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DAY I11 AGENDA 
This prrsentarion wiU deurik the prcwss (ncds  asv'ssment, 
plmning, matenak development, implenicmtatic>n, ev;l!udtion) 
of prespnice rep~xl~tctive health proh1:inls in Kenya ;mcl 
Uwda ,  for lxth nurses ancl il&ors. 

P m n i c e  pmgrms were implemenrecl ui t x h  Kenya and 
IJgnda, borh with the n~edirxl xllool~ (Makeere and Univer- 
sity ofK2kchi at Kenydm 1la;piCd) and nming r c h ~ ~ ~ s ~ u ~ -  
out the countries, nine in IJg~nda and rh i l r~~n in Kenya. Tllerc 
were various content aras covc~ed, reladng to repnxiuaive 
health. 

Tne i~i&s,ilsmments done befm tl~e pr*>gmms, :~nd the 
evaluation re1x)lt.s will k drAwn on to ifi11str.lte sonic. of the 
Ieswns learned akxmt how to  pl~m for and unplement such 
pt*wms in the future. 

Room 2 
Efktke Methods of Training Community- 
based Health Workers 
Wian B Sohani 
ChanlesOmbwa 
Aamn Muk& 
Aga Kku1 Ilaldl *nice 

In hst 2 deacles mre hzve uaLncvi 0% er 3OOO irmununity-txisc~l 
hedtli u.(>rt,en to pnlmote PJlC %n.ict:s. It is It-.amt thai train- 
ing per se is not working. The :i.%sumprioti that %lining masrer- 
trainer at cornnlu~ty level mfl led to o:lulitig i:f(:II\Vs is nus- 
I~rdu~g.  What workcd defends on i l ~ i ~ o n  including ngh~ x.- 
lection c ~ f  the CFN('s for which xrc. ha-;e dc.veloped 3 t~x~ l .  .4 
self-reflcutive iwthcik)ln~ \~,:Ls uml iluiing %mining lo a.;sisl. 
miner\ undentmd the p n : x ~ d  1iindr.incts ~Iu t  c ~ h s t n ~ ~ ~ s  the111 
achieve their glal u~upied midi orxire fi)flon.-~ljl asi,szmce. 
Tlie ~'sult of the training s1ic~m~c.d tI~r~~,-fold u~cn-;L? ui utiliz- 
tion 1$ repnxluc7iic.e ht-dlth ,senices The aj)pli);llh is t"asay 
replic~t,le. 

bungel  
~ p a m y T r a i n i n g t o R e d u c e H I V  
Trd~l~mkiion and AJDSrehkd StigndDis- 

llle %ssion ma p e n t  smtc.ges desi,pecl lo rcuiucc. FIN 
mnstnission and A1I)S-related slipl?;r :ind dixrimination in 
ht.;~lrh facilities in A h a  using iluan ati~c. palticip:rt<)i~. oain- 
ing and quality i~~~p~ove tnmt  medxxiologies. lllw, worhshc~p 
nill give traines twLs to ad& die% irs.ues m~ith l iu l tk~  a t e  
woken d u ~ g  on-site, whole-site W!~ng that inteptcj trail- 
ing topics and methods Ik;11 are tmciitii~m~lly mtc'd ,%,papdtely 
Ibex are thne prongs tt, the appt*,:~cIi: iiddressing 11N-tr- 
1attd fan, rtigmtizing ;tttitudes aiicl l~idses; Idenahg  and 

Jfflmung tlir rights ( ~ f  clients and the needs of pmvide~s; 
ancl Educating staff almut infection prevention and em- 
powerhg tht:n~ to collectively fmd nrays to improve prac- 
tices. 

Lounge 2 
using -rial standards to m c i  
Transfer (of Learning in Malawi 
Syhria Msokera 
Idon&nve (:c,ntr;~l I losprtdl 

JI nw,o 
Lunah Nl,* 
]Tfl'IF(;( ) 

,JI'IECO 111s k e n  w o r h g  with the Malawian Ministry 
of He;rlll! :rnd Pr~pulation (hIoHP) since 2001 on an &a- 
tivr to i!nprr)\c infection presention (11') prac.tices in seven 
h<npit;~:'ls Y:iliorwl IT c>pemtional stanclanls are k ing  L L W ~  

Tor l>a,wliw ;isxssnienl, provider training :rnd continuous 
moiut<ning :rnd er~aluation. I'roviders luve used these 
st~ncktrils :I:; :I j c d >  aid follomiing training in order to main- 
tam p:tii,n.i:inct. :ind to train other; at their sites. Moni- 
t<,ring ii:it.i s l~r~u.  drat use of t1ic.x stanckl-ds as a job aid 
and as :I si.li-j>2ced lea~ning tool llas contril)uted to si@i- 
cant iriipmo~.~~tiient in IP practices at the pilot sites. 

Main Hall 
Trainity: in Inkgrated Maternity/ 
Postabortion Care in Kenya 
Joseph Runztnjo 
Isaac Achwd 
En~e$icir11 lc.il1h 

'flie w\5!on will flrus on die ies%~ns learned from pnF 
gr:inu>iing iiriining interventions lo in1egr.lte maternity and 
pos1;ilx)nir)n setvice cleli\,ery in :I SIIIA-funded pn~jecr in 
three ~vivinirs in Kcnp. '%e project R-as designed lo 
.'rc-intqt:i.:e pc~st-alx~rtion and matemir).' c;ir-e scivice.. 
tising :I ili,.~,-ict apprmich. with .;enice interventions intrc~ 
chrcrd :It t lv .  ilistltct hospital and health center lel~els. In- 
ternenti in:; inclucled individualized training, using h u t m -  
isuc and i-i:~nck on methock, and the u e  of quality im- 
provuiicnt : ippn~c' l~c~~such as COPE, Conuil~iniry COPE 
and tlit. ( :i~sr Am~lysis '1'u)I. The session wrll document the 
\,slue (tf i-~~livi~lualized co~n~xtencybmd :rppm;idles to 
x n w e  t~liiling. 
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General Session 
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HI\%UDS Training in Easten1 and Southern 
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Training Works! 

Rick Sullivan 
I>ist?ctor 
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Looking Back, Thinking Ahead: 
Shaping Today's Best Practices with 

20 Years of Lessons Learned 

Pauline Muhuhu 
Directc~r 
Exst and So~~tlici-n Afiic.:~ Resic )n 
1 1 i t ~ i h  l'KI\IF Ot'fic.' 
l'.O. 130s -4-t?iS 
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I'lione: 254-2-2 1 1821 1 
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Looking Back, Thinking Ahead: 
Shaping Today's Best Practices 
with 20Years of Lessons Learned 

IntrahIPRlME II Regional D~recror. East and Southern Afrsca 

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 Africa. From midwife to trainer 
to regional director, she has spearheaded action to improve 
training and technical assistance, build inrtitutional capacity. 
and develop guidelines, standards and cumcula. 
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Ignite Your Training 
with the Power of Video 
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Strengthening Preservice Education: 
A Systemic Approach and 

Lessons Learned 

Lois Schaefer 
Stxnior l'r.ii11ing :\il\i.*c 11- 

IHI'IEGO Cor[x)r:irion 
1615 'lIi;~int~s Street. u i t e  f ; ( k l  

1 : 1 l i 1 1  I 1111-1f92 
I'hone: -tlii3--1920 
Fax: tl0-53--1+9- 
E-rnctil: 1ichaeferZihpie~o.nrr 
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Strengthening Presewice Education: 1 

Agenda 

lntioductlan 

Why Presewice Educat>on and Mary s Story 

The Process o i  Strengthening Presew8ce 
Educallon 

And It Works' Evldence from the Fleld and 
Lessons Learned 

Objectives 

ARer anending thss session wnmwnts Wl be 
able to 

!dent$ the advanlages and chalknges d 
slrengthening presew~ce edbcatlon 
IdenW the components of presewca 
educabon 

Descnk a paces fw slrengfhening 
presewce educailon 
Desvlbe lessons learned horn the f& 

PREVIOUS PAGE BLP,IJK 



What is Preservice Fducation? I 7  
Prepares sludenls lo  become FPlRH healthcare 
providers (physi~ian, nurse, midwife) 

Learnlng that takes place in ii\deigraduate and 
graduate healthcare educat!onal irstilulions 
[ e g  , medical, nmirsrng and mdwifeiy schools) 
over 
a oeilod of 1 ~ 6  years 

Preservicr Ed~cdt ion System for Preparing 
Healthidre Protessionalc 

Advantages of PSE I 7  
Reaches more providers at ollce than through 
inservlce lrair#l.lg 
Ensures COm#mOn kn0wledge;skilis based an updated 
RH pohcies and standards tVere2y facilitating their 
dlssem8natiort 
Faculty are ajvocates for srri vale inadels of quaiiry 
RH Sewice p-ovlslon 
What studenls earn in prestwtce, is often how they 
PI~C~ICF lhroogho~t their careers 
Extended leirnlng period o r  ski1 and anllude 
drvelonment ~~ ~ 

More sustainable as it sticn)thels existing 
educationai inst~tutions 
Development of model servt,:r ceiivew sites and 
providers 

t - 



Mary's Ston ... I 
18 years old - wants to 
become a mrdw~fe 
M~dwfery School 
- Class r z e  x-iO iZider:r. 

r :  "an 0, im, !eac^crr 
- casier are 1k:u-e r y e - -  

Ldxes r e ,  ci.our "o'er 
fRt reterer-ze na%.5^2.5 

- 1ea;rem .are .lo, 
Ta,rTa:"eO :be., d n-i 
sx,.:s 

- C8arraomr aabecu:xe"l  
we ot: a-dn  W! 
!'.Y!rn ry 

Mary's story continues ... 

, :- -8. ,a r-:a ma- ir"e.w:-rre3 wrr!np- 
-<:-:m . -T ":̂- .m- e j mrr Eurrea -c: POacgn <.an= 

onv m e n  elamr lor asreJmmer, a M  i.uow.e 
kmreo 1~ a rmate rite +-2 i r e  s u m  a r ~  rupnrsm 

PY* ' l n x a m  3e-i W H  WE ana (eacnrz -rti?umns 

I Mary's story continues . . .  I 
Once pasted d w s  she have abequale zktl)r lo 

offer needed semices? 
Onen the answer is No' 

' Reguai nsernie -' 

. LOW liiianes 

L * 



So ... How 110 W e  llnprove This 
Situation? 

. Increase the focus on skiil development 
through use of mastery iearnlng and 
competency-ba:ied trainlng 

Learnlng by doing 
. Focuses on specific knowledge. 

anitudes and skills needed to fulflll job 
responsibilities 
Emphasls on performance, not 
knowledge . Uses a humaoistic trainlng approach, 
is . ,  using anatomic modeis 19 ensure 
competency before wohng wlth cllents L - 

Continuum of Interventions for 
P rese~ ice  Strengthening 

. A madulelseci,on in pan of a 2 or 3-year 
c~rriculurn . c~assroom ~ o m n  foliowej hy clhical practce 

then or later 

. Strengthening multiple courses, rnultipie 
years or even an entire curri~ulum 

lnternshlp year. Ob-Gyn or F:PIMCH rotation 

, I  

Best Practice for Strengthening 
Preservic~ Education 

elements of 111s preservlce eoucstion system 

Based an JHPIEGO s exileienre 
strengthening presewlce edJcatlon lil 2 I 
CoUntrleS 



I Phase 1 - Pldn and Orient I 
Create a national woiking group 

Conduct a needs assessmen! 

Develop a national plan of actlcn 

Orient Opinion leaders and declsian~makers 

Create a C L ~ T C U ! U ~  stre'igfhenng :rmo 

I Phase 2 - Prepare tor and Conduct 
Teach~ng 

T i a l l  the cimculum slienglhe?i.ig group 
. Tec--:a, 2%a:e~w 5 5ta-.3a,:2a:.c< 'a;o#:c. a,< 
. c,r,a: :m,".?g% % , , 3  

Strelgthen the curicvlur 

Develop and picdil~i? teaching ieamog a x  
assessmen! mafenair 

ECU~O the teachtng nst;-!,on$ 



Phase 2 - Prepare for C~nduc t  - - 
Teaching , , 3 t t n u c , c ~ 8  

Plan for tmplementat~on n eas:l> insttution 
Orient decision-makers, addll!ona! faciilty and 
cilnlcal staff at each teachng nr;ttrtlorl 

Train add~tlonal t#?achers avd r: qlcil stafi 
Prepare clnlcal practice stt.5 

Coordinate teachlg 

Conduct and molllor teuc:,,rg 

Conduct foliawull vlslts 

I Phase 3 - Revie\, ar I Revis? 
aching 

ri ?-.!the lnst~tutional I 

Asse-3 the methods an(: 

Measure the outcome 01 r 

Revise the instltuton;?l pr 
Conduct revleu and r<v!:.l 

Review and rtnilse the ;%'I; 

, f a  .ail 

wi u-,ed 
I,* 

>:ion 

i n  of action 

Process eueuatlorl dascribr dlld 
made to the i r a rh  ,ng/1erm.rc o > 
Improve If 





Trained Facullty Sti l l  in Place and 
Teaching 

. Faculty assignrnenls take into account faculty 
Iralnmg and expeilence 
- P.ll schools have at lee#sl ,- one tulll8me FPIRH Faculty 
: 75% of faculty responlents ' 

received Lralnlng fhroeslh 
the TRH Project 

- Cl8ncai faculty abialncid 
pvernment accreditatlo" 
as  FPlRH sewice PioYderJ 

Competency-Based 
Teaching Methods ,,ont,,,.e~ 

. 94% of nurrng arm* ml#wie:y 
students sad ~.~ - ~~ - 8 . they were a5,sessed as 

competent in FP'RH skiis i t  I 
end a i c l r n ~ c ~ l  rotaiton 

. checkI~Sts Ware used far I , w ~ r ~ ~ c r n u r i r n r  
RHlFP skiik assessments , ,,u, ,, ,,,,, , . they had ao;ess to inatomc . models . ,  I . 80% of sludenls said they had 

suRlclent opportrnites lo do 1 I 

FPlRH procedures and 
counseling dun".! the cilnlcai 1 , , 

mtailon L 2 
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G r a d u a t ~  From Strengthenrd Schools Performed 
Brrrrr on l i i c n i u r r  Enarnin,~tioni: 

Data i roin 4 Program 5rhor,li 
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Turkey I 

crniul componrms and 
Sustainable Results 
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Presewtce Midwiiery Program: 
Backaround 

JHPIEGO firs1 worked with medical schools 
and national iosewrce t ia~n np systems n 
Turkey - 1992-1958 

In 1598-2061 tnase erons ied la 

Ke) Results 

0.f ~ s m g  the same cii.i,cal practices sdes one 
set o! trainers meets k l h  inser*lce anb 
presenlce lkalniiig neeas 

A national-levei system is !i;~ctiiillng lo cen:ly 
mtd~!!ery s1ude.cfs to pcorice RH FP $err ice 
as pan of meir ~ rese-v re  educaton 

. I\:+"oCrdiEe-.L ,*a st.?+-:i i.r a i rrr , :  
"*? CLeCl..l:sz-in. j i z z  i l i  5 'C. :eS.'id.OO 
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where are graduate,; working? 1 e ephane 
survey late 2001: 
, 58% if m,dr",,eiy g.adua,es are ailr.n., rpi.-.'Lsl:" ," RH .nbr ,, e ,  p r c Y d  .,g FP :,P ., ju a. hi i r i8  

. ~ ~ ; f  of graduate5 $ , f l  iio8nG Rt i  
Pregnancydndi,:,~.r-(c,i.r ,,PSI, i.!li.i 

cnur,reng 
~ ~ , d ~ ~  :e from prolect evaiuafio~: 1.9pcrt (1,398~ 
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Lesson Learned #2 

Lesson Learned #3 

. provide suppofi ar,d foliowup to tne schools as 
they implement the strengthened curriculum 
. lmDraver sk~lis flraugh feedback 
. solvei problems o n  the spot 
, Fnstprr a oositlvi? teaching!wor"8n'i environment 

and assstance 

Lesson Learned #4 

Take advantage of synergies between 
presewlce 
and inservtce systems 
. The,e can be a, in tile c l ~ n i c ~ l  practtce s'fes 

used 
by both systems 

. Cllnlcal traners can aiso sewe as clincal 
preceptors . meseWlce can adapt insenlce .arnng lackages . coordination beween the systems is needed . standadIzes and teact n g  nethodalo8~es 
beween the sjatems 



I Lesson Learned # S  

The greatest impact ,5 achieved through using 
a staged approach 

Ma?) chlr."e+ nave nuis me r r e - n c e  e3~ia .ar  
" $ ' " M o r S  

F-s ni:ia!,, o- a s p a i  sum* 2'rcrcair 2 6  
d e t m m  3" .w.r:ei a%a,.aCe 

. Aner !!w am: ,*a< $1 :m*-eo:>q :-e 
rrie"i-;-enee rjr.;uir -axe - d e d  ~e..rlorr 
a id  ervard rta hi.ll.?na i i iwo 
i v . m  rwre ale a l a y  pi.-3er ol ~oroorooro v i e , *  
exwnsw stager ma, oe ra ; rse3  mm-.aie 
,hem aii 

Leison Learned #6 

A learning pacxage helDs 
811 - ensure standardized transfw 

I Lesson Learned #7 I 
Adapt exlsting curricula and malerials whenever 
w ~ l b i e ,  don t riait over each tzme' 
. tewx w ia.. .&aiC cur;-,a 
. Slrenmne"e.3 cu",ioa ire- *"c.:sm:.Fr 
. O"-t"ef*? w%?. 
. "%a"% ::a,n,r* **ayer 



Lesson Learned #8 I7 - 
mntent area or 

the greatest lmpact 

. Process. mce 
earned can ,hen 

.. . . \- ' 

. lnternsh~p year 

1 Lesson Learned #9 I - 
. Identify a "champion" within the system to lead 

the way 
. Need buy-," and leadership from the preSewice 

~nsntut~on~ (the rchaoii and cenlfying 
bod~eslasraccatlons> . Medical Schmis n pa,!cuiar . can i1so play a key role 8" mobilizaf,on and 
leverilge of7"ndlng. esJeclally from ,-a1 aourrss 

4, -. 

~pproprlsle Balance 01 
~mrervise and lnrerviii I 

I Mary's Story Revisited ... - 
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Contents 
A Highlights of presentation 
R. Case study: Ghabraza ifi,r discussion at c t~~ i f c rcncc~  

.A. Highlights of presentation on Costs & Resrrlr\ 4tru!r\i~ IC'R.4) to Slipport 
Selection and E~wlrrution of Traitrit~g :ipproaches irr .-lfriru 

Th' term "cost-c.ffecti\c~~ess anal!zis" is c~tien uscd gcneric~illy \\lir.n >pcaL.ins ,>ithe 
analysis of costs and results of x t i \  itiei. Fo11r zpecific rnzthtxlz t ~ i C ~ l \ t  LC Rc.1111. 
.Analysis arc: ( 1 ) C;~.cr-bi.t~r/it ~rt1o1~:~i.s. ( 2  ) ~ ~ ~ r - z f l ~ ~  r i ~ c ~ t r ~ ~ . \  t ~ i r ~ ~ i l i i ~ .  ( 7 I c ,,,i-rrr;liri 
~111~11i~ti.s and (1) ~ C I I I ~ I  OII ~ I I I . ~ , . S I I I I ~ ~ ~ I I .  These tenxis ill1 I I ; ~  L. i~ specific tncaniils a11d. 
therefore. the terms should not he us?d intc.rclian;cahl>. The four ~ p e c ~ t i c  rncthtxis arc 
briefly discussed here. The generic tern]. Cost c! Rciu i t~  -1nal) \is (CR.4 I. can be used 
in place of the specific names of the four ttchniqclc.5. 

The Cos~-Brnefir ..ltluI~.~i.s /CB.-I) methodolog shojvn in PRlXlE 11's PI: .SrL~yt'r. Siiy~, 
n~zd Tools. is presented first as a point of reference. This methodolo;y i b  a >irnple rtwl 
designed to aid in prioritizins interventions. I t  consists of ;I table \\ itli the folio\+ Ing 
columns: 

Intervention 
Cost: a group rating from 1-10 on the financial. technical and political co\r of 
implementing the intervention 
Benefit: a group rating from 1-10 of the benefit of the intervention. I.L. .. ho\& \\ cil 
it \&ould close the pcrfonnance gap 
CBX ratio: a simple arithmetic expression of the bencfit. di\ ided b! the cost. 
(The hisher the outcome. the better - the pcrfcci situation \rould h a w  hish bcnstit 
\vitb very lo\& cost.) 

In this approach informed stakeholders provide their \ ie \ \s  not only on ths financial 
costs and benefits of intenentions. but also the technical and political "cost" and 
feasihilih of the interventions. These non-financial factors arc imponani to coni~dcr.  

The table belo\v illustrates the application ofthc current PRIXIE I1 CB.4 
methodology. In this example. "Feedback from clients to providers" ix  highl~ghttd a> 
the intervention with the highest benefit cost ratio. 

FREVIOUS PAGE BLANK 



I PRIME Il's CosMemfX AmWsi? Tool (current) 
Interventton I Cost I Benefit 1 Rat10 , . . . - . . - . . . . - . . 

I 

Training 7 10 1.45 
clients humanistically (non-monetary) i 4 8 2 -- -. .. 

Dissemination of the expectation of providers for how to treat 1 4 9 2.25 

of norms for how to treat T-' 4 10 2.5 
' 2 I 8 4 

Feedback from supervisors to providers 
.- .- 

with #of ~roviders 
I I I 
Source: PI: Stages. Steps and Tools. 2000. 

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

( I )  Cost-benefit artalpis (CBA) In CBA, neither the cc~st nor the benefit variable are 
fixed, and the benefit variable (denominator) is expressed in monetary terms. CBA 
thus compares the monetary cost and monetary benefit of altal-natives, 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 temx below. Put simply, a 
CBA would aid in deciding whether a particular activity is v.orth 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 1 
program costs $20,000 

In this example, the net benefits of the activity are S40.000 ($60,000-$20,000). This 
same example will be used to illustrate return on rnvestnlent (ROI) below. 

(2) Cost-effectiveness analysis (CEA) CEA is applied to determine the costs and 
effectiveness of a~ltemativc ways of achieving the same objcctive. A cost- 
effectiveness ratio is expressed as cost divided by unit of eJ'fectiveness for each 
alternative intervention. The result or effectiveness value i s  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 perfonnance" in PI terms) must be achieved. For cxample, if a ministry of 
health wants to know which of two training and learner support approaches will 
contribute the most to improved provider perfonnancc, 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 year later. Approach B also costs SCO.iKn1. 
but results i n  only 40 pro\.iders performing to standard one !car later. Thc CE.4 i ~ ) r  
each approach \\auld be as follo\vs: 

CEA for Approach A = program costs = S50.000 = S1.000 pcr pro\ ~ d c r  
units o f  resul t  

CEA for .Approach B = program c o ~ t i  = 550.000 S1.2i0 per pr<>\idcr 
untts o f  rau l t \  -10 

The CE.4 shows Approach .4 to b? the more rfficicnt. c.o>ting S2CO I e s  than 
Approach B for each pro\ider performin: to standard. .Approachc; .A and B coul~l alio 
be assessed prospectivel! in the contest o f  application ~ > i  the PI approach. TI> titi rhi> 
~vou ld  require analyzing the estimated rathcr than actual costs o f  cash approach. 31ong 
with the estimated results. 

A Cosl I fhdmmss Analysis of PI Appmxhes in Indonesia 

Operations research results from the Quality Assurance Project demonstrate the cost 
effectiveness of alternative approaches for lmprovlng client-prov~der lnteractlon (CPI) among 
clinic-based FP service providers in Indonesia. The study compares the cost-effect~veness of 
combinations of training: tralning + self-assessment: and, training + self-assessment + peer 
review to improve performance. It measures dlrect and opporlunlty costs to prov~dew for the 
combinations of interventions and uses average number of utterances per counseling session 
at baseline and follow-up as the primary impact indicator. mth 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. Thls result is provided for 
WO categories of utterance, facil~tative communication and prov~sion of medical and fam~ly 
planning information. 

(Kin. Puljuk Kols an6 Basun. 2Cf.: ! 

(3) Cost-utility analysis (CL.A) CL4 compares the cost o f  altsrnari\ es u ith th? 
subjectively determined ratings (benefits or efl'ectiiencss) o f  those altemati\es. CL-.A 
may be used when effectiveness cannot be objectively measured due to lack o f  data. 
lack o f  resources for special studies. or other factors such as time constraints. .An 
alternative form o f  CUA applies the concepts o f  Disabi l in Adjustcd Life )-can 

(DALYs) or Quality Adjusted Life Years (Q.ALYs). developed by the \Vorld Rank 
and others i n  early-to-mid- 1990s. in atternpting to provide more oblectiie 
denominators for CUA. particularly for sector-level analysis and pc~lic! suppon. 
D A L Y s  and QALYs apply population-based forniulas to estimate years-of- l~fe-ia ed. 
with weighting for qualit) -of-life factors such as disabilit?. In measuring th t  impact 
o f  alternative health interventions. 



(4) Return on investment (ROO 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 bencfits :Ire $60,000 and program 
costs are $20,000, ROI IS calculated as follows: 

ROI (%) = &program b m  x 100 = $60.000-$20.000 x 100 = 2 x 100 = 200% 
program costs $20,000 1 

Note: net program benefits = program bencfits program costs 

The example shows that the activity being evaluated ha:, 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 coniparlson usmg 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 arc 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 necessary to point out that there is no "one way" of conducting a 
CRA. The selection and adaptation of tools will haw t c ~  hc highly specific to the 
situation. 

Though there are challenges to obtaining reliable cost figures for international RH 
activities, the: cost elements may bc relatively easier to tietinc and measure than 
results. This is especially true when one is talking about improving provider 
performance Improvcd probider performance is defined in terms of increased 
capacity (e.g., new skills acquired and put into praclicci or productivity (e.g., numbers 
of services provided) and in terms of the quality of thc services provided. Quality of 
service can hsc defined in terms of compliance wit11 pl-otocols in delivering services, 
client satisfa'ction and perhaps by other means. 

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

Dt.finition and Duta I.5~ue.s 

A key constraint in costing alternative training and PI 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 11's CRA strategy and tools consider "life cycle" costs, including financial 
and opportunity costs to providers and clien1.s where relevant, to ensure that PI 



intenentions are sustainable. "Life cycle" cost refers to tile cost, likel! ti ,  he incilrrcd 
as part of implementin: the activit! and o \er  the fill! percod of the acti\ir!. (111ii<<i~v1 
of "life cycle" costs can lead to underestimation of costs and di>tt>n tlie re.lllt~ i .1.i  

cost-effecti\.eness analysis. 

Decisions must he made on a case-hy-cab? h;~sis about \\ hether to inclu~le capital 
costs. i.2.. purchase of equipment. and ho\\ to measure atid allocate perx~nr~el  c~j.t> 
for a costin: or cost efficti\eness study ( D m ~ t r a c r e r ~ h ~ ~ .  Lei in. et ;]I. 19i)Ll~. In 
measurin: personnel time and associated cost>. direct obser\;~tic>n I., gencrall! 
preferable to pro\ idcr recall as a data collection method. In cahe, \\ here there i h  

unused capacity of facilities. equipment ;:nd or perhonncl. :I \r i lci> ma! c11'10~e to 
focus only on incrsrnental costs of intenentlonh heins comp;lred. TI115 1.. b;~hc~i <>ti thc 
rationale that the unused c:ipacit) cobts are alre:td! incurred or '.>unL." coht.. O~nitting 
the '.sunkv costs of unused capacity \\auld not he appropriatc In 3 situatlnn \r here 
elimination or conversation to alternative use of tlie unused eapaclt! rex>urces 1. 
being considered. The reason omission of "sunk" cc~st\ \\auld not he approprlste in 
this situation ih that a decisi(>ti to eliti~inale or coi~vert unused capaclt? rexlilrx; 
essentially chanses those resources from be~n: con\idercd a "zunk' c ~ h t .  

Costs oftechnical support \vill generally not hc cunsidercd In such anal! 52.. the,c 
inputs are donor-supported. time-liniited and not sust2in;ihle by  hi^ coiin1ries. Thi, 1, 

not to say that othcr factors related to the need for and co>t o f t e c h n ~ ~ a l  >upport >hcxilJ 
not he considered. simpl! that conhidering the 111\ r  oi~nteni; l ! i t~n~l  l ~ c h l l l i ~ l  .uppdn 
may not be useful to counterpartz in infomiin: d e c i s ~ ~ > i i ~ .  e\ en t l i~>ugl~ it> ~ i i ~ i i i , ~ i . i i i ( i  

is valuable or necessary. :\n alternati\e might be to make h u d g e t 3 ~  allcn\ancc tbr .I 

transition from international to local technical support. 

A critical step in any cost effectivenehs anallris i >  the preparnti~in c i a  i h e ~ k l i ~ t ~ z ~  of 
data to be collected and the sources from \\liich i t  should be ~~ht;~lneci. I)efiniti<>n>. 
instruments and methods need to be feasible and c<~rnpatthlc \\ i t t i  cuunterp:in 
institution capacities and >!\terns. and \\-it11 tcclinic:11 nr\i.tance cap;~citie. and 
resources. Considerable care must he taken in adapting international niodcl.;. X, t l i ~ t  

local conditions. practices and data are takcn into account. 



B. Case Study: Ghabraza (for disc~lssion in groups) 

Training for Safe Motherhood Clinical Skills: 
A Comparison of Self-paced Learning (SPI.) 

and Traditional Classroom-Based (TBC) 4pproaches 

The Ghabraza MOH is committed to scaling-up post-abortion carellife saving 
skills/fainily planning (PAC'LSSIFP) services as part ol'lhr National Safe 
Motherhood Program. I t  wants to rcduce high levcls of inatci-nal and ueonatal 
mortality and morbidity. After conducting perfol-mance n8:ttls asscssmcnts of both 
trainers and frontline scrvicc providers, the MOH sclcctc~I ;.I mix of training and non- 
training intervention~ desisned to improve services. Onc of these intervention~ was to 
upgrade the skills of rural :nid\vivcs for delivery of Safe Motherhood services through 
a traditional classroom-based training approach, \I hich lasled thrce weeks. After two 
cycles of training the MOH evaluated thc results and foui~ci that only half of the 
trainees reached the 80% cutoff for Safe Motherhood kt~o\vicdge and skills, with an 
average combini:d score of 65%. The results ~r'cre tncasirrcd through a combination of 
a post-test i~nmediately aftcr tht: training and an assesimc.:nt of knowledge. skills and 
clinical practice!; six months post-training. 

Rased on the results of the traditional training, the MOlI anti its partners developed an 
alternative approach fol- conducting Safe Motherhood training for midwives, which 
thcy called sclf-paced learning (SPL). They prepared a ri.:se;lrch design wherchy the 
costs and results; of thc SPL and traditional training a[~pr<)achcs were compared in two 
regions of Ghabraza, East and West. with 40 learners in each region. Each region had 
20 learners trained through the SPL approach and 20 11-aincd through the traditional 
classroom-based approach. 

The sets of bullet points below summarize the factors hchind 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 leanling approaches, and some 
factors for consideration in assessing the costs and rcsulls of the two approaches. 
This is then followed by instructions for small group tlisc~~ssions and then by a table 
that summarize:j thc programmatic results and cost resi~lls ofthe operations research. 

Decision to use an alternative learning approach 
Several key lessons lcarned about training pro\,idci-s through the traditional 
classroom approach: 
o Trainees (midwives) are away from facilities at least 3 weeks at one time 

for traditional training, restricting access lo services 
u Many trainees nrcrc not able to complett: their pram.:tical training due to a 

combination of low caseloads of appropriate clienls'paticnts and the existence 
of at least eight trainees in the training rites at onc time. 

SPL approach builds upon lessons learned From a three-week residential Safe 
Motherhoo'd course bciiig used. 
Applics principles of learning thco~y and instructional design practice to ensure 
that service providers acquire needed kno\vledgc and delelop the clinical skills. - Also applies expericnce with alternative dcsigns fiir L.SS, experience with 
alternative training approaches (self-directed lear-nirtlp, ;ind distance learning) and 
other relcvant experiences. 



SPL approach highlights 
Tlic Safe \lotherhood SPL appro;~ch conibine.; 

;I Self-directed learning: print-based module;: eifecti\e f;icilitation clnd a strong 
learner support systeni. including learning teams 
Opportunities for learners to practice. recei\e feedback. and hec~rn~e  
competent in Safe \lotherhood clinical sk~lls  

J Follow up and supponi\e supenision by tlie Regional R e \ ~ ~ ~ r r c e  TC~ITI. 
(RRTs). ~ s ~ t i o  arc also the trainers. to ensure pro\ iderr' applrcatiun and 
retention of skills on the job. 

= SPL learner suppon system pairs leaniers according to gcograpli~c pro\~niit> 3nd 
anticipated ability to \\ark \\ell together. 
Learners \vork indi\idually and thzn conic together per an agreed upon ~cliedule 
to study. discuss. solve problems. role play. and generall) encourage cach otlicr'i 
prozress. 
SPL is designed to take appro~im;~tely 6-9 oiunthj to conipletc. per learner. 

The SPL learning materials and learning cycle 
SPL materials retlcct content heing used in the ongoing three-\\ eek cla>.r~>ixn 
coi1rse. 
Learners are oriented to approach and materials and nark t l ~ r u u ~ j i  the tirh~ unit. 
called the Foundations Unit. in a g r o u p - h a d  iran~in: \esrr<>n. 
Learncrs study suhseqiuznt units of the total of six o n  thcir msn. kind c~lmplerc self- 
assessments and exercibes. 
Learners meet with their partner>. do role play5 and other lcaming x t i \  ]tic> cind 
work collaboratively to help cach other resol\ e an) Iearniny challenges 
encountered. 
Learners participate in supen ised clinical practice at a re~ional  lio>pit;il. includrng 
assessment of learner competence \ ia clinical checkli\t\ ariil a p~>.t-linit tc>t. 
Learning cyclc stans asain as learners tlieii hezin a net\ unit. Thr, i!clc itmtrnuc. 
until all units and related clinical practices ;Ire c~~rnpleted. 

Other points to consider 
.-\ltliough the alternative approach (SPL) does not tcike learner5 a\say frt>ni then 
posts for a continuous three \veek period. the total ciliratron and timc 311 ;I! i r ~ ~ l i i  
post arc sliglitl) liizhcr fur the SPL tllan for the tlires-\reek clamroo~ii s~~iursc.  
This is due to the rigor of thc design to eiisure l can i i~~g  and k i l l  dc\eloprncnt. 
Costs are slightly higher for SPL than for the three-\\eek clawro(~111 course. Tlie>e 
characteristics ofthe SPL approach. that the sumulati\e time ; I \ L ~ !  f r ~ ~ n l  p~\t and 
cost may be slightly higher than the three-\seek approach. g ~ l  nganzt thpical 
thinking on altcrnati\e approache>. \r tiich is that alteniati\c approachc\ \sl>iuld be 
shorter and less expenii\e. \\bile duration and corr arc kc! tacror~ in a>.e.\lng 
sustainability. i t  is interesting that both the \IOtI and IS:\ID did not ha\ c r n a ! ~ ~  
reservations as long as tlie SPL approach \ucceeds in its result> or iliipact, 
'Khen one focuscs on the results produced icornpctcnt lcarncrs~. the unit cn>t Wr 
successful learner may strll he less and the e\cntu:il \ olurne. otde4red sen  ice;. 
may expand n ~ o r e  quickly through applying the altcrnatr\e ISPL I ~pproach.  



The self study part of the seli'paccd learning approact1 ,:an be done by leamers 
either during non-busy work hours or on other personal time if needed. It is 
flexible enough to he done in such a way as to limit ilic impact on service 
delivery. 
Baseline and end-line look ai provider knowledge end skills, volumes of priority 
Safe Mothcrllood Ser-i.iccs and client satisli~cti~)n, ainorl&! other things 
Cost factors measured inclucle direct costs of training. 1i:lr lcarncrs and facilitators, 
including classroom. demonstrations, clinical practicc and work in pairs. - lnstnmments track time of lcarncrs, and monitor tinlc c ~ f  f.lcilitators, resource 
persons and superviso~.~ through hudget plans :~nd int<!l\ icws. 

= Estimated opportl~nity costs based on service colu~nc\  identified at baselinc and 
provider intcr\,iews. PI-o\iders will offer some ne\v sirviccs based on thc training. 

Instructions for Small Group Discussion 

Please form small groups of no Inore than 4-6 a r~d  an:tly/c the information provided. 
Select and facilitator and ;I rapporteur. 

After reading the case s t i~~ ly ,  including the costs and proj:lammatic results data, 
discuss and fomnulate group responses to the questions below. Record your responses 
on a flip charr and be prepared to report back to the larger group. 

QUESTIONS: 

I .  Which training option, self-paced learning (SPL) or the traditio~lal classroom- 
based approach (TBC) seems to provide the mclst potential to improve service 
delivery? h'hy? 

2. Which option seems to provide the best valuc for I~OI-ley'! Why'? 

3. Which f o m ~  of Cost & Results Analysis (C'BA, C:I:A. CUA or ROI) may be most 
useful for helping to analyze this set of data*? Why'? 

4. Did you chosen the same option in response to qi~esti~ons I and 2 ?  

5 .  What additional info~niation might you want to h a w  ihr decision-making? 
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Cost & Results Analysis (CRA) 
to Support Selection and Evaluation 
of Training Approaches in Africa 

Learning Objectives I 
After th~s session part~clpants 
will be able to 
- Define CRA and describe why lt is 

useful 
-List factors to corsider in 

conduct~ng a CRP 
E x p l a i n  thk relevance of CRP lo 

theti work 
-Tell how CRA methods can be 

applied based on a case study 

Agenda 

PresentationiQgA 2 ;  - - 
-What 8s CRA and why do 117 
- CRA work in progress 
-How does one apply CRA7 
- CRA Issues lo conslder 
Introduction to case study r -. .. . Group activity - -. -. 
Group reports 8 d~scuss~on i.: - 
Wrap-up 



What is CRA? Why do it? 

. Methods encompassed by CRA 
- Cost-Utilitv Analvs~s 1CUA) - ~ , ,  , 
-Return on lnvestrnent (ROI) 
- Cosl-Benefit Analys~s (CBA) 
- Cost-Effecilveness Analvsis fCEAl - ~ -  ~ , ,  . - Accountabiiity and sustainability - Training and Performance 
lmpro'vement (Pi) context 

Cost-Utility Analysis 

= Oefrnfffon: Comoares costs of 

Example Cost IL Jcn eve 
sect3r- eve [lac- at 2 1 ~  3ast'c 
~d (ators s.vr as DALYs cr 

Return on Investment 1 
. Definftion: Benefits and costs 

shown as monetary values as in 
BCR, except ROl shown as % 
Example: 



Cost-Benefit Analysis ----l 
Definition: Both cost 
(numerator) and benefit variable 
(denominator) expressed in 
monetary terms 
Example: benefit-to-cost ratio 

Cost-Effectiveness 
Analysis 

Definition Cost dlvided by unit 
of effectiveness to compare 
alternative approaches 
Example 

Ghana Safe Motherhood 
altematlve learnlng approaches 
Rwanda health fac~l~t~es costlng 

' Kenya PAC peer support 
Essential Learning Methodology 
Tanzanla zonal tralning centers 



How D o e s  One 
Apply CRA? . Costing 

-Budgeting and expense tracking 
-Costing tools available 
-Must customize and adapt . Results 
-Integrate with other M&E or 

special stl~dy 

Costing 

- Resources available for costing . Types of costs . What to includeiexclude 
Period covered, data sources . Estimated or actual costs . Tracking labor (80120 rule) . Indirect costs 

Results 

Key indicators and targets 
= Synchronize cost and 

results 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 mlsslon is to 
strengthen the capacities of organisations and individuals work~ng in the field of 
reproductive health, population and development in order to contr~bute to improving the 
quality of life of families in sub-Saharan Africa. 

To achieve its mission. CAFS conducts courses and provides research and consultancy 
services from strategically located bases in East and West Africa, with headquarters in 
Nairobi. Kenya and a regional office in Lome, 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. In 1989190 CAFS introduced a system of follow-up of past 
participants, which involved sending a simple questionnaire on the use of skills 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 1995 CAFS started a system of conducting surveys every two years on former 
participants through visits in their respective countries. This system provided useful 
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 follow-up system aimed at: 

.:. Assessing utilisation of knowledge and skills gained from the course .:. Assessing gaps and weaknesses in training 

.:a Assessing emerging training needs 

.:a 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. 

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. In 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 also aims at 
identifying weaknesses in training, emerging needs and additional support that can be 
provided by CAFS. 

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



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 crf action plans, implementation of follow-up of training, follow-up activities 
for in-country training, promoting contact between CP.FZS 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 invalved in Reproductive Health in the 
country. This may be someorle 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 technic:ai assistance services to donors, 
government ministries, NGOs, the private sector and the civil society. The responsibilities 
of the focal person include identification of opporti~r~ities and marketing CAFS services in 
the country as nfell as following up participants who have participated in CAFS courses. 

1.2 Tracking information on the implementation of participants' six-month action 
plans 

CAFS has institutionalised a system such that for each course, participants develop 
individual action plans for lllitiatives 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 hislher current position with 
minimal additional investment from the employer. 

The individual action plans follow a standardised CP.FS 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: 

Activities to be undertaken 
Techniques gained from the course that will be used 
Support and resources required 
Expected output (s) 
Timing1 dates 

During the course trainers facilitate a session for ~dentifying 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 glve an opportunity for peer review and obtain feedback on how the 
action plans can be improved. 

This process also serves to establish a social co!iiract between the participants and the 
trainers on the implemmtation of the action plari:? 5 1 - 1  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 coun!ry manaser and 
CAFS former participants, is also explained. Participants recelve the contacts of the focal 
person in their country and are encouraged to link with himiher upon thecr return home A 
standardised questionnaire is distributed and discussed during the sesson. 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 hvo 
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 list of participants from a country, together with copies of act~on plans and 
questionnaires, are forwarded to the CAFS focal person within the same period. The 
completed questionnaires can either be sent through the focal person or dlrectly 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 w~th their 
colleagues and friends. The focal person also encourages them to seek assistance from 
CAFS trainers in solving problems 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 foward it to CAFS. The focal person prov~des 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 Lome Regional 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 analysis. 
This enables the course coordinator to undertake participant follow-up act~ons and to 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 Teclinical department (HITD) and Head of 
the Lome Regional Office (WLRO) s~~pervise prograrnrne assistants in analysing the data 
from the follow-up questionnaires for the traini~lg coiiriucted the previous year. These 
findings on the follow-up are compiled into a report and the HITD presents this consolidated 
report during the annual s t ~ f f  consultation 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 t t ~ r !  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 cc;aching 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 programrnc?-based training. 

1.5 Promoting Contact Between CAFS Graduates and CAFS Staff 

In the month of December every year, the H/TD extract!:; 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 C;AFS former participants from that 
country for the last three years. 

CAFS staff visiting a country are encouraged to cofitact at least two former participants. 
CAFS recommends that staff make physical visits as opposed 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 usually included in 
the trip report. 

1.6 Establishing an Alumni Club 

CAFS will develop an electronic Alumni Club for assisting its former participants to 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, arid provide an opportunity to share 
experiences. 



SECTION 2. DESCRIPTION OF THE TOOLS 

The tools used for the follow-up system consist of two questionnaires. one for participants 
and one for their supervisors as ,$veil as a data analysis plan The self-a?--;?stere? 
questionnaires seek information on various aspects of the trainins and ,--.leme-!at;c- 3' 

action plans. 

2.1 Participants' Questionnaire 

The questionnaire for participants seeks information in the following broad areas 
background information. expectations from the course. career 3rogressiz. 'r:ta!:..es 
undertaken as a result of the course, gaps in training. emergins ceeds a?d ge~e.3'  
observations. 

The first section on background information seeks to elicit details such as t?e -a-e sf lhe 
participant. contact address name of current employer: position. titie 3f course at te~c 'e? 
and the date 

The next section focuses on the expectations and asks the partic~pant to reflect c -  the 
expectations they had when they applied for the course and to iist those expec!atc-s th3+ 

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. Part~cipants 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 11 the action 
plans 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 knowledge and skills gained with others. :nforrnation on 
specific initiatives undertaken to share the knowledge, skills and experiences fror" 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 top~cs 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 v,ere not suficiently 
covered during the training. 

The section on emerging needs requires that participants reflect on their currect j o t  
responsibilities and to iist 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 obse~;a!ic-~5 C ' ! ~ E  

course. information on how they rate the experience with CAFS and h o b  thej. rate !be 
performance of the CAFS trainers for the course attended. In add~tion, the partlci3aq:s .re 
asked to itdicate what assistame CAFS could provide tcr enable them u!,!,se ' h r ; v  . - 

knoibfledge and skiiis ,??ore e"eciive1y. Particlpa~ts are also requested to ir5;cr:e V : ~ T ! ~ E :  



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 in for ma ti or^ on any additional assistance that 
could be provided by CAFS. 

2.3 Data Analysis Plan 

Information co1lec:ted 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 questionnaire. 

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 
questionnaires that were returned to CAFS between December 2002 and March 2003. 

Out of the questionnaires received, 87% were from participants and 13% were from 
supervisors. The information obtained was mainly frorn 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 reas~snable 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 dtrectly attributed to the training. It was 
interesting to find that 85% reported they have hati additional responsibilities after the 
training. 

3.2 lmplenlentation 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 act:ivities, improving time management 
within the organisation, reviewing existing management systems, organising workshops for 



stakeholders and developing project proposals. Some participants indicated that servlces 
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 action plan 
included training others, organising workshops, writing proposals. promoting gender 
responsive messages for youth, and networking. Several of the participants ~ndicated 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 apphcation of gender analysis 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 €PI 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 list 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 



Behaviour Change Communication (BCC). Other irnl?or-tant emerging needs were HIV and 
AIDS and project management 

Participants were requested to indicate the k i~ id  of as,z.ir;tance they expect CAFS to provide 
in order to enable them to lsetter utilise the kncwlecigs E r(: skills acquired fron! the courses. 
On analysis of the responses three broad areas i-1 which the participants would like 
additional assistance fron! CAFS can be discerned. These are further training to update 
skills, dissemination or update5 matel-ials 91-8 reie':ail: topics and networking to facilitate 
sharing of information and experiences 

Almost all of the past participants have sh13w1.: i t  interest to maintair? and sustair; 
communication with CAFS arid w:ih one amthe. 5': that they can continue to share 
experiences and knowledge with esich other. Suggi?l;tinns on some of the ways this could 
be done were made ani: incl~uded creating list serves and an alumni association. The 
respondents also requested for assistance iron: C A z S  i t ?  obtaining funding for the concept 
papers, action plans ar;d p'-oposal:s developed du~iii i; the different courses. In addition, 
participants required assistance that was specific 1:: !.he course attended. For example, in 
the proposal development course for people liviiig with HIV and AIDS, additional assistance 
in developing strategies for sustainable ira-sfi:? c i  knowledge and skills within the 
organisation was identified as a need. 

3.7 General 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 super~/isors reported that the participants had 
undertaken initiatives or activities as a result of the trarning. In all the feedback received, all 
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 training, which was lower thari ihe 85% 
reported by participants The sirpervisors unanimi:)usly reported that there we!-e other 
areas covered by the participant's job descriptioi~ that required performance improvement, 
which could be addressed by further training or tnchnical assistance. As performance 
improvement is a continuous process, this was not surprising. 



SECTION 4. LESSONS LEARNED 

From the findings of the pre-test. CAFS has learnt several lessons, the ~ c s t  mportant of 
which are listed below. 

Lesson 1 

A number of participants were able to undertake initiatives outlined in the action plan whlle 
others were not able to due to lack of funds and logistical difficulties. This IS an ~mportant 
lesson for CAFS in the sense that in giving the guidelines for action plans t IS crucial for the 
trainers to stress that the proposed initiatives should be those that can be rea!~st~cal!y 
undertaken within the period indicated by the participant in his'her czrrent positior :vith 
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. 



ANNEX I: Participants' Questionnaire 

1. PARTICIPPINT INFORMATION 

First Name Last Name 

Sex___ 

Name of Current Employer .- - 

P.0. Box TownlCity - _..___ Country 

Telephone Fax ~- Email 

Current Job TitleIPosition - 

Name of Employer at time of the course 

Title of Last CAFS Course Attended - 

Period of Course from 1-1-1 /-/-I 1-1-1 to I-/-/ 1-1-1 1-1-1 
Day Month Year Clay Month Year 

2. EXPECTATIONS FROM THE COURSE 

(i) 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: 

- 

that were met 
~ 

-- - 

(ii) List your expectations (maximum of four) at the beginning of the course 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 

(ii) List the job responsibilities you had prior to the training and any new or addrt~onai respons~b~lit~es 
you have had since the training. 

. - - - - - - - - - - - - - - . . . - - .  
to training - - .- .- - .. - - - -. after training - - 

1 

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 thls course? 
- Yes - No 

(ii) If your answer is "Yes" to the above question, list the activities you have implemented in the 
table below. 

Activities implemented in Action Plan 
1 

(iii) If your answer is *No" to the above questton, llst the reasons why you have not been able to 
implement the Action Plan in the table below. 

Barrierslconstraints to implementing Action Plan 
1 



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

-------.A-p-. - -. 
/ Other activitieslinitiatives undertaken _ - -  

(v) Have you undertaken any initiatives to share your knowledge, skills and experience from the 
course with your c o l l e a g u e s ? Y e s  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. 

~.~ ~- -~ -- - 
undertaken __ 

L ---- - . - - - - 

5. GAPS IN TRAINING 

(i) 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. 



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

- - - - -  - - - - - -- - 
- .  ~ o p i c s ~ s u ~ e c t s  -. -. not - sufficiently - - covered - - .- - - - - - - 

1 

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. 

- 

. -. ~ d d G i o n a l k n o w 6 d ~ e  - - - - and required - . . for current f ib  - - 
1 

7. GENERAL OBSERVATIONS 

(i) In general, how would you rate your expertence with CAFS' tratn~ng? 

- Very Good - Good - Fa~r  - Poor 

(ii) How do you rate the performance of CAFS' trainers for the specific course you 
attended? 

- Very Good - Good - Fatr - Poor 

( i i~ )  What ass~stance can CAFS provtde to enable you to u t ~ i ~ s e  your knowledge and skills 
better? 

(iv) Would you recommend CAFS' courses to your colleagues? -Yes No 



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

8. Date questio'nnaire filled in 1-1-1 1-1-1 1-j-1 
Day Month Year 

Thank you for taking the time fo complere this questionnaire. 



ANNEX II: SUPERVISORS' QUESTIONNAIRE 

BACKGROUND INFORMATION 

Name of Supervisor: 

First Name Last Name Sex 

Name of Organisation 

P O .  Box TownICity Country 

Telephone Fax Email 

Job TitleiPosition 

Name of Employee that attended CAFS Course: 

First Name Last Name Sex 

Title of Course Attended by Employee 

Period of Course from I-/-/ I-/-/ /-/-I to /-I-/ /-/-I I-/-/ 
Day Month Year Day Month Year 

I. (i) Has your employee undertaken any initiatives or activities as a result of CAFS tra~n~ng? 
Yes No 

(ii) If yes, please list the activities that your employee has init~ated or undertaken as a result 
of CAFS training. 

.- 
Activities undertaken .- - -. - 

1 

- ~ , 

2 



2. (i) Has there been any improvement in the performance of the employee since hetshe 
returned from the training? 

Yes No 

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

3 (i) Have there been any change in hislher job responsibilities since the employee attended 
CAFS' training? 

'Yes - No 

(ii) If your answer to the above question is "Yes", please state the changes andlor additional 
job responsibilities that have been assigned. 

-- - -- 
Chan es in job responsibilities I?=---- - -- -- - -- 

4. (i) Are there any areas of hislherjob description which require some performance 
improvenlent that can be addressed by further training or technical assistance? 

Y e s  ___ No 

(ii) If your answer to the question above is "Yes", ?lease list the areas where further training 
is needed: 



Training needs of employee 
1 

5 (I) Are there any unmet needs for t ra~n~ng or technical asststance in your organisatton or 
programme that can be prov~ded by CAFS? 

Yes No 

(ii) If your answer to the above question is 'Yes-, please list the unmet needs for training or 
technicai assistance that can be provided by CAFS. 

.- - - 
Training or technical assistance needs .- 

1 

6. Date questionnaire filled in 1-1-1 1-1-1 1 1 1  -- 
Day Month Year 

Thank you for taking the time to complete this questionnaire 



Action Plans 

A Pmsont.tion by th. 
Centre fm IMSan Studlu (CAFS) 
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F h n  Dlnctions 

1 '  ' Session Objectives I - 

By the end of the session, participants 

Learn about CAFS' system of / ' 1 participants follow-up I . Gain knowledge in assessing training I '  : immact 
1 . ~kpreciate the impottance of 1 

assessing training gaps and 4 emerging needs from former trainees 1 

ABOUT CAFS !-I 
4 To strengthen the capacities of 

organisations and individuals 

4 working in the field of reproductive 
health, population and development 
In order to contribute to improving , 
;he quality of life of families in sub- 
Saharan Africa. I 
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4 CAFS Systeni for Participants' 

~ C - C . . m ~ r 7 -  

The CAFS system of participants' 
b follow-up ham; two compon'ents: 

Follow-up on the implementation 
of action pla~ns developed durirlg 
the training 

'I . Development of a network of 
If CAFS alumni 

~- 

.. ............- 
Action plan follow up 1 -- 

---!T-Zyq ... .....-........ --- ---~.-.z . * : -,.--. - -- 
Objectives: 

......... I 'I . TO assess the quality of CBF'S 
training 

.. .- ..... ,. ....-.-.. i - . To identify gaps in the training I 
offered by CAFS i ........ - 'i To provide cclntinuous training . To assess the emergling training 

........ 

11 Process of action [,la* j 
.. ........ - 

follow up 
................ )+ .----...- ... ,." ;-I ....... - .. .-a+-- ---~,=---- -=I - . Establishmment of cc,i:ntry focal  

; (1  persons ! . - ... .- 

a Development of action platls during 
the training 

. . . . .  '1 . Sharing the action plans with , -. 

sponsors and supelvisors r? . Sending questior#nr:%i.i.'s for both \ - .- ... - ....... .- - - -- 
I 

. participants and supervisors :;ix 
Cj months after the training I ....... ~- 



Process of action plan 
follow-up continued I 

bpz-4 - - . - - . . - . . Collection of completed 
(f questionnaires by focal persons 

Entry of the data on a continuous 
If basis into the database . Analysing the data . Production of a report - Feedback to CAFS trainers and 

' tf alumni and their supervisors 

1 4  
improve CAFS training 

I 4 develop new courses 

4 provide support to CAFS alumni 

I 

Tools for Action plan 

b Questionnaires for course 
participants 

ld . Questionnaires for supervisors ' 
$ Data Analysis Plan 



Information collected 

- . Initiatives undertaken I Gaps identified in the training; . Emerging train~ng needs 

, 4 . Areas of performance improvement - 
observed . General Obsenrations 

63% had made progress in their 

70% had implemented the action 
plans developed during the 

-- 

-- 

their organisations 
Improving time management in - I the organisation . Organising workshops 
Developing project proposals -- 
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I Initiatives outside the 
action plan 

74% reported init iatives not in 4 the action plan 

Init iatives included: I _ Promoting gender 

Networking I Writing proposais 

I 
I 

b 

Emerging needs 

I Mainstreaming the following in all ' CAFS courses: 
: ) . Behaviour change communication 

Project management 
I h Information Technology 

HIVIAIDS 
j . Research and evaluation 

I - 

Development of Alumni 

. To promote self-learning and mutual 

support 
To share experiences 

To use the satisfied clientele to promote 

I 
CAFS services and products 

I 



Strategies for development 01: 
alumni networks 

Creation of a metwork for each 
course cohort 

Establishment of an electrcrnic 
network for all1 CAFS alumni 

11 Facilitation 0 1  fora at the ! 
country level for sharing 

11 experiences and best practices j 

I I  

. 
Strategies for alumni 

ntinued ----- -~. . . .. . --=-- . Documenting best practices at 
$ the country level 

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

Status of network I 

developmc?nt 

- Networks for some specific 
I 

/ (i course cohorts h r v ~  been 
I 

developed 

1 '4  The overall iqetwork is beirny 
designed ! 
. An association of a:rrmni was 1 

created in IVl;ali in June 2003 I 



Challenges in the follow- 

I) . Responses to questionnaires by 

11 participants and supervisors 

11 . Creating, managing and 
sustaining the alumni network 

11 

h Lessons Learned 

I. Actlon plans developed durlng the 

11 course should be such that they can 
be implemented wlth mintmum 

I! resources 

2. Findings confirm relevance of CAFS 

! 11 3. The system as designed is 
responding to identified needs from / 11 the field. 

(a) Based on your experience, what 

q suggestions can you offer to 
strengthen this follow-up system? 

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

(c) What do you see as the main 
challenges in assessing training 
impact in Africa? 
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Using evaluation results to improve 
lntegrated Management o f  Childhood 
Illnesses (IMCI) preservice training 

delivery 

Prof. Yvonne B o r n  
Schml ofXmmg.  Faculn ofliealth Sslcnccr 

Lol\enin of thcFrm Slate. PO Bo, 319 

Biarnfonresn. South Afnca. 91W 
s-mall, gn\k>%*,med uo\r ac ra 

:-Il.lO!?l-h 

Curriculum background 

*J year degree programme 
*Register with professional council with 4 

qualifications 
3gencral nurscng 

3 c o m u n l n  hcalrh nurvng 

Llm~d\rife? 

2ps)ch8amc nursing 

Curriculum background 

1996 curriculum chanee to CBE 8: PBL 
Llexpeilential learncng takes place in rornrnuntr) 

Js tudent  takes rriponitbil8t> for onn I c m l n g  

3 i u n l r ~ ~ a l l s c  learning marerial 

3 i h c o n  and pra-lice inte_erat~on 

3probiem solring and i n t ~ c a l  thioltnp 

*Developed curriculum in collaborat~on ullh 
services and communln 



Curriculum background: content 
selection 

1st year: 
O C o ~ ~ ~ m u n i t y  dcvelopmcnt 

OFamily assessment 8: carc 

OConditions commonly found in lhc community 
e g .  hygiene related idcrmatoli~g) and 
commonicablc dineares prermring with a skin 
lesion), environmental hygicne 

OLlppur and lower airway inkclion 

- 

Curriculum background: content 
selection 

*2""ear: conditions found in PHC clinics e.g. 
0 Hypertension, 
0 HIVIAIDS. TB 

0 Aneamia 

3 GI e g .  diarrhoea. constipatc<,n. worm infestation 

0 DM, 

0 Contraception, ST1 

0 Urinary tract infections 

Curriculum background: content 
selection 

*3'd Year: conditions treated in hospital e.g. 
0 MI, 

0 PE, 
0 Fractures, rcpliicernent 

O Renal failure, 

0 Neurology, neurosurgely 

*41h Year: rnidu~ikry and psychiatry 



Curriculum background 
Experiential learning areas 

1.' year: communir) hased 

2'j year: pr imay health care clinlcs 

?-"?car: ho\pital haicd care 

-!:"car: ps)chiatric nursing and inild\\ i icn 
icomniunic. PHC settines and hospital 
ba,cdl 

Curriculum background 

*Experiential learning n r o  I?) da ) i  
l08:OO - 16:00) 

*Three (3 )  days per week clajs 

*Inter-facul~ teachine 

+?000 S.\NC requesrcd I\lCI incorporation 

*2001 School of Sursing incorporated ILICI 

Discussion topics ( 15 min) 

*What are the sirnilanties or iliffcrcnces in 
the curriculum presented and yours'? 

*.-\re there an? prerequisites for 
implementation of I\IC1'' 

+\\.hat are the factor, that hindered or 
facilrrated the incorporation process'.' 



Implementation process 

Research and Educational Orientated I 

Action research cycles 

Data gathering strategies 

*Formal weekly facilitators ~neetings 

*Engaged learning questionnaire 

*Informal discussions with students 

*Focus group interviews with students 



Planning ls t  cycle 

*2"d Year curriculum 

*Train facilitators in I>lCI 

*Schedule at besinning of  )ear to equip 
studenrs so that the) can cope in practice 

*Use KHO L?ICEF material (hard copies) 

*Approxrmate I I weeks vs. I l da)s 

+IMCI as separate en t ih  

Planning 1" cycle 

*Immunization skill 
9Demonsmtton 

OPiactlce in simularton laboraton 
OPractlcc ~n P!{C clinics 

Clsse5smcnt skill 

Planning 1" cycle : Timetable 

I " < r n i A  1 ! - 



Planning lSt cycle :Assessment r - 
*Feedback in class on paper cases done at 

home 

t 2  written open book tests (Chart booklet) 
Part of semester mark 

*SO% of summative evaluation (Chart 
booklet) 

Reflection: cycle 1 

*Facilitators felt more comfortable to 
accompany students in clinical setting 

+Students enjoyed it 

*Students felt it is \.cry appropriate because 
they could immediately apply it in their 
experiential learning 

+Sbdents thought it was very easy 

Reflection: cycle 1 

4Sbdentslfacilitatc~r ratio 25-1 via 4-1 

+Self study activities were not done 

*Relied on clinic staff for accompaniment of 
students in clinics 

*DOH was unsure whether ihcy will he 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 
lMCl 

*Immunization skill effective 

Engaged learning 

Engaged learning 

*Instructional model: 
3 l n r t n c r l \ s  

*Trachcr rolsi. 
~ i a c i l ~ t a t ~ ~ r .  guids. learner 

*Student role: 
2c~plorer .  
  oh ems and appl) the rhtnhng p n r e w b  uwd 

L.1 pracr,rluncir. 



Engaged learning: Cycle 1 

Y91,0" OlLllrnInQ 

I Planning: Cyclc 2 I 
+Start at beginning ui'yzar 

+AS the School of Vutsing lias a tnulti media 
centre with an instl-uctional dcsignel, 
computer mediated tcaching an option. 

+Compulsory I day orientntioit j~eriod before 
university starts 

Planning: cycle 2 



Planning: cycle 2 

JSiudents could uork at ihelr oun pace 

OCampurer access a1 home 

0411 students sttll recelred a char! booklrl 
Doff-line access us~ng CD-Rom 

*Better ~ntegrat~on Into 2nd )ear content 

*Theoret~cal assessment remarried the same 

Planning: cycle 2 

3 0 b s e n r  or ultnrss managcmr.nt 0 1 5  I\fCI 
cases in PHC clinic 

JRccord them in the aorkhook and h a h r  i t  

blgned b the proicss~onal niirhc in\ol\ed 

I Planning lnd cycle : Timetable 



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

Professional practice 
- -- -- - -. - 

Always he ready for an! 
surprises in life ... 

Reflection: cycle 2 

*Students did not attend orientation sessioii 

*High bandwidth needed for video files 
ONetwork resources wrrc limited durlng 

campus-wide studcm resistration 

*Students did not fol lo\~ assignment 
submission process correctly 

*Logistical problems with conlputer venues 



Reflection: Cycle 3 

Reflection Cycle 2 

*Facilitarors 

3Took tw much time to sornmenr on 
arslsnmcnts 

SDuc 10 incorrecr ,uhrn~ssl,~n prcrrss lilt\ 
nould nu1 own and \\ere ihsreforc nor marked 

3 1 w r r r a n n ~  

3 l n l e p r i o n  uilh rhcop norked ,\ell 

C)Cllnli'al workbook acii\o!zi xere m 
trnpro\-srncnl bgil st1II nor stl+cti\s enoueh 

I Engaged Learning: Cycle 2 



Discussion: 10 min 

+Please comment on the advantages and 
disadvantages of the two implementation 
strategies. 

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

- 

Planning: Cycle 3 

+SA DOH adapted IMCl to South African 
needs. 
OCase shldiss changed 

Olmproved on HIVIAIDS 
Useparated Malnulr~tiun aid anemia 

Planning: Cycle 3 

+Only assess and classif) ncl-., on ci~mputci. 

+Computer (U;ct.('T) m.:rkcd ~ilb~ni~sir)nc 
and gavc im~neciiate l'ec<ib;~cl< 

+.As iphotogaphs .wcrc :tltc;~<l! ,117 LlsblIT it 
remained a5 coriiputcr . t c l i \  iiy 

+Was done ill sc::,lid Ii;c!ti,iicincct.:r 



Planning: Cycle 3 

*Orientation day schedulcd ottsr in i \ s r> l t>  
hds already itansd 

*DOH pro, idsd hard 'opis, of liddpts~i 
moduli..; atid c h ~ n  booklet ior current 
students 

*.4ctt\ities arc in separate h<,ol, th:~n r s : l d ~ n ~  
matsnal 

Planning: Cycle 3 

*Had theoretical classes ahotit TB. 
irnmtinit>. H i \  AIDS. anaemia 31111 \\ontt 

/ infi.,mttoni heforc smnlng \\lth I \ I C . I  

*Re,t oil\ lC'l  i ias dime face to f~1i.c :lsaln 
vi th  3 ratio o f 2 0  25-1 

*TlieorstisaI ossesimcoi rernainrd ths \.lnxe 
as p r a  I O U ~  > ears 

I 

I Planning: Cbcle 3 I 



Cyck 3: Case study 

. Technical skills (computer) 
m Appllcatlon of profersionallim - ~ ~ t ~ r p e ~ ~ o n a l  sk>lli (relate to molher) 

Ltteratufe research 

Cycle 3: Case study 

*Forms part of the practical 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 8 type- 
written pages 

*Only the first 8 pages will be assessed 
*Should do your own typing on computer 

Cycle 3: Case study 

STEP 1 
+Select  t h e  infant/child (<5 years)  

who will b e  t h e  sub jec t  of s tudy  when 
you write your I M C I  case study 

STEP 2 
+Obtain writ ten permission from t h e  

patient  



Cycle 3: Case study 
*\\rite a shon ~ n t r d u c o o n .  Correct and complete 

Health carc r.cnti.r u here Incomplete 
infanrihild uar rccn No1 done 
Dat? c f  a;,cssmenr 
.\:s ofrhc infant child 
\ \ c ~ e h r  oilhi.  lnfanr child 
Tempsraturs of rhe infant child 
(icic a hr isfdeicnptmn of thc 
child's problcmi 
Indrcatc i i th is  i, an znttial or 
follorr-up J is,! 
(it, r. a bncf oien isa o f u  har I \  

Cycle 3: Case study 

Retlection cycle 3 



Reflection cycle 3 

*Fac~htator 
0 Computer was effective 

OReduced work load '9s not necessary to 
comment on subm~ss~ons 

OStudents need face to face knterection when 
dotng treatment 

OHard coples are neccssaq (hand back to School 
after cornplet~on of semester) 

OAll shtdents need a I han booklet to keep 

Reflection cycle 3 

QIMCI needs to be done at beginning of year 

OVideos on computer/CD-Rorn 

OHaving done HIVlhlDS, anemia & warm 
infestation before commencement of lMCl had 

Reflection cycle 3 
".MdU.rnni 

,m,,w-,"*# 



Conclusion 

*Necessary to equip nursing students with 
lMCI 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 Merne 

I. The Need 
Prior to the revised 1997 Kenyan Reproductive Health/Family Planning Policy 
Guidelines, organized dissemination of new policy in reproductive healthtfamily 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 reproduct~ve 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 significantly 
shorter and focused on major changes in the guidelines. Additionatly, a laminated job 
aid was used (English on one side and Kiswahili on the other), summarizing a key point 
of the Guidelines. An approach to using the package (called enterTRAlNment )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 employed. 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 hislher 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 decentralized 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 



The DTC network was used exclusively for the training, \rdhich was initially conducted at 
the central level, replicated at the district level by DTC tra~ning teams and again at the 
site level, completing the "echo" cascade. Over 6000 ser,/ice 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 Healill 'Care enhanced the 
effectiveness of the training. The intervention was indepeiitlently evaluated by Family 
Health International (FHI) and Population Council. 

4. The Results 
FHI and Population Council measured pre and post-inter,.rention 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 afler !he 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% afler 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 - those who want to learn without 
the added benefit of a per diem. Other lessons wi:? have learned from this 
program are: 
Great materials are a key to success. This was sl:ated again and again by 
stakeholders and participants 
Stakeholders should have input into the whole program, so that it is theirs 
Partnershias and good relationships between all the players not only leads to 
success, but leads to pleasant and fruitful continoi~ng working relationships. 
It is possible to train large numbers of prov~ders E:FFECTIVELY 
We believe that this method of reaching large numbers will be found to be cost 
effective when compared with traditional approaches 
Support s~~pervision or ongoing contact is key to ;I.lccess 

6. Challenges 
Care must be taken not to compromise quality when cieciding to use shorter training 
sessions, orientation packages and updates. Re-deplo:;rnent and frequent trainer and 
service provider transfers can erode training (and servi~:~? delivery) systems. Transport 
and road conditions pose major constraints to progress 1~~1th  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 malaria. 
STDIHIVIAIDS, adolescent health, neonatal care, safe motherhood and post abort~on 
care. We recommend the use of this system for any future in-service (or pre-service) 
orientation of health care personnel in Kenya. 
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I Highlights 
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training system 
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4. Lessons learned 

Lessons Learned 

This approach get beyond the 'usual 
suspects' in tralning they reach the hard 
to  reach 
It reaches the most mot~vated 

m Great materials are key to  success 
m The program and rnater~als should be 

developed by key stakeholders 
m Strong partnerships are a key to success 
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Lessons Learned 

I Large numbers of providers can be 
trained EFFECTIVELY 
I These methods are cost effective 

I Support supervision or ongoing 
contact is key to  success 

m Recognition for learners is important 

5. Discussion I 
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"Pattern Language" 

A tool for designing spirited training 

'TCertain 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. 1979:105) 

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 des~gns 
and make sure that the teaching plan leads to learning. 

Introduction 

Pattern Language is a concept explained by architect Christopher Alexander in h ~ s  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 a1i:ai.s been. 
The great traditional building of the past, the villages and tents and temples in whch man feels 
at home, have always been made by people who were very close to the center of this way. Ar,d 
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. i f  ive wl l  oniy 
let it." (Alexander, 1979:ix) 

Alexander refers to our innate wisdom, or our intuitive knowledge about buildings 'that are right' 
and how they influence our mood and spirit. We can all recognize a building tha: glves l'e and 

,ns ou- that inspires usl that gives us energy. We can also recognize ~nstantly a building that dra: 
energy, that takes our spirit away. Sometimes we are aware of these feelings. sometmes :\e 
are not. In either case, the architecture around u s  our physical environment has something to 
do with our feelings of aliveness or un-ease. 

From buildings t o  organizational environments 



It is a small step to move from buildings to organizational en'~ironments. And, with the current 
emphasis on learning organizations, another few small steps to move from organizational 
environments to organizational arrangements for collective 11~:arning. 

This workshop emerged out of a series of questions triggemci 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 gve life and that destroy life in 
groups that claim to learn, and from those build up a repertoire of patterns and create a (new) 
pattern language to support the transformation of the \~orkp lac~!  in very practical and exact 
ways? And if so, is there a fluid "code" as in genetic code, which generates this same "quality 
without a name" in group processes that Alexander describes for livinglworkplaces, 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 rneet~ng 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 prevsi?r~t 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 haw? 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. Ratter)-I 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 to 
learn. Course objectives, visual stimuli, comfort and layout rrf room and furniture, participant 
materials, demeanor of trainers and the way participants or trainees are welcomed and inducted 
into the learning process are interconnected and either mutil;~lly reinforce or undermine one 
another. 

Teaching and designing 

Experienced teachers or trainers' have accumulated much 1:aclt knowledge during their careers 
about what makes for extraordinary and transforrnati\te learii~ng experiences. There are of 
course some basic requirements for any kind of training, and those are codified in countless 
teacher training and  TOT^ manuals and courses. But each experienced 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 a name" becomes indistingi~ishable from our personality and 
our experience, and therefore hard, if not impossible to reprodlice 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 lea3,/e the new teacher feeling 
discouraged because the gap is just too big. 

Pattern language in  learning groups 

I Teaching and training. in this paper. are used interchangeably. 
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 "timeless way of being and working together- This ,.timeless 
way" in groups is no different than Alexander's "timeless way," 'phis process that] brings order 
out of nothing but ourselves, and that can only be attained if we let 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 able to make a difference. We 
call such an experience (whether in a classroom, out in the workplace or on a field visit -o r  
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. Pattems 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  pattern^.^ [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 
selected 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 people defensive. afraid to look silly, that kill curiosity. that 
focus on comfort to the detriment of learning, that insert control where none is needed. We don'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 follov~ed 
Alexander's structure for describing patterns (see Alexander's Volume 11: A Pattern Language in 
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 learning groups, we have 
identified twenty-one patterns. We list what we have seen as the problem, someth~ng that 
interferes with this vision of meeting minds and soaring spirits. Finally. in italics, we propose a 

To i l lu~ l r3 lc  llii> no11~>1i ut'n?>l~ng. wn>idcr lit?\\ lhc p:lllcni ,,(.I cic>~,r hc<~~l l ic~ p.1" <,<!kc p.i:!c-: ;:!::.i.:<~, 
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resolution to this problem, without exactly prescribing specifi: trainer or facilitator behaviors. 
Sometimes we have added a quote that speaks to the particular solution. This is still very much 
a work in progress. We are still reshuffling and renalnlng t h ~  patterns. They are tentatively put 
into categories, which may again change as the number of iatt'erns increases. 

How to use the patterns 

Ac:cording to Alexander, "Each pattern is a generic solutiorl o some system of forces in the 
world. But the forces are never quite the same. Since the e:acl configuration of the 
surroundings at any one place and time is always unique, Yte c.onfiguration of the forces which 
the system is subject to is also unique - no other system of forces is ever subject to the same 
configuration of forces." (Alexander, 1979:147). The inplic:a':i#:,r! of this is that when we design 
training or when we teach new trainers,, we can never supc? irnpose a recipe for action (do this, 
then do that). The configurat:on is always unique. As we wc:rl.; i r? different cultures we will find 
that there is always a peculiar interaction between the uniqile cultural forces of that place and 
that time with the universal human longings that the pattern!; speak to. Thus, the situation is 
always unique, and no prescriptions will do, because no on'? h,as been there before, quite in the 
same way. 

Furthermore, according to Alexander, "Each pattern is a relationship between a certain context, 
a certain system of fa3rces which occurs repeatedly i r  that context, and a certain [spatial] 
configuration which allows these forces to resolve themsel\,'es. 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 :ontext makes it relevant." (247-249). 
Thus, when designing training, or when teaching less expei-ienced 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 brces that occur in that context and ths:? facilitator interventions that will 
allow these forces to resolve themselves (as opposed to t t  e facilitatoritraining 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 o f  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 t o  
re-evaluate prior experiences through the lens of the patterns and look for 
manifestations of the patterns, or, for that matter, c~hserve other trainers. This wil l 
enable them to expand their repertoire in  ways thal: fit who they are. 



PATTERNS FOR CREATING SPIRITED LEARNING EXPERIENCES 

LEVEL ONE: PATTERNS TO MOTIVATE PEOPLETOMOVE O U ~ F  THETR 
COMFORT ZONE AND CONSIDER LEARNING 
These patterns create a state of mind, a sense of anticipation, a sense of safet) and a- 
interest in the experience that s about to begin. -~ ~ ~- -~ ~- - -- - 

1. STIMULATING THE SENSES 
Our mood is influenced by our environment. A colorless, windowless, unappealing 
environment depresses our spirits and easily triggers a fllght reaction (coming late. lea:irg 
early, frequent trips to the bathroom, cigarette breaks. dozing off, doing other tasks. , n  shon 
not being present). Therefore, the trainer or facilitator needs to create an environment :na! 
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 ambigu~ty are physical 
qualities in the environment. Our eyes respond by wandering, looking. seeking. resting. As 
the eye moves, the mind is asking questions, being curious, moving into a mode of 
exploration and creativity." (Pergamit et a1.1997) 

2. ALIGNED EXPECTATIONS 
If people have no opportunity to express in safety their expectations for the~r 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 anxietyu 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 little genuine learning 
can take place. 

POWER DIFFERENTIALS 
Especially at the beginning of learning experiences. trainers carry considerably more 
authority and power than participants. It is not uncommon for participants to project 
unconscious expectations, disappointments, or positive fantasies from the pas! 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 o f  emotional self-awareness 
to recognize how power differentials between them and participants can hinder or enhance 
learning in the "here and now." 



LEVEL TWO: PATTERNS TO UNLEASH ENERGY 
TO LEARNING 
These patterns c:reate an environment characterized b!: freedom and playfulness to 
explore and experiment, where participants feel encouraged and supported, where 
learning is the norm, and . where trust can be developecl, .- ~- . 

4. LIFTING OF SPIRITSIRELEASE OF ENERGY 
The presence of spirit and energy is probably the most irnl~ortant resource a group has in 
order to achieve its learning tasks. Therefore, the traitint- or facilitator has to make sure that 
the collective experience lifts rather than depresses the :jpirit and releases the energy of 
individuals to the collecti~e task. The best way to 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 k ~ o k  for ways to expand, either by 
using other adjacent spaces if possible, moving outd01-)rs, 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 wifhout violating agreed upon boundaries. 

6. SAFE CONVERSATIONS (or NO PLACE TO HIDIE) 
Most people do not feel safe to speak out about thing!. that really matter to them or that are 
problematic, painful or controversial, when they feel e:iposed or vulnerable. This is usually 
the case in large groups (more than 8 people or so) w ' ~ e n  it convenes in a plenary session. 
Vulnerability increases when there's no place to hide l~ehind (tables are taken away, a large 
group of strangers sits in a circle) or when it is not po:sble to speak in a low voice and be 
heard by everyone in the group. If the purpose of the :~roup's coming together is to learn 
together, some manageable level of vulnerability is r e i ~ ~ ~ i r e d .  The level of discomfort that 
individuals can tolerate (before they get paralyzed or ,'lee) usually goes up as people get to 
know and trust one another. The set-up of the room, wiiich has a direct bearing on people's 
sense of safety, 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 'a8cditatorneeds to monitor closely 
each individuais sense of comfort. Those who are too !:omfortable need to be (gently) 
provoked or confronted. Those who are experienci~g 21 sense of danger, need to be 
supported in re-establishing a feeling of safety. The v%rious 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 tr;!ini?r or facilitator wants to move 
people out of t,heir conifort or danger zones into the z3!1o for optimal learning. Mihaly 
Csikszentmihalyi suggests that "flow" emerges only v~heo anxiety and boredom are in 
optimal balance. 

8 .  INTIMACY GRADIENT 
Early in the training trust levels are usually low and pec~ple are still trying to find their voice 
and role, struggling with issues around inclusic~n and exclusion, leading and following, 
competence and intimacy. Exercises that provide an olpportunity 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 to 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 to flee from difficult topics. 

LEVEL THREE: PATTERNS TO TAKE ADVANTAGE OF LEARNING 

! OPPORTUNITIES 
These patterns create an environment that triggers rich conversations and learning 

1 everywhere, that is creative in seeing underutilized resources for teaching and learn~ng. 
I and where everyone is both teacher and learner. .- 

10. SELF IN GROUP 
Whenever people 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 forpeople to give each other feedback, in a supportive but honest 
way, build mutual trust. 

1 1 .  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 to 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 reflective 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 ( a  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 people who are idle. looking bored, more and more lethargic group 
discussions. signs of shallow thinking and reasoning, low quality products. Such shifts 
provide unique "peepholes" into the life of the group after excitement has worn off, offenng a 
view of how this group deals with energy dips: does it collude and wait for directions, or 
does it notice the dip and proposes to do something about it? Therefore, the teacher or 
facilitator needs to watch for such energy dips and observe what happens. This may con!ain 
some useful data to help the group discover ways to re-energize itself confront its o;vn 
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. 



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., Coqnitive Neuroscience. W. W. Norton, 1998). 
Therefore, trainers or facilitators should plan purposefiilly to reinforce, with new or differing 
approaches, the main ideas they want to share with pec.lpIe. 

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 prir~lary ways we learn. Therefore, 
trainers need to find ways to translate or connect abstract ideas, models, theories or 
concepts with visual imagery such as colorful posters, [:iictures, or cartoons. 

15. PEER TEACHING 
The best way to learn something may be to teach it to someone else. Peer teaching allows 
participants to di:jcover what they really understand ant1 r~ l la t  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 i'acilitaior:: should experiment with designs 
that incorporate peer teaching. 

.- - - 
LEVEL FOUR: PATTERNS TO SEE THE OTHER 
These patterns re-arrange our sense of "self' and "otht:r." providing opportunities to 
appreciate the gifts of the world around us, ancl to expzr~d our repertoire for creative 
problem solving. 

~ ----pp-,p-.-p ~ .. 

16. PLAYFUL OTHERNESS 
Being with people who are most like us is comfo~table I)LI~ restrictive. Bringing in "the other" 
can throw people off balance and trigger self defenselj ;'herefore, trainers should look for 
opportunities to let people experiment with "0the.mess' i!i s variety of forms that slowly 
expand people's comfori zone and let them exidore t1;cir crwn prejudices and find common 
ground amidst a7fferencss. There are a variety of trai!?i?g techniques to facilitate this (e.g. 
role reversals, simulations. interviews, fishbowls, movi~?s, drama, visits and fact-finding 
tasks). 

17. THEM + US = NEW US 
If trainers don't interfere, people will find a sea't i i  the tegnning that is comfortable to them 
in terms of their relationship with ihe rest of tho room (!rt:,nt row, sides, middle or back row) 
and the people near them (usually colleagues or frien~~s:). They will return to this same seat 
after each break for the rest of the training or class unl.?i;s trainers intervene. If trainers do 
not intervene, except for the occasional group e:tercir;c, sl:aleness enters the room, 
reinforcing the ~~nderlying message that we ourselves II:J -tot have to change and it is OK for 
everyone to stay in thei- comfort zones, both in iregar13 t', the relationships they form and the 
perspective they have on the room. Therefore, by freqi,~:!rt!ly changing name tents, as well 
as the constitut~on of groups. the facilitator provides 1pot7unities for people to shift their 
perspective, ant3 broaden their circle of acquainiiances T!rjs will help them test their biases 
and prejudices, and redefine who is "us." Son~etimes i i s  ,means creating groups that are as 
heterogeneous as possible (in terms of sex, aye, prcft ssional and/or organizational 
affiliation), sometimes i: means creating homogc?neoli.: ~ r ( ~ u p s  to exacerbate differences 
between group:;. 



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 life. 
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 f  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 to include a review of what the group said it would do and an explorat~on 
why it did or did not accomplish those things. and help the group celebrate its 
accompl~shments and at the same time extract lessons learned or thfngs to do differently 
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 i t  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 expefience(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. theories 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 LlFE 
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 together 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 rout~nes, and unless 
beginnings and endings of such events are clearly demarcated, may eas~ly 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-then?" to "in-here," and from "in-here'to "01 rt.-there," and integrate this into the 
learning design rather than leave it to default or char,ce. Music, food, ceremonies, 
acknowledgments or rituals can ease the emotional ;)sin and ambivalences of entering and 
leaving. Carolyn Egri, in a pioneering 1993 J M E ~  arti~:/e on end-setting, shows how she 
consciously uses popular music with "farewe1l"thern::s and flip charts posted on the walls of 
her classroom as she and herparticipants bid a dee)~i:y emotional farewell to each other. 

THE OUTFOE WORLD BACK INSIDE 

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

24. INTROSF'ECTION 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-length, leaving 
values, habits and practices unexamined, ancl impa:t shallow. Therefore, the traineror 
facilitator needs fo gauge when reflection is desirabk tr hen it is critical and in what form it 
should take place. For example, reflection can be di)rre privately in a journal, in meditation, 
during a walk:, or in a letter to self; or it can he done coilectively at the end of an exercise, an 
entire day, or course through a series of questions , ~r:lswered in plenary or in paired 
conversations. 

25. TIME-OUT FROM WORK 
Relentless (ciourse) work and routines, cries for imrliediate attention from things, people and 
details around us tend to crowd out awareness of the larger meaning of the work for oneself 
or one's group, giving short-thrift to what ultimately energizes and motivates us. Therefore, 
the facilitator or trainer needs to look for ways to create a space to re-direcf people's gaze to 
that what is considered worthwhile and valr~able 

26. SELF-ESTEEM LEVERS 
Low self-esteem skews the view of the world. Low self-esteem also 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 aim:: lo make. Therefore, if the traineris to 
make training "stick," he or she needs to find ways to boost confidence and self-esteem to 
increase the chances of experimentation, applicati~)~? and the to-be-expected mistakes. 
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Essential Learning 

Refin~ng conlenl seledion and tuntng 
:nsiiuCtiOnaI strategies 

Wallace Hannum 

Excess content coverage 
- Traln~ng programs are burdened 

wm nooessenbal content 

Inappropriate learning 

- Traln~ng development fads to ondude 

screen paposed content 
match content COnlnbutlMs m h  
desired p e r f m n c e  

Essential Learning 
Methodology 

Technique fw developing learning 
solutions which address 
-sapsinpbperformanca 

lecLdimol*(edgaasLlls 

Eflicient, effective approach - Systematic. analytical pmcess 
- selecting training content 
- disStling errenhl krowledge and skills 
-choosing most appropnale training 

methods to achieve desired p b  
performance. 
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ELM Intent 

FOCUS only on essential trait 
content 
Create enga'aing training 
Reduce training time 
Raise learning achievement 

Foundations 

Jobltask analysbs 
Cognttlve task analyzls 
Instruct~onal/learn~ng analysls 

8 Min~rnal~srn 
Adult lealrllng theory . Meta-aneyses cf ~nstri~ct~onal 
effectwer~ess 

Principles 

1, Learning should be bnred with onsite 
stipew<si?n and r?;nfoicernent. 

3. Training should ti?ilal 'earners how !o 
recognin? and cor!eCl srois in their 
performance. 

4. Learners eliould oe sc!ively eilgnged aild 
focus on reai wori diirlng rmrnlnn 



Principles 

5 r r a m ~  ngmnfenr w r w  be ban I,,e 
k a m  wtnl cl ,en aM DwM or 
l m  pru knorleege 



Mq,,,&,f&dnc?e 

Selecticin @actors: 

ProBabili1.Y OQ' '.' 
correctiolr ' : 

= Cost and imeiits 

R e W m m , R r o b l e m  Filter 

Learnin 
4Q&h&er :i 1% l ~ t s ~ g o  



Job Perbrnance 

Job Task F i l Iy '  -- 
- Based on bo$jedp and skilis 

gap dsmmed above 
- Uses seiectm fact* t a ' W V e  

unessential ta&s - -' " '  ' '' 

- Defines essenhal !a& r&ed la 
pelformance 

Learner Context I 
Selection Factors: 

Preexisting mastery 
Substantrai crogress towards 
mastery - Learning sk:lk 
Level of >r?,ecdisi!e krwwiedae 

Learner Profile and Context Filter 
- Galhers general iniormalton 

about learners: 



Learner Context 

Learner Capability Filter 
-Uses sample gr3,Jp of learners 

to conduct . Interviews . Observatloi- 
Tesl lng 

- Deterrnines essentiai tasks to 
be inc uded 

-Removes tasks ikarners call 
already perform 

Learning 
Requirements & Design 

Selection Factors: 
Requirecl knowledge i informatian 
SupporW~e knowledge I ~nformaiion - Prior ma;tery of sktil . Direct transfer cf sklil 

Prerequiste skili 
What if . . .  

Learning 
Requirements & Design 
Learning Requirements Filter 

-Based on previuiis input from 
other filters. ger~erates 

Essent~a krnwli,lge and skills - Leanling goals a i r  otijeciivns - T y ~ e s  of asil's%-ii;r>l - Sequeice i8ld : :~ inznt io l l  of 
lealnlng 

-Removes non-t s$en:ial 
know edge and s:..il!s 

- Ensu~rts match between 
objectives, ais%ssnents, a n i  
essei~t~al knii,vl3a'(!e & skllis 



equtrements 8 Design 

Learning Design Filter 
- Com38nes . ;,$. >.<,<:, +.% ! . . . - 3 .  

-P. . ,  - ,ns I~, .~~.  5...>:eg: . L*a.r.7 - --.. -. > .. ,. . ~ess;-s  4 a:' . ' .  - . '.3?:?r i i 

- Ensdres comaore-:5 if 
Irs:rdi!3na; 5:'i:e;i i ' e  

Effectiveness Filter 
F o c u s e s  data scidrees 

. irip!emen!atio- . Assess-er-! 
- Re.lses and lmp,;;es -1aterlals 

!c ticrease effec! .enrss 

Improvement in Training 
Methods & Activities 



Enhancing Training 
Methods 

Seek rnelhoas v.lth r > . . ~  
effen~veness 
Use leamina activities ivith known 
success I . Shin to Evidence-Based Training I 

Multiple Strategies I 
Simple cornmumicatin of content is 
not sufficient 

. ,.earner! -.-.so .;I " t .  1 >', ... 1 . 1  
(7,  ,,I :, c > , ,,,, < I . . ' , I ?, ' 

" ' I  . I . .  I . '  I 
Conduct traning to engage learners I 

Sources of Information 

- Researcn in coritralied settings 
= Llteratur,? reviev~s 

Meta-anslyses 
Professional judge?~ent 





Planning Instruction 
.- 

Factor E h c ( s g e )  
%..- .. . 
..se ' : - r  - . . 

I 
Advance or( janiers 

5 

Formative Pssesjms?~t 

&rrecl\ve ~eedb$n 

2 

Conducting Instruction 

Cornparsi>r; i 3 i  j 
~ ~ 

Analogies I f i t .  

1 1  i l l I 0 : l i q  2 0 
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Delivering Instruction 

. Focuses on engaging learners 
Confros contea! size . Makes tralning efficient a rd  effeclive 

, . .?. . . .,C. 
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Whst is Fmw++ca Education? 

. Leami- Nta( takes dam in undsgaduate and 'f 
grndu.de healthcare e d u u W  hnt~hltlons ( e g .  .:: 
medical, nming and midwfwy schaols) over a 
pnod of 1-6 yean 

. Ensurn a bsslc scl d slvH canpelencies for a 
gem1 hsalttmre pmvidei based on a job? 
description fa aRer graduation) 
Prepares studmfs to bscamt FPRH heaithcae 7 

provklen (physician. nurse, midwife) 

Advantages of PSE from 
Experience and the Literature 

. Opportunity to dlssemlnate updated RH pollcies 
and standards 
. Graduates practice what they seeilearn from .- 

PSE role models 
Reaches more prov~ders st once than through .- 
inssrvice tralnlng, ensuring common 
k n ~ ~ l e d g e i ~ k ~ l l s  . Strengthens existing edurational institutions. 
ieading to sustainability - Immediate changes result in the healthcare 
system b e c a u s e  PSE strengthening ensures a 
set of core comDetenCles 

PSE Advantages cant . . .  

. Facultyitrainen become advocates for and role 
models of quality RH services 

. More effective use of existing student learning time 
(more contact time for students) 

. 0e.eiopmrrll of rnoae senre sl?r 19, rr., n nl 
servce 1~ 51es pr510 ng :.a '. icn CPS .? 

romp ance In na: on* s'.anua< :s 

. Statewes Vansferable to other dlsclpilnes 

I (e g , pedbatncs, 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-caselcad issues 

?dB: lo do this tialneis must go fhrougi. fiai',ci 
developmentpathway lo ensure effeclive traosfi,r 
of learning 

Facility Challenges 

- Nursing School. 
- Class s z e  50-70 5tudents 
- Lecture style-takes 

met8culous notes few 
reference rnaterals 

- Cinical preceptor provlilos 
different-sornetmes 
connictlng-information 

- Only written exams for 
competency assessmerlt . 

Challenges cont 

Once posted does  she have adequatc skills to cffer 
needed services? 

Often the answer is "Nd' 

. Regular inservice tralring needed 

Motfvallan for new skills-"add-on 
. Few faculty due to clvl  unrest 

. LOW salaries 



Education 

PI." . P n w  

Phase 1 - Plan and Orient 

Convene and orlent stakeholders :r pre-senice 
educat~on at nationai level in order :o acheue 
COnSenSLS 

Create a national wolking group 
. Conduct a needs assessment 
. Develop a natlonai plan of action 
. Orient natronal and imi level op#n#on leaders and 

deosion-makers 
. Create a cumcu!um Slienglhen~ng gioilp 

Use the following process: 

-create a national work!ng groilp 

. a n d u C f  a needs arsessmenl 

-Develop a plan of actlor; 
. -0nent Nat~onal and local level optnior eaders 

decis~on maken 
. -create a cun~culum sireng!nenilg group 



Phase 2 -Prepare for and Conduct Training 

- Traln the curriculum strengthenmg 3roUP 

. Technlcai update 

. Clinical trainlng skill:; - Strengthening the curri-ulum . Plan for mplementation in each nstltutlon 

Develop and produce teaching, learning and 
assessment materials -- 

m Eqwp the teaching institutions 

Phase 2 - Prepare for and Conduct Trai 

. Plan far implementat~on of strengthened Ponions of 
the curriculum in each institution 

. Prepare clinical practice sites . Traln additional faculty and relevant cllnical staff 

. Suppoll supervision to institut~ans and trainees 

. Conduct and monitor teaching 

--.-- 

Phase 3 - Review and Revise Training 
. Review the insfltutional plan of action 

. Assess the methods a17d materials used 

. Measure the outcome of teaching --.-. 

. Revise the institutional plan of actlon 

. Conduct review and revision vislts at the nationai 
level 

. Revlew and revlse the national plan of action -- 

-- 



Cost-Benefit of Presewice Educat~on 
InveSVneol lo  initiate b t h  mservee training and '' 

presewlce strengthening is hlgh at the beginning lo  
devebp the resources needed 

Cost benefit of preservice is demonstrated once the' 
program is svengthened and resources are in place 

- Faculty and preceptors are trained and funct#M(lphr 

- Curricula are strengthened and being 
lm~lementBd 

- Learning materials are developed and avatlable 

- Clinlcal sites are uwraded 

C o s t - B e n e f i t  of Preservice Educat~on (cant. .) 

. Reduced need far recurrent insewice tratning 
cycles savlng scarce trairng CeroLrces 

- Students traiqed n essential serilces-thus 
prductire sewce provideis-ahen they take 
their place in the ~oikf r i rce 

. l~stitutionalizatron of presew-rlce eCLcatlon 
programs 

- Suppaled by country budgets wi icn f u ~ d  
presewice educatlona nst~tutions drectli from 
theli nationa! budgets 

C o s t - B e n e f i t  of Presewice Education 

- The number of cllents inneased over the pen& 



. Strengthened presewice FPIRH nu-5ng and 
rnldw#feiy education contnues in 9 jcnoais in 
Uganda 

- Changng  service educatirrn does not 
occur overnight but n?qulres s.stalled 

Tra~ned Faculty Still I n  Place and Teaching 

suppofl overtime 
~ l i  schoois ~ ~ n t ~ n u e c  1 0  mplemeni ;i cincai. 
skil~based FPIRH ccmponent 
competency-based i m n ~ n g  methods and 
teaching aids (ncludng instructcr 5 guldes 
and reference materas] still : iein~ used 

Facultv ass~qnments take mto account faculty tralnlng 4 

- 

--- 

and experience 

- AII schools have at leas1 
one fullt\me FPiRH faculty i 

- 75% of faculty respondents 
recaved tralnlng througi 
the TRH Project 

I 
- Ctlnlcal faculty obtamed 

government accredltatlc~n 
as FPIRH seivlce provdersL 
for school cllnlcs 

preserv~ce is an Important Investment -1 
. presewice is sustainable after the ni!lal nvestments 

are made 

-   rained faculty and ievsed currtcuia at 
educational institutions 

- ~ducationai nstitutions onen have their own llne 
item in a national bud'aet 



Pieservice is an Important Investment. 

. Cost~bereht a! PSE see- ' a  ,': .a2 ?.) 

- CJ?.:a-ste d p p d  -; qua :I sen. ces be -g  
prov!ded 

- Cbr.2~ a i  ievsro ls  to c-arge -:da!e *Par 
s:ude?:s ieain 

- Ensb'es :b21 scarce :.a - PS , ~ S O U ~ C S S  we 
a i a e b l e  !cr ,nse?:e :.a r. -g ' j i ~ s e z  a r  
refres? and ; cqab ,~ .a  fcr 
C C ~ ; E X S O D ' . S : C ~ : ~ . C  ser.ies 

I 

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

Lasting Impact horn PSE 

- Students clte professammentors as modes 
because they are respecled ~enior cltn!cal 'I 
experts in a country 

- When the" graduate and begn sence  
2 r o ~ s t o n  Students practice what they ve 
been taugrt 

I . 00 the foundation atready establlsheb 

I 

Long lasting effects cont.. . 

Process of strengthening PSE for FP RH 

- Provdes a foundat~on for :arn)e!ency~bsed 
humanistic learning 

- Can be apple2 to all content areas rrnaternal 
and neonatal health PAC. PediaViCs. CewtCai 

- Other content areas can be strengthened more 
qu,ckiy, bulldlng 



A Balance is Needed in Any Healthcare 

A balance of presetvice education and inservice 
training is needed: 

. lnsew~ce training is always needed 

-  ore appropr~ateiy focused on refreshing and 
upgrading for cornpit:xisophistlcated sewices 

. preservice education should focus on a set of cor 

- This ensures that aii healthcare providers 
graduate with the basic FPIRH ski1 set to 
provide the needed jervices 

From n u d e d r  
,n <any* 

Thank You 

-.- 
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Introduction 

The Aga Khan Health Sen ice  in Kenya (AKHS. K) is a permanent and \\-ell-e?;tablished 
provider of not-for-profit health sen-ices in Kenya. I t  has a broader mission of 
contribution to the health system of Kenya and the other countries of East Africa. .\ key 
aspect of this broader mission is the work of  the Cornn~irnit) tIealth Depanment rCHD1. 
which trains communih based health workers and health care proxiders in order to 
develop sustainable. effective. efficient and equitable healthcare ?;!,stern respon.;i\c to the 
needs of the deprived rural community. 

CHD does not directly provide health care but acts as a r ~ ~ . ~ o r ~ r . c i ~  o y ~ r r ~ i : ~ r r i o ~ ~  pro\ litin: 
technical si~ppott to service pro\iding. partner organizations igo\cn~ment  henlth wn iccs. 
cornmunih organizations. other SGOs and pri\atc prc>\iders) ;~.;sistins them. Frorn 
analysis of and reflection upon its program csperience \\it11 its partners. CHD contributes 
to policy dialogue, advocating the fonnulation and refinement of health polrsiei and 
strategies so that health services are incrmsingl). releiant to the needs and e\pcctatic)ns 
rural and poor populations. 

Background 

Since Alma-Ata declaration (WHO 1978) several agencies have tried \ar i~>us itratc:ies to 
ensure better health of the co rn~n~~n i ty .  However. efficient manazernsnt of s c a m  
resources and the sustainabilih of the healthcare remain a challenge. \Vith e \er  shrinking 
resources for health and development. planners arc baflled itith 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 anempted to respond to this issue 
is by introducing the mechanism of  cost sharing at the health facilities in h e  public 
sector. However. the healthcare system still remains fragniented with inadequate supplies 
and the management of scarce resources remains questionable. This has necessitated 
capacity building to health care providers and communit~.  based irorkers so that the) are 
able to manage their otvn resources. .A lot of responsibility has been placed on the local 
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community and health care providers especially at thc p.:iiphcral levels to take charge of 
the affairs of health sector. This is a new phenomi:non to inany of them, which called for 
empowerment in skills building. CFID has been a partnt.:r 1,rorking with the Government 
of Kenya towards realization of the principles of prirnxy hcalth care arising from the 
Alma Ata Declaration. CHD has participated in fc~~rnulaiin;; policy dialogue and training 
community based hcalth workcrs so that thcy arc able i:o Inanage health issues at the 
community level. 

CHD has trained comniunity based health workers sir1i.c the early 80s in its PHC and 
KHHSP programs. To date a total of over 300il health \aorkcrs have been trained. The 
initial strategy was to train master trainers who it jaras a.;r;u~ned would continue training 
con~munity based health workers in their arcai; of c~~.i~l-ation: which would ensure 
sustainability. Hocvever. a major review carried out in 1990 among the trained CBHWs 
showed that 30% of the rnastcr traincrs were inactive. 0 1 1 r :  of the lessons learnt from the 
review was that there was high attrition rate among traiuc'd C'BHWs. Reasons for the high 
attrition included the expectation of the CBHWs that thcy would earn a living out of the 
community training which was not met; lack of confic1c:ncr: and fear of failure in their 
task which made some shy away. Another reason was t hat some trainers expected that 
after training, the NGO (Aga Khan Health Service) w ' ~ ) ~ ~ l d  put them on the pay roll, 
which never happened. 

During the review, it was also observed that the criteria for selection of CBHWs was a 
major issue. Initially, participants for CBHW training wi:re handpicked from among the 
powerful and those with strong influence within the cc.~nimunity. Those selected for 
training were relatives of influcntial persons mostly poliricians and village elders and 
acted as gatekeepers assuming that the training would larid them jobs. As a lesson learnt 
CHD realized that commitment of CBHWs was difficult assess. 

From the review, it was also noted that the training metho8:Ir-)logv focused on the aspect of 
providing technical knowledge as regards to the health affecting the community like 
family planning, and immunization among others. I1 was 1r:;rrnt however that on the other 
hand participants do have inner fears, which are sornetimc:~ initial hindrances in learning 
and effectively articulating what they are taught to othcr cotnmunity groups in the field 
when they are required to carry out further training. Tlii,.: inner insecurity is an aspect, 
which in many occasions is overlooked and hence not deal s~ith.  

In training, many times trainecs are taught on leadership sl~ills. They are then expected to 
play a role in the activities at the village level having obt:~iili:d the skills. However. it is 
not practical to produce a leader in just undertak~ing a c-~nc or two days session on 
leadership. Good performing leaders need maturity. coniidence and ability to articulate 
the training topics to relate to people's lives. This is possib~lc 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. Follo1,v up helps the trainees to have 
a preview of what they arc required or intend to train 01. 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 they are in doubt. 
These lessons learnt are not unique to Kenya alone: in the Philippines. communih Based 
Medical Practitioners (COMMED) has a training program designed to provide the 
community-based practitioner \vith the necessary skills to practice communin medicine. 
However, COMMED doctors found that the skills necessan to promote health in the 
rural areas of their country were quite different from those they had been taught in 
medical school (CONTACT Christian Medical Commission. 1992). 

Rationale 

Health systems strengthening \vas one of the major activities deemed for the health sector 
since a lot of responsibilities \\.as passed down to the pcriphen arms of the health 
structure. In the spirit of decentralization. the health facilities. which \\.ere at the lo\\est 
level of the health structure. \vere espected 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 \ \as the capatit! buildin: 
through training of both the health staff and communih members \ \ho \\-ere cxpe~ted  to 
work together in the improvement of the health status in their cirenz. In addition. the! 
tvere expected to irlcrease their resource base. rrhich opened an era ofcosr .harins 1% hcrc 
the communities were cspected to contribute towards funding of the fatilit) through a 
system of fee for senice .  As much as cost sharing \\-as a \velcon~c attempt. t l ~e  skills ti, 

handle financial management and \vise usc of the ne\\ rcsi>urtc.; gencrnted no 3 
challenge and hence req~~i red  skills in this area. 

Durins this time. CHD in turn put a lot of focus into capacity hi~ilding of health personnel 
as \veil as commu~iity health \\orkers with thc main aim of making tllcrn re>p~)n.;i\ i. ti? thc 
changes of the health system. In this e\olution. CHD has become renonn :I> resirurcc 
organization in its capacity building programs. \vhich ensures that training :i\en to health 
care pro\-iders is holistic touching on all issues from quality of care. to management of 
health facilities. This has seen the production of modules on health inforn~ation s! sterns: 
financial management system. and organization and administration issues. 

Capacity building has evolved from the ancient known classroom method. From a recent 
inten-ieiv conducted by Aga Khan Health Semice. 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 i t  is one thing to \\rite 
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 \\.a?. (AKHS. K. CHD. 2001 ). 



, In this process of developing the modules, CHD ha:; also realized that, health care 
providers interact with the entire communitie:; whcl-e (hey work who influence and 
contribute in a big way towards the success of good pe~.l:or~ning health facilities. This 
calls for thcni to understand what happens at the fiicilic;, l ; . ~  them to be actively proactive 
in the activities of health issues around their facilities. . ' \%; i~n  i t  is has been realized that 
some of the community mcmbers who are cxpecti.-d 10 ~11ay \ ital roles at the facility and 
linking these activities to tile villages ticed also capacity .>r~ilding. This therefore led CHD 
to include careful selection of all participants whi, l.++ould then be trained in an 
environment together with the health care providers. thi:~-i:l)y creating a common ground 
where issues are articul;ited bearing in mind the vie'v!; 2nd perceptions of different 
participants. This enriches the whole training anci ensu c:. that once on the ground, it is 
easy work and relates the various functions of the dil'f'cn:nr members of the community 
working at the facility. 

This cumulated into the strategy that CHD uscs ,with c;irefi~l and vigorous follow up to 
those who are trained to give thein support and carry on training on the ground. 

THE STRATEGY 

Our training programs have demonstrated that to achic~, e significant reproductive health 
outcomes the following need to be put in place. 

The Selection Process 
CHD has employed an elaborate and rigorous process through which the trainees are 
selected and recruited. CHD ensures that the trainees arc: drawn from a wide variety of 
disciplines and represent various sectors within the co!rnmunity 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 therc were not subjcctcd to interviews. In view of 
this, CHD encourages intervicws for persons to bc enrolled for training. This helps to: 

Determine their level of interest and commitment in disseminating RH issues for 
behavior change, most of the time prospective trainccs quickly jumped onto training 
for the sole purpose of acquiring a certificate. 
Ascertain their lebel of competence in cornprehe~ltling and dissemination of RH 
issues 
Determine their willi~lgness to continue training conm~unity 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 cornmunity 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 rn~)st 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 kc1 of what is on the ground before 
further classrooi~~ learning takes place. This approach I-~as enabled trainees to effectively 



bridge the gap between "academia" and the real \vorl~l. Sccondl!. the Ie\cl ofi~~rniiiunit! 
trainee attrition is reduced and thcre is also f~lnlier opponi~nit) to x rccn  tra~ncc>'  I ? \  el <>i 
competence and commitment heiorc. they get to suhscquc~it phase2 oftr;linilig. 

Follo~v up support ~ i s i t s  
There is strory element of onrite i t  to the trainee.;. h c~ihancc.~ on the i ~ ) h  
training. Here CHD traincrs have an opponilnity to f i~nhcr  train the nc\\l! i r~~ incd  
trainees as they tvork. For instance thc trainer could help the rminceh idcnrif! g.lp\ in th? 
facilitation skills as they attend a sensitization mcctiny orgnlii/cd b! the trainee>. 

Onsite visits pro\ide opportunity for tlior~>ugli trainiilg nccd2 azscssmcnr. \\lii;h !>as 
helped our trainins programs become more cffecti\c. Such ~lpponunitic.~ arc I)n the 
prcmise on 11-hich our training currict~la a r t  rt.\ie\vcd to enibrr~ce tlic hest ~ i p r a c t i i e s  and 
to be relevant to the community. 

RESULTS 

CHD training methodology has e \ol \ed over time as a result of pre\ailing political. 
socio-cultural and economic factors. CHD has ivorkcd with four peripheral facilit~es in 
Kilifi District. s en inz  34 \illages with a catchment population of 36.616. Thers has been 
training to empo\ver the local institutions i.e. the Dispcnsan Health Commirtces health 
center committees. The training has focused on tiealth Slana_~cment Information S) stern.; 
(HSIIS). Financial >fanagement. Got-ernancc and adrrlinistration of thc rural hcalth 
facilities. 

In addition CHD has trained Community own Resource Persons (CORPSI. one from each 
village. The CORPS curriculum \\as geared to\vards equipping them ar trainers and 
facilitators on Family Planning. Reproducti\c Health and Child Sun i \ a l  i2sues. Th15 has 
led to continuous education in R H  issues in the \illages with intens? and c~~nzi5tent 
supen-ision from CHD. This in turn has led to rcnlarkable jncrca.ie in S I I I I I ~ I ~ ~ I I L ~ I I  

demand for and utilization of RH FP and CS sen  ices. 

Findings from revie\\ of data (comparing benchmarking data in 2001 and utilization data 
in 2002) Lvithin the proiect area sho\ved an impro\ernrnt in s en  ice t~tilization. Xurnhcr of . . 
family planning clients has increased b) 1-12'" from 15SR in the !?ar 2001 to 3 S - l -  i n  
2002. ANC clients by SOo from 2762 in 2001 to 79'6 in 2002 and nurnher of dcli\erie:. 
assisted by trained personnel b? i300 from 80 in 2001 to 122 in 2002. 



Antenatal Care (ANC) 2001-2002 
~ ~- ~ . .. - ----- --- - .. 

,,,, 1 .. ~ ~~ . ... . .. . . .  .. .-. ~ .~~~~~ . ~.. .. . . . -.. 
"I 1,2001 Year 7COZ 

. - -CIINC >762 2916 

Period (Years) 



Safe Motherhood for the penod 2001-2002 

Utilization Year 2001 Year 2002 Ob Increment 
kota l  Ut l l~za t ion  37060 54062 46 
karnlly Plannlng 1588 38-17 1-12 
AKC 2762 2976 8 
Safe Motherhood 80 122 - 7 -> -! 

G r o w t h  M o ~ u t o r l n g  9502 13269 40 

Conclusion 

Training is a key intenention in improving perfomlance of healthcarr \\orkrr\ i n  Africa. 
Our experience shows that significant outcomes in d c l ~ \ e n  of rcproducti\e health 
sen-ices have come as a result of 

An evolution of the training process. Before such remarkable outcornrs were 
realized, significant failure was realized i.e high attrition of trainers amon? other 
things. There is need to appreciate the lessons learnt from failures. 
Extreme care has to be taken to ensure that hindrances that block thr learning 
process are dealt with. 
Training alone does not necessarily result to transfer of learning. the trainer mujl 
be willing to go through the pain and effort of folio\\ ing up the lraner on thr 
ground so that they can identif? with the problems that the trainees are 
undergoing. 
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BACKGROUND CONT 

- . CHD since early 80s has f.aned over 13!0 CBHWs to m-inag8: 
health ,srues at the corn nunsty leva8 . nltlal strategy war to !ran master tran.?rr i v i ~ h  the assunlptor 
thatthey would traln afhl:r CBHWs a! fhr ~ummunlty level in order 
to ensure suslanablity . A major carried odl n 1999 reue,pao ? ( A  of fqc master 
Lm/nerS were tnacbve 

LESSON LEARNT L l 

. From the reuew the fir:;, lesson earn was that there was hlclh 

affr~lion rate among C f h W s .  Why? . ~ x p e c t a t ~ ~  o f f h e  C B ~ W V S  !o get jobs after the franlng whdh was 
" 0 1  m,. . Lackof confidence anii <ear of fa,lilre n rhelr task hence shyng 
away . The CBHWs expected thatthe organljatlon that traned thein 
would put them on pa> roll w h ~ b  neier happened 

5 

I LESSON LEARNTX2 

. Commltmenl olCBH'Ns was dtffiar i to a s e s s  . Thls war manly because the crlorsi  'cr reecfon of the  CRHWs 

I war not atd out . Pan,cpants t o i h e ~ ~ ~ , ~ ~ ~ n g  were m a n y  handpcked from asnung 
the poweltu~ and n r ~ ~ e n f a !  persons n the commurlty 

1 . The ,ranees acted a; gafekeepiri ss iu r rng  f h s l i h c  !rarilng 



LESSON LEbRNT.3 

T k  l n ~ ~  e u r  -earira$ (la! l a w s  J; 'lare nqer lean *+ir 
aiem~tai o , ~ a o i o s  n raa .np  anc erec.iei, anru!abw *ca: 
:*el are :ah$! ie !he c m T J r >  . T?s'nnel  ,"mu"!, r ar a 3 m  ,-a: i ,ria. ,  srerlmke0 a?< 
"08 deanm~ oocog traning 

*TC ~1 as mucn as :fie f a n y  i corn n ~ ~ o r l d e  ~~nn;:at 
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f a o n  xn* s.8 a d r e a  :re fears 

LESSON LEARNT Y 
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I STRATEGY CONT. 

. In the tralnlng methodoiojy. CHD has ensured that thefhs 
nvaivea a orocess of sell renectlon I 
the teehncal knowledge o l  health ,ssues s piov~ded thl: tr I enhanced i t h  serslonian leadership, cammuncatlon sbllr and I 

I other social anr~butes n a part~cipatory mariner I 

RESULTS 

. CHD has worked with four perlphera 'acii8tles n K 8 f  Di3tnct. 

sewing 3d vllages with a catchmant po~ulaflon of 36,616 . Tra~ningta DHClHCCfnaused an H M S  FM. Governance and 
Mmlnlstrafve issues 

in add,t~on CHD hastralned community own ~esource Persons 
(CORPS), one from each village ivho arc train& as framers and 
fac#ibforr on FPlRH an< CS with nfenre and consrferlt 
superv#s#on from CHD . AS a resultthere has !been remarkable ncrease n stimulation of 
demand tor and ufiizaton of RH !FP and CS rervcer 

11 

RESULTS CONT. 

. Unngfhe abavetiainln1l approach CHO haslralned CBHW's to 
work in the reproductiir: health erea in the rural ref dp of KI;L 
disfrlct of coast provir,ce 8" Kenya . Data gathered from the l e d  sites, compares benchrnahng data 
in 2001 and ufilhral#an data of 2002 . i h e  data shows lndlcaf3rs for tamly panning uiiiizatlon Antenatal 
Care. Safe motherhood, and Growlll Monlforlng . ihere ,s a remarkable lmprovement 0'46% m the  ati ill utillzatlon 
(n=37,070 in 2001, fl r> ; 54.060 in 20021 
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Participatory Training to Reduce 
HIV Transmission and AIDS-related 

Stigma/Discrimination 



Participator? Training to Reduce 
HI\. Transmission and .%IDS 

Related Stigma/Discrimination 
Dr. 4,i.. Obi3hni 

Dr. Dun;<" il0hlfih" 

\Vhat is Stigma? 

"An attribute that is deeply 
discrediting" 
and that reduces the bearer 

"from a whole and usual person to a 
tainted. discounted one." 

tGoiiman. 1%. I 

What is Discrimination? 

An! dist~ncrion or rsstncrlon based on 
sxclusionan pcrcsptlons or atrnhure. thar 
rs\rncr the nshts  o f a n  in&\ idii31 

Results in harmful actions or s:msr~oni 11kc 
\ iolence and scapspoatin_r 



Why Target 
HIVIAIDS 
Stigma and 

Discrimination 
Health Care 
and Health 
Workplaces? 

"There is an almost hysterical k ~ n d  o f  
fear . . . At all lcvels, hlzirting i inm 
the hurnblcst, thc s\r.ecpcr or lhi: ward 
boy, up to the heads of dep;rrt-ncnts, 
which makes them p;rthologically 

I scared of  havine to 3ra i  with 3 tiIV 

Stigma, Discrimination 
and Health Workers 

- 
positive patient. Wlicrever the) have 
a HlV patient. the responses are 
shameful" 

-- -- 

Health Workers Blame HIV+ Patients 
"My colleagues, actually lnosr of 

them. i t i l l  rhtnk ahour the 
promiscuous behavior. . . Thr i % i ~  

I have lirard othcr people talk 
ahout them is that this one or that 
one is very promiscuous. vely 
sexually active. . . Or lhcy hl;tmr ;I 

person." 
o ! ~ . ~ o i r ~ c ~ C ~ ~ ~ e ~ ~ ~ l o ~ ~  Ri udi,,rr 

.'They do get tllV'AID6 zithcr 
hccause of promiscuity or bcr;iusc 
oi'nat taking pratectiun" 

o h ~ ~ e t r i < ~ c > ~ > ~ t ~ ~ ~ ! ~ ~ ~ r  T,O!,>W, ., R *  T,,,,,,,,,,,5,,. ~ , >  >,,,,> 



Health IVorkers Blame HI\'+ Patients (21 

. - 
"L\en here )ou can hcar nurses : 

gossip!ng about someone ' I  nm 
haxe seen someonc. shc is 
getring sick. She is 

Fsw- 
seropositi\e and anorhsr 

&=!- 
wmeT 

person goes and spreads the . - eosiip on" 
O~C,?,P,, G ~ ? I ' , < < > ~ , > ~ I  RC~,,!'.", 

- 
Health IVorliers Feel They Have a Right to 
Know the HIV Status of all Their Patients 

' I  don't k n o ~  thelr H I \  .!atus SO 
lo ms I'm factng pcoplc a h l > m  I 
rugaid pr i l i \c  unt~i I p r i x s  are 
I l l \  o s g r n c "  

ll"<rc.,.z< l;\,>*,c,>:,,q 7,,;;,:<r 

"The slatus nfthe patisnu. I thlrli, 
U S  ha le  ths r ~ g h r  ra hnoiv 
that i \ c  can bc more cautious 
durine the prwcdurs" 

.s~,ry::d.'R~., . . lc.n: %, ,:: :, . ~ .::,., 

Health IVorkers Feel The! Have a Right to 
Know the HIV Status of all Their Patients (2) 

"I don't uant  to be taking care 
of a patient and punins 
myself at risk: so for that 
matter if you don't know rhcn . . 

~ ~ 

all of us kill die of 
C 
'j . &  q 

HIV .AIDS. So. it's .- 

i m ~ o n a n t  for us ro knox:ar 
I ;  

'6 
least to take the precautions - 
as far as transmtsjion is 
concerned". 

1m<.m:s, ,r.>:"c'r < ?  ~ . *~,  :, : .-. 



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

'.Even taking blood . . . I think 
among staffs. w c  also Scar . . . I 
Incan a lot u f  people du fear about 
HIV" 

P,).<!,,',i,, Ki\,iii 'i,, 
U W:-A 

"We take care but  accidcrlts do 
B USA. 1986 

happen and w e  are concerned that 
w-e put our life in danger". 

o h , ~ t ~ ~ ~ , ~  G~,,rc,, ,o!,qgb i<,,~#~!~'nt c R,\ :c,w: 
I",.,,, 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 :lccldents 
because they fear their panner will 
suspect they have been unfa.thful. 
' FVIaeiien you gel the diseuse Oie f in1  

thi,igpeople see is i/?or)oii ae,r 
pr.,in,ircurrirr. They don 'i rhitik 
ohoul you gelting il iii thc 
/opewring) fheurrr or .st,ch 
r/iin,q~. ' 

O i i . ~ ~ e h n / G ~ n c ~ r ~ l o ~ i  Rcw<ii,ni c ~ i  loo: 
T.9,,,,>,,:54mc\ 

Because of Fear and Stigmati~ation, Health 
Workers Treat HIV+ Patients Poorly 

llcalth workcis acknowledge that 
PLWHA descne con~passonale AIDS Attacks 
carc. but belicve the) arc not the Body 

'nonnai' patients. They requlre Prejudice 
extra carc and posc a threat o f  Attacks the 
infection. Smirit 

o" ..,,. ".",-, ..,, ". 
The carc they provide PLWIIA is " " ~ "  ,,-,*-,. 

accompanied by silprna and lcss BOTH CIN  KILL 

aggressive treiltrncnt of tht:ir 



IVhj Target 
Infection 

Pre\ ention 
(Control) in 

Health 
\I'orkplaces? 

\ V ~ Y  Target Infection Prevention 
(Control) in Health \Vorkplaces? 

WHO estimates that of  the 12 hillion 
injections administered each !car for 
\accinarion and curati\c purpo.rcr. 
unsafe injecti~>ns lead to: 

- 8-1 6 million Hepatitis B c a x s  
- 2-4.5 million Hcpatiris C ca.>e> 
- 75.000-liO.000 nen cascr df HI\ '  

infection 

Why Target Infection Prevention 
(Control) in Health \Vorkplaces? (2 )  

Rate5 o f  iatrugcnlc transmi,>ion o f  H I \  arc 
no!  ell btudied. Exidsnce 15 a c c u r n u l ~ t i n ~  
that i t  is high and 1s scr~ousl! ilndsr-e>llnlxcd. 

.\filcan studies repun uns\pl~lncd high i ~ t c z  
of HI\' incidence d o n n ~  31i!c11atal and 
pustpamm pcrlods and H I \ -  cllilJrcn i t  i r l i  

nepati\c moihers' 
-<~:,,/,:,.<: .n ~. ., 3.:::,- '.!~ !,.. :...... 

:.'< .':< .'.;.:,.- :,,.: 



Why lntegrate HIVIAIDS Stigma and 
Discrimination and Infection Control 
Training? 

- Fear of HLV infection dribes stigma and 
discrimination hy health u,orkers 

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

Infection Control training is 'standard medical 
practice', is non-controversial and is well 
accepted 

- 

Why lntegrate HIVIAIDS Stigma and 
Discrimination and Infection Control 
Training? (2) 

The desire to avoid HIV infection is a 
powerful motivator to pr:tlctice consistcntly 
standard Infection Contmi precautions 

Once HCWs' fears are rcduscd. they arc 
able to understand and to address rationally 
issues regarding HIV stigma and 
discrimination 

EngenderHealth's HIV-Stigma 1 
Infection Prevention Curriculum: 
Content 
. Values clarification concerning H1V;AIDS 

HIV- related Stigma and Discrimination - Clients' rights to information, access, 
informed choice, safety, privacy, 
confidentiality, dignity, comfort, and 
continuity of care 

Health care workers' rights and needs for job 
safety 



EngenderHealth's HIV-stigma 1 
Infection Prevention Curriculum: 
Content (2) 

Srandard infection control practice5 
(mi\ ersal precautlonzl 

Post-ckposurs care includins antiretr~r\ iral 
proph! la\is 

HI\ '  testing: ethics, ~nformsd choicr.. 
technical proccdurcs. inrcrpruration of 
rcsul1s. - c u o n  plannlns 

EngenderHealth's HI\.-Stigma 1 

Infection Prevention Curriculum: 
Training Approach 

- 5 da! coursc 

- On-site trainittg fur btaifar all lc\cl, from 
all dcpanmcnts 

Panicipatun Icarn~ny 

. Focus on tlic clienis' r i ~ h t i  and s taffs  
nccdz 

EngenderHealth's HIV-Stigma I 
Infection Prevention Curriculum: 
Training Approach (2) 

D o n !  .h! m a !  from idnl:aii.r\~~l ,wz, 

. i n : p o ~ m  .nti.ro ai?di;is prab1r.m- 

. .Ai;i~>n plannine ro ~i?dii.-- :nCci!cun a0ii:iol. 
stlsma ~ n d  dii;nminatlon -pc.citic 1i7 i n n  
\\ oi ipluce 

. Focus l ~ s i  idznt~fyng pi~crical ,oiurbi-ns rh.31 can 

hr. iiilplcnicnir.d u irh c ~ i a i n c  r:-r>urii.* 



Integrated HIV 
Stigma I 
Discrimination and 
Infection Control 
Training 

Does it Work? 
Results of 
Curriculum Field 
Testing in Nigeria r 41 

Changes in Participants' Beliefs 
and Attitudes 
- In course pre--test. 60% participants 

helieved that HIVt  paticnts should not h c  
treated in thc samc area as other patients: In 
course post-test, only 5% hclicvcd this. 

In course pre-test, 65% participants 
believed that HIVt  health workers should 
not be allowed to continuc to provide 
scnrices; in course post-tcst. unly 15% 
believed this. 

Changes in Participants' Beliefs 
and Attitudes (2) 

. In course prc-test, 43% participants were 
comfortable assisting or be~ng assisted hy a 
HIVr  colleague; in course post-test 100% 
reported feeling comfortablc. 

. In course pre-test, 75% participants reported 
feeling comfortable providing health 
services HIV+ positive clients: in the post- 
test, 100% reported feeling comfortable. 



Participants' Comments 

"I used to be fearful about wndinp my daughters to 
board~ng school because oifcar of the prr$brllt) of 
getting infected with the HI \ \ cms  from ustng the 
same toclet facilities- no\\ I knou hc~rci" 

\',,rw 

"I once farced a partsnr to undcie,, a Ill\ scrccncng 
test uhcn I accidentall? pnckcd m?,rliirith a nesdle. I 
neber considered rhe fact that clir.nts ha\c nshts and 
that I n?r.dcd to ha\e thsii consent bcfors screcntng '' 

Ph, r i c , o , r  

Participants' Comments (2) 

"I \\a, airad o f c i t ~ n p  ilori. to a HfV ~ N I I L ~  pl'rson 
hecause o f  fsar of hemg infected Thcri. I S  no rcasnn 
for rhai an? more " 

Hi,sl,,l~/ .Yccn.r'rn 

I irorked in a pn\ati. clinic md  I once iuspcrlcd 3 
cltr.nt i>fheins HI \  p r i ~ t i i e  k c ~ u s c  oiuhat  h? 
lookcd Ilk* I a sn t  stratoht to the dwtor and told him 
nor to >end t h ~  c11cnt to thc Ish)mrup ~ C C ~ U S Z  I 
uould nor ansnd to him. I cxcn mads rn! iuipt~.tunr 
knoirn to othcr labra ton  ,tatT The patlznt lkit the 
holpital bccnux of m) stance. I ,liouldn'l h a  e dune 
all that I did." 

Labr>n~ior? i ti,rinrr 

Examples of Practical Actions in 
Participants' Action Plans 

- Convene  infection control conimlttee Inr ol\ in? 
stat7 from all depanrnrn ts  

. Orean i r e  regular in-hospital seminars o n  
HI\. I D S  and infectton control standard 
precautions for health care staff 

. Crearc a s )s tcm to  ensure consistent >upplies o f  
cleaning brushes. utility g l o ~ e s  and  
disinfectants 



Examples of Practical Actions in 
Participants' Action Plans (2) 

Develop a system for safe dispiisai of sltarps 
and other waste - Put u p  infection control wall cllaits in work 

areas - Design and distribute: protocol for post 
exposure care i nc lud~ng  post cxposurc 

prophylaxis 

Exercise 1: 
HIV and AIDS Values Clarification 

m: 
. To explore participants' attihldcs and values about 

a range of potentially sensitive issues regarding 
HIV and AIDS. 

To develop an underslanding of and respcct for the 
diversity of opinions within the gmup 

. To recognize and become aware of our o,+m 

attitudes regarding HIV and AIDS and to remain 
neutral when working with clients. 

Sample Vali~es Questions 

Health staff should routinely bc te5teil fur HIV as a 
mcans to prevent staff from inScc1:iig cltcnts. 

. Health staff should habe the right -0 icfrlse to pnwide 
services if materials they nced to appl) standard 
precautions arc not inai able. 

. A HIV- woman shoulcl not be ;illo\vcd lo ha\e a baby. 

A IllV+ irorlian who becomcs prrgn;mr shotld lhc 
encouraged to havc an ahonion 



I Sample Values Questions (2) 

If  a prmlder is af ra~d  of gettang HI\ trom a 
patient. chc should habe the nght not to uor l  n l th  
that patbent 

4 HI\'- health uorker should not k alloued to 
treat pailenti 

Clients ha%e a nght to k n o ~  ( f a  health aorher i s  
HI\ - 
Health uorkers hake a nght to Lnou , f a  c l , c n t ~ s  
t i n  - 

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

To pro, ide participants \ \nh -mhlanci. regard~ng 
the princlplcs and pracricc, orrundard 
piscaui~onr to prriznt I l l \  tnn j rn lwon  in health 
cars and home care \cning, 

l o  iuppon panlc~pant\ '  critical th~n l ing  nn 
~rnplementing standard prscautlms \r here 
~ ? S O U ~ C S S  arc scarce. 

Small Group Discussions 

. Hand i\arhlng 
Gloii's . Eys protection 
Protectlw clothin: - lnrtiurncnt proceislns 

Handling 5hatps 
En\hionrnentai 
clcanlancri 6 ~tab tc  
d l rpaa l  
Handlcng and 
prwi'ming lm*n 

Hcalrh care rctnne. Ilomc 
<arc Wtt,"* 

ilil\\ dlrss i t  pi,~trur apaln,t 
t { l \~  ~nicctcon" 

\!hat 15  thz p r o p r  run&rd 
piscautwn p n ~ c d u i z '  

\\hat arc the challr.ncr ri> 
~mplemcnlins pn,yr 
pr<xcduii', and hob\ i ~ n  \I? 

wcrsome ihcm ' 



Sample Case Study 
You ore (he c,immr,~i<~. ,nirsr ~.ii;ii,i~ ;W,:r. Y, ii 
n,uiho- o f4  who hasjri.sr c l c ~ l i ~ ~ e r c d . ~  hi/>). a1 
home. hlrs. Y's  cloihing : ve,, hlo,ich iiidicnrinji 
active h/euding. Yet, don ;' hor.i, i i m .  ,,,oi.r srcr-iie 
fi1ui.e.~ i,i your hag, h ~ r i  yurt h o w  ii i \ ,~risuhl~, 
p/ur,er. 

In managing this situation to provide necessary 
treatment and to protcct yoorsclfz~nd hlrs. Y iiom a 

blood-bomr int'cctlon: 
I .  What would be the ideal practice'l 

2. What is the minimurn you shoitld do" 

Lessons Learned 
. Health workers share the same mispcrceptions and Sears 

about the modes and risk? of HIV 1r;insmission as the 
~ e n e i n l  public. 

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

. integrating HIV stigrna'discrimi~lafio~~ with inikction 
control training is an appropriate and effective method 
for reducing both HIV transmission and IllV-related 
stigma and discrirninaticn in health cars scttings 

Lessons Learned (2) 
. Significant changes of hsiilth stalf r attitudes towaids 

HIV+ clients and collrag~les can lbc achieved through a 
short participative trainill course. 

Helping health workers to reflect on how they would 
want to be treated if they were HIV+ helps them to 
understand issues regarding infonnsd choice, vollmtqry 
HIV resting, confidential~ty. and protection of ciientb 
rights. 

Facilitators must be skilled and cnpcrienced in 
facilitating discussion of highly sel?sitive issucs. They 
,nust keep the discussions focuscd dn lisucn, and must bc 
able to manage par t ic ip~n~s  who b i ~ o r n r  cino1ior;ally 
distressed. 



I Lessons Learned (3) I 

Cuntlnulng poi1 rrainlng . l ipp~m 1. s.-zllli;ll l v  ?n>llrc 
rhar rh? >raft-, changed ~rnrudc- arc w\!3111cd. . ~ r i ~ i  tl, 

snsuri' rhnr lhi. nei, 8111tud~.  is rcflc~1~11 111 i ! ~ ~ p i o i c J  



Using Operational Standards to Enhance 
Transfer of Learning in Malawi 

Sylvia Msokera 
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c. 0 J t i I ' I E ~ ~ O  \lala\\ i 
I? B.19 .I 15c) 
1.11~ ) I I ~ \ \ .  L.. 1:11:1\\~i 
l~]iori~-:  ?ni-I--5$-? 13 
l.-.ix: Lh i .  ] --is-( ).+- 

E-111:iiI: !11:11~~j.iii~~F~Il1~irg~ I. I I~: I~: I \ \  1.11ct 





Learning Objectives 

What Do \l'e Understand 
ior Oualitv? 



Quality Framework 

Some Features of Performance 
Improvement # 1 

i F~~~~~~ on  hat people and organizations 
need to do to achieve results 

i H ~ S  a proad~ve approach. the first step 1s 
the establishmert of the desred level of 
performance, gaps are identfted based an 
the desired perfc,rmance: does not focus On 

problems 

#considers the performer in herfhls specific 
setting, the r:onditions ,under whlch 

performance oa:urs 

i uses a systemic approach for the 
,dentificat#on of causes of periormance 
gaps (and interventions) 

Some Features of Performance 
Improvement # 2 

i Foliows a ~ ~ m p l e ,  sequential and logical 
process 

--.-- 



Performance and Qualit), 
lmprove~ment Model 

< , , C \ , F < " t \ , , > ~ , R , , , , , , <  P, ,\\I.<, 

- p ~ ~  

I.8.oc.I- 

C l p  - " 4 . \.ma .I* Ik.. 

-~ - 
<t,\\,,F v\\,,,,\,,\, 

E..lru& I 
t I.""C.& 

,h*.,."O. 

"If you don't know where you 
are going, you will wind up 

somewhere else." 

Yogi Berra 

8 

I Desired Periorrnance I 



"Operationalization" of Standards 

"Reference" standards 

I 
"Operationalm standards 

I 
indicators (means of verification) 

llOperationalization" of Standards 

J  re consstent with refererce standards 

J M ~ ~ S  the processes that an organzation does 

J integrate a11 the different aspects of provision 
of care 

J   ink to indicatilrs that are. 

.observable 

oblectively ,n?rlflable 

.practical 

What is Process Mapping? 

J process ;sc iilue,.imi t l l z~ t  shou. !n 

r.anlnp ieicis r f  derail - mi urg.!ni~.ifio~? docs 
and how i t  deli~crs rcn l i cr  

J ,nappi,lg %hunr  tbc tn;ijoi proccssci in pisrc. 
f h o r  kcy acfi \ i l !r~s. the scrjucn.lllg uf  l l l cW 

ac~lvltica. thc loputs seqtl:rer ,ind flle outp~tts 
produced 

J prOCes5 ol'a~~,i~ring liiat the 
actiiitiei rnvkllil up a pilfii'ular process .$re 
properly undsr.;tmd and ma i;igcd in order lo 

dcllver apprupic;~tc cusaiinc, .a,icc 



I Assessment Tool I 

I Assessment Tool I 
4 Lists key quality cmer~a otgan,zed by area 
of sewlces lo clienls and suppart functons 

4 Each cntenoo has easily observable 
veiiflcatian items with jes' na'oi not 
ap~licable options 

* Objectively establishes the desired level of 
performance 

I 

Measures actual performalce I 
i Helps idenlty performance gaps 

- 4  

Assessment Tool 

I hr--(p.omlua I 



considerations to Group 
Criter~a In Areas 

/Are part of the same process of provlslon 
of care 

r' Are performed by the same people 

r' Happen at the same place 

r' Requtre the same materials 

J Facllltate d e c ~ s ~ o r  maklng 

$8 

I Assessment Tool Outline: 203 Criteria I 
CSSD and OR 

isaiatlon Systems 

L e b o r w  I 1 I 
~astrnanem care 

- 
TOTAI . $75 CRITERIt, TOTAL. 28 CRITERIA 

casually, suqca l  and 
Medical Wards 

MCHIFP Cllnlcs 

Dental Depanmenl 

I Why Providers Do Not Petic)rwi Wrll? 

Providers: 

DO not know 
- Lack of information, 

knowledgelskills 

Inadequate 
Are not enabled- resources, capacity 

D; not want - Lack of motivation1 
incentives 

18 

44 

22 

r 4  

F-iad   re par at tan 

Laundry 

Wasin Disposal 

07 

OE 

05 



Intervention ldentitication and 
Design 

The lnterventions Can Be ... 

J Rapid lnterventions 

.' lnterventions based on local resources 

J lnterventions that require external 
support 

rn 

I Rapid lnterventions 

Some causes of gaps are w, evnlent that lhey do 
not requse an elatmaled cause analysis because 
the apprwiate intervention s abvlous 

/Produce lmmedlafe resuns 
iProduce a sense of emwwermenl 
.'Create momentum fot dange 
.'Increase change management sktlts 



- 

Reviewing ... 

t h e  transfer cf learning] process 1s an 
interrelated series of :asks performed 
by supervisors, trainers, learners, co- 
workers and sometimes other actors 
before, during and aHer a Iearnlng 
interventiori in order to improve job 
performance. 

- 

Implementation Matrix 
L M L  ' ,a)L ! PROCfB. ' *DTI"lil"G 

F r n O R S  
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I H o w  the Operat~onal  Standards 
Have Been Used to Enhdncr TOL? 

: aSSeSSment tool 

ldentiftes tbe desired pedoirnance 
~ e a s v r e r  the actual performance (serf. peer. 
exlernal) 
ldenlifles aerformance aaos and causes 

ASSU~BS that other non~ieaintng interventions 
needed arc: being manned andlor mpierncnted 
klonims a.oaress . - 
t is a rnearurernentbbased management :a01 



Benchmarking and 
Networking 

I Benchmarking I 
I uEY8l!y eOCO'IpBISeS 

( l d e ~ t r b ~ ~  gaps  i; pa'omanie 
Companrg aswctr of wiarnance ni!h 3egl  

piaiu:*nem 
seeling besn approaches to wrig ~ N U I  

i m p i o i m e r t s  In xi 'omarce 
F3iionngtnraugh nm. implemewog 

tnprw,ements 
Foiiainng up by moortanng v q e s r  and 

reviernnp the benemr 

YOU only can benchman when you know mur 
gaps an< *ho ts &,ng waer tnan ,QU ihe 
asrersment tmlts !he key 



Networking 

Working interconnected with 
other partners 

2s 

I The Learning Pyramid I 
RelentlOn Rate 

--.-- 

75% 

Y*,nnr,T.r,n,ngi.mraUnP. Bnh. I.lnno l i A  





Conclusion #1 

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

. to confirm and supplement :he 
performance need . to customre !he learnng intervention 
to Ink learnng ntewentons with ncn- 
learning interienttons 

Conclusion #2 

"When you can measure what you are 
speaking about, and express it in 
numbers, you know something about it: 
but when you cannot measure it, when 
you can not express t ir numbers, your 
knowledge is of a meager and 
unsatisfactor), klnd." 

Lord Kelvin 



I Challenges 

\I:sl sir. Le ;ro. Je.5 arc  -r :'a r ur, 
ace r x  rs',.cl r -a ORS Tl'ers sc I s 
r 0 1  d nd., eJj ,  '7, :"em . lo d e s y  and or fa abap: a earn:ng 

:ntemention . !o customre a earnng irtenen:ix 

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



Training in 
Integrated Maternity/Postabortion Care: 

inKenya 
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Background 
\lore than 15 years after the international S;rie \I~)thcrliood Iliit~ati\e lS\111 launch in \a~rnhi.  
Kenya and nine y e a s  alicr the International Conkrence on Population and Dcicl,~pmcnr r l (PDt  !n 
Cairo. little impro\ement has been wen ~n the area of matern;il monalit! In \ i r ~ c a  \\'nrldc\~de tticr: 
are nearl! 600.000 maternal death, each !ear :\Inlost all. - 9s per cent - occur in dc\clop~ng 
countries. H ith sub-Sahara Africa accounting for the ma!orit! 

In Ken!a. the exact magnitude of niatcnial inorbidlt! and rnonal~i! cannot he dcrennined but ~ i i n u ~ l  
estimates are alarming: 1.500 matenial deaths and in er 500.000 a omen \\ 1tl1 oh~rerric 
complications. World Health Orgaiiirati~m ILVHO I'+)-I e ~ t i r n a t e ~  that rn Kcii!a the l ~ i c t ~ m c  r1.i ~ , i  
d? ing from pregnant) or ct~tldblnl~ is one in tu ciil?. \ Iateninl-m~~nal~t)  f i~ureb I KIIIIS IQ" I .:id 

at 590 deaths per 100.000 li\s hinlis. LVtIO estimate> ptlt\ the \l\lR in K m ) a  at h i l t  per tlHl.lhMl 
live binhs. The cause, of maternal rnorh~dity and milnalit! in  ken!;^ \ho\r a fa~rl! t!p~caI 
dtstribution as regards direct obstctr~c complication\ and death.. \\ ~ t h  hemorrhage. .cp.i,. 
pre-eclampsia eclampsia. n~ptured utenls and complications of induced a b ~ ~ n l ~ , i i  acc<>untin?: ior the 
majorin. of these cornplir.aticins and deaths. \\hlle iiearly a11 of 11ic 1cad11ig c ~ ~ u \ e \  of i i i ~ t e n i ~ t  
monality are not prcliictahlc the) ma) he prc\entahlc Death tiom c~~rnp l i i a t lon~  ,>iah~vt ian  I. !ii,,.r 
easily prevmtahle. \\ i t t i  trained providers and earl!. appropriate care. \Ian! oi the>c i i ! ~ t c n ~ ~ I  
deaths are due to delays. Tlicsc inclilde delay% In: rccogni/ilig tli;ir a problem c\~.r.. dcii.~i,n 
making by nomen or their fi~niilies to address the problem: d~ t t i cu l t i e~  dcla! 111 reacli~ng J ti,~.pit.~i 
or clinic and the lack. ofappropnate care at the i;~c~lit! once rc;~chcci. Thew liela). 3rc c.pc;~.%l;! 
critical for \yomen who l i \e in rural areas. \\liere the tic~lit! ma! he iar ii\\.~). <)r ,>ifer. c,nl! 11nii:cd 
emerfency obstetric carc (EmOC',. Such time and her\ ICC dela!i ~~ltiiiiatcl) nienn the d~ii>reii<c 
bst\\een s u n  i\al and dcath t'or \\omen in man! area, o f  lien! a. T l i i ~  lo>\ ,>i lric I. icl1. ni,t oiil! b! 
the affected indi\ idualh or fnniil~ci. rattier i t  1s a lor> 11, the nation ;I\ \\ cvncii n1ak.i. 3 < r ~ i ~ a l  
contribution to the coilnrv's iocio-cconmnic dc\cl~~prnent.  I t  \\oilid lint be ail ~ ~ ~ c r - ~ t . ~ t e i i i c n t  ..i) 

that for the majority of  l i e n y ~ n  \ronicii. the prwi>~irn  of qu:111t! m:itcrnit! carc n1ak.c. the i!ific:.:n;c 
bet\\een life and dcath. Rcalilation ot'rlii> d~fErcnce  can rrnl! be .icli~c\ cd through the rii.i~i.~geiitcrii 
oiohstetric complication ttilnugli the pro\ i w n  c > i  ;lcce\.ihle. ;~lf;ir~l;lhlc. \die dnd clc.ln 
prcgnanc! -relat.xi care. 

\Vh~le internat~onall!. WHO estimates 11131 unhafe ahonion account\ for I?",, niatcrn.il :nl~n.i!ii! 
9 -I, of niatsrnal monalit! in Kcn!a is due 111 ahonii~n cc,mplii;~t~<~n\ (KI)IIS i41)\1. Funtienii~~rc. J 

Sncdish SIDA assessment repon I 144S1 iiid~catcd that :~bort~oii ::cc~v~ni. l;,r hctuccii I ? - 5 2  ,-t 
nvnecological admibrion5 in rural hospitals and h(l".> at rlic Kcii!ntt:i \ ;~ t~<, i i : i I  I l ~ , ~ p ~ t . ~ l  ithc 112::,r::.1i -. 
referral hospital). Complications ofahonion are otir.11 g ~ \ e n  \i.liit attention In in ternat i~~i l~l  ..if: 
motherhood programs: i~sually ttils niaji~r c:iiisc of nintenini ~ii ,~ndl~i!  1, 1,111) .iil~lrc..eJ 3. 

1iianagetiient of bleedilig 111 the fir>t triiiic\ter. C.ofr~/,rc,It~,rt\~\ C ,  p ~ ~ \ r t ~ / ~ , ~ r r t t ~ ~ ~  orc ,  p~;L.~gc ,c? I<:- 

include>: 
i C ~ ~ , ~ i ~ r i i , , ~ i r ~ ~ c ~ ~ i ~ / ~ ~ ~ ~ r ~ ~ ~ ~ ~ c ~ ~ ~ r ~ , ~ ~ i ~ / ~ ~ r p ~ i r r ~ r ~ ~ r . ~ l i ~ / ~ ~  
> C ~ ~ i r ~ z r t ~ l i r ~ g  to identif! a i d  rcipond to \\omen', ciiiorl~~iial and ph! , ~ i . l l  lic;ilrti nee<!. .In< i'llie: 

concerns: 
r Trc,[lrnter~r ,!~'III'.OII~{I!C~I~~ 'I~IJ I ~ ~ I \ < I / >  uhorr~,>~t:  
i C~,ritnrt.q.i,riic, u ~ i r i t i r r r ~ i ~ i ~ ~ l i i r r r t i r r ~  \ C , I T I C  L,, and 
r Rt~/~rodrri~ritt~ ',,I'/ i~ r l t~~r .  iiL.u/rl~ .3c211 i ' t . \  tI1:it :Ire prcfcrahl! pro\ ~ d e d  %~n-.itc G>r \ 13 rcicrr31. 111 

other accessible iacilitie:. in prcniders' netaorL.>. 

.-\Itthou$ Ken!a has c\perienccd a dramatic dccl~ne In fenilit! n\er  the last !car.. a ith .I !,>!A 
fcnility rats falling from S t  111 19-- to 4.- and c~,ntrascpti\c prc\alcnce rate I ( P K  I ii.r <urrcntl! 
married ~vornen using modem contracept~\e\ hcing ?2" ,  in IL)')S. !here .ire wmc p3n. %)i the  ;~luntr, 
\\ irh fenil ih nell  a h m e  the national a\cragc So111c p ~ n i  oittic countp :1ii~1 \ p c i t ~ l  grc,ilp. ,:rcii .!- 
the unmarried including )out11 iidi~lescents also expcrir.ncc a lii<Ii unmet need f~ , r  inrn~l! pl3nning 
The availahiiit! and optake clfctTccti\c c~?nrr.xcpti\e methrtd, not onl? prcrenr. ilrntarilcd 
prcsnancies which plncc \\orlien \\hi) reson to unsaic indilccd ahon~on at a panliulnr ri,k. but .I!.%, 
intluencej timing and spacing of prcgnnncic.. 



The government of Kenya'.. National Strategy for Reproducti\c I lc;rlth has set an agenda for 
reduction of maternal mortalit! and morbidity over the r~cvl. dcc;t(lc. I'his is in line with ICPD 
(Cairo, 1994) goals ;md rccomtnendations. The Ministr) of ffualt l  has articulatcd the reproductive 
health program areas that nccd to he addressed in order lo achicvv t l~ i i r  goals. Thesc include Safe 
Motherhood (antenatal care, clean and safe delivery. post-natal c:lrc ;riid emergency obstetric care), 
fatnily planning. postabortion care and matcrnal nutrition mrnong .itl~ers. Activities proposed to 
realize the stated ob,ii:ctivcs i~lclude c o ~ n ~ n u r ~ i t y  mohiliz;rtion: csl;hli>,li~nent of functional referral 
systcms and strengthening of facilities at ;rII lcvcls. 

Project description 
To address the needs of Kenqnn wornen, the Kenya Ministty <iV I Icalth. with technical assistance 
from Eng~ndrrHcnllh and ]pas \r-it11 financial support from SII)'\ S ~ : d e n .  implemcntcd a ten-month 
project. The aim of Ihc project was to ilnprovc the quality of o . ;c i l r~a  obstetric care (EsOC) 
including postabortion care (I'AC) serviccs /E.sOC / im(.~ior~r (oi'c !.i ii </lli.ing iruinb~g rive mm-ked hy 
** or7 rhe luhle one iieI(~w) in tbur district hospitals and o r ~ e  rural r;lining health center in Kenya. 

Table 1:Essential and emergency obstetric care and function 
lntel~ention 

2lutemnl walling hornc Y 
Panograph ** Y 
Blood lransfuiion** Y 
IV tranrlilntun ** Y 
.Znl~bnotlcs I O X ) . ~ O ~ ~ C  * *  
?re-eclumpa8a manngemenl '* 
Eclatnpsia molirrclnent '* 
resurean section" 

Vcntouslfi,~ceps *' Y 
Manual remural of placcnh. '" S 
Fiacuation of  refnll~eii prrdecfr of 

Y 
"'""ptos ** 
s,,l,lr,h,g Y 
L.apnm1omy Y 
Ki.ruscll*fion ** 
Fam~Iy plsnntng *' 
BrcorrCced!ng *' 
\Kmning (Roomiry-~n)** 
H y g i e l l ~  * *  
Ncoilatnl cyc caru " \ 

Thesc essential services were either not tieing offered in tlrese di?:rc~:\. 01- were of poor quality 

The project objectives were as follu\rs: 
I .  To support ministry of health (Moki) in improving the qualit,! of pregnancy monitoring, 

delivery, postahtirtion care, family planning and other sclc<ti:d i~productive health serviccs. 
2. To strengthen safe management ofpregnalicy, actilc matlag~.~l-lietlr of labor and incomplete 

abortion in each hospital hy supporting training. 
3. Provide the hospitals \vith csscntial stal-t-up EsOC includi~iz P $'(I equipment and supplies for 

providing these scnriccs during the project period. 
4. Support minor renovations fiir PAC service areas in the hcel!li ficilities. 
5. To establish R l i ,  post-dclivery and postabortioti fmmily planiliirg including emergency 

contraception (t:CPs) counseling and service provis io~~ a1 all thc project sites and make effort to 
link all incomplete aborlion patients to thcsc scrviccs. 

Two Provincial Health Management Teams (PHMT- Rift Vailcy L(: \l:cstem provinces) were 
oriented on the rationale and benefits of integrated q i~a l~ ty  EsOC incl~rding PAC to get thcir 
commitment and buy-in and their role in involving intemted district hospitals in thcir provinccs by 
formally applying to be included in the pro;cct. Due to financi:~l lim~tations only four district 



hospitals and one Rural Training flealth Center out of  tlio>c \\Iio applied \\ere piiip~,.~.it.ll> .ciccic~t 
and in\ol\sd among the SlD.4 S~reden  funded di\tr~cts. The [)ixtrict 11c~Itli \l.~ii:~reiiient Teaill. 
IDHJITsI \\ere tlieii oric~itcd ~ I I  the co~iccpt ~ ) f  intcgr~ite~i L I I I ~ I I I !  L x O C .  ~iicludiiig I'AC' t,, get thc:r 
hu!-~n and cornmltinent to implc~ncrit in the district hti\pit;il a, a ret>rral cciitcr ,!nd \i~licit illrid. fL,r 
extending the ham? to tiis >cc<>iidan thc;ilth ccntcri) aiid priiixrn idi\pen-:rp I lic.~ltli f~~i.iIir~c. 11: 

f i~ t i~rc .  .After orientation. the Dti\IT\ identified their bunl~ng E h 0 C  iiiclud~iig P \ (  ~~ccd. ,  
dc\ clopcd action plans. \ \ l~ ich  the! \iihmittcd t;>r ;l>si~tancc ii i  ~inpli.niciit.iti~~ti. I3a.clinc il.11;r \I .I. 

then collected f ron~  the sites In \la! 22-30. 2OOII. :ln;ilyred illid tindiilg.. 4i:lrcd uiili Pll\lT. aii,I 
DH\ITs. The implcmcritativii \wrtcd ill Scptcnihcr 21100 h! Eiigciidcrtle:iltI) . I I ~ L ~  1p.1, tr.iiiii~:~ 
G! necolo~ij ts  ohstctricians and nilrhc ofticcr tea1115 111011 R ~ ~ ~ I ~ ~ I I ~ I ~  Rcyrii~i~,l 1;: / / r  ,i.'ii; 

S i i i ~ ~ r i  i . , r i ~ ?  re0111.\i as rralncri in E\O< including P:\C' ;tiid ~jualir! inipr<r\ cincnr. Thc rcz1,111.1! 
trainers \\ ith technical assismncc from Fn:ei~dcrflcalth .ind Ip:i\ the11 tr,~inc~i the ~>tIir.r .en 1i.c 
pro\ idcri a i  shou n on tahle In u hclcn\ : 

The Xandr I Kapsabeti dirtrict per~onncl trained the \ l o ~ o r ~ o t  lieslth csiitcr \ e n  ice pro\ icl~,r. \x !I!: 

technical assistance from \loll regional rcpmdustl\ c hcaltli .upen iwr5 and l:n~cndcrllc.tltli Tlircc 
months after the trainees had practicsd and acqulrcd protic~cnc! 111 iici\ (k~ l l i .  the \itr.s hid \\ Iiiiic 
Site Trainink. b! n comhinatlan of ;~rrnchi~ig a truner in t \ O C  aiid quolit! Impril\eiiicnt IL*,I. I,, 

each hospital for f i je itorking days and uiing the ccntr:ill! trained perw,nnel ;I> 1r.iliii.r. F.rai~r.ir:i c 
,upen ision and ccniticat~on of s e n  ice pro\ ldcr\ on acIi~'\ ing proficicnc! u a\ c.rrrlcd ~n l t  .it 

refionai level b) the \IoH regional reproduct~ve health .upenl.,>r. ir;ilner%. 311d 31 natioiial lcicl h! 
\loH Di\ iiinn of Reproducti\c 11e~Ith I DRH ). Engendcrl1e:iith and lpa5 

Each site \\as ash~rtcd to c a m  out minor rcno\:~tion\ to create P:\(' rcxnii\ irl)ni ~ l j e n ~ ~ j l c d  \pace\ 
and pro\ ~ d e d  \\ ith start-up E\OC includ~nz P.4(' eqi~ipnicilt ;iilcl e\{x.nd.~hlc .ilpplic. F~vir i ; r l l , w  
up< \\ere carried out during the life ~ > i t h c  pr~>.iect a n ~ l  ,I >ilmni;iti\r. c \ ; ~ l i ~ i i t i ~ ~ n  u a> iarrie,i i x i i t  1r 
\larch 2002 after the end of i r i i p l e i n e n t ~ t ~ ~ ~ ~ i  

Data and methods 
The report is bawd on data collscted from f i \c  health facilitic~ includ~ny four Di~ir i i i  t l ~ ~ i p i t ~ l .  31id 
one Health Center. The fasilit~cs \ i ,~tcd nere Buslo. Kapsohct. F;;i!iaJ<?. Kc~ihaici, J~.trict 11o-p1131~ 
and \losoriot rural health tralning center. Qual~tati \c 3313 \\II\ c~l lcs ted  um: .emi-\tn~ciilrcJ 
inten icns  nith .?' I)li\IT mcmhsr\. 5 3  sen  ice pro\~dcr \  ; ~ i i i l  other lie:ilrli pcr.t~nne1 ulio 11.1d k e n  
exposed to. or knov ledgcahls .rh01ir SlD 4 F\O(  iiiclud!np P \ C  pr~jrjcct and .: i l~cnt.  p.i!iciit\ Ths 



DHMTs were interviewed as a group and service providcrs and ,:lientslpatients individually. The 
data was then manually analyzed. The hreakdown of the 1)HM I rr:sponclents was as listed in table 3: 

Limitation of the evaluation 
Short implementation pcriod 
Summative evaluation mainly qualitative hut hacked up hy I-laicline survey and quantitative data 
collected during the prqjcct's lifetime. 

ct Poor record keeping ;it sires 
3 Mosoriot rural training health center management constrain1 \\ 11i1:h were hcyond thc project 

control 

STUDY FINDINGS 

A. HEALTH FACILITY MANAGEMENT 
During the visit thrcc medical officers. dcpi~ty medical oificcr :.111<1 iinc clinical ofticer were in. 
charge of their respective health IBcilities. 

One of the questions asked in thc intervie\+, was whether or not l IIL: EsOC including PAC had helped 
the facility and disrrict. All the 37 respondents reported (liar SIl,:\ l .\OC including PAC had helped 
their facilities. The most reported benefits of EsOC incl~iding PI'',(' to the Sacilities include the fict 
that "it has helped reduce thc paticnts waiting time" and ;IS a rci.ill the comniunity is happy. The 
respondents also indicated "it  was ail update: which awakened all jlci-sonnel on the right proccdurcs 
of handling pregnant inothci-5". Other notahlc bcnelits q~lotcd b ,  m,rnagcrs were: 

"The project has facilitated properlcffective utilizaliot~ o i l \  ~ i lahlc  health facilities, humari 
resources and rcduced client opportunity costs". 
"The project 11;is helped: Since referrals from other health l'acilitics are handled well unlike in 
the past". 
"Nurses are providing comprehensive PAC imtnediatcly on 3;iticnt's arrival without delay, 
comparcd to waiting in the ward for t u o  to even three da>> ,is used to be the case in the past". 
"Complications during labor are detected early and action i a  hs.:n i~ppropriately". 

However, in some facilities it was repo~ted that all the tr;iined 1111r~;e, in the hospital had been 
reshuffled, but arrangements had been put in place for t h ' ~ s e  ivlli t .vcre trained to train others on-job 
before they moved to their new stations. 



In olic of the Fdc~lit!. i t  \\a> reponed tiiiit P.A( \\a, dcl~ng \\ell and oti J\cr:igc. tc11 .l~ciir. ucrc 
hen cd per iiiolith. ~Tlic respc>ndciits rcponcd 111:it p:~tic~it\ \ \ t i<)  ~ : I I I I ~  irotli ;ill < I \  cr ~ h c  CII , :~ILI  .%$ere 
treated ithin (one hour o i  timi\ :1l \\ tlct\icr <I:I! ti111e or I I I I ~ I I  :<lid Ira\ el h;tA I l~~n ic  the .~1111c d.1) 
unless there \\ere other co~i ip l ica t~on~.  ~iiil11,c 111 ~ l i c  p:l\l \t he11 !lit.! ~ ~ > e d  1 ~ 1  he kcpi f ,~ r  up I,, tlirc~. 
da!;. I t  \!ah iunlicr repc)nc<l tliiit ~nicctio~i prc\ciitic?ri t IPI \\;I. uc1r1,iiig \\ell 111 ~ ~ i ~ l c n i ~ t ~ .  P !< 
room anti 11ClI FP cl in~c.  Ho\\c\cr. the Iii>.;pilal ni:iii:lgciiiciit 11311 11111 ni:inagcd I,,  ~ I I !  IP yl.1.i:; 
hiickct~ (at !east 3 pcr \\ardI <or tlic re.: <>fthe Iio~pittil \ \ :~r~l \ .  ln:i]nl> ,\uc I,' \ : i d  ( 3 1  ~ ! I I I C I ~  'The! 
iilso eo~niiic~itcd on the ~ i c c ~ l  I,] put 111 l>l:~cc iiiec11~1111~11i f t~r  replciii~h~iig ~ I . I . ! I ~  hi1~1,c1> c \ c v  , I \  

lll0l1tIl\. 

In another fitcilit!. i t  \ \ a> rcponcd that COPf' qualit! Iinpro\crncnt t<x,l hiid liclpc,i <,1;111t.~:e :i~; 
pobting ofniore nurses to tlie inatcniit!. i ~ t  lc;i>t t \ \ ~  per 411it. l l ~ ~ \ % c \ c r .  \ , % I I I ~  t1111c. the liilr~c. ~ c : c  
not able to c!iitrt the p:rnnyrapIi, c~pcci;ill! \\ hen tlicre ucrc  h i \  to \c\cii p.iitciit> 111 lxh~ir : ~ i  hc 
ninn~torcti. 111 another i:ic~l~t!. 11 \\a, r c p ~ ~ n c d  tIi,~t the ;cr\ ice IirLn idcr, u~ccl tlic ,kil l .  111:) lc.ini~ .$. 
long as the ~uppltcs \\ere a \a~lahlc .  \\lien the \ilppIic\ nil1 0111. I! 10111, iii,>rc t l i ,~ i~  pr~xur1ii: I I  ti' 

motit arc the senice  pro\ idzr\ to re \cn  hdck 10 the nc\\ I! itcq~11reI1 \ / r i l l \  

The rc5pundents from Kapsabct hospital reported th;tt t%OC' includiiis 1' \( '  p r ~ ) ~ c c t  IIJJ Iiclpcd I,, 
ln?pro\c inanagcmcnt nfm:~rcrnit~ cahsb. pro\ 1111111 ~ f ~ ) r ~ i l i i p t  ,cr\ ice, 1,) p ~ ~ \ t d h ~ m ~ , > l i  ilicnt\. 
iiiipro\ cd and rcdtlccd tiiiic-spa11 for hi~iidling oYoh\tetric ; I I I ~  p ,?. t<iht~n~~~ti  cliicrscriclc~ .I, st c!: .%. 
reduced maternal monallty. 

\\-itti regard to the coordinat~on o i  EsOC including P.\(' a c i ~ \  itic> 111 the 1;1ctltttc~. the \ t i i~ l !  

chtablishcd that P.\C \ \a\  coordinated by t \ \o  clinical ofliccr\ itnil lhrcc ntlrvng offiicr \\hilt I d K  
\\a, coordinated h! one matron and three nur\ing i ~ f l i c c r ~ .  I t  aa> ilinhcr c.ri~hlt~hc~i 1l1.1t .ill the 
coordinators had been trainsd. 

.\lonageme~~t riiili;atinn of trained seniceprc~vider.\ 
It \\as estahli5hed that the four health iborkcr, iroln K;tliitdo aliu ucrc trained i n  Kt1 c~xn .c l~ng  
\\ere not \\orking \\ell due to the initial pour trainee \c!cct~o~i. Thobe sclcclcd ac rc  n,>r iiircr~.tcd in 
reproducti\c health coun-xling and helice \\ere poorl! nic~ri\:ircd. TIic htud! rc\caled I ~ J I  t i \c  <,i 
trained health \s~orkcr.; \\ere deplo!zd in general \\drd. diic per \\;tril. T\\cl\ c pcr\,mncl ah,, \\ cr: 
trained on P:\C a c r e  in \ fCH FP r ~ h i l e  t ~ t ,  a h n  \\ere triiilied in P \ C  \\ere In OFD. One tr.tincJ 
health worker \ \a> deployed in medical \\and \ \ h ~ l e  12 ac rc  in .lrc:r\ ulicrc the! prt>\ tJcd h.O<' 

One of the issues that the stud! \on  to s\tahli\li \\:I.. \\l\ethcr or not rnenihcr, t ~ i i h c  11cdtb 
\Ianapcmcnt Team \\ere \veil oriented in coniprchcn~i\c P.\C and f;\\cnti.tl Oh\rc t r i~  (.ire T!lc 
stud! rc\ealed that all the inc.niher~ had an idea. I t  \ \a> rcpimcd illat tlicrc I ,  cc~ntinuing cd:i<~t;,~;i 
iclnlin c\cry Thurbda? '1 \\here EIOC tr~cluding PAC' had h c c ~ ,  prc\ciitcd .c\ cral i l r i i ~ . > .  tit,\\ c ~ c r .  
due to lack of intcrc\t h! some >taffand tcndcnc! ~ ~ f l o ~ r h ~ r i g  at acrii IIIC.. 111 the h~,yvt.li in  tcnn. \,f 
departments. some member5 ma? ha\e  forptten the E5OC including P \ C  hcxxiL,n\. I f + \ \  c\cr. dl 
ihe health norkers in a11 the health f:~cilittc> Lncn \\hat c<~rnprclien~i\c P:\C \<.I , .  ini lu~i~iig 
knonledge of \\ ho to call in eincrgciic! 

Sustainabilih and maintenance of equipment and supplies 
The finding re\calcd that P.\C clients pa! ice>. ho\\e\cr .  11 u:t\ nor a mu.1 rh.11 the! pa! hi.iL)re !he 
senices (See details on r:tblc 4 helo\\ I.  Rc\pnn>es tc, the qucrtioti on uliether P \ C  ilieilt. h.id I,, 
huy any dnlgs or supplie\ before t l i i .  \\ere :~~tciided rc\e;ilcd III;II in ni,,it i.r.c. !he! d,. 1 1 i 7 1  h11) 
slncc. dnigs was hc,upht nith cost sharing monc! llo\re\cr. thcre are time- it hcii i~ i ld .  .~ i c  n~): 
adequate. during ,uch a tlmc ~.licnt\ hu! JIK (Chlorine  littio ti on I and 3 ic\\ oilier e\pc:iddi'~c 
lipplies sucli as crgometrin. I t  \\;I rcponcd ihar thir \ t i i l~ i i i~n tiid! change dnd the ilicnr. :nd! hu! 
niorc dnipb soon since ST1 Kit .  uhich u>cd to supplcnicnt d r u y  g ~ \ c i i  1,' i l ~ c i i t ~  i\i'uli! nt)! @c 
a\ail.lhlt any more. 



TABLE 4: Fee structure in different health facilities 
I ~ n c i l l t v z ~ o r m n l d e l i v r r r  ni lvward PAC 7 

acc~cnm~dat ion 
Kshr 500 (LISS (,4) 

I 
Koibatsk Kshi 5W (US4 0.18 Kshi  IOIl(I!SS 1.28) K.hs 2001 i ~:;:S 25 641 Kshs 500 (USS 6.4) 

Busla K S ~ S  i z u  nss I i t K Y ~ S  50 I;SS 0.64) Ksh? 10111l I ? i S  I ?  h )  Kshs 500 (USS6.4) 
K a ~ a d a  Kshs 200 (USS Z h l  K1hr40 (1!S4 0.5) kshi 101~1) I I ' S  12.8) Kshs 500 (US$6.4) 

Mosoriut llrC Kshs 230 (US$ 2.91 Nor cil:n t i t? . ~ l c  Kahr 500 (US$ h.4). 

The respondents reported that maternity clients paid fee (Sec de~ails  on table 4 above). In three of 
the five facilities, it was reported that the maternity clients bouh h~ drugs or supplies before they 
were attended to. In two Facilities it was reported that they in most rases did not buy supplies. 
However, they bought glo\,ss and cotton wool when the hospita 1 ran short of supplies. In some 
facilities, it was reported that when supplies and drugs are not r rov~ded, patients avoid the hospital. 

It was reported that shortage of drugs and some expendahle supplics arise as a result of shortcoming 
from Kenya Medical Supplies Agency (KEMSA) which had hc.:~:,n~? quite unpredictable. One 
respondent reported that \&,hen there were no drugs in the hospila. Sewer patients turned up, hence 
less money was collecte(l as a result of reduction in number of ii a~ ld  out- patients. 

It was also reported in some facilities that. in practice, funds all'.>caled for maternity and theatre by 
District Health Management Board (DHMB) was sonletimes di ,.i:rted to other causes deemed to be 
of higher priority by the hospital authorities. Thc finding re\c;il~:iI 1lra1 the money paid by clients 
was used by management to itnprovt. services through hiring 01 txrra person~lel/casuals i~icluding 
watchmen who had helpcd il l  reducing thcft of drugs, buying 0 1  lllcl fhr  Fdcilities' transport, 
purchase ofexpendable :ind laboratory supplies. Howcvcr, sines.: ~ h c  introduction of the project, the 
management had allowed the maternity, theater and gynecolog: 1.1niis to keep 75% of the funds they 
collect, which in the past was "stated to be against the nationcil .,i.llicy", for replenishing the 
expendable supplies. 

 foundation.^ of setting cost shuring fee 
Responses to the question on the costing revealed that initially I here was no basis for costing and 
hence costing was done arbitrarily, however, it was usu;rlly rcv cwed upwards at intervals. After the 
training the cost of different procedures including exper~dable s~.~pplies were assessed and cost 
analysis done especially l'or theatre and matemity and findings .Ilscussed at the DHMT. Where cost 
was low, it was passed over to clients. However, where cost I V I :  high, it was reduced but cross- 
subsidized. The final agrccd fee was then sent for ratification b',  DHMB. However, only items that 
were not supplied by KEMSA were included in thc cost presen!c<.l 111 the District Health 
Management Board (DHMB). 

Some facilities reported that as an agreed guideline after thc LVlrt~~lc-Site-Training including 
management on EsOC including PAC, 75% of the moncy colleclccl go back to the unit or 
department that gl:nerated the funds who plans how i t  should I>.: ~lscd. Funds that the unitldepartment 
are unable to use are givcn 10 nun-incotne generating arcas. /liloul 25% of funds collected by each 
unit are reserved lor Primary Health Carc (PHC). This was a gleut change from the past when 
management maintained that it was a "national policy to send i 11 furids collected to the district 
treasury" even when the concerned units did not have c:;scntial supplies. 

Most of the respondents reported that when funds arc ploughec: back to services, patients were 
treated quickly because they were not given a list of dnlgs and il~pplies to go and buy before they 
can be attended to, like in the past. Infection prevention was a s o  ill place due to availability of 
supplies and timc taken to attend to the patients had been short.:ned greatly. Kapsabet and Busia had 
working incinerators, which they did not have bcfbre, hlosoriol ,.%,as building one. Busia hospital 
management solicited fimds from other sources and added to the project to rchahilitate all the water 



plumbing system, erect an elecnic incinerator and strengthen infection prevention within the 
hospital. As a result, attendance had increased since clients were aware of the current better qualit) 
senices.  In most facilities supplies for emergency was readily available unlike in the past \r hen 
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 erratic though in the end the 
total amount was received by the health facilit). The bureaucracy tn getting the funds allocated 
involved the provincial medical officer as the .AIE holder. who was far awa) at the pro\ inilal ol?ice 
and could not visualize the urgency created by EsOC including PAC patients. I t  u a s  reported that in 
most cases. the amount requested for a a s  arbitrarily reduced by 50'0 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 to month and 
average quarterly or annual expenditure was rarely worked out from past expenence. 

Another area that the study explored was existence of a Functional system for replacing the \(\'.A kit 
when it breaks doivn. In nvo out of five facilities. i t  was reported that facilities had a system in 
place for replacing hlVA kit when it breaks down. Those facilities reponed that the! had spare 
MVA kit in store and that the) would use cost sharinp mane) collected to replace broken \I \ . \  L t t .  
Furthermore the people who were trained had taken o\rnership and kept asking for an! cupp>rt that 
they needed to keep the services accessible to clients on demand. Of the three health f3ciIities that 
did not have a system in-place. one indicated i t  did not even knon \rhere to set the ktts in case the! 
intended to replace. Ho\rever, PAC unit kept 75O0 of \\hat the) collect and could purchase the klr 
should need arise. once they line\\ where to get i t .  The other hospital reponed that though [pas had 
sent written information on where to source for \I\'-\ kits and the cost. the hospital had not 
established a system for procurement. 

The study also sought to establish \vhether the health facilities had a i. !stem in place for repainng or 
replacing the EsOC equipment provided by the project. The finding revealed that four of the f i \ c  
health facilities had a system in place for replacing the start-up EsOC equipment prolided h! the 
project. In one of  the facilities. it was reported that the maintenance department u a s  quite 2nd 
quite prompt in repairing the broken equipment. The second facilit? rcpmed that there \\ere full- 
time qualified paid maintenance personnel. but the) \\ere not able to repair equipment in rn~>st ~3.e. 
The third facility reported that the maintenance team \yere ne\er informed or e n e n  equnpment 
manual to familiarize themsel\es \\ ith when ne\v squipment are pra-ured for thc hospital and this 
affected their performance and motivation to work. 

Regarding the question on whether or not facilit! had in place a system for timel) replenishment i,i 
expendable supplies and drugs. four of the five facilities reponed that they had system in place ior 
timely replenishment of expendable supplies and d r u p  and 1hL.y rarel) had stock out?. t I ~ w c \ e r .  
when stock outs occur the) were ver). brief. The! indicated that the! had n s! stem fcr each nard tcl 

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 between ? and 3 hours from admission to the time when uterine evacuatton 
was camed out, whether day or night. because there were usually some trained penomel  on day and 
night duty. However, when there were no trained personnel on night d u e ,  the trained ones were put 
on call. In Kapsabet, the PAC clients take one to three hours during daytime. but a bit longer at ntghr 
but not more than I2 hours. 

Strategy for the future 
All the five facilities reponed they had strategy for EsOC includtng P-AC. They had included 
training of nurses in the health center5 and diqxnsariei in FbOC including PAC i n  th: 200.; SlD.\ 



funded work-plan. The health iicilities had also incorpora~cd tr:~ililig into the DEA funded 2001 to 
2004 work plan to train selcctcil health centers in EsOC including PA(:' hetwcen the time the 
evaluation was conducted ;in([ thc year 2004. For Kapsabct thc i;cillli ihcilitics included in the 
training were Cheptcluai. Metcitci. Aidai arid one Inore 1ii:alth cc~itcr ivhich were the furthest Frorn 
the district hospital and contributed signiticantly to late rcfirnii i ~ ' p : r i ~ c ~ ~ t s  in labor. There \verc also 

,I. 'I 1 plans in place for on job tr~iiiing o f t ~ c i  personnel on P A (  every .. - 

The respondents reported that DHhlTs ir~teiidcd to improxc the i l  1 ~ 1 t i l : .  of EsOC including PAC at 
the dispcnsaly level by trainins nurses at dispensary level in I:\O':.' il8i:Iuding PAC. Those nurses 
trained in EsOC including PAC' at the district hospital will hc l,u:~i.~i to ihe health ccnters and those 
fi.o~n dispensary will be pohted hack to the district hospital for 0.1 1. l ~ h c  DHMTs intends to 
improve thc quality of EsOC including PAC by sensitimtion 1 1 f t l  ~i 1hi.aItli worI<el-s through 
continuing edllcation on mnntl~ly basis. 

B. SERVICE PROj'IDER 
A total of 53 service providcrs completed the questionnaii-c a11d a l l  ri.portcd attcnding the following 
training: comprehersive PAC 21 providcrs. EsOC 41. Rtl cori~isc ling 17. IP 47; COPE 37, CAT 34 
and CTU 35. 

Responses to the question. on \vhcn the respondents used their >,kills last, revealed that some of the 
respondents had used their skills as recent as the day of thc intcr~i~:.\v, About half had used thcir 
skills less than a month ago and 14 reported thcy had used their .kill , ;  three months ago. The service 
providers reported thcy had tidined 283 nurses, nine clinii:al offii el-i am1 67 subordinate staff 
through on-job training. Other personnel trained included two 1r:clicai laboratory technologists, two 
doctors from Moi University end 120 staff from other cadres. 

Challenges facing service providers from their own perspective 
In responses to the qnestinn on thc constraints faced by the set-xi:e providers during their course of 
providing the sewicc they were trained For. the responses were a ;  k~llows: 

37 reported irregular availability of expendable supplies. ill;~iril!; lack of gloteraldehyde, ughich 
had to come from Nairobi. 

o 35 faced lack of adequate equipment, which included S p c c ~  lun-I, sponge holding forceps and 
tenaculum. 

LI 23 reported lack of infi~lination on PAC among the cornn~~lrt! '  from the health facility 
catchment area wherc most clicnts arc referrcd from by thc liipcnsaries. 
21 reportcd inadequate space for providing scrvici:~. In K;irr;~bcl. it was reported that PAC 
room was too small iind lacked privacy. 

o I7 respondenrs initi;illy cei~trally trained reported lack of 5 ~y~port from fellow workers before 
the whole-site-training, 

o 11 reported inappropriate space for providing ser\ic,-s (San c area for FP &postnatal; 
Resuscitation and drcsring roolns at OPD). 

o 10 reported la8;k of suppolt froni supervisors, 
o 6 reported frequent posting lo area.; wherc they cannot ilsc lit: :;kills and 

6 reportcd infrequent upd;~te. 
o 3 reported negative iiltitude of other service providcrs to I'P,.(' 1.1icnts especially before whole- 

site-training. 
2 had unclear job description 

Training  benefit.^ to service providers from their ownpar.vpoctivr* 
All service providers indicatcd that they bcnefitcd froni training .\l~ilve all the respondents reported 
that they were more moticatcd and co~nmitted to their work t l i ; ~ ~  IheFc~rc. Majority reportcd they 
acquired new skills and k r~o~ . l edge  i n  thc area of rcprod~lctivc I.;jl!h including infection prevention, 
MVA procedures, timely management of labor and complicario 1 5 .  ~:anuaceptivc technology and use 
of partographs among others. Other areas of improvement rcports.:d by the service providers include 
supervision and monitoring. treatment of PAC clicnts, rcduce(l .i,:~iting time For clients and that thcy 



uere  more effecri\e and etlicient in their work and more accurate in pro\ iding sen  ice. tt> th; ilisnts 
and patients. 

Truining benefit to the heulth/aciliq and clienr.dpurienrs/ronr service proriden perspecrir.e 
The senice  providers reponed that the facilities and the client> had al*o heneticed froni the pri>!e;t 
Some of the areas the project had helped improve included: 

Reduced patient \\siting and sta)ing time and lsss congestion in the nard\ .  
Esisrence of enough trained psrsonncl and consequsntl! reduced \\orkIoad per hen ice pro, :der 
Increased numbers of skilled manpowsr for obhtetric emergencies. 
Introduction of the rcvol\ ins funds to cater fbr item, ncce\\ac for management o i \ ~ h ~ t e r r i ;  

emergencies hsnce there \\as less stock-out of e~pendable  \upplies. 
Reduced stock outs of sspcndable supplies and read! a \ a i l a h i l i ~  of P-\C' and EO( equlprnent 

as a result of stan up supplies and equipment and arrangement to plough hack pan o i  fund> 
generated. 

Reduction ofabonion related cornphcation due ro introducuon trf  P:\C .en ice5 u.ing \I\L! 
including timely management. 

Reduction in number of patient. being referred to other iicalth f:icilitiej. 
The ne\\ eqiiipmenr in maternit! lahor room had re,ultcd ill enough de l i \ ep  pack, ~niliiiling 

ne\\~ born and adult suction machine making the \vork ea.,ier and enabllng i s n i c e  prLnider. 1 0  .~!tcnd 
patients on tiinsly manner. 

The hcalrh pro\ ideri had ~ e a t l )  reduced hpread of irifccnun thcreb! reducing the insh nil,n.li!!! 
for boll1 mothers and infant,. 

P.AC patient> did not h a \ s  to \ \ n i t  for ane~thetiit.  to he gi\en (;.A. nos the! ac re  tr:.itcd i~iidcr 
analgesia. \\ liich alio\\sd them to go home ininiediatel! 

Client pro\ider relations ha\? imprmed and t111> 1135 re\~ilted 111 i t~c rca~ed  ilicnt t~iorale 2nd 
satisfaction leading to more clients coming to ttie I ; I i i l ~ t ~ e ~ .  

The hospital 113s irnproled it. image due to the qualit) of  care :[\en tu PAC .ind t . O C  clii.n;. i. 
a result of training and pro\ i s~~>i i  ~>ie\pend:~ble supplic.. 

Suggestions by service providers on further impro\emcnt 
Seed for: 
2 Regnlar updates. 
2 Frequent supen i s o n  \ isit. 
i Increased iuppon froln rhc adrni~iistratieti 
2 Sustained a\aiiahility of equipmenr and supplie\. 
2 Ploogh back the cost s h a r i ~ l ~  nloiiey to tile pro~ratii.  
2 Training of more people on  J o b .  
i Cornmunit! mobilization. 
3 Control and eradicarlon of tinnnclal mtsnnna~crncnr f i ~ r i  JII ~cc!iuii> including rin3i:;ial 

documentation and accou~itahilit~ 

Referral for other reproductive health s e n  ices - pro\ider perspecti\e 
The respondents indicated that the! rcfcrred client; \ \ho ,114 not get >om- eIc~nc~?t-  ,,iP:\(' ,.:rn;;e, 
tioin their facilities to other facilit~ci offering thc \ e n  ice. or to pr;\nte pr.tci~tion,.r. i ~ ~ ; l e  L l f : ~ i ~  

health facilities the! rcferrcd clients to included Kaknniega prc,\ inc1;1/ h~,hpit~! 111 c.1.e ,li B2,!2 J::< 

\,lacliakos hospitals in cass of Kajiado. 

Availabilih of sen-ices around the clock - provider perspecti\e 
The service providers rrponed that since the training. the! had m3de anangementr for the 5t3ti '~o 
\\ark on shift or call to enhure that the f~cllities 0 t h  ~ s n i c c >  round the c l ~ x k  124-hi7ur b3.i.1 in 
addition. there \\ere rsyular dcbrieting \\ it11 the in-chnrse,. The! 3 1 ~ 1  en.urcd that eiuipmcnt :. 
prepared read! for use hene\er a client came 

Communih  involvement - provider perspecti! c 



In order to increase awareness about PAC services being offered ; ~ t  tlic facilities, the service 
providers reported they contiruled giving health education to com nullity and clients. The service 
providers reported that through timely counscling before any p r~~redure  and through communir)i 
health education as ra'ell as through provision of health edltcatlon :..cry morning at the facilities, 
they had ensured the comnii~rtity accepted and accessed scrvicei ; t lhe filcilities. They had also been 
able to update comn~unity members, other health workers. and st;~ki:holdcrs in the district 
stakeholders' forumslmeetings In addition. they had cncowagcil all health facilities in the district to 
put in place IP measures and irlcinerators:. 

With regard to ensuring the PAC services provided are accepted :md ratcd as of quality by clients. 
the service providers had put in placc proper infection prcventiun mcasures. They also provided 
proper counseling to the clients. got regular feedback through cli tr t  exit interviews and also 
provided proper attention, comfort to the clients and ensul-cd c~in!i~lcntiality. 

Site Visit Observations 
Observation of the health facilities during the assessment revcalej that unlike in the past before the 
whole-site-training, the reproductive health areas in inatemit). an,J PIZC room were clean, had 
adequate equipment in working order in 4 sites and in ? sites (h7'iO) i:hcy were managed as restricted 
areas. In 4 health facilities (80%). the infection prevention p r o ~ ~ > i c ~ l s  were followed strictly and there 
were adequate infection prevention containers and sopplii:~. Hov e.+'er. there was concern from mid- 
level service providers that doctors tended to break the infection pi.e,*;cntion protocol more often than 
other personnel. 

Review of PAC records 
In ; t I I  health facilities except Kapsahet, 

Chan 4:OisbiMion d PIU: clients byf.wMy planning nsMod taken home the ciictitipatient records were poorly 
mainiainedistorcd and not properly 
cori~j:~lcted. Despite the MoH printing 
pre!;riancy nmnitoring cards with space 
for all interventions that will be carried 
our during antenatal, laborldelivery and 
po:.rl-~aral including family planning 
afi.:r delivery, this cards were usually 

mwbr re t~ined with the maternity records 
O m M  insread of completing the relevant part 

pe:teining to labor and giving them $ $ & ? s " $ . $ $  
B $ $  ha8:k. to clients to take to postnatal $ j? 

$ 2 2  * cli-~i,: . One notable practice by ail 
$ 2  .& 

P scl vici: providers at postnatal clinic was 
us tIi;,t. they only concentrated on the baby 

Fanhlplamiwmemod 
a n i  incver bothered even to enquire 
fmn-I the mother how she was. 

Comparison of profile of PAC clients from the five health facilitits served since quality assurance 
and improved EsOC including PAC was started at the firre healiE, facilities were as follows: 

Clients from maternity were referred to MCI-IIFP for their FP r~ethods  where it was not possible to 
identify these who took FP after delivery from the rest. Thc masl 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 i ~ 7  Uaasai cultural norms despite the 
counseling that they carried out. Further study may be necessaty to separate provider attitude from 
cultural barriers. 



Chart 2: Distr ibution of PAC clients by renicss provided \lost cllent5 u ~ t h  ahun~on  sornpiis.~ri~~nr 
seem to be u ~ t h i n  ihc age froup iroin 2 i1  10 

30 !cars. 
Thouch molt c l~cnt \  from chsn 3 .xi. ,,i;lgc 
group 20 -7il !ear\. i ro~n  chan 4 thc .hiit 111 

para 2 and belo\\. except in K o ~ b t e L  I >  

rtron~l! .ug~err i \c  of \ingIc \\i)tiie~i, hui 

, there 15 need for funhcr ~ n \ c . ; t i p t ~ ~ ~ n .  
."~,b.,.. 

0"....b.! . From chan 5. it appears that 111n>t ~ h o n i ~ ? n >  
occur \vithin gcsrntioni ~ g c  r h ~ l  c.111 he 
n1anaei.d hv tra~ni.d nur>c> \\ ~ t h  the iivi. 

P.4C CLIEST EXIT lSTER\'IE\VS 
Only three clients \\ere found in the health fasilit~es o s t x m d P P C d r s b R r m l b m e ~ ~  
after PAC management at Koibatek. There \\ere no bv aae 
clients during the visit at the other four health 
facilities. All the three who were inten-ie\ved \\ere 
happy with the services despite not gettinp pain 
relief because they uere  all treated with 11\'.4 by 
the nurses immediately on am\al .  even the one 
\vho came at night. Ho\rever. the counselin_p \\-as 
only p ro~ ided  after emergency care and \\as limited 
to family planning. One client out of the three opted 
for injectable contraceptive. 

The study also aimed to establish the number of 
\\omen \vho had delivered in the various facilities 
before and atter training in EOC' and the tindings a h  

.9 .' ?C ?C \\-ere as shown in table-5 belo\\: 10 8 I- 
&- * =- 

- - m y  :- 

Chart 4:Dirmbufion of PAC silent. horn the five health hciilu.l by 

$=w 



Table 5: Nature and number of deliveries in intlividual health facilities 
t- SVI) c's -7 Hrco 11 / 1:resh stillbirth I Macerated / Neonatal /I 

- I d c l i i e r i e s ~ -  stillbirth 1 d a t h  

I ~~~ ~ 

I iaci l~ty 
Burla Ian -Apr2000 h 1 

Ocr 2110l.lan 2002 709 
Ko~batek Aup 1999 - S u n  2000 592 560 

Aur:2001-Jan?002 i 9 i  557 17  
Kvjiado Ian-June 2000 202 181 

In Kapsabet. there was increase of 2R0,b in deliveries after \?.?if 1li11g the two (patients served beforc 
and aftcr). Thcre was also :In increase in Busia hospilal. The lrr:~ltli facility lnanagcment and service 
providers attributed the incrcase to client satisfaction as ;I rrsrrl ~r i i~npruved quality of EsOC 
including i~nprovement ill staff attitudc and sprcadins tlle rncis 1jJ.e I>? satisfied clients at the 
community levcl through word of inoiith. I lowever. li.]n_eer inirli:nli:ntation time and other factors 
need to be controlled for bevorc attributing the increase to the iir,:~\ci~tion. 

Use of partographs 

The number of w,Jrnen who dclibercd in the maternit!, and u.i.1 I inonitored using paflograp11 wcrc as 
follows: 

sa#mplcd 

' -l,-LJi"T;:) 
wfl:,,j cl,tL, :,I ~ ~ l # n l " 8 r ~  of l~~c"~,lplclc 

X: labor i$ell *ummil#y of 
rc \  iewcd cnsl xi1 1 1  lillcd labor 

- .- c, ( I I T.T= ~= - =:~-. 
1 Knpsabct 83 ?$ 135"'0) I X I ~ Z ~ I I  i (6"0)  20 (24"") 

K ~ ~ ~ b a t e k  Poor cllcn~ recl~rd ~ C C ~ ~ I , ~  ;o lccords dcparllnerr mnking rrcord reli~ei;iI  ILL, 11,s. ic.ivc o,atcmity u l m o ~ t  hinpossihlc. 
Kapado 
Buria 59  1 I r2"/oI 1 2 (3%) 1 1 7 I 0 7 l  1 23 139R&I 1 6 (lO"A1) 
Moiorini Records not avaihble. - -- --= z~ -==- 

From Kapsabet, where rnatcrnity records could bc rctrim:ved fri 11-11 the records department. the 
providers wcre monitoring labor using partographs, thc~ugh Ihcr~: \\'as weakness in summarizing the 
event. Reasons given for incoruplete partographs inclu~icd: palicnl an.ived on second stage, C/S due 
to either APH, cord prolapse, elective C.'S, foetal distrtss and  s k r r a l s  horn other health facilities 



\\it11 prolonged labor for emergent) C S. O\crall. the tr;ilniilg h.ld cl i :~n~cd ihc pro\ idcr, 
cc~inmirment to labor momtoring uhing pari(~grapil~. 

In Koihatek. i t  \\,a5 not possihlc to tell hcci~i~ic  ofpoor recor~l Aceping. l l ~ ~ i ~ c ~ c r .  III K.i.r~.lJ,>, (?L>::; 

n\aiIahle recor~is. all exccpt referred e~iicrgcric) iind c l cc i~ \c  C S aricl i l io~c b t  ti,) c.111ic ,!I> 2~ .:.I:: 

had panographs All the bumman \\ere incornplctc I S o  ~Iur:itioli oil;lh~?r. n~ hIi,,x~i I,,\.. pi.;cc:i!a. 
lint weislied. no \ ital hign, after dell\ e n  ) and nl~lhr i ~ i t h c  pnncwr;ipli. h:id fl,)i\, a, r;~:io:i. 
Soiiie hnd only tlie inlti:rl rccordrns. otlieri had iio d c ~ c e n t ~  ;rnd i~,iitr;ictii~ri.. I n  .i,lnc \ I tr i.:c ;:,,: 
indicated. S o  rcyular monitcjring arid in n fc\i c;~\es. there \\;I. n,, lriicncnii,~rr ihC,ugti the Y.:: 

dilataiion an<! dewsnt had rsniiiine~i 5mric u a )  he)~>ilil ihc .icci.prahlc l ~ r i i i t .  

\\.it11 regard to numhcr of nerinntal death> that li:liI i~cct~rrcd ~ n c r  the I:I\I .I\ rn~>~ltl~. .  i t  ,.u. ::,,: 
posiblc to determine in Busin hcc:rusi. of lack i~t reconi .  llo\<c\ er. ti1 Kt)~h:~tcA dc.9111 $<.I, 

obscncd. The number o i i lea t l i~  that occl~rrcd m c r  the xame perit,d one !ear i..rrlrcr \xcr; 1;)::; ri: 

Kajiado. In Buiia bct\\i.cn lanuai'. and \pri l  1 O l J I .  there \\ere elgilt rieun:ir.il IIc.trti. 01'ix hrch il!,>.t 

\vsre pre-teniis \Leishins 0.9 and 1.4 Kg,. One \\as >.sky \ r ~ t i i  C S dt,ric d ~ i c  11) i,~cr.~l d:\:rc.. .ii:,i 

ths other \\as a hrcecli. One \\as S\-D 3 . 5  kg nith .\pgar \cl,rc o i Q  :ti (mi. mlnuic 31id 1 1 1  tier ; 
rninure~ and then died. In Koihatek. a total of592 deli\crie, o \cr  6 inontli~ t .\iigir.t I ~ Y  1 ~ 1  !I:!:I-F 
20001 S\-D 569: Breech ": C S I?:  \lacerated still blnh. 4: F r e 4  still hinli, I!. 

Lessons learned: 
I .  Clear demonstration that mid-le\el providers in the plihlic sectur IS t~ r se i  and clrn~ca1 i>tticerii 
can safel! and effccti\,el) o f k r  qualit! EsOC ~ncluding cornprcheiisr~e P.iC hen ice> a ~ i d  thi~c 
reduce the \\orkload on the ~ m c r a l l )  o\en%orked ilndcrsraffed mcd~cal ortiecr. \Icd~cal Jl>ci,>r: 
constitute only 4 " o  of all the health \\orkers in Kenya. nhich iraniiate\ to a dcwtor p ~ p u l ~ r l ~ ~ n  idtic, 

of about 1: 10.000 population. 
2. LYhole-Site-Training and pro\idiny tlie facilities \\ i th  the means to implcrneni ihc ne\i I! 
acquired skills such as essential equipnierlt and supplicb I\  a po\verfill personnel inou\ xl>r ~ n l i  
increases panicipation and o\vnership of EsOf including camprchcn~i\ e P\C. >en ric. Il,>u c\ er. 
nhsn  a\ailability of the rele\arit supplies is not niainm~nsd. hen ice pro! ideri dir riirr i,iil! .rl\p 
gi\ing sen  ices but they also abandon practicin: the acquircd hk~ll\. 
3. Empo\\ering mid-le\el s en  ice pro\iders to ott'er quality EsOC including c c ~ n ~ p r e h c n ~ ~ ~  c [':\I 
sen-ices rnoti\atc, them. makes them ha\?  pn,iti\e atr~tude tn patients and ]ncrea\cb 3ccc.\ 1 0  thc,c 
senices as the nurses and clinical ofticsrs are greater in nulnhcrs ( \ursei  hale .I r;iti<~ \xi I 'I'I? 
population) and co\er facilities u here traditionall) there arc 110 doctor.. up 10 the pnmap leiel. 
4. The ri.le\ance of the  rra~nin: to the pro\rdcr> uork crelitcd h ~ g h  deliiaiid I,) trarn nic,rc \ e n  ice 
pro\lders in EsOC includin: cornpreliciisi\c P-4C than the n~~niher. tlic pr~iqcct h ~ d  i.irc:c; iiii 
Funher more. the district health iii;~nagcmcnt t can i  I DII\IT.! requc~tc~l  fc,r trdin~rig of,cr. ice 
pro\ idcrs from the sub-diyrrict tio\pitals. hcxlth ccnrer. tind d i>~n .n r i e>  in 1h1, ,lr>rric!.. 
5.  O\rnersh~p ofqualit? EsOC including P-\C b! health facility rnanagcillcnt I. the onl! \ \ . I )  I,, 

ensure sustainabilih and integration of neu t e~ .hn i i lo~ ie~  into the e\i,ting rcpruJucti\ c h c ~ l t h  
sen  ices since inclusion of the ncn tcchnologlcs into the health iicriir? hildfcr. \ \~>rk p l ~ n .  2nd 
future strare?) depends on [lie onncrzhip. 
6 .  L-se of appropriate quality irnprox emcnt tiioi> encourage ilo>pital staff. Inanageri ~ n d  rcg~~>iini 
super\ isori to collaborate more clusel) 3h :I te;lrn and surtarn the qual~r! i i i ipr~~\ancifl   chic\ :d 
7. Quality in~pro\emcnt incorpora~ed into F2OC includrn~ c r ~ m p r c h e n ~ r ~ e  P.\C I >  rc.ldil! .~ccer;cJ 
hy both the hcalth facilin management and henice pro\ iden arid get, the11 bu!-~n ii i t  I,  ~ i i t c ~ r ~ t c d  
into all existing senrcei  rather than in one unit. 
8. intesration of EbOC includrng c~~rnprehcnii \e PAC and famil) plariii~ng I >  nicvc pr.ia~c.il ~ n d  
does nor hold a tag of a \enicai prr>gr.mi to horh the ho\pital m3nagcnisnt 31111 .en ice pr~, i  :dcr. 
b e c a u s  i t  blend5 easily into their d3il) aurk  thcreh) Settiny their .uppon :ind cuniiiiitmcrit 
9. Proper trainee selection ha.. btrong intluencs on the rnuri\ati<ln and sen  ice pr,n idcr ;I\C ,,i riic 
ne\rly acquired EsOC including PAC Ail!>. 



The project trained some of the first mid-level providers - nurso and clinical officers in the public 
sector using different training approaches with the goal of achiex ing 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 m>:diral officers and decongesting the 
limited available hospital beds. The project also increased won1e.t':; t~ccess by empowering mid-level 
providers to offer these services as the nurses and clinical office1 s are greater in nunbers as 
evidenced by nurse ratio of 1 :993 population as compared to dottc8r ratio of 1:10,000 population. 
The mid-level providers also cover up to primary health lkcilitie!; (Dispensaries) where traditionally 
there are no doctors. The project confirms that creation of an el1,ironment that enables mid-level 
providers to care for clients with a spectrum of pregnancy relate1 needs improves the quality of care 
in understaffed or lower community level facilities. 

Recommendations: 
1. There is need for more use of whole-site including on-job lraining in developing countries 

considering: 
1.1. Shortage of service providers where those going for ce~ltral training would he drawn 
1.2. The 3 to 6 monthly mandatory provider redeployment in various departments 
1.3. Cost of central training and 
1.4. The motivation and teamwork created by whole site rr:iining. 
1.5. Frequent service provider transfers to other fitcilities. 

2. There is need to develop "structured" on-job training cunctrlum and teaching aids for EsOC 
including con~prehensibe PAC training as ao ensure that ~~ruviders trained on-job meet national 
standards. 

3 .  There is need for taking training down to lower levels by developing district capacity to conduct 
EsOC includi~~g cotnprchensive 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 ~.:omprehensive PAC to primary and 
secondary level health facilities to stem the flood of case:. that reach the tertiary health facilities 
late. 

6. There is need to strengthen documentation of clienrs in labor who are kept beyond the 
intervention time (according to partograph) as an indicator t:~ifquality of care. 

' 
7. There is need for strengthening record keeping system n ~ d  the culture of using EsOC including 

comprehensive PAC data at site. 
p~ ~- . 
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Introduction: 
Disseminating information 

Rick Hughes 
country D,rrct.r 

JHPlEGOZambra 

1 Objectives 
Discuss the need for improved approaches to 
the dissemination oftechnical information such 
as guidelines. updates and bener practices 

Dcscrooe lnrce case stdales n gnl ght og 
OffIerenl approacner lo dlrremmat~on n r.pwn 
of nal onal rca'e up 

Identit) aodltlona acllons or types 0 1  , d p w n  
Inat must be aoorerreo lo r u p w n  tnere types 
of d %em ndllon act,. !,PS 

PREVIOUS PAGE BLANK 



1 Future Directions 1 
- . ~vidence-based ntedicine 

. ~ e t t e r  Practices documentation 
- . centralized work on yuldeilnes and standards 

. Decentralization i Health Reforms 

. communication and learning tcchnoloYY 

. karn ing styles and approaclos 

- 

Za~nhidn Context 

. ~ - = l t h  reforms 9 decentralization 

. 72 District Health Management Teams 

. 9 Provincial Health Offices 

. 7hin and over-stretched human resources 

. communication technology limited 

. ~ ~ ~ ~ n i n g  styles and approaches 
. ~ i ~ i t ~ d  experience with computers 
. culture of readirg not wilcrpread 

zamh~an Contrxt (cant) 

centrai.level work paying dividends . pilot program3 
. ~echnical guid3nce 

Rapidly changing playing field - e g :  
. N~~ ma~ariatr,:atmeni gilldulinea and medicines 
. ~ e w  infect8on prevention guldallnea . ~~~~~~d provider technical guideline!i . introduction oi new s e r ~ c e i  le 9. ARV therapy) 



FP guidelines dissemination in Kenya. 

Know, d *i( 

. Basetine - 

. Dirtrtbutlon * 
Dlrreminatlo" Wl lh  onentat,on + 
Onentatloo. suppaifire supen,s a" * 

S e  prer"nst80n Erholng lnlornallao a? enerrireway of 
reacntng many p io i iden la .,,.,'. 

Zambian . A p p r o a c h e s  

Malarla durlng pregnancy 
lday onental<on for Prornnraal and D~rtrict ~ e a m r  

. Piorlnciai groupings rue 5 people d8rlrmct 

. Prtmarlls knowledae b r e d  
Postabonion care (PAC) expansion 

3 d a y  onentallon for ~rorinc!al ,  Disti!ct and ilorplxli 
management team3 
~ m u r  on prorincaai center, are  ispeopie d,rtrlrt 
MI.& knwtedge an., app,,cation 

Infection prevention guidelines 
2 W R *  ci,n,cat ,ra,n,ng 

. 2 people. dlrtrlc, 

. Knowledge and skilir. inclvdlog iialntng rklils 

C a s e  1: D i c s e r n i n a t i o n  '1ntJ 

i m p l e m e n t a t i o n  o i  nidldri,t 
during p r e g n a n c - \  g ~ i i d e l i n r c  

Maureen Ch118la 
Progla," Manger 

JHPlEGO Z~rnDsa 



Malaria During Pregnancy: 
Context 

. Overal l  Ant imalar ial  D rug  Change 
. ~ighresistancefo shloraqvine ICQI 

Specific Malari;, i n  Pregnancy Guidel ines . ~ ~ ~ ~ ~ d e d  reco!~n~tion of dat:, on the impact of malaria 
in pregnancy 
High resistance to CQ . LOW rates of pro\rinion of CQ prophylaxis . ~xpanr ion  of  ITN prograins focusedon pregnant 
women 

. High rates or maternal anemia (-50%) 

Malaria During Pregnancy: 
Content 

. Change in ant imalar ial  use i n  pregnancy 
. CQ prophylaxis + SP presumptive treatment IIPTI . CQ + SP (Quinine as flrsi line theraay 

. Strengthen integrated services far pregnant  
w o m e n  
. Prevention / lrNs . intermittent Presumptive Treatment (IPT) . Anemis prevention and management 
. case manage-nent 0' rymptotnatic malaria in pregnant 

women 

-- -- 

I Malaria During Pregnancy: 
Opportunity 

Quickly capi tal ize an an oppor tun i ty  . "~imple" message . primarily knc~wledge and motivation . Why? . What? . How7 

Focused Target 
. ANC providers in public sector (r 90% attendance) 

Pol i t ical  Conlrni tment . ~~~~i~~ aw;seness of maternal health as a priority area . Targeted ro rams and technical arsisfan:o: Global 
~ u n d ,  RBL, SNI~EF. USAID WHO 



I Malaria During Pregnancy: 
Process 

Development of an esrenllal onantallon 
package ,OD aldr, monltor8ng fools 
0nentat.on of Provlncda. 8 Otrtr#cl learns 
Provision of orientation materials to Districts 
. Respnribic lor ooentlng hrsbh w o , k s n  

Orientation far additional stakeholders (and 
p'o"li0" 0' matenah) 
. Ple5Bmcl' mining iNtltuf,.". 
. N t h .  churcbdared imtitut las,  private pr0rlde.r 

Linked BCC and social mobilization activities 
Targnnq ,mni- por iban .  ~omrnvnlfl wwksrs, 
smrnunnies and individvair 

Malaria During Pregnancy: 
Orientation Package 

08:30 Pre-test 
09:OO Objectives and Introduction 

W:30 Medical Background 

10:30 Guidelines and Bert Practises 
. PnrenUon : lTNS 
. Interminem ~ m u r n p t i n  ~n-n( . Awmia  Yanagornontand Trcarment 

cam ~anagemem ol Symptomnis ~ a l a o a  in 

Malaria During Pregnancy: 
Orientation Package icont.) 

14:W Key Technical Updates 
FOFused antena(a1 urp 
Comctl" staging a P 4 N " C Y  

. Ruling out pr.gnancy fW - rmrug.mnt 

t5:OO Outreach Activities 

15:30 Hen  S t e p  
. 16:00 Summary 8 Conclusions 

16:30 Post-test 



Malaria During Pregnancy: 
Dissemination 

Rapid 
. National coverage in c 8 months 

. FBce-10-laSOinleracllOn 

. P Provinces 

. 72 Dlstricts . .JL)Omonagers and providers 

Service Delivery Impact 
. Too early to tell 
. MSE tools being put in place 

. Provirion of IP' 
- Use 01 ITNs 
. Lor blnhroigllt 

Mal;l!.ia During Pregnancy: 
Dissemination (cont.) 

. Effective First Stage 
. Pre-i Post-teat 

. 40% pass + PiSipar6 mlrk iscaredat ieart85'/,1 . overs,, ,,%gain in average scores 

. Course Evaluation 
- 81% tell Very Confident 
. 80%felf Hlghll Motivated 

. comments . O"C,,"hlirnlngiy app'e',i,l,ui. ,,, both mathod and Eolltent 
of d,raeminafil,n L 

Casc? 2: Dissc?lnindiion and 
irnplernt?:itdtion of PAC 
guidelinc.~ and services 

Martha Ndhiovu 
Nurse Coordinator 

National PAC Tar* Force, Zambia 



I Postabortion Cdre (PAC): Contekt 

MVA introduced in 1990 
Mcdical rtudcnts hmlliar with MVA 

PAC Assessment (1997-98) 
. Rarely available outrhde teaching hospltai 

Focused on emergency care 
NO ,,niaL*s 

. Poor i"tectl0" prcrrnt,Dn. weak sovnreiing 

Formation of National PAC Task Force 
 anda at^ to expand PAC nationat~y to 100 facilnisr 

Postabortion Care (PAC): Content 

PAC Concept 
. PrercntlrL lewlcrr (FP, 
. Opponvnirtic li~nkagsr Lo O t b r  RH Icnlcar) 
. avai,fl *a-or* (counreting infecfion prercn,,on, 

Faoil* G"ldel,ner 
Technical approach 

Postabortion Care (PAC): 
Opportunities and Challenges 

. National expansion in decenlrslked system 

. Limited resources 
Need to create buyin mhbn mr sptm 

. Phased approach 
C a e  trabnlng s h s  (naWnd ~ l r M  hormls)  
Pr.n!,&, ealnlng .!,a 

. Experience gained horn Phase 1 
. Stlnrrandcrr. supplier! quipmnt ShMlga. .t 
-D Med lor -cad conrenru3 and s u m  



Postabortion Care (P.4C): Proizeis I---/ 
. Development of essential orientation package 

Orient Provincial, District R Hospital teams . 3% day comprehensive program 
Mixed knowledge, motivation and skills 

Establishment of 1R4C services and training 
site strengthening . IP. FP. 8nfrartrvtlurc & oraanlzation 

. PAC Senice Proviclur Training 

. Clinical Training si,ii1s 

Postabortion Care (PAC): 
Orientation Package 

Objectives - to be able to: 

Describe the key elements of quality PAC senices 

Understand our own and each other's rolss in the PAC 
expansion program 

. Explain the imponanse of PAC servicest0 health 
workers and panrers 

. ~ s s i r t  in the identification. preparation, and initaallor, of 
notentla1 PAC service sites 

Postdbort~on Care (PAC): 
Orie~itatiori Package ((ont.) 

ll WPiP", . Disr"nion, 

. Roles8 ' revia", and 

rerponsibilifiea . PAC . rraining (i ; Guidelines * 'PAC The W r y  

superrision '. PAC trainsng f0lWil.d 

facknlque, . """t YoYlrelt 

1 PAC piannlng 
, NPTFAction """eruisorr ' obrerrai8on. , 

. PA,: ~ i i ~ i ~ a i  the 

- .- - 



Postabortion Care (PAC): 
Dissemination 

Time consuming 
. P U  Of oncnmonr 1,nlied to mc roll wt 0, vmcl 

smn(Eken3np 
C~mmmnemofren,or ~ ~ g e r .  to I , h y  wmshop 

. Making headway 
. IUI Pronnser Onanted . 2 P . & M  mp- t I I S 2 W I I  

- WflMUI &MtlDn 
. 7 Pro">- in m n .  2 i m 2 1  

w*h w m a t r n  PC*- 

Drfficunta separate out fhr impact ofthe a~cntauon 

I Postabortion Care (PAC]: Results 

Overall expansion progress 
. 112 senlor managerr onenfed in 7 Pror~nc~al  center. 
. Ore. 254 sense provldeo trained in some o l  

the program 
6 PAC clmniul training rcfer erbbltrhed and funrflonlng 
8 mes aslablished as PAC leniccr s~tes. a plerequlrife 
to establlrhing lillnlng capac,,y 
( 0  Lller completing ,nrtnutiooa1 Itrcngthening, a 
prereqvirlte to ertablirhtng PAC sentcer 
2 0 . m  women received strengthened PAC SLMCFI' 
>lO.WO women acepled modern FP wa!hcn PAC 
remcer' 

Case 3: Dissemination and 
implementation or national 

infection prevention guidelines 

Joseph Niktsi 
Clinlui Cnr Spcil,,lt 

Ccnml Bosrd of Hum, Zambsa 



ines: lnfection Prevention Cuide.1' 
Context 

. Overwhelming ev idence  of poor i P  practices 
PAC asse~sment 

. Hospital accreditation surveys . Miawiferyeducaliol asressment 

. GNC service arserilnents 

. vari.,ur baseline ar.rerrmenir . Field experience arid obseruatiorls 

Initial work done. c:g. . PAC nferf or# orrnn!  on .I!enylnrh~t>(l 
. M.*,tp,y anon.?% ,,q .L,,.<. .n.i..,g,ner ,.y 

Inserr cc tr3.n ny rnciagr 

I Infection Prevention Guidelines: 
Content 

Standards 
. Hand hygiene 

. Glover 

. Personal protective 
equipment 
Instrument proceaslng 

. Handling sharps durilg 
PrOcedureJ 

. waste management . Housekeeping 
Skin 8 mucous membrane 
preparation L - 

and Skills 
. Traffic flow and activity 

pattern* 

. Transmission based 
p'ec8lion5 
Montorlng lnlection 
prevention 
Problem resolution 
iP in the home care seeing 

. iP in tradilion.1 i?,satice 

lnfection Preventiori Guidelines: 
Opportunity 

Increase recognition of IP as a major weakness 

Fundamental, crosscutting quality of care issue 

Links to HIV prevention 
. Protect ~ ~ m r n u n i l i e ~  I clients 

Profect health wo-hers . 1momw conditiann Of senice 



I Intection Prevention Guiclelines: 
Dissemination 

Previous IP orientation and training of managers 
and service providers 
. PAC onentation- P~ovlncia, an* Pro",nc,al tenter 

fDHMT and Honpitsil manage- it121 
. iP on-r,te rlienmhening - Provlnclai ccn,e, renice 

P'OV,dP,I 1214, 
RM strengfheomg - Cl,n>ca, Iratnlng at rnldrtlery 
Schools and theti PtaRIcaI tralnlng rltei ,127) 
Inserrice training (ICTI - Otrtncf rerrmce prorderr  
-1 

lniection Prevention Guidelines: 
Proceci 

Proposed Process 
Svpplemanf w o n  !MI has k e n  done 

Indepth clinical training 
. 2 Week  cl4nlcal "alning . 2 people i dirtrisf 

Knaledge  and rklilr. lnclvdlng fralnlng skills 

Infection Prevention Guidelines: 
. . Process 



I Infection Prevention Guidelines: 
Dissemination (cont.) 

Sewice Delivery Impact 
Tw early to tell 

. Anecdotallv ~~~-~ 

. some evid.nsa of impmremcnts 

. RaroYrcc conslrainlr major obstacle . Habits l e g ,  ha,d washing, difflcultto 

Summary: 
Disseminating information 

Rick Hughes 
cauntry Dilector 

JHPlEGO Z l n b l a  

I Dissemination Better Than 
Distribution 

Anecdotal evidence 
Under utilization of guidefiner 

. "800k%"aatherina dust -~ - 
N."ta"ailable ",here needed 
Penonal Venus inslit"l,onsl V?Opa,tY . poor uptake 01 better pract ic~s 

Research evidence (Kenya') 

Positive feedback from dissemination i 

$8. proren,ati.n "Echoing informstlo": 8" sfkcfire 
reaching many proriderr in &frisr" 

n Zambia 

way Of 



Distr ibut ion \,s Dissemination 

Distrib~tion Disseminat~on 

. Leaves questions Tries to address the 
. D T ~ S  it get to the ngnt questions 

people' .  each r p a f i s  maple . DO [hey know what i f  is. . on 
Or no* to use 119 

. can they use it7 
. standnrdize lnt+rrnatson 

a"d tnterpr.,.,,on . DO they use il^ 
*I a,, 

. Add to ciedldlllh 

. Caratcn"" . Empore, vrer* 
Correc,," Encourage and 

Where to gel answer5 to 
quert,onr7 . Answer puertionT 

Three Models o i  Provincial-level 
Diiremination 

"On- 

. FocuYll- . 
' K- 
i dl" or""nulio0 
Yoo.,ale 6a.m 
,S dslric,, 

Three  models o i  Dissemination in d 

Decentralized System 

A(I 3 alrned at national coverage 

. 2 awned at lrnrnedlste natlonal corery)e 
B r ~ v g h t  dirtnctr t w t h e r  at ma orori- - 

1 tmk a phased approach and targeted 
Prov!nctal centers 

sulld the,. s.pas,f)i to expand 1. addl,oru, ma 



I I -- 
Three hlodel i  of Dissemindtion 

Not interchangeable 

Depends on scope of the intervention 
eg. ,  malaria dur ng pregnancy versus PAC 

Depends on immediate needs as well as 
term goals 

Momentum for sustained change 
"S 

. ~ a p i d  implementation and scale-up 

long- 

- 

Group Discussion 



HIV/AIDS Training in 
Eastern and Southern Africa: 

Results from a Twelve-country 
Needs Assessment 

Jacqueline Makokha 
Xemork Ctx~rdim~tor 
Kesion:11 ;UDS T1:tining Yen\ orli 
( K\TX 1 
I I . 0 .  Uos 10035 CXIl(M~! GI'O 
kii~-ul>i. Ken?~ 
Phone: 254-2-2-1 WHW 

Zit-2-2-2-+6~+ 
254-2-2-2-6-05 

Ets: 25+-2-2-16(176 
E-mail: jackirmZZratn.org 

Betty- 



THE REGIONAL 
HIViAIDS TRAINING 
NEEDS ASSESSMENT 
. -~.- . . . . . . . . . 

REGIOUL &IDS TR4ISIIC  \F.T\\ORli 

CESTRE fOR F R I C I S  F&\lILI STI DIES 

1 5 4 1 0  

I flIPLE.11E.VTED BY THE CEYTRF FOR 
F-I.\IIL 2.  STLDIES /C-I FSI & T/ iE  I 

JUSTIFICATION - .~-~*-~~.--- -  .~--~.-*  * ~ - -  - - ~ .  * 

= Little informarlon axailable on r\lstlng 
training needs in the ES.4 reyon s\cepr for 
CON UoM 1991 Needs .sscssment. 

': : L~tt le  knoa-n on the suppi! of training at ths 
nationai level 

'I' 
2 Little knou-n on existins demand and 2 

; suppon for training. 



! Objectives 
, - ~ . ~ ~  ~~. .~ ~. 
: :; Ovcrall Goal b asirnh the necdi tbr rraitiing in lhc 

broad domain ofHIL AIDS 
r Uucuvncnr clt>stlnp trnlnmg opp.,rlunittcs aixl i n ~ d r  i n  

the ES.A region. 

I + Idcnr#f) gaps 111 cunrnr px-scr i  ice and i n ~ r n l < r  

IIIV'AIUS training piogrual> 

+ Idcaify etncrg~ng tr;ivn$ng necilh and rrcniir. includ~~~g 
those remlt ln~ fion implcn,cill,ill: ,leu I l l \  AI'IS 
i~~tcrientions suci~ as PMTC'T rnii ; \R \  > 

~ b - -  . ~ - ~ ~  ~ ~ . ~ ~ ~ .  
.Assess thc market demand fbx tialoing. the 

priority given to triiinino at llle polic) Irlel and 
the level of of resources allocasd to suppon it 

+Determine the appropriate profiles ofthose 
cadres of HIV AIDS uirrkerr tl,at reqrbirs 
training, and shethcr  r u ~ i - ~ ~ t  triiining programs 
address thcse groups. 

rAsscss thc poti:litiaI of institution.; ~n ESA to 
delivcr the lyps of train~ng needed: atid 

, . . . . . . . . ~ 

rldcntify s t rate~ies  for organi~ing iralnirlg in 
ESA 

8 



Methods .~~ .------- .  ~. . ~ . - .  . . . 
i Dsik Re\ Is\\ . P~,:..! d,k~7<", .  31 (he PJ!,, .:,,. :c \<  . t \ . , , n g  ,ialn!:l. cu- ic? i i l< ic  I l l \  \!I)': I r l n r n .  . l r . , ,T::x~~~o~r. , , , :  >!ra:<s <. 2-.d \!,\I &!.>,., 
:: Kc? fni i lmanl  lnieniz\$. . Cxpn. III! ~ 1 1 1 ,  r \ I , > ~ , , ~ C : ~  - T:~.i::ni Pr..p??rnc:- . il<,ar.:\ i .n:.r;;l:,. b r ~ c l  -b;cn .,,r\ 

Ke? Informant Intervienr - - -~  -~ - -  ---* ~ ~ * -  . ~ ~ .  -~. . - ~ .  
The inteniewr eollrrted inlormnrion on the following 

areas 
t\lsrlnemd nrn  I l l \  \ ID5  lntrnentidn, an,! p..l!ilc~ In 
L S i  

Thc .iili< required )m?l<a;i.?r %I\  %In\ p:ol.rrm. 
t'e rodrr, ro hc iraxnill 

tppm3ch:i lo  r:iining :n H i \  4111'. 

Suppun ior irnlnlni. t i  t i ) \  %I l ls  

E~l.l inp tr.lnln opponui:iticl ;n i l l \  .\ID\; ;r; l i \  
c.t~l8r.e I),C.. .b!icii\i... i?ii thr <our*. l i e  <,n,!u.lid. 
<~drcs  ,r>"ed, ,rJ:Q<r., e~,i,2.,,:,1" rn<th<.d., 

Countries of focus ~ ~ + - ~ . - - ~ .  ~ ---. - - -~ .~ -~ .~  .- . .- . 
= BoirS%ara 
= E i - w a  
i ,,,a:ax 

Idaza-,tue 
= '.am3* 

j . : ~ * ~ - c ~  i 
: Six- *Li2 

, = la-za- a 
, = . , ?  ",=%a 

i , ; ,,-, 
z.rta l re 

1 
P 0: E:.J" L3-%4 cu: - <e-..a. 

I 

I 



1 512 Key Informants 
1 . .  * _. . .  *- 

Botswana 50 

40 
= Mozambique 33 

i South Africa 50 
= Tanranla 46 

64 

44 

50 

Status of study - March 10,2003 . ~ ~~~. --~..- . - 
c All country studies finalized and draft 

reports written. 

:: Regional report a l so  a\uilable in draft form 

% Awaiting approval of  rcports by  USAII) 

and wide dissemination to follow 
immediately thereafter. 

. ~ - - * ~ -  . ~- . - 
a Maj,orily of training nceds \ t i l l  tint bcing met in 

most countries - ARV 1ia:nlng. trainlng for 
laboratory workers, trcatrncnt of opportunistic 
infections, frcquent updates an HIVIAIDS, 
program management and admin~stration. ... 

:: In HIVIAIDS ,I move i s  needed towards skills 
based training as apposed to knowledge based 

:: HIVIAIDS topics not formally included in pre- 
service trainin: in most countries. 



. * - - *  -~ +- - .  -*--. .- . -~. . . 
: In-sen ls? rrainlng suniciila nut irsquentl) 

updnvd and in moil couornes haypenln. In un- 
soirrdtnatsd manner - S o  nattunal reroiircs h a <  nn a \ a i l ~ b l s  tialning. 
\\here 11 is o f fc rd  and ins cifect~ir.no. 

= T r a ~ n l r , ~  needs of peoplz in  ,<r.t~n other than 

0 / 
hcaith in mo.1 countri<i - nut mr.r iic,pi!i. the 
~rnplcm~i, ta l~on of the  rnultl-jcitoral a p p r o ~ i h  I O  

H I \  I D S  

-~. -~*--~. -* - - - *  * ~ - .  * 

: Suppon a n d  d e m a n d  for  trainirig exis ts  hu t  
most pcop le  do no1 L n o u  \ \he re  t o  access 
t ra inin2 a n d  hoxr to find the  resources for  
traintng. 

Training needs for HI\:.4IDS programs 
Managers 

~.~ -.--. ~ ---. ~ ~ * ~ - - *  . ~. 
Prosram manazcn \ir.rc dc1inr.d as lndli  idu~l ,  a hc, 

arc rr.spns>bls fur dc\ciopin$. implemcntmg and 
repclning on structured crgsnii.tt~onal astii l r l z i  

rslated to H I \  AIDS 

Sixteen tratnir,q 3rca.i ue ic  rnenlioncd ior 
HI\ .AIDS program manager- and allminiitnrrris 

I 



I 
8 Program management and administration was 
I mentioned by all the 11 coantries as a priority 

training area for program managers , . . - . . . 
The focu* of this training should ikiciude akills in 

program and pr<?ject dcielopmcnl. fund nnsins. 
resource management i including hum;~n rca)urcr 
management). progrsni rna,riioring, program 
coordination and cialuation. i idrucac) 

: networking an,] impact ar<cssmcnts. 

: u The study did lot  identi& any training program 
; that cabers this trainin. nccd and that targets lhlr 
; cadre of warkt.rs. 

Frequent updates on HlVlAlDS was thc: second 
most frequently mentioned training area for 
program managers, identified by 1011 1 countries .-~.~--~, - ~ .  --~. ~ . .--. ~. 

r The focus oi'frcquent updates in IIIV/AIDS 
should include an in-drpth oadcrstanding and 
appreciation of HIVIAIDS intervention strategies, 
the social conlext and l,iomcdical dimensions of 
the epidemic, dimensions of HIVIAIDS Impact. 
basic epidcmiolugy. dctemminants of spread of 
HIV, HIVIAIIIS stratcgy analysis and cost- 
etTectivc anal!isis of H I V I D S  interventions. 



Training needs far doctom 
, * _ - - . * - ~  -----..- ~ 

= Tuent?--1uo tralntn_e areas uere ldentllied for 

Priorit? Training X d r  for Docton -- --- --- -- * - -~ 
= Cornmunccatson skrlls and counrell~ng 

= Clinical management of HIV I D S  
= Crc of.AR\"s 

: Lpdates on HIV .AIDS 

= Program manaerment and dcreloprncnt 

C n i \ e m l  precautions 

= VCT 

= Research PSfTCT 



.,. s 
-i. i 
1 I Other cadres for w hich information was .. I 

8 collected, end the high priority training areas 1 . . . ~.~--~. ~L 

: = N~nes/clinicalo~Ecers . counqel1ing. ;c,mmun>irlwn 
,, 8 Comrnunlt) 'are of HI\. 

: ;; Community-based supemlsor 
8 

< t . counsclltng, cornmun,crtlon < 8 . program rngrnr and adm~nlsfratlon 
i E Non-technical staff in thc health sector 
I 

?# ,i . Bastc infomalion on lllV AlDS 
I . Universal pn:cauflonr 

Training needs in training institutions . .  ~- 

= Medical schools and colleges . Pre~rcwlcr r in l r l l l l~  mrtlal,Pnr h:,d heen slaw ,n inicpralm% 
IIIV/AlDS altotheir ~ ~ r n i l i v n l i l , o ~ ~ ~ c ~ A ~ C ~ ~ r ~ I  I I I ~ Y I U  found) 



Training gaps - general 
.*--*..* .--.- * .--.. * ..--- *..*-.*..*~ 

Some uainnng ncedr that cut across al l  HlViAlDS 
pro- cadres include: 

*regular updates on HIVIAIDS 
+unive-I prwautlons 

*human rights and ethics 
.counseling and inter-perronal communlcnion 
*infomuon ~eehnology 
*working with communiries~ 

Training gaps - specific I 
, ~~ ..-- * ---- *--* -.... ~ - *  *--* 

: c HIVI4IDS program m a e n  - rralnsnp m p q n m  
m p 1  and admin. rrguiar updam on H1Y \IDS s o  
coune uas found in the reem for rhls gmwp 

communttxcr \ancus axunincr haic mounted cllunwlor 
training programs but ihcw. me!: taren mrdlr.1 dumn 

n SUM and clinkal o f k s m  4 rn,nkn$ rn s i~ l l s  related 
(olorking alrh poplc i l i ,ngu~rh HIY I D S  pn icu lu l?  1 xn admlnistratlon mil mgmc o i  ARYr, i o v n ~ r l ~ n g  a d  
iilmrnun8crx~on land i ~ u o  on human iiehts. paticni 
contidmiialit), e i h : i i l .  r e p i x  uwc, on H i l  \IDS 

Training gaps - specific 1 
-* - - - - - -  ~ - * - - ~ - ~  - - - -  *--- - ~ - * - - -  *~ 

Suprnivln ofromn~.mifr-b.ud pregnm mnnmg ~n 
approaches ufxohlng ukrh r'anmun,an 8x1 panrctpton 

, progmm8ns and rcvurcc mob$iiratror 

/ c Y.Rmorkiq in tbr k d t b  -w. &r 1b.n dod- 

phmsls l ipharmai )  wlmcr in AR\. @allr m p L  
drug inlrrarrioni and st& e l k s .  lnlnlng o f  laborsly 
technlclanr in d~agmse and luvrs rclald ro b l d  
r c m l n g  and raft?: mlntng u f h t a i  lechn~cms tn r l ~ l l r  
rclalcd m uodmg u i r h ~ l c l i % m g  uiB HI\ .AIDS. 
p~b l l c  heal* aficm in mmuamlng HI\ I D S  into 



8 Trarnlng gaps - spec~fic 3 r . . .--. - . I 

~, ~~ ~ ~ 

I kcw pre-seruice medical trnininp inrtiturionr h a w  
~n teg~ t l ed  H I W I D ?  into lialnln; cunir~l!.  Huxe\cr. t h ~  
uar oiien dune r i t h l n  hrondcr i n c ~ d u ~ c ~  md gunc r i ~y  
i ~ m i l r d  tnnc he,". ulvcaled to l l i l  h l D S  Sl8ere i s  nrcd 
to de~c ion  snccil ic tawdulcs i . 8 ,  i l l \  I I I S  th.,l can hc 

I 

8 Training gaps - specific 4 ----  ~ . ~ -  . ~ ~ . ~ ~ ~ . ~ -  ~. ---- 
:: Need to assess and address spccitic HIV/A.IDS 

! training needs of i nd i v i dua l s  -orking in sectors 
: other than health to slrcngtlicn the multi-sectoral 

approach to HIVIAIDS (education, agriculture, 
busincss or falth-haied sector. transpon 
and other development rci i i lc i l  programs) 

1 ,  

2e . 

Recommendations 1 . ~- 
= The various gaps r l ~ i ~ t  hare hccn ~~ icn t l i i cd  should bc 

addressed at the rr:lonal le\el but v ~ l h  a ficus f.1r 
devcloplng countr:) ipeclfic traliung c;ip;cxtlei. l h l r  could 
be done throueh a cumbinatmn ~1mechanislni such its 
dcvclupnienf of strndard~rcil trrlncrb olt rs lncn'  lnorlulch 
a1 the regional level. t r ~ n n i n g  of llalnlng iuisiilullons ;and 
eilh;mcing neiuurl~?g procc,\c> ,o l l l V  AlClS tlalnlllg 

" Thcrc should bc inrut,,,lonal 'llld p'"~'"'" prqcrt  lhnkagcs 
to enhancc the sharing ofgaud nr~i.t!ccs, cxpirrcircca and 
cxprrtlse in Ill\' /.Ins liatl18ng x l i h n  the LSA regirln. 
The ~ r u d ~  round ttiaf there EIISI li>cyunlithcs in tile 
arallabillfy 0 i t ~ a i i l 8 n ~  b c t r r z n  ci>u~ltr!r.; and th r irratcg) 
could help addrcir this gap. 



Recommendations 2 -. * ~ - .  ~. .~- ~. - .~~ . . . . 
= ( 8 l l t ~ < ! : n < ~  to: :n,e$7.,,l"g I l l \  4 I : F  .% ;b.:" pr2..*71.< 

:r::!Nn$ ;tI:ln ~ 1 :  \ect,v. n ~ ~ !  I,? k ~ l ~ ~ ~ l ~ ~ ? ~ . !  

= fitcc::\e t r~3~nl<< z . a 3 ~ l m s  1h.n ,, rc,p<,,.,.,he :,, ,!I< 

e \ ~ , ! b ~ r a ?  need. ~,ipan.c:p.%a:> .!%,,uld be d < l ~ $ c : d  at t ! ! ~  8 

rcgt~,"~;  ::\cl ln.::!~~t~oms t h ~ t  dc lb<r  z i : .  trA:mnS ,',,,,;;d 
p,.. !4c 2% ":c$r~,<d p~.i,g< ,I, 1 < < h n : ~ ~ 1  ~ , : d  i 
: , l . ~ " ~ g c T ~ a !  !rL:"!n? 3~ '.>el; 3. O!>r ."pw?.s< :,,I:,,>\.,." 
I,, pJm:tp3nl~ : c  me : x d  i 


