd
Lusaka, Zambia

Phone: 200-1-234287

Fax: 200-1-23335Y

Famail: mpndhlova@vahoo.co.uk

Maureen Chilila
Proaram Manugeer
Zambi

JHPIFGO Carporation
Plaonies 200 [-230235

Fax: 2ni-]-23341 4

F-muadl mchihleashpiczonme

Joseph Nikisi

Chintcad Care sprecialis

Chinead Care and Diasreoste semooes

Corind Board of Pleaiths, At

Phone: 2oo-1-23317y
Foan: 20012233173

Pl nikiseg choliors 2m

8



Disseminating information for
scaling-up implementation of

guidelines and better practices

JHPIEGO

Richard Hughes Country Director. JHPIEGO Zambia
Maureen Chilila Program Manager, JHPIEGQ Zambia

Martha Ndhlovu Coordinator. Nat. PAC Task Force. Zambia
Joseph Nikisi  Clinical Care Spec:alist. CBOH. Zambia

w &

Introduction:

Disseminating information

Rick Hughes
Country Director
FHPEGC Zambia

Objectives

- Discuss the need for improved approaches o
the dissemination of technical information such
as guidelines, updates and better practices

- Describe three case studies highlighting

different approaches to dissemination in support
of nationai scaie-up

+ tdentify additional actions or types of support
that must be addressed to support these types

of dissemination activities
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Future Directions

Evidence-based medicine

Better Practices documentation

Centralized work on guidelines and standards
Decentralization / Health Reforms
Communication and learning technology
Learning styles and approacnas

Zambian Context

Health reforms = decentralization

72 District Health Management Teams

9 Provincial Health Offices

Thin and over-stretched human resources
Communication technology limited

Learning styles and approaches
- Limited experience with computers
~ Cutture of readirg not wigespread

Zambian Context {cont)

« Central-level work paying dividends
+ Filot programs
« Technical guidance

« Rapidly changing playing fieid —e.g.:

+ New malaria treztment guidelines and medicines

- New infection preventien guidelines

- Revised service provider technical guidefines

« Introduction ol new services {e.g.. ARV therapy)

- Scaling up pilet programs (e.qg., PMTCT)

- Strengthening of services (c.¢ , PAG. delivery care)

- New and improved management systems (£.3., cost
sharing mechanisms, district planning)




Some Evidence

FP guidelines dissemination in Kenya®

Know!. & perf
+ Baseline -
+ Distrbution *
+ Dissemination with Origntation L
+ Crientation + Supportive Supervision *

" See presentanon Echoing mformation an effective way of
reaching many providerss in Africa

Zambian Approaches

- Malaria during pregnancy
+ 1-day orientation for Provincial and Qistrict Teams
- Provincial groupings. ave. 5 people - district
« Primarity knowiedge based

+ Postabortion care (PAC} expansion
- 3-day orientation for Pravincial, District and Hospitai

management taams

+ Focus on provincial center, ave. 15 people - district
« Mixed knowledge and application

+ Infection prevention guidelines
+ 2 week clinical training
« Z people i district
+ Knowledge and skills, including training skills

Case 1: Dissemination and
implementation of malaria
during pregnancy guidelines

Maureen Chilila
Program Manger
JHPIEGD Zambia
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Malaria During Pregnancy:
Context

« Qverall Antimalarial Drug Change
- High resistance to chioreguine (CQ)

+ Specific Malaria in Pregnancy Guidelines
Expanded recognition of data on the impact of malaria
in pregnancy

High resistance to CQ

Low rates of provision of CQ prophylaxis

Expansion of ITN prograins focused on pregnan]
women

High rates of maternal anemia {~50%}

Malaria During Pregnancy:
Content

» Change in antimalarial use in pregnancy
- CQ prophytaxis = SP presumptive treatment (IPT)
« CQ % SP / Quinine as first linn therapy

+ Strengthen integrated services for pregnant
women
- Prevention !/ ITNs
« Intermittent Presumptive Treatment (IPT)
+ Anemia prevention and management

- Case management of symptomatic malaria in pregnant
women

Malaria During Pregnancy:
Opportunity

« Quiickly capitalize on an opporiunity
+ “Simple” message
« Primarity knowledge and rnotivation
+ Why?
« What?
+ How?

+ Focused Target
- ANC providers in public sector (> 90% attendance;

- Political Commitment
« Growing awarensess of maternal health as a priorily area

+ Targeted B‘m&rams and technical assistanze: Global
Fund, RBM, UNICEF, USAID. WHO




Malaria During Pregnancy:
Process

» Development of an essential orientation
package, job aids, monitoring tools
+ Orientation of Provincial & District teams
« Provision of orientation materials to Districts
- Responsibie for orienting health workers
+ Orientation for additional stakeholders (and
provision of materials)
- Preservice ! training institutions
- NGOs. church-based institutions, private providers
- Linked BCC and social mobifization activities

+ Targeting service providers. community workers,
communities and individuals

Malaria During Pregnancy:
Orientation Package

08:30 Pre-test
09:00 Objectives and Intreduction
045:30 Medical Background
10:30 Guidelines and Best Practices
= Prevention ! [TNs
= intermittent Presumptive Trestment
+ Anemia Management and Treatment

+ Case Wanagement of Symptomatic Malaria in
Pregnancy

Malaria During Pregnancy:
Orientation Package (cont.}

+ 14:00 Key Technical Updates
+ Focused antenatal care
- Correctly staging 2 pregnancy
- Ruling out pregnancy for case management

+ 15:00 Outreach Activities

+ 15:30 Next Steps

+ 16:00 Summary & Conclusions
+ 16:30 Post-test




Malaria During Pregnancy:
Dissemination

- Rapid
- National coverage in < 6 months
+ Face-to-face ileraction
« 9 Provinces
« 72 Districts
+ >300 managers and providers

« Service Delivery Impact
- Too early to tell
- M&E tools being put in place
- Provision of IP*
- Use of iTNs
- Low birth weight

Malaria During Pregnancy:
Dissemination {cont.)

- Effective First Stage
- Pre-{ Post-test
+ 40% pass ¥ 91% pass mark (scored at least 85%)
« Overail 11% gain in average scores

- Course Evaluation
87% felt Very Confident
- 80% felt Highly Mativated

- Comments
- Qverwheimingiy appreciative of both methed and content
of dissemination

Case 2: Dissemination and
implementation of PAC
guidelines and services

Martha Ndhiovu
Murse Coordinatar
National PAC Task Force, Zambia




Postabortion Care {PAC): Context

- MVA introduced in 1950
« Medical students familiar with MVA

« PAC Assessment (1997-98)
-+ Rarely available outside teaching hospitai
+ Fotused on emergency care
- Mo linkages
« Poor infection prevention. weak counsating

- Formation of National PAC Task Force
- Mandate to expand PAC nationatly. to 100 facilities

Postabortion Care {PAC): Content

+ PAC Concept
+ Preventive services (FP)
+ Opportunistic {linkages to other RH services)
- Quality framework [counseling. infection prevention|
+ Facility Guidelines
+ Technical approach

+ Expansion program
- Context
- PAC Assessment
- Mational Task Force
+ Action Plan

+ Training approach and systems

- Roles of Provincial ! District/ Hospital Management

Postabortion Care (PAC):
Opportunities and Challenges

- National expansion in decentralized system

« Limited resources
- Meed to create buy-n within the sysiem

Phased approach

- Core training sites {national referral hospials)
+ Prowincial training sites

« Experience gained from Phase 1
« Staff transfers. supplies ! equipment shortages, sic.
2 Need for broad consensus and support
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Postabortion Care (PAC): Process

« Development of essential orientation package
« Management understanding and Luy in
« Preparation for role in expansian program
- Site selection and preparation
« Suparvision

« Qrient Provincial, District & Hospital teams
+ 3% day comprehensive program
+ Mixed knowledge, motivation and skills

+ Establishment of PAC services and training
- Site strengthening
« IP, FP, infrastructure & organizalion
- PAC Service Provider Training

- Clinical Training Skills
22

Postabortion Care (PAC):
Orientation Package

- Objectives — to be able to:
+ Describe the key elements of quality PAC services

- Understand cur own and each other’s roles in the PAC
expansion program

« Explain the importance of PAC services to health
workers and partrers

- Assist in the identification, preparation, and initiation of
potential PAC service sites

23

Postabortion Care (PAC):
Orientation Package (cont.}

Dayl . Dey? Day3 | Day4
- Intro to PAC + Intro o 4P + Organization. - Orientation
« PAG Neetls - 1P video gquipment & | of hespital
Assessment . |p supplies J staff by
- NPTF Action | chservations -+ PAC at pe_lﬂlt:lpanis
Plan i inthe d:fferent - Discussion,
- Roles & hospitat levels ! review and
responsibilities . - PAC - Qrganization revigion
+ Training & | Guidslines far PAC |+ The way
supervision !+ PAGC training forward
materials technigue, - “2ut Yourselt ;
- Integration of , Procedure & M Her Shoes™
FPand RHinto | Checklists | video _
PAC . for |+ PAC planning |
- NPTF Action supervisors | observations i
Plan + PAZ clinical i the
s video hospital )




Postabortion Care (PAC):
Dissemination

+ Time consuming

- Pace of orientations linked to the roll out of service
strengthening
+ Commitment of senior managers to 3 ', day workshop

+ Making headway

- Ali Provinces Oriented
- Z Provinces in phase 1 {1993-2001)
- Without orientation package
- 7 Provinces in phase 2 {2002)
- With orientation package
+ Difficult to separate out the impact of the orientation

Postabortion Care (PAC): Results

« Overall expansion progress

= 132 senior managers oriented in 7 Provincial centers

- Qver 250 service providers tra:ned in some Aspect of

the program

B PAC clinical training sites established and functioning

- 8 sites established as PAC services sites. a prerequisite

to estabtishing training capacity

10 sites completing institutional strengthening. a

prerequisite to estabiishing PAC services

+ 20.00G women received strengthened PAC services’

- »10,000 women accepted modern FP within PAC
services®

* Estimated PAC service site statrsees, from 1700 o 503
%

Case 3: Dissemination and
implementation of national
infection prevention guidelines

Joseph Nikisi
Clinical Care Specialist
Central Board of Health. Zambia
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Infection Prevention Guidelines:
Context

+ Overwhelming evidence of poor IP practices
+ PAC assessment
- Hospital accreditation surveys
» Midwifery educaticn assessment
- GNC service assessments
- Various baseline assessments
+ Field experience and observations

- Initial work done, ey,
+ PAC infection prevantion strengthening
« Midwifery and nursing curriculum strengthening
= Inservice training package

Infection Prevention Guidelines:
Content

Standards and Skills

Traffic flow and activity

= Hand hygiene

- Gloves patterns
« Personal protective « Transmission based
equipment precautions

Monitering infection
prevention

Instrument processing

- Handling sharps during
Prabiem resolution

procedures -
- Waste management - P in the home care sefting
+ Housekeeping « P in traditional practice

Skin & mucous membrane
preparation

i)

Infection Prevention Guidelines:
Opportunity

« Increase recognition of IP as a major weakness

» Fundamental, crosscutting quality of care issue

« Links to HIV prevention
- Protect communities / clients
- Protect health wokers
+ Improve conditions of service




Infection Prevention Guidelines:
Dissemination

+ Previous IP orientation and training of managers
and service providers

- PAC Qrientation — Provingial and Provinaial Center
{DHMT and Hospitaf) managers {132}

- iP gn-site strengthening — Provinciat center service
providers {244)

RM strermgthening - Clinical traiming at midwifery
schools and their practical training sites (127) i

Inservice training {{CT) - District service prowiders

.

Infection Prevention Cuidelines:
Process

+ Proposed Process
+ Supplement work that has been done

+ In-depth clinical training
+ 2 week clinical training
« 2 people ! district
- Knowledge and skiils. including training skills

infection Prevention Guidelines:
, Process
Pros Cons
+ Standardized kncwledge + Fewer people directly
and practice ariented | trained
- Develop higher leve! of + Time consuming
individual experlise . Commitment of time
+ Increased individual iparticipants and trainers)
capau't.y toimplement and . Resource intensive
Supervise + Burden for 277 tier
- Strengthen training skilis orientation raining rests
alang with technical skills on afew
hal ugnsier of knowliedge a1 Lostly if trainees transfer
27< pigr training

don't follow -through |
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Infection Prevention Guidelines:
Dissemination (cont.)

» Service Delivery Impact
- Too early to tell
- Anecdotally
+ Some evidence of improvements
» Resource constraints major obstacle
* Habhits (e.q., haad washing) difficult to change

Summary:
Disseminating information

Rick Hughes
Country Director
JHPIEGO Zambia
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Dissemination Better Than
Distribution

- Anecdotal evidence
« Under utilization of guidelines
- “Books” gathering dust
» Not available where needed
+ Personal versus institutional progerty
» Poor uptake of better practices
« Research evidence (Kenya®)

- Positive feadback from dissemination in Zambia

* See presentation “Echoing informatian: an effective way of
reaching many providers in Africa”




Distribution vs Dissemination

Distribution Dissemination
» Leaves questions - Tries to address the
- Does it get to the right questions
people? + Reach specific people

- Do they know what it is.

or Now to use it?

- Canthey use it?
« Do they use it?

- focus on key messages
- Standardize intormation

and interpretation

- Add to credibility’

- Al aift
. ?msmemy + Empower users
- Correctiy - Enccurage and

Where to get answers to
questions?

melivale users

» Answer questions

Three Models of Provincial-level
Dissemination

PAC Malaria P
- Buikding long-term  + Immeiiate + Correct
momentum widespread tundamental
- Phased expansion changes / results deficiencies

+ Mofe comptex + Rapid national - Rapid natipnal
+ Knowledge & coverage coverage
limited skilis - Focused message - Moderately
- ¥, day orfentation  * Knowledge based complex
+ Labor intensive - 1 day erientation - Knowledge & shitis
- Greater depth - Moderate depth * 2 waek training
(15 ; district} 5 © drstrict) + Labor and lirme
intensire
- Minimal depth .
(2 district! :

Three Models of Dissemination in a
Decentralized System

All 3 aimed at national coverage

+ 2 aimed at immediate national coverage
- Brought districts together at the provincial level

1 touk a phased approach, and targeted
Provincial centers
- Build their capacity to expand to additional districes

2]

MY
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Three Models of Dissemination

Not interchangeable

* Depends on scope of the intervention

+ e.g., malaria dur'ng pregnancy versus PAC

* Depends on immadiate needs as well as long-

term goals

+ Momentum for sustained change
¥s
- Rapid implementation and scale-up

4

Group Discussion

a1




HIV/AIDS Training in
Eastern and Southern Africa:
Results from a Twelve-country
Needs Assessment

Jacqueline Makokha

Netmork Coordinator

Regional AIDS Training Network

{RATN)

1O, Box 16035 00100 GPO

Nairobi. Kenya

Phone: 25+4-2-271-6008
234-2-272-4034
254-2-272-6765

Fax: 254-2-272-6026

E-mail: jackiem@ratn.org

Betty Chirchir

HIV AIDS Training Coordinator
Centre tor Atrican Family Studics
(CAF™)
P.O. Box 00054 City square
Nairobi Renva
Phone: 254-2—4 4 4-8018

2594-2- 4 480 1Y
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THE REGIONAL
HIV/AIDS TRAINING
NEEDS ASSESSMENT

REGIONAL AIDS TRAINING NETWORK
e CENTRE FOR AFRICAN FAMILY STUDIES
!g# USAlD

LT S Bl i S

11!PLE\{E\ TED BY THE CENTRE FOR
FAMILY STUDIES (CAFS) & THE
REGIONAL AIDS TRAINING NETHWORK
WITH SUPPORT FROM USAID REDSO.

JUSTIFICATION

= Little information available on existing
training needs in the ESA region except for
UoN UoM 1994 Needs Assessment.

.l .- e e

% © = Lutle known en the supply of traiming at the

: ‘%1; national tevel :
g j = Little known on existing demand and |
o support for training. J

PREVIOUS PAGE Rl &



Objectives
= Overall Goal to assess the needs for wraining in the
broad demain of HIV/ATDS
= Document existing traimng opportunities and neads in
the ESA region,
+ fdentify gaps in current pre-scevice and in-service
HIV/ALDS training programs
+ Idemify emerging training needs and trends. includmg
those resulting fron implementing new HIVATIS
interventions such as PMTCT and ARV,

» Assess the market demand for training, the
priority given to training at the policy level and
the level of of resources allocated to support it

s Determine the appropriate profiles of those
cadres of HIV/AIDS workers thal require
training, and whether current training, programs
address these groups.

# Assess the potential of institutions in ESA to
deliver the typs of training needed; and

¢ldentify strategies for organizing training in
ESA




Methods

e e c e e e e
2 Desk Review

+ Policy dovements at the natenai

HS
+ Existing tratmng cumicula on HIN ATDS ranmy

* Train

% Koy Informant Interviews
» Experts S HIN ALDS PoNapagers
¢ Trawmng Programmens

+ Doners - Conimumts Based supeni o

Key Informant Interviews

The interviews collected information on the following
areas:

- Existing and new HIV AIDS intenvgntions and pelicies in
ESA
The skills reguirad wo mmpien
the cadres to be trained

ent BINV ALDS programs and

Approaches to ratning :n HIV AIDS

Suppen for maniag is HIV AIDS

Exisung traiming opportuiities in HIV AIDS (n ESA
feourse tpes. obpectives, how the courses are conducted,
cadres trarned, traipers, evaluaton methods

&
B

Countries of focus

D T st S .- -
= Botswara

r Etmiopig

s Maiaw:

= Mozamogue
: Namoa

= Rwanda

= Sour Alnca
= Ta~zar.a

= Uganda

s Zamna

= Zimbabwe

= Pugt

tudy camed oul o Kerya,

o2



512 Key Informants
e e e — M - e B e R g —
+ Botswana 50
= Ethiopia 53
= Malawi 40
= Mozambigue 33
= Naribia 50
= Rwanda 52
% South Africa 50
= Tanzania 46
# Uganda 44
= Zambia 44
= Zimbabwe 50
11

= All country studms f'nalued and draﬁ

|

E Status of studv March 10 2003

o

| Teports written.

i Regional report also available in draft form
- % Awaiting approval of reports by USAID

: and wide dissemination to follow

. immediately thereafter.

General ﬁndmgs

% Majority of lraining nccds slll! noat bumg mel in

: most countries - ARV training, training for

} jaboratory workers, trcatment of opportunistic

' infections, frequent updates en HIV/ATDS,
program management and administration. ...

= [n HIV/AIDS 1 move is needed towards skills
based training as opposed to knowiedge based
training.

x HIV/AIDS topics not formally included in pre-
servige training in most countrics.




& In-service raining currscula not frequently
updated and in most countries happening in un-
ceordinated manner.

= No national resource base on avatlable training,
where it is offered and 115 effectiveness.

% Training needs of people 11 sectors other than
health i1 most countries - not met Jespite the
implemensation of the mulu-sectoral approach
HIV AIDS.

T

& Support and demand for training exists but
most people do not know where te access
training and how to find the resources for
training.

Training needs for HIV/A1DS programs
Managers

Program managers were defined as individuals who
are responsible for developmg. implementing and
reporting on structured organisational achivities
related 1o HIV AIDS.

Sixteen training areas were mentioned for
HIV AIDS program managers and administrators




Teambag neaty for progtam manigers
Gandes ana Hv:aRS TR : "_
Res. Wobi, and unkzation (TR
—— - Rk LTER

Formsten techinology EREZTT

Beh_ Changa and Comm BT
Folcy developmant
Catr. dewh and training skt TR T T
Leaddership sidls

Tralning neads

Mononng and vakualon
Counseing ang comm
Metwarkng and sivocacy [ o St

Uates on I ALS

Mumbar of cauntries

i - .
1 Program management and administration was
i mentioned by all the 11 countries as a priority
| training area for program managers

|

|

= _ The focus of this training should mclude skills in
program and project development, fund raising,
resource management (including human resource
i management), program manitering, pragram
coordination and evaluation, advocacy,
i networking and impact agsessments.

% The study did ot identify any training program
! that covers this training need and that targets this
} cadre of workers.
|

Frequent updates on HIV/AIDS was the second
most frequently mentioned training area for
program managers, identified by 10/11 countries

# The focus of frequent updaies in 1{IV/AIDS
should include an in-depth understanding and
appreciation of HIV/AIDS intervention strategies,
the sacial context and biomedical dimensions of
the epidemic, dimensions of HIV/AIDS Impact,
basic epidemiology, determinants of spread of
HIV, HIV/AIDS strategy analysis and cost-
effective analvsis of HIV/ATDS interventions.




Trainiag needs for doctors

P e e A e e — e o

= Twenty-two training areas were identified for
doctors.

Fupry T FarQriral ¥arwog aeeos ko medeca Giiies

SRy e s
S mt vy, B
Srorner 7 wre £ 0 s §TETE——y

I e [T

e e e e STy

L

Priority Training Needs for Doctors

B L . U -

= Communication skills and counselling
% Clinical management of HIV AIDS
Use of ARV's

¢ = LUpdates on HIV AIDS

Program management and devefopment

¥

Universat precautions
VCT
Research PMTCT

n




Other cadres for which information was
collected, and the high priority training areas

[ e SRR EpUENIEES P S
= Nurses/clinical o ficers
» Counselling, communication
» Compmunity care of HIV
# Community-based supervisor
» Counselling, communication
= Program mgmt and administration
% Non-technical staff in the health sector
» Basic information on HIV/AIDS
+ Universal precautions

27

Emerging Training Needs

b e - — B e - e e e

= ARV’s
« Doctors, pharmacists, aurses. clinical officers
& PMTCT
= VCT
Working with communities

% Working with youth, orphans/vulnerable children
® Vaccines

g

= Advocacy and nefworking

23

Fraining needs in training institutions

e B e i e g — o — e — e e e i —

&= Medical schools and colleges

+ Pre-service teaining institutions had begn slow in integratmg
HIV/ALDS into their curricutum (no specific course module found)

+ Arcas identified include developing curricula, course content and
materials integr iting HIVZAIDS into medical sehool raimng.

+ Trainers need o receive frequent updates i HIV/AIDS

« Issues related to psycho-secial counseling and emotional support
for patients alsc need to be utegrated into the medical school
curricula, clinical management or HIV AIDS snd ARY treatment.
spcin-cconpmic context of HIY/AIDS disease and communay
based support systems

+ Training of trainers on the use of infurmation technology




Training gaps - general

e e e = e
= Some training needs that cut across all HIV/AIDS
program cadres include:

eregular updates on HIV/AIDS

suniversal precautions

shuman rights and ethics

+counseling and mier-personal communication

+information technology

+working with communities.

5
9-?‘!‘
A
F - Training gaps - specific 1

¥ A e — e — = .

& HIV/AIDS program managers - training in program
mgmt and admin; regular updates on HIV AIDS No

. course was found 1n the region for this group

! Doctors need training in chimcal mgmt of HIV AIDS

5 tincluding ARV mgmit and PMTCT counseling and
communtcation skills relared o working with
communittes. Varieus countries have mounted counselor
traiming programs hut these rarety target medical doctors.

= Nurses and chinical officers need waming i skills related
to working with people living with HIV AIDS particularly
in administration and mgmt of ARV's, counseling and
communication tincl ssies on human rights, patent
confidentiality, ethics): reguiar updates on HIV AIDS

E. |

Training gaps - specific 2

& Supervisors of commumity-based programs - maining in
approaches of working with communities k] participatory
programming and resource mobsiization

Staff working in the bealth sector, other than doctors
and nurses, varnous training reeds, eg traning
pharmacists pharmacy assistants in ARV logistic mgmt.
drug interactions and side effects. training of faboraton
techmicians in diagnoesis and 1ssues related to blood
screeming and safen: mammg of dental techricians i skills
related 1o working with people living with HIV AIDS,
public health officers in mainswreaming HIV AIDS wio
thetr day-to-day work, etg




Training gaps — specific 3

w Non-technical staff working dircelly or tungentially with
PLWHA, within the 1ealth sector need training in basic
facts on HIV/ATDS. issues of confidentiality and cthics,
waste management &nd prevention of infection at 1he
workplace.

# Few pre-service medical training institutions heve
mtegrated HIV/AIDS into training content. However, this
was often done within broader modules and generally
limited time being allocated to HIV/AIDS, There is need
to develop specific inodules on HIV/ATDS thot can be
integrated into pre-service traung.

2t

Training gaps — specific 4

# Need to assess and address specific HIV/AIDS
training needs of individuals working in sectors
other than health to strengthen the multi-sectoral
approach to HIV/AIDS (education, agriculture,
business or private, faith-based sector, transport
and other development refated programs)

26

Recommendations 1

U A O

# The various gaps that have been wdentified should be
addressed at the rezional level but with a focus for
develioping countrv specific training capacities. This could
be done through a combination of mechanisims such as
development of stendardized wziners of trainers™ moedules
at the regional level, pwinning of training insinutions and
enhancing networking processes in 1IV/AIDS training,

L

There should be institutional and program/project linkages
1o enhance the sharing of good practices, experiences aid
expertise in HIV/AIDS (raining within the ESA region.
The study found that there exist mequulities im the
availability of training between countries and th:s sirategy
could help address this gap.




Recommendations 2
ating HIV ATDN wihen preosen e
sectors nead o he Jdos :.“Lu_zk‘uf

R Crude

Taimme withina

Effective in-veryive training that 1s respunaiie 1o the

evalving needs of parteipants should be debnered at the
N .

hmes Tor ey

"

¢l Tnatitutions that del ot ning shouid
ntegrated package ot technical and
Pas or¥er suppottie toliow up

MaRagem

10 PATHICIPARTS T d

W

Tratmng programs sheuld consider the implementation of
alternans 2 and complementan tratming approaches voy
distance educatton, problemn based leamy am
attachmentsr when pros wding contimuous

Tt
people workitg in HIV AIDS




